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38  Diabetic  Retinopathy 

O W.  Rex  Hawkins  is  clinical 
assistant  professor  of  oph- 
^ thalmology  at  Baylor  Uni- 
versity College  of  Medicine, 
y Houston,  and  consulting 
— ophthalmologist  for  the  dia- 
2 betic  clinic  at  Ben  Taub 
u General  Hospital.  Following 
O a two-year  fellowship  at  the 
^ Retina  Foundation  in  Bos- 
ton, he  has  established  a 
practice  that  is  oriented  to 
retinal  diseases. 


44  Entropion:  Diagnosis 
and  Treatment 

Charles  R.  Leone,  Jr.,  is 
clinical  instructor  of  sur- 
gery (ophthalmology)  at 
The  University  of  Texas 
Medical  School  at  San  An- 
tonio, and  is  a diplomate 
of  the  American  Board  of 
Ophthalmology.  A graduate 
of  Temple  University  School 
of  Medicine  in  Philadelphia, 
he  was  an  intern  at  St.  Vin- 
cent’s Hospital,  Erie,  Pa., 
took  his  residency  at  Ohio 
State  University  Hospital, 
and  served  a precepteeship 
in  ophthalmic  plastic  sur- 
gery under  Dr.  Alston  Cal- 
lahan, Birmingham,  and  a 
fellowship  with  Dr.  Byron 
Smith,  New  York. 


48  Allergy  and  Cataracts 

Ruby  K.  Daniel,  diplomate 
of  the  American  Board  of 
Ophthalmology  and  fellow 
of  the  American  and  Inter- 
national Colleges  of  Sur- 
geons, is  assistant  clinical 
professor  of  ophthalmology 
at  Southwestern  Medical 


School  and  Parkland  Hospi- 
tal, Dallas,  and  senior  at- 
tending staff  member  of 
Presbyterian  Hospital.  She 
spent  three  years  (1935- 
1937)  teaching  ophthalmol- 
ogy in  Peking,  China,  and 
in  Vellore,  South  India.  Util- 
izing her  medical  knowl- 
edge in  the  field  of  philan- 
thropy, she  has  initiated 
and  incorporated  two  or- 
ganizations: One  had  to  do 
with  research  and  preven- 
tion of  blindness,  and  the 
other  with  rehabilitation  of 
the  blind  and  nearly  blind. 


50  Rehabilitation  In  Extra- 
temporal Facial 
Nerve  Damage 


55  Reconstructive  Proce- 
dures in  Radical  Head  and 
Neck  Surgery 

John  Conley  is  clinical  pro- 
fessor of  otolaryngology  at 
Columbia  University,  Col- 
lege of  Physicians  and  Sur- 
geons, and  director  of  the 
Head  and  Neck  Depart- 
ment, Pack  Medical  Group, 
New  York.  He  is  a diplo- 
mate of  the  American 
Board  of  Otolaryngology 
and  past  president  of  the 
American  Society  of  Head 
and  Neck  Surgery,  the  New 
York  Laryngological  Society 
and  the  American  Society 
of  Facial  Plastic  and  Recon- 
structive Surgery. 


58  Dizzy  Patient:  Diagnosis 
and  Management 

J.  L.  Smith  of  the  Depart- 
ment of  Otolaryngology, 
Kelsey-Seybold  Clinic,  Hous- 
ton, also  is  assistant  pro- 
fessor of  otolaryngology  at 
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Baylor  University  College  of 
Medicine.  A diplomate  of 
the  American  Board  of  Oto- 
laryngology. he  is  a gradu- 
ate of  the  University  of 
Texas  Medical  Branch  at 
Galveston  and  also  served 
his  residency  there.  His  in- 
ternship was  at  Brooke 
Army  Hospital  in  San  An- 
tonio. 


64  Diagnosis  and  Mis- 
diagnosis of  Asthma 
in  Children 

George  B.  Logan  is  a con- 
sultant in  the  Section  of 
Pediatrics,  Mayo  Clinic.  Ro- 
chester, Minn.,  and  profes- 
sor of  pediatrics  at  the 
Mayo  Graduate  School  of 
Medicine.  Immediate  past 
president  of  the  American 
Academy  of  Pediatrics,  he 
currently  serves  on  the  ex- 
ecutive committee  of  the 
American  Academy  of  Al- 
lergy, is  a member  of  the 
American  College  of  Allergy 
and  American  Pediatric  So- 
ciety, and  is  a diplomate  of 
the  American  Boards  of 
Pediatrics  and  Pediatric 
Allergy. 


69  Clinicopathologic 
Conference 

Participants  in  this  month’s 
clinicopathologic  confer- 
ence from  Scott  and  White 
Clinic,  Temple,  are  F.  Mau- 
ricio  Bandeira-Teixeira,  res- 
ident in  surgery,  modera- 
tor; May  Wang  and  Howard 


E.  LeBus,  Department  of 
Pediatrics:  Charles  W.  Rat- 
liff, Department  of  Clinical 
Pathology;  and  James  C. 
Stinson,  Department  of 
Surgical  Pathology. 


76  The  History  of  Opium 
and  the  Opiates 

Michael  M.  Cohen  is  a resi- 
dent in  ophthalmology  at 
Lenox  Hill  Hospital.  New 
York;  he  also  took  his  in- 
ternship there  after  being 
graduated  from  Baylor  Uni- 
versity College  of  Medicine, 
Houston,  in  1967.  As  a 
sophomore  at  Baylor,  he 
received  the  Medical  Stu- 
dent Research  Award,  and 
he  is  the  author  of  two 
previously  published  arti- 
cles dealing  with  morphine 
tolerance. 
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J.  E.  Miller 
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Need  Physicians 

Charles  M.  Sanders 


31  Questions  and  Answers: 
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of  Others 


34  Effective  Continuing 
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Demands  Motivation, 
innovation,  Planning 

G.  V.  Brindley,  Jr. 


ON  THE  COVER 

The  eye  can  be  affected  by 
many  diseases,  and  one  of 
the  unwelcome  results  of 
medical  progress  is  that  pa- 
tients with  diabetes  may 
now  live  long  enough  to 
become  blind  as  a result  of 
diabetic  retinopathy.  The 
article  on  page  38  de- 
scribes the  changes  which 
take  place  in  the  eye  as  the 
retinopathy  progresses,  and 
full-color  illustrations  are 
provided. 

DO  IT  NOW 

On  pages  89-92  you  will 
find  information  about  ho- 
tel and  motel  rooms  for  the 
1969  Annual  Session  May 
1-4  in  San  Antonio.  Make 
your  reservation  now  for 
yourself  and  your  family. 


NEXT  MONTH 

Included  in  one  Eebruary 
article  is  the  suggestion 
that  eliminating  inappropri- 
ate use  of  chloramphenicol 
could  be  as  effective  as 
the  best  available  specific 
therapy  in  reducing  the  ab- 
solute mortality  in  acquired 
aplastic  anemia.  Also,  look 
for  case  reports  on  thia- 
bendazole used  to  treat 
strongyloidiasis;  myxoglob- 
ulosis; and  eczema  vaccina- 
tum complicating  pemphi- 
gus vulgaris.  There  will  be 
a review  of  the  diagnosis 
and  treatment  of  acute  re- 
nal failure,  as  well  as  arti- 
cles dealing  with  cytology 
and  colposcopy  in  the  prac- 
tice of  obstetrics  and  gyne- 
cology. 


PUBLICATION  INFORMATION 

Editorial  and  Business  Offices:  1801  N.  Lamar  Blvd., 
Austin.  Texas  78701;  Telephone;  Area  Code  512  GReenwood 
7-6704. 

Subscription  communications  should  be  sent  to  the  Busi- 
ness Offices.  $3  per  year  for  members;  $9  for  nonmem- 
bers; $10  for  foreign;  single  copy,  $1. 

Contributions,  previously  unpublished,  are  welcomed  for 
review;  suggestions  for  preparation  are  available  from  the 
Editorial  Offices.  News  and  other  items  should  be  sent  to 
the  Editorial  Offices  by  the  10th  of  the  month  preceding 
the  month  of  publication.  All  contributions  are  sent  at  the 
owner's  risk. 

Printing  Offices:  c/o  Stafford-Lowdon  Company,  1114  West 
Daggett,  Fort  Worth  76104. 
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No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen»Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  \within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  “Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units) ; Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


“""'^PEN'VEE'K 

(potassium  phenoxymethyl  penicillin) 


Why 

do  they 
sell  so  many 

safeh' 
pins? 


Surely  there  must  be  other  things  you  could  use 
besides  a safety-pin.  Scotch  tape,  maybe.  Buttons. 
Nails. 

But  no  — they  just  keep  right  on  selling  this 
same  perfect,  dependable  safety-pin — and  through 
all  the  long  years  since  it  was  invented,  no  substi- 
tute has  come  even  close.  They  sell  millions. 

Well,  let’s  change  the  subject.  Why  are  71  mil- 
lion Americans  protected  against  hospital  and 


doctor  bills  by  BLUE  CROSS®  and  BLUE 
SHIELD®?  Ear  more  than  by  any  other  such  serv- 
ice. There’s  not  even  a close  second  to  Blue  Cross 
and  Blue  Shield. 

Because  there  is  only  one  best  way,  and  that  way 
is  so  much  better  than  any  other  way,  that  just 
about  - 

"f^erybody’s  ^lues’^ 


BLUE  CROSS  and  BLUE  SHIELD 

Hospital  and  Health  Care  Coverage  Medical  and  Surgical  Benefits 

(GROUP  HOSPITAL  SERVICE.  INC.)  (GROUP  UFE  & HEALTH  INSURANCE  COMPANY) 
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Summation: 

In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  Robinul  Forte  (glycopyrrolate) 
is  indicated  for  other  G-1  conditions  that  may 
benefit  from  anticholinergic  therapy.  Robinul-PH 
Forte  (glycopyrrolate  2 mg.  with  phenobarbital) 
is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  blad- 
der neck  obstruction,  pyloric  obstruction,  stenosis 
with  significant  gastric  retention,  prostatic 
hypertrophy,  duodenal  obstruction,  cardiospasm 
(megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Robinul-PH  Forte,  sensitivity 
to  phenobarbital. 

Precautions:  Administer  with  caution  in  the 
presence  of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash. 

Dosage:  Should  be  adjusted  according  to  indi- 
vidual patient  response.  Average  and  maximum 
recommended  dose  is  1 tablet  three  times  a day; 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See 
product  literature  for  full  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.):  Robinul 
Forte  (glycopyrrolate  2 mg.):  Robinul-PH  (glyco- 
pyrrolate I mg.)  with  phenobarbital  16.2  mg. 
(Warning:  may  be  habit  forming):  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  may  be  habit  forming),  in 
bottles  of  100  and  500  tablets.  A.  H.  Robins 
Company,  Richmond,  Va.  23220. 


/I'H'DOBINS 


In  peptic  ulcer  therapy,  wont  you 
give  Robinul  Forte  a FairTrial? 

(glycopyrrolate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late, a unique  anticholinergic  agent 
described  in  the  prescribing  litera- 
|ure  as  more  closely  approaching  the 
ideal  compound  for  controlling 
gastric  hyperacidity  and  hyper- 
'^motility  of  the  G-I  tract.  Although 
' glycopyrrolate  (Robinul  Forte) 
found  good  acceptance  among  numerous  physicians, 
many  others  just  didn’t  seem  to  want  to  give  it  a try, 
probably  because  the  anticholinergic  they  were  al- 
ready using  was  giving  acceptable  results. 

However,  we  believe  you’ll  agree  there’s  always 
room  for  a better  anticholinergic.  This  is  why  we’re 
asking  you  to  give  Robinul  Forte  a fair  trial.  Robinul 
Forte  exerts  a highly  specific  antlsecretory  action  and 
marked  inhibitory  effect  on  intestinal  tone.  We’re  con- 
vinced you’ll  agree  that  this  is  indeed  an  outstanding 
drug  when  you  observe  its  outstanding  suppression  of 
ulcer  symptoms.  Furthermore,  it  is  unique  in  that  it 
reduces  intestinal  tone,  yet  has  little  or  no  effect  on 
peristalsis.  In  addition,  the  incidence  of  the  more 
bothersome  peripheral  side  effects  is  low. 

No  longer  does  the  physician  have  to  look  for  extreme 
dry  mouth  as  the  measure  of  his  anticholinergic’s  ef- 


fectlveness.  The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair  , ^ 

Trial?  You  do  it  this 
way: 

First:  When  you  see 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . ? — I 

Next:  Wait  10  days  •' 

or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  “verdict”  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 

Finally:  Render  your  ver- 
dict. If  it’s  “significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


RobinuF  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  Y ou’ll  find  ours 
on  the  preceding  page.  Doctor. 


Photoprotective  Agent 

Trisoralen*  Tablets 

TRIOXSALEN  — ELDER 


BEFORE— Normal  epidermis 
before  Trisoralen  therapy 


AFTER -Epidermis  follow- 
ing Trisoralen  therapy 


• Provides  added  epidermal  dimensions  of  protection 
for  light  sensitive  skin.  Often  enhances  pigmentation 
in  vitiligo. 

• Develops  compact  adherent  melanin-saturated  stratum 
corneum. 

• Thickens  stratum  corneum,  stratum  lucidum,'-^  and 
Malpighian  layers. 

• Increases  melanin  concentration  with  retention  in  epi- 
dermal layers. 

• Six  times  the  LD50  of  methoxsalen  — only  half  the 
dosage  of  methoxsalen,  due  to  2X  activity. 

• No  liver  injury  reported  to  date. 


CONTRAINDICATIONS:  Diseases  associated  with  photo- 
sensitivity, such  as  porphyria,  acute  lupus  erythema- 
tosus, or  leukoderma  of  infectious  orij^in.  Not  to  be 
used  concomitantly  with  other  photosensitizers. 

To  date,  the  safety  of  this  drupr  in  young  persons 
(12  and  under),  has  not  been  established  and  is,  there- 
fore, contraindicated. 

DOSAGE:  Adults  and  children  over  12  years:  two  tab- 
lets daily  as  directed  in  brochure. 

SUPPLIED:  Bottles  of  28  and  100  coated  tablets. 


References:  (1)  Becker.  Jr..  S.  W.:  J.A.M.A.  173: 
1483-1485,  1960;  (2)  Pathak.  M.  A.,  and  Fitzpatrick, 
T.  B.:  J.  Investlg.  Dermat.  32:509-518,  1959;  (3) 
Pathak.  M.  A..  Feilman,  J.  H..  and  Kaufman. 
K.  D.:  33:165-183,  1960. 

Write  for  literature  and  clinical  supply  of  Trisoralen 

PAUL  B.  ELDER  COMPANY  • Bryan.  Ohio. 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson.  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Mark  E.  Huff,  Jr.,  M.D. 

ORAL  SURGERY 
R.  A.  MitcheU,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson.  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 

MEDICINE 

W.  B.  Whiting.  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kahle,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 


( Phenylketonuria) 


Testing  is  indicated  on  every  child  be- 
fore the  age  of  eight  weeks.  This  may 
be  done  by  using  the  ferric  chloride, 
dipstick,  or  Guthrie  tests  at  the  proper 
times.  If  the  test  is  positive  a serum 
phenylalanine  level  will  confirm  the  di- 
agnosis. Treatment  consists  of  a spe- 
cial diet  which  prevents  development 
of  mental  retardation. 

— Committee  on  Public  Health 
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YouVe  made  it  one 


I->I  X I X >M YC3IN 


.<*v 


You’ve  made  it 
one  of  your  specific 
in  acute  otitis  medic 

DECLOMYCIN  acts  against  many  strains  of 
H.  influenzae,  pneumococci  and  streptococci,  th 
most  common  invaders.  In  otitis  media,  where  it; 
is  difficult  to  isolate  the  causative  organism,  this' 
coverage  may  be  important.  However,  some  straii' 
may  be  resistant  and  other  pathogens  can  be 
involved. 

You've  found  the  high  serum  levels  of  : 

DECLOMYCIN  important,  too.  Its  prolonged  actic 
permits  convenient  300  mg  b.i.d.  or  150  mg 
q.i.d.  administration. 

When  specimens  are  obtainable,  your  culture 
studies  will  indicate  the  usefulness  of 
DECLOMYCIN. 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system-ano- 


rexia, nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolit 
pruritus  ani.  Skin-maculopapular  and  erythematous  rashes;  a ra 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensitivi^ 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney-  rise  in  BU 
apparently  dose-related.  Transient  increase  in  urinary  output,  som 
times  accompanied  by  thirst  (rare).  Hypersensitivity  reactions  — ur 
caria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental  staining (y( 
low-brown)  in  children  of  mothers  given  this  drug  during  the  latter  h< 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonatal  pe 
od,  infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seen 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontinu 
medication  and  institute  appropriate  therapy.  Demethylchlortetr 
cycline  may  form  a stable  calcium  complex  in  any  bone-formingtissi 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Shou 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption 
impaired  by  the  concomitant  administration  of  high  calcium  conte 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococc 
infections  should  continue  for  10  days,  even  though  symptoms  ha\ 
subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  3C 
mg,  150  mg  and  75  mg  of  demethylchlortetr 
cycline  HCI.  39; 


DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


heavenly  relief 
for  unearthly  cough 


Benyliri 

EXPECTORANT 


Each  fJuidounce  contains:  80 
Benadryl^  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 

2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 


EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 
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“The  inconvenience  of  a cold” 


For  a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  a sinusitis  c * : ■ c ‘i,  NTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied;  ^Tz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


NTz  is  more  than  a simple  vasoconstrictor.  It  contains 


Neo-Synephrine®  (brand  of  phenylephrine) 
HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyidiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 

Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 


Winthrop  Laboratories,  New  York,  N.Y.  10016  \l^j7/fyro^ 
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Working  closely  with  this  transplant  team  required  experience  and  a profes- 
sional approach  at  a time  when  split-seconds  meant  the  difference  between 
success  and  tragedy.  The  professionals  at  Avia  Jet  have  this  experience. 

Avia  Jet  is  a jet  charter  service  providing  particular  attention  to  the  needs  of 
the  medical  profession.  Special  equipment  is  aboard  as  a normal  practice  and 
a nurse  or  trained  attendant  will  be  provided  whenever  necessary  for  the 
comfort  or  safety  of  the  patient. 


MEMBER  OF  AMBULANCE  ASSOCIATION  OF  AMERICA 
AND  TEXAS  AMBULANCE  INSTITUTE 
$100,000  PER  SEAT  LIABILITY  INSURANCE 


3300  LOVE  FIELD  DRIVE  DALLAS,  TEXAS,  75235 

CALL  COLLECT  214/358-4371 
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in  cerebrovascular  disorders 

Arlidin  increases  blood  flow 


A.rlidin  decreases  cere- 
bral  vascular  resistance, 
increases  cardiac  output, 
helps  maintain  mean 
arterial  pressure. 

A.rlidin  helps  control 
vasoconstriction,  vaso- 
spasm, and  ischemia. 

-Arlidin  may  thus  relieve 
symptoms  of  cerebro- 
vascular insufficiency, 


such  as  vertigo,  light- 
headedness, and  mental 
confusion. 

A.rlidin  also  increases 
blood  flow  to  the  eye 
and  inner  ear  to  help 
manage  ischemic  dis- 
orders of  those  organs. 

A.rlidin  is  well  tolerated 
and  relatively  free  of 
severe  adverse  reactions. 


DOSAGE:  Usual  effective  dosage  Vi  to!  tablet  t.i.d.  orq.i.d.;  increased,  if  necessary,  to  2 tablets  t.i.d.  orq.i.d. 
Parenterally,  0.5  cc.  by  subcutaneous  or  intramuscular  injection;  increased  gradually  to  1 cc.  one  or  more 
times  daily,  as  needed.  SIDE  EFFECT;  Occasional  palpitation.  PRECAUTIONS;  Use  with  caution  in  the 
presence  of  a recent  myocardial  lesion,  paroxysmal  tachycardia,  severe  angina  pectoris,  thyrotoxicosis. 
CONTRAINDICATION:  Acute  myocardial  infarction. 

SUPPLIED:  Tablets,  6 mg.,  scored;  bottles  of  100 
and  1000.  Parenteral,  5 mg.  percc.,  1 cc.  ampuls 

(5  per  box);  10  cc.  multiple-dose  vials  (1  per  box).  USV  PHARMACEUTICAL  CORPORATION 

CONSULT  PRODUCT  BROCHURE.  800  Second  Avenue,  New  York,  N.Y.  10017 


(TO 


to  the  brain 


Geigy 


chlorthalidone  50  mg. 
reserpine  0.25  mg. 


iblet  a day  usually  helps 
tient  bring  high  blood  pressure 
it  down. 


Regroton  produces  a smooth,  long-acting  effect  that 
usually  reduces  both  systolic  and  diastolic  pressures. 
At  the  same  time  it  often  acts  to  allay  anxiety  and 
nervous  tension  associated  with  hypertension. 


Although  Regroton  is  generally  well  tolerated,  adverse  reactions 
mayoccur.  This  drug  is  contraindicated  in  mental  depression, 
demonstrated  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.  For  a complete  list  of  side  effects,  please  see  the 
Prescribing  Information  summarized  on  the  following  page. 


Regroton* 

chlorthalidone  50  mg. 
reserpine  0.25  mg. 


One  Regroton  tablet  a day 
usually  helps  you  and  your  patient 
bring  high  blood  pressure  down 
and  keep  it  down. 

Indications:  Hypertension.  Contraindications: 

History  of  mental  depression,  hypersensitivity, 
and  most  cases  of  severe  renal  or  hepatic 
diseases.  Warning:  With  the  administration  of 
enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary 
supplementation  is  not  practical,  the  possibility 
of  small-bowel  lesions  (obstruction,  hemor- 
rhage, and  perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  frequently  been 
required  and  deaths  have  occurred.  Discontinue 
coated  potassium-containing  formulations  im- 
mediately if  abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  ther- 
apy, and  if  depression  or  peptic  ulcer  occurs. 
Use  in  pregnancy:  Because  chlorthalidone  may 
cross  the  placental  barrier  and  appear  in  cord 
blood  and  thiazides  may  appear  in  breast  milk, 
this  drug  should  be  used  with  care  in  pregnant 
patients  and  nursing  mothers.  When  used  in 
women  of  childbearing  age,  the  potential  bene- 
fits of  the  drug  should  be  weighed  against  the 
possible  hazards  to  the  fetus.  Use  of  chlorthali- 
done may  result  in  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other  adverse 
reactions  which  have  occurred  in  the  adult.  In- 
creased respiratory  secretions,  nasal  conges- 
tion, cyanosis  and  anorexia  may  occur  in  infants 
born  to  reserpine-treated  mothers.  Precautions: 
Antihypertensive  therapy  with  this  drug  should 
always  be  initiated  cautiously  in  postsympathec- 
tomy patients  and  in  patients  receiving  gangli- 
onic blocking  agents,  other  potent  antihyperten- 
sive drugs,  or  curare.  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  at  least 
one-half.  To  avoid  hypotension  during  surgery, 
discontinue  therapy  with  this  agent  two  weeks 
prior  to  elective  surgical  procedures.  In  emer- 
gency surgery,  use,  if  needed,  anticholinergic 
or  adrenergic  drugs  or  other  supportive  meas- 
ures as  indicated.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic  kidney 
function  tests  are  indicated.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion 
may  occur.  If  potassium  depletion  should  occur 


during  therapy,  the  drug  should  be  discontinued 
and  potassium  supplements  given,  provided  the 
patient  does  not  have  marked  oliguria.  Take 
particular  care  in  cirrhosis  or  severe  ischemic 
heart  disease  and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Severe  salt  restric- 
tion is  not  recommended.  Use  cautiously  in 
patients  with  ulcerative  colitis  or  gallstones 
(biliary  colic  may  be  precipitated).  Bronchial 
asthma  may  occur  in  susceptible  patients. 
Adverse  Reactions:  The  drug  is  generally  well 
tolerated.  The  most  frequent  side  effects  are 
nausea,  gastric  irritation,  vomiting,  diarrhea, 
constipation,  muscle  cramps,  headache,  dizzi- 
ness and  acute  gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety,  depression, 
bradycardia  and  ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis),  drowsiness,  dull 
sensorium,  hyperglycemia  and  glycosuria, 
hyperuricemia,  lassitude,  restlessness,  transient 
myopia,  impotence  or  dysuria,  orthostatic  hypo- 
tension which  may  be  potentiated  when  chlor- 
thalidone is  combined  with  alcohol,  barbiturates 
or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis, 
nasal  stuffiness,  increased  gastric  secretions, 
nightmare,  purpura,  urticaria,  ecchymosis,  weak- 
ness, uveitis,  optic  atrophy  and  glaucoma,  and 
pruritus.  Eruptions  and/or  flushing  of  the  skin,  a 
reversible  paralysis  agitans-like  syndrome, 
blurred  vision,  conjunctival  injection,  increased 
susceptibility  to  colds,  dyspnea,  weight  gain, 
decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric 
pain  or  unexplained  G.l.  symptoms  develop  after 
prolonged  administration.  Jaundice,  xanthopsia, 
paresthesia,  photosensitization  and  necrotizing 
angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink, 
single-scored  tablets  in  bottles  of  100  and  1000. 
(B)46-600-C 

For  details,  please  see  complete 
prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

tr» 

Geigy  Chemical  Corporation  ^ s 

Ardsley,  New  York  10502  t 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 


BAYER 

A S »*»l  f»  I 

CHILDREN 


Volume  65.  January,  1969 
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Android 


^ ^ (thyroid-androgen)  tablets 

Effectiveness  confirmed  by  another  double  blind  study* 


1. SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75x 

PLACEBO 

20% 

cannot  be  disputed. 


*“Sexual  impotence  treatment  Kith  methy  l testosterone  - thyroid  (ANDROID)  a 
double  blind  study"  - Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  maiignancy  of  reproductive  organs  in 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease,  hypertension  unless  the 
metabolic  rate  is  low.  • je 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyrbid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed. role  of 
chemotherapy 


Choice  of  4 strengths 

Android  Android>HP 


Android-X  Android-Plus 


Each  yellow  tablet  contains: 

Methyl  Testosterone  . .2. 5 mg. 

Thyroid  £it.  (1/6  gr.)  .10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available: 

Bottles  of  100,  500,  1000. 

Write  for  literature  and  samples; 

THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6tli  St..  Ids  Angeles.  Calif.  90057 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.(V2gr.)  ...30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCT 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  ...  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 

REFER  TO 

PDR 


WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  . 2. 5 mg. 
Thyroid  Ext.{V4  gr.)  . . .15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60,  500. 


also  available  with  ESTROGEN 

Android-E 

Each  Tablet  Contains, 

Methyl  Testosterone 
Ethinyl  Estradiol  . , . 
ThyroidExt.lt/6gr,)  . 

Thiamine  Hydrochloride 
Glutamic  Acid 


2 5 mg. 
0.02  mg. 
10  mg. 

10  mg, 
50  mg, 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen  — only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE;  One 
tablet  t i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens; 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg.  of  testosterone 
per  month.  CONTPA-INDICATIONS;  See 
Android  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands.  y 


For  the  treatment  of  the  aging  patient 

apathy 

irritability 

forgetfulness 

confusion 

Cerebro-Nicin:,. 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


POOR 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

FAIR 


GOOD 


CEREBRO-NICIN'®'  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerefafo-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  JrnI,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole 100  mg. 

Nicotinic  Acid ..100  mg. 

Ascorbic  Acid 100  mg, 

ThiamineHCI 25mg. 

1-Glutamic  Acid SOmg. 

Niacinamide 5 mg^  • 

Riboflavin 2 mg. 

Pyridoxine 3 mg, 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAItABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  pint  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications  ■ 
to  Pentylenetetrazole  although  caution  should  be  exercised  when' 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-conlaining  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  Is  forewarned  to  expect  the  reaction.  • 


REFER  TO 

PDR 


I4^r/fe  for  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  CO.  | 

' 2500  W. 6th  St., Los  Angeles, Calif.90057  | 
Write  for  Product^atalog  j 
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BROMSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

The  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  dosage  schedule 
imprinted  on  the  barrel,  a sterile  needle, 
alcohol  swab  and  a 7.5  ml.  or  10  ml.  size 
ampule  of  terminally  sterilized  BSP 
solution.  Each  unit  contains  complete 
directions  for  use,  precautions  and 
contraindications. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor  — the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


( BSP03  ) 


BALTIMORE,  MARYLAND  21201 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


Head-acres? 


Now...  a welcome 
refuge  from  tension 
as  well  as  pain 


Split-level  tensions  build  up  to 
splitting  headaches. 

Water  in  the  basement,  sales- 
men at  the  door,  and  tonight’s 
PTA . . . any  little  thing  may  cause 
tension  headaches. 

Suburban  life  seems  compli- 
cated, but  now  treatment  of  the 
tension  headache  is  simpler  — with 
Dialog!  Here’s  effective  nonsahcy- 
late  analgesia  plus  mild  sedation. 
Reheves  tension.  Relieves  pain. 

Unlike  APC-barbiturate  or 
APC-codeine  combinations. 
Dialog  is  nonsalicylate.  No  gastric 
irritation,  even  in  aspirin-sensitive 
patients.  Also  nonphenacetin  — 
won’t  injure  the  kidney  when 
given  in  proper  dosage. 

Dialog  could  be  a suburban 
wifesaver. 


INDICATIONS:  Relief  of  pain  and  discomfort 
of  simple  headache;  neuralgia,  myalgia,  and 
musculoskeletal  pain;  dysmenorrhea;  bursitis; 
sinusitis;  fibrositis.  Also  to  relieve  discomfort 
and  reduce  fever  caused  by  respiratory  infec- 
tions, influenza,  and  other  febrile  conditions. 
CONTRAINDICATIONS:  Sensitivity  to  any  of 
ingredients  and  moderate  to  severe  hepatic 
disease. 

WARNINGS:  May  be  habit  forming.  Dosage  of 
coumarin  anticoagulants  may  require  adjust- 
ments during  and  on  cessation  of  therapy. 

Use  in  Pregnancy 

Safe  use  in  pregnant  women,  or  during 
lactation,  has  not  been  established.  Therefore, 
benefits  must  be  weighed  against  potential 
hazards. 

PRECAUTIONS:  Periodic  CBC  is  advised 
during  prolonged  therapy. 

ADVERSE  REACTIONS:  Side  effects  are  rare. 
Nausea,  transitory  dizziness,  anuria,  and  rash 
may  occur.  Overdosage  of  allobarbital  will 
produce  symptoms  of  barbiturate  excess. 
DOSAGE  AND  ADMINISTRATION 
Adults:  One  or  2 tablets  q 4 h,  not  to  exceed 
8 tablets  in  24  hours. 

Children  6 to  12:  One-half  to  one  tablet  q 4 h, 
not  to  exceed  4 tablets  in  24  hours. 

SUPPLIED:  Tablets  (white,  scored),  each 
containing  15  mg  allobarbital  and  300  mg 
acetaminophen;  units  of  3 bottles  of  30. 

Consult  complete  literature  before 
prescribing. 


acetaminophen ) 


C I B A 

CIBA  Pharmaceutical  Company,  Summit,  N.J. 


2/3912 


He  is  elderly. 

He  is  on  corticosteroids. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 

DECLOSTATIN’300 


Demelhylchlortelracj'ciine  HCl  300  mg 
and  Nvslalin  500,000  units 
CAPSi  LE-SHAPED  TABLETS  Lederle 


b.i.d. 


of 

in 


To  guard  susceptible  patients  against  intestinal  mondial  over 
growth  during  broad-spectrum  therapy  — the  protection 
combined  w’ith  demetbylchlortetracycline 
DLClOSTATIN. 

. For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
-the  broad-spectrum  therapy  that  prevents  monilial 
overgrowth. 

F-'fectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demetbylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracyclme-sensitive  organisms.  The  antifungal  component.  Nystatin 
protects  against  superinfection  by  antibiotic-resistant  fungal  oyergrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contrmn^cation:  History  of  hypersensitivity  to  deraetliylchlortetracy- 
ciine  or  nystatin. 

\\  arning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accuni- 
ulaliori  and  Hver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort  Necessary-  subsequent  courses  of  treatment  with  tetracy- 
Clines  shoi^d  be  carefully  oliserved.  ^ 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  ' 
slant  observation  is  essential.  If  new  infections  appear,  appropi 
measures  should  be  taken.  In  infants,  increased  intracranial  pres 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  ! 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  c 
rhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin-macul’o] 
ular  and  eiyt hematous  rashes;  a rare  case  of  exfoliative  dermatitis 
lieen  reported.  Photosensitivity;  onycholysis  and  discoloration  of 
nails  (rare).  Kidney-rise  in  BUN.  apparently  dose  related.  Trans 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rs 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphyla 
leeth--dental  staining  (yellow-brown)  in  children  of  mothers  given 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  d 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hy 
plasia  has  been  seen  in  a few  children.  If  adverse  reaetion  or  idiof 
crasy  oo’urs,  discontinue  medication  and  institute  appropriate  then 
Demethylddortelracycline  may  form  a stable  calcium  complex  in  , 
hone-fornimg  tissue  with  no  serious  haimful  effects  reported  thus 
in  humans. 

.^^v^erjge  Adult  Daib;^Dosage:  L50  mg  q.i.d.  or  300  mg  b.i.d.  Should 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaii 
ly  the  concomitant  administration  of  high  calcium  content  drugs,  foi 
and  some  daii^-  products.  Treatment  of  streptococcal  infections  shoi 
continue  for  10  days,  even  though  symptoms  have  subsided. 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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tlie  preparations 


Darvon* 


analgesia  tliat’s 
versatile... 
potent, yet 
non-narcotic... 
time-tested,  too 


Description:  Darvon  is  a non-narcotic  anal- 
gesic available  in  Pulvules®  containing  either 
32  or  65  mg.  of  propoxyphene  hydrochloride. 

Darvon  Compound  and  Darvon  Com- 
oound-65  combine  the  effect  of  Darvon  with 
the  antipyretic  and  anti-inflammatory  benefits 
of  A.S.A.®  Compound  (aspirin,  phenacetin,  and 
caffeine,  Lilly). 

Each  Pulvule  contains— 

Darvon  Compound  Darvon  Compound-65 

32  mg Darvon® 65  mg. 

(propoxyphene  hydrochloride,  Lilly) 

227  mg A.S.A.® 227  mg. 

(aspirin,  Lilly) 

162  mg Phenacetin 162  mg. 

32.4  mg Caffeine  32.4  mg. 


propoxyphene  hydrochloride 


HOb 


Darvon®  Compound-6S 

Each  Pulvule®  contains  65 
mg.  propoxyphene  hydro- 
chloride, 227  mg.  aspirin, 
162  mg.  phenacetin,  and 

32.4  mg.  caffeine. 

Darvon® 

Propoxyphene 

Hydrochloride 

In  32  and  65-mg.  Pulvules. 

Darvon®  Compound 

Each  Pulvule  contains  32 
mg.  propoxyphene  hydro- 
chloride, 227  mg.  aspirin, 
162  mg.  phenacetin,  and 

32.4  mg.  caffeine. 

Darvon®  with  A.S.A.® 

Each  Pulvule  contains  65 
mg.  propoxyphene  hydro- 
chloride and  325  mg. 
aspirin. 

Darvo-Tran® 

Each  Pulvule  contains  32 
mg.  propoxyphene  hydro- 
chloride, 325  mg.  aspirin, 
and  150  mg.  phenaglycodol. 


Potent  analgesia  with 
added  anti-inflam- 
matory and  anti- 
pyretic  action. 


Analgesia,  pure  and 
simple  . . . in  two 
strengths  for  flexi- 
bility of  dosage. 

Alternate  strength  of 
propoxyphene  with 
added  anti-inflam- 
matory and  anti- 
pyretic action. 


Potent  analgesia  with 
added  anti-inflam- 
matory action  . . . but 
no  phenacetin  or 
caffeine. 

Analgesia  with  added 
antianxiety  action. 


1 Pulvule  3 or4  times 
a day. 


32  mg.:  1 or  2 Pul- 
vules 3 or  4 times  a 
day. 

65  mg.:  1 Pulvule  3 
or  4 times  a day. 

1 or  2 Pulvules  3 or 
4 times  a day. 


1 Pulvule  3 or  4 
times  a day. 


1 or  2 Pulvules  3 or 
4 times  a day. 


Darvon  with  A.S.A.  combines  65  mg.  of  propoxyphene  hydro- 
chloride and  325  mg.  of  aspirin  in  each  Pulvule. 

Darvo-Tran  combines  the  mild  tranquilizing  effects  of  Ultran® 
(phenaglycodol,  Lilly)  with  the  analgesic  advantages  of  Darvon  and 
aspirin.  Each  Pulvule  contains  32  mg.  propoxyphene  hydrochloride, 
325  mg.  aspirin,  and  150  mg.  phenaglycodol. 

Side-effects  of  Darvon  are  qualitatively  similar  to  those  of  the 
same  or  similar  doses  of  codeine;  from  a quantitative  viewpoint, 
side-effects  are  less  than  those  of  codeine. 

Indications:  Darvon  is  indicated  for  the  reduction  or  amelioration  of 
pain.  It  is  of  particular  value  for  pain  associated  with  recurrent  or 
chronic  disease,  including  migraine.  Darvon  does  not  reduce  fever 
or  diminish  inflammatory  reactions.  No  evidence  of  functional  or 
pathological  changes  has  been  revealed. 

Darvon  Compound  and  Darvon  Compound-65  maybe  especially 
useful  in  the  symptomatic  relief  of  headache,  dysmenorrhea,  and 
such  inflammatory  states  as  arthritis  and  fibrositis. 

Darvon  with  A.S.A.  is  an  analgesic  without  phenacetin  and 
caffeine. 

Studies  show  that  Ultran  enhances  and  prolongs  the  analgesic 
activity  of  Darvon  when  pain  is  accompanied  by  anxiety. 

Contraindications:  Although  no  definite  contraindications  to  the  use 
of  Darvon  have  been  reported,  known  hypersensitivity  to  any  of  the 
ingredients  in  Darvon  preparations  is  a contraindication.  Therapeutic 
doses  have  caused  no  demonstrable  effects  on  respiration,  blood 
pressure,  or  reflex  activity. 

The  presence  of  acute  or  chronic  disease  has  not  produced 
unusual  responses  to  Darvon.  Concomitant  administration  of  Darvon 
and  orphenadrine-containing  compounds  is  not  recommended. 

Caution  should  be  exercised  in  the  administration  of  Ultran  to 
patients  who  are  depressed. 

Warnings:  Use  with  caution  in  the  presence  of  gastric  ulcer.  Pro- 
longed and  excessive  use  of  phenacetin-containing  products  may 
aggravate  or  produce  renal  disease. 

Use  in  Pregnancy— The  safety  of  the  use  of  Darvon  during  preg- 
nancy has  not  been  established.  The  potential  hazards  of  the  drug 
must  be  weighed  against  the  possible  benefits. 

Use  in  Chiidren— Darvon  should  not  be  used  in  children  since 
adequate  data  to  establish  safe  conditions  of  use  are  lacking. 

Precautions:  Sudden  substitution  of  Darvon  for  analgesics  to  which 
patients  are  addicted  will  allow  withdrawal  symptoms  to  develop. 
These  are  not  caused  by  Darvon  and  may  be  avoided  by  gradually 
reducing  the  dose  of  the  old  medication  as  Darvon  is  substituted. 

Although  accumulated  evidence  suggests  that  Ultran  is  not 
habit-forming  or  addictive,  patients  on  tranquilization  therapy,  par- 
ticularly over  prolonged  periods,  should  be  under  periodic  medicai 


supervision.  Certain  patients  may  abuse  the  medication.  Patients 
driving  an  automobile  or  operating  hazardous  machinery  should  be 
advised  that  mental  alertness  or  physical  co-ordination  may  be  de- 
creased. The  administration  of  Ultran®  (phenaglycodol,  Lilly)  with 
other  C.N.S.  depressants  and/or  alcohol  may  result  in  additive 
effects. 

Adverse  Reactions:  Dizziness,  headache,  sedation,  somnolence, 
paradoxical  excitement  and  insomnia,  skin  rash,  and  gastro-intestinal 
disturbances  (including  nausea,  vomiting,  abdominal  pain,  and  con- 
stipation) have  occurred. 

When  recommended  doses  are  given,  euphoria  and  tolerance 
have  been  observed  rarely.  Dependence  (addiction)  has  not  been 
reported  with  therapeutic  dosages. 

If  gastric  irritation  attributable  to  the  salicylate  occurs,  it  is  sug- 
gested that  the  medication  be  taken  with  food  or  a small  amount  of 
milk  or  discontinued. 

Other  adverse  effects  reported  with  Darvo-Tran  include  vertigo, 
drowsiness,  gynecomastia,  headache,  sedation,  somnolence,  in- 
somnia, and/or  excitation. 

Administration  and  Dosage:  The  usual  adult  dosage  of  Darvon® 
(propoxyphene  hydrochloride,  Lilly)  is  65  mg.  three  or  four  times 
daily;  however,  some  physicians  prefer  the  32-mg.  dose  for  certain 
patients.  The  usual  dose  may  be  given  alone  or  with  other  medica- 
tion, as  required  for  the  relief  of  pain. 

The  usual  dosage  of  Darvon  Compound  is  1 or  2 Pulvules  three 
or  four  times  daily.  The  usual  dosage  of  Darvon  Compound-65  or  of 
Darvon  with  A.S.A.  is  1 Pulvule  three  or  four  times  daily. 

The  suggested  adult  dosage  of  Darvo-Tran  is  1 Pulvule  three 
or  four  times  daily.  When  pain,  with  or  without  anxiety,  is  severe,  2 
Pulvules  three  or  four  times  daily  may  be  indicated.  Two  Pulvules 
Darvo-Tran  will  provide  a 300-mg.  dose  of  Ultran,  which  may  pre- 
dispose to  mild  drowsiness  in  certain  individuals.  Two  Pulvules  also 
provide  64  mg.  of  Darvon,  the  amount  currently  recommended  when 
moderate  to  severe  pain  exists. 

Treatment  of  Overdosage:  Analeptic  drugs  (e.g.,  amphetamine  or 
caffeine  with  sodium  benzoate)  should  not  be  used,  because  fatal 
convulsions  may  be  produced. 

Signs  and  symptoms  of  acute  intoxication  (muscle  fascicula- 
tions,  convulsions,  and  respiratory  depression)  are  antagonized  by 
nalorphine  hydrochloride  and  levallorphan  tartrate.  Dosages  recom- 
mended in  the  package  literature  of  these  antagonists  should  be 
followed  and  repeated  as  often  and  as  long  as  is  necessary  to 
counteract  reappearing  symptoms  of  overdosage. 

Gastric  lavage  and  symptomatic  supportive  treatment  are 
indicated.  [oyiste] 

Additional  information  available  to  physicians  upon  request. 
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COMFORT 

for  your  flu  patient... 
because  you  checked  the  pain 
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This  is  the  season  for  U.R. I— sinusitis,  pharyngitis,  laryngitis,  strep  throat,  flu. 

One  complaint  that  goes  with  all— “aches  and  pains.”  That’s  why  you  prescribe 

Darvon  Compound-65— to  relieve  the  pain.  There  are  no  surprise  toxicities.  And  it  has 

the  added  advantage  of  reducing  fever.  Helps  your  patient  convalesce  more  comfortably.  ^ 


Potent,  yet  non-narcotic.  Versatile,  too. 


Controls  acute  and  chronic  pain  associated  with  a wide  range  of  indications  in  your  practice. 


DARVON‘COMPOUND-65 

Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 
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Editorial 


DUES  INCREASED  TO  MEET  RISING  COSTS 


The  chief  function  of  the  Board  of 
Trustees  is  to  manage  the  fiscal 
affairs  of  the  Texas  Medical 
Association.  It  is  our  obligation  to 
practice  every  economy  possible,  yet 
pay  for  services  to  the  members 
of  TMA  as  directed  by  them  through 
the  House  of  Delegates.  For  the 
past  several  years  \A/e  have  operated 
in  the  black  and  vyIII  continue  to 
give  our  best  efforts  to  avoid  any 
deficits  in  our  financial  structure. 

We  must  realize  that  \A/e  are  living 
in  a fast-growing  economy.  Prices 
on  products  and  services  seem  to 
spiral  upward  every  day,  and  this 
has  a tremendous  impact  on  our 
budget.  To  live  in  our  national 
economy  we  must  improve,  and 
in  some  instances  increase,  our 
authorized  expenditures. 

In  order  to  review  our  financial 
situation,  the  Board  of  Trustees 
and  the  officers  and  staff  held  a 
special  meeting  in  the  summer 
of  1968.  The  past  was  reviewed, 
the  present  thoroughly  studied, 
and  the  future  planned.  We 
learned  that  TMA  expenditures 
since  1965  have  increased  from 
$498,000  to  $658,000.  Most 
of  this  increase  is  due  to  the 
greater  utilization  of  TMA  services 
by  our  members.  The  inflationary 
spiral  in  our  present  economy 
accounts  for  a big  increase 
in  our  budget. 

We  spend  thousands  of  dollars 


on  our  annual  meetings  where,  as 
a TMA  member,  you  have  no 
admission  charge.  This  is  not 
true  in  many  states.  The  TMA  journal, 
TEXAS  MEDICINE,  requires 
thousands  of  dollars  to  publish, 
and  advertising  revenue  is  down 
this  year.  Support  of  our  fine  library 
and  its  many  services  to  the 
membership  is  obviously  a neces- 
sity. There  are  other  services  to 
our  members  such  as  Senior  Day 
at  the  medical  schools,  helping  a 
physician  to  locate  a place  to 
practice,  insurance  and 
investment  plans. 

It  is  redundant  to  say  that 
all  of  these  services  cost  money 
and  that  money  comes  from  your 
dues.  It  is  of  interest,  however, 
that  the  average  state  medical 
association  dues  over  the  United 
States  is  $80. 

In  1964  the  House  of  Delegates 
authorized  an  increase  in  dues 
of  $10.  The  Board  of  Trustees, 
working  on  a real  economic  budget, 
decided  it  would  implement  the 
newly  authorized  increase  by 
raising  the  dues  only  $5 — from 
$45  to  $50 — that  year. 

The  Board  will  continue  to  study 
closely  the  monies  entrusted  to  it 
for  investment  and  for  the 
general  program  of  TMA.  We 
estimate  that  our  income  will 
increase  at  the  rate  of  1V2% 
annually  and  that  our  expenditures 
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will  increase  6%  per  year.  In  order  to  keep 
pace  with  increasing  costs  of  operations 
and  more  services  to  our  membership,  the 
Board  decided  at  its  September  1968  meeting 
to  implement  a $5  raise  in  dues  to  $55 
as  authorized  by  the  House  of  Delegates 
in  1964. 

— Elliott  Mendenhall,  M.D.,  Dallas, 

Chairman,  TMA  Board  of  Trustees. 


NO  CHANGE  IN  PRINCIPLES 


Although  it  is  the  policy  of  both  the  American 
College  of  Radiology  and  the  American 
Medical  Association  that  physicians’  fees  for 
professional  services  should  be  established, 
billed  to  the  patient,  and  collected  separately 
from  the  hospital  charges,  many  radiologists 
still  have  not  tried  direct  billing.  Unless 
the  umbilical  cord  is  completely  cut  and 
all  physicians,  including  radiologists, 
separate  the  bills  for  their  professional 
services  from  those  of  the  hospital,  physicians 
soon  will  become  hospital  employees. 

Principles:  The  principles  of  medical  ethics 
today  remain  unchanged  from  the  time 
they  were  first  set  forth  by  the  Babylonians. 
Re-enunciated  by  Christ  and  specifically 
defined  by  Hippocrates,  the  code  by  which 
we  practice  medicine  today  was  restated  in  the 
Code  of  Percival  (1792)  and  eventually  in 
various  pronouncements  of  the  AMA  and 
American  College  of  Radiology,  but  although 


the  practice  of  medicine  has  changed, 
the  principles  have  not. 

Each  of  us  should  go  down  the  line  with 
principles.  Radiologists  have  inherited  ideals 
which  must  remain  uncompromised;  however, 
the  legacy  from  our  predecessors  regarding 
our  method  of  practice  in  hospitals  must 
and  will  be  changed. 

At  the  1967  meeting  of  the  Council  on 
Professional  Practice  of  the  American  Hospital 
Association,  one  physician  spoke  of 
“medicine’s  passing  opportunity,’’  indicating 
that  physicians,  through  their  medical 
organizations,  have  only  a short  time  to  solve 
often-repeated  problems  or  these  problems 
will  be  solved  by  others. 

Another  physician  asked,  and  proceeded 
to  answer,  another  question  of  interest  to 
all  physicians:  Will  hospitals  form  their  own 
closed  panel  groups,  take  over  more 
controlled  patient  care,  and  compete  more 
energetically  with  the  private  physician? 

In  many  parts  of  this  country,  the  answer 
appears  to  be  “Yes.’’  In  its  report  to  the 
AHA  House  of  Delegates,  the  Council  indicated 
that  there  will  be  greater  commitment  of  the 
hospital  to  regional  programs  for  improved 
cooperative  utilization  of  resources;  it 
pointedly  advised  hospital  administrators 
that  formulation  of  a policy  of  hospital-based 
group  practice  is  urgent.  We  should 
remember  that  in  order  to  commit  its  staff, 
the  hospital  needs  absolute  authority. 
Apparently,  the  basic  relationships  of 
radiologists  and  hospitals  have  not  changed, 
nor  has  the  attitude  of  those  responsible  for 
hospital  administration  insofar  as  relations 
with  certain  physicians  are  concerned. 

Hospital  Medical  Center:  The  growth  of  the 
hospital  as  the  “medical  center’’  of  the 
community  is  a result  of  many  factors.  This 
is  where  the  doctors  are.  This  is  where  the 
superb  equipment  is.  This  is  where  the 
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costs  are  most  likely  to  be  paid  by  insurance. 
Why  run  all  over  town  for  x-rays,  electro- 
cardiograms, and  laboratory  studies  when  you 
can  get  all  of  them  at  one  place — the  hospital. 
Besides,  if  you  are  really  sick  you  will  end 
up  there  anyway.  In  addition  to  these  factors, 
which  often  influence  physicians  as  well  as 
patients,  hospitals  are  receiving  federal 
dollars  to  implement  legislated  programs 
which  have  the  central  concept  of  regionalized 
centers  of  excellence  and  satellite  hospitals. 

Economic  Indigestion:  The  AFL-CIO  has 
revived  the  forces  for  national  compulsory 
health  insurance,  and  sentiment  for  cradle-to- 
grave  medicare  is  very  real.  The  only 
substantial  safeguard  is  a temporary  one: 

In  establishing  Medicare  and  Medicaid, 
Congress  bit  off  more  than  it  was  prepared 
to  chew  and  is  suffering  transient  economic 
indigestion.  Obviously  it  will  recover,  but 
this  will  take  a little  time.  This  is  the  time 
which  we,  and  our  allies  in  the  private  sector 
of  the  economy,  have  at  our  disposal  to 
develop  more  reliable  safeguards  against 
further  federal  intervention. 

Monopoly:  For  30  years,  radiologists 
have  been  accused  of  having  a monopoly. 

This  is  partly  true,  for  we  did  accept  the 
various  financial  arrangements  imposed  by 
hospital  administrators,  along  with  the 
“exclusive  arrangement”  which  made  some 
physicians  feel  more  secure.  The  change 
to  direct  billing  is  occurring  because  many 
radiologists  have  been  made  uncomfortable 
by  “monopoly”  charges. 

For  ten  years  I have  made  my  attitude 
about  the  monopoly  quite  clear.  At  the 
outset,  during  an  open  session  of  the 
hospital  staff,  I said  that  I would  be  happy 
to  open  up  the  staff  if  the  hospital  administra- 
tion would  permit  it.  During  the  ensuing 
years  the  question  came  up  three  times;  each 
time,  before  I had  a chance  to  make  my 


speech,  the  hospital  administrator  made  it 
clear  to  the  group,  “Dr.  Miller  does  not  have 
a monopoly.  The  exclusive  arrangement 
which  he  has  with  the  hospital  is  at  the 
insistence  of  the  administration.” 

If  we  sincerely  wish  to  have  the  same 
relationship  with  hospitals  that  other 
physicians  have,  and  if  we  achieve  that  goal, 
two  major  problems  must  be  solved.  One 
has  to  do  with  the  open  staff,  and  the  other 
with  whether  or  not  physicians  who  are  not 
radiologists  will  be  permitted  to  do 
x-ray  work  in  the  department. 

Open  Staff:  The  position  of  the  American 
College  of  Radiology  is  that  any  radiologist  is, 
and  should  be,  free  to  apply  for  membership 
on  any  hospital  medical  staff.  It  is  up  to  the 
hospital’s  medical  staff  and  board  of  trustees 
to  determine  who  shall  be  accepted,  and 
their  primary  consideration  should  be  achieving 
the  best  possible  medical  care  for  patients. 

During  1967  and  1968,  I have  been  the 
director  of  the  radiology  department  in  a 
large  private  community  hospital  having  an 
open  staff  of  17  radiologists.  Six  of  these 
are  myself  and  my  associates;  two  are 
bona  fide  competitors  (one  is  in  the  depart- 
ment at  all  times  and  does  much  of  the  work.) 

In  our  department,  the  problems  created  by 
competition  have  been  minor  in  every  respect, 
but  the  benefits  to  patients  and  to  members 
of  the  medical  staff  have  been  tremendous. 

Many  radiologists  simply  do  not  understand 
the  urgency  of  competition.  Without  testing 
themselves  in  a comparable  situation,  they 


Volume  65,  January.  1969 


29 


can  only  surmise  what  their  attitudes  would 
be.  I think  that  in  a competitive  situation, 
most  radiologists  would  be  just  a little  more 
attentive  to  the  needs  and  desires  of  patients 
as  well  as  those  of  the  referring  physicians, 
and  a little  more  willing  to  be  available  in 
the  evenings  and  on  weekends.  In  any  event, 
any  radiology  department  director  who 
does  not  work  for  and  achieve  an  open 
staff  situation  may  some  day  find  himself  in 
the  position  of  any  other  monopolist. 

Interpretation  of  Films  by  Nonradiologists: 

It  would  be  cowardly  to  duck  this  issue.  Many 
radiologists  truly  believe  that  interpretation 
of  films  by  nonradiologists  would  result  in  a 
lower  quality  of  medical  care.  However,  it 
is  a mistake  for  radiologists  in  general  to 
object  to  this  practice,  because  in  so  doing 
we  are  demanding  a special  privilege  not 
accorded  to  others.  The  problem  should  and 
will  be  solved  by  the  hospital  staffs,  the 
law,  and  perhaps  by  the  Joint  Commission 
on  Accreditation  of  Hospitals. 

If  the  practice  becomes  widespread, 
and  if  it  does  in  fact  result  in  a lower  quality 
of  medical  care,  I am  confident  that  quick 
and  appropriate  action  would  be  taken  by  both 
the  hospital  staffs  and  the  Joint  Commission. 

Debate  Is  Essential:  If  some  of  these 
statements  have  made  you  uncomfortable  or 
perhaps  argumentative,  then  I have  accom- 
plished my  purpose.  Progress  is  never 
accomplished  in  comfort,  and  intelligent 
debate  is  essential.  One  definition  of  responsi- 
bility is  “the  ability  to  meet  obligations  and 
to  act  without  superior  authority  and 

This  article  is  condensed  from  Dr.  Miller's  address 
to  the  American  College  of  Radiology  at  the  conclusion 
of  his  term  as  president,  1967-1968. 


guidance.”  If  we  do  this  in  resonance  with 
the  needs  of  the  community,  we  will  preserve 
our  status  as  a learned  profession  primarily 
concerned  with  service  to  mankind;  in  so  doing, 
we  will  remain  free  men.  This  is  our 
responsibility. 

— J.  E.  Miller,  M.D.,  Dallas, 

Past  President,  American  College 
of  Radiology. 


HOSPITAL  BOARDS  NEED  PHYSICIANS 

Although  the  modern  community  hospital 
has  evolved  to  much  more  than  a workshop 
for  physicians,  we  must  not  lose  sight  of 
the  fact  that  the  hospital  is  and  shall 
remain  a “medical  institution.” 

Actually,  the  progressive  hospital  of  today 
is  becoming  much  more  medically  oriented 
than  in  the  past. 

Because  the  hospital  is  a medical 
institution,  I believe  that  it  is  appropriate 
and  desirable  for  physicians  to  be  allowed  to 
become  a part  of  the  hospital  decision-making 
team.  All  too  often  trustees  and  hospital 
administrators  make  decisions  without  proper 
medical  consultation.  We  even  penalize 
physicians,  due  to  tradition  rather  than 
valid  reason,  by  not  appointing  them  to 
membership  on  a hospital  board  of  trustees. 

The  efforts  of  the  medical  staff,  both 
individually  and  collectively,  in  seeking 
solutions  to  our  many  pressing  problems 
should  have  great  weight.  Their  interest, 
suggestions,  and  actions  affect  the  well-being 
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of  the  hospital  in  its  patient  services  and 
educational  programs.  Their  attitudes  even 
affect  the  hospital's  fiscal  health.  An  article  in 
a recent  issue  of  Harvard  Business  Review 
points  this  out  clearly  by  saying,  “The 
physician,  as  the  patient’s  ‘purchasing  agent,’ 
can  do  much  to  curtail  the  cost  spiral  in  the 
matter  of  admissions,  length  of  stay,  use 
of  diagnostic  and  therapeutic  services,  and 
selection  of  drugs.’’ 

The  historic  image  of  doctors  and  hospital 
management  as  being  two  distinct  entities 
is  evolving  into  a surge  of  realistic 
cooperation.  Though  the  hospital’s  organized 
medical  staff  is  rightly  self-governing,  it  is 
not  a separate  entity.  The  doctor  and 
hospital  are  interdependent.  The  hospital 
administration  and  the  medical  staff  are  not 
two  separate  organizations — they  are  a 
single  care  system  responsible  to  the 
board  of  managers  and  health  care  consumers. 

The  importance  of  physician  participation 
in  hospital  administration  affairs  cannot  be 
overemphasized.  We  should  seek  out  and  tap 
the  resources  and  talents  available  within  the 
ranks  of  our  organized  medical  staff. 

To  conclude,  I believe  very  strongly  that 
physicians  should  be  voting  members 
of  the  hospital  board  of  trustees. 

— Charles  M.  Sanders,  Administrator, 

Memorial  Medical  Center, 

Corpus  Christi. 
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QUESTIONS 

ia  M 

AND 

ANSWERS 

Liability  for  Acts  of  Others 

Q Is  the  attending  physician  liable  for  the 
negligent  acts  of  a physician  who  is  covering 
for  him  or  for  the  negligent  acts  of  the  physi- 
cian to  whom  the  attending  physician  has  re- 
ferred his  patient? 


Generally,  every  physician  is  liable  for  his 
own  acts  of  malpractice.  The  attending  physi- 
cian would  not  ordinarily  be  liable  for  either  the 
acts  of  the  physician  who  is  covering  for  him  or 
the  physician  to  whom  he  has  referred  a pa- 
tient. There  are  important  exceptions  to  this 
rule,  however.  If  the  attending  physician  knew, 
or  should  have  known  by  the  exercise  of  due 
diligence,  that  the  covering  physician  selected 
was  incompetent  or  unqualified  to  treat  the  at- 
tending physician’s  patients,  then  he  may  be 
liable  to  his  patient  for  negligently  choosing  an 
incompetent  covering  physician.  Thus,  when  a 
specialist  is  to  be  absent  from  his  practice,  he 
must  choose  a physician  of  sufficient  skill  and 
training  to  provide  the  specialized  medical  care 
that  his  patients  need. 

The  same  general  rule  of  law  applies  to  the 
attending  physician  who  refers  a patient  to  an- 
other physician.  That  is,  the  attending  physician 
must  exercise  due  care  and  diligence  in  his 
selection,  and  would  be  liable  for  malpractice  if 
he  referred  a patient  to  a physician  who  was  not 
qualified  in  the  field  of  medicine  in  which  his 
patient  required  specialized  care. 


Q May  the  physician  be  liable  for  malprac- 
tice if  he  fails  to  refer  his  patient  to  a medical 
specialist? 
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There  are  no  Texas  cases  on  this  point. 
However,  court  opinions  from  other  jurisdic- 
tions indicate  that  such  a failure  may  constitute 
negligence  (malpractice)  for  which  the  doctor 
may  be  liable  for  money  damages.  Whether  or 
not  such  a failure  does  constitute  malpractice 
in  a particular  situation  is  a question  of  fact  for 
a jury  in  each  case.  The  following  language  in 
the  “Principles  of  Medical  Ethics  of  the  AMA” 
reflects  medicine’s  official  view  on  the  matter 
of  consultation  with  other  physicians:  “A  physi- 
cian should  seek  consultation  upon  request;  in 
doubtful  or  difficult  cases;  or  when  it  appears 
that  the  quality  of  medical  services  may  be  en- 
hanced thereby  (Opinions  and  Reports  of  the 
Judicial  Council,  1966).’’  Most  jurisdictions  re- 
quire that  expert  medical  testimony  be  present- 
ed by  a physician  to  the  effect  that  proper  medi- 
cal care  would  require  that  the  patient  be  re- 
ferred to  a specialist  before  allowing  the  jury 
to  determine  from  the  fact  situation  whether  or 
not  failure  to  refer  was  negligent. 


Q Is  the  physician  liable  for  the  negligence 
of  his  office  assistants  and  nurses? 


Yes.  It  has  long  been  recognized  in  this 
and  every  other  jurisdiction  that  the  physician 
is  liable  for  the  acts  of  those  who  are  working 
under  him,  and  this  is  true  whether  they  are 
his  own  employees  or  hospital  employees  in  the 
operating  room  where  the  physician  is  the  “cap- 
tain of  the  ship.’’  Thus,  the  physician  is  respon- 
sible and  liable  for  acts  of  negligence  by  office 
personnel  in  the  giving  of  injections,  in  the  ad- 
ministration of  any  medicine,  and  in  the  giving 
of  advice  and  counsel. 

In  fact,  if  the  physician  does  not  provide  di- 
rection and  supervision  for  his  office  personnel 
when  they  give  injections,  administer  medicines, 
and  the  like,  he  is  aiding  and  abetting  in  the 
unauthorized  practice  of  medicine.  Recent  arti- 
cles in  medical  journals  and  magazines  indicate 
that  many  physicians  in  other  areas  are  allow- 


ing their  office  personnel  to  make  house  calls 
and  give  routine  medications.  Such  activities 
would  be  illegal  in  the  State  of  Texas  since  only 
a physician  is  licensed  to  practice  medicine. 
Any  person  who  shall  “.  . . diagnose,  treat,  or 
offer  to  treat,  any  disease  or  disorder,  mental 
or  physical,  or  any  physical  deformity  or  injury, 
by  any  system  or  method  or  to  effect  cures 
thereof  . . .’’  is  practicing  medicine  within  the 
definition  of  the  Texas  Medical  Practice  Act. 
The  Attorney  General  of  Texas  has  ruled  that 
the  usual  clinical  laboratory  tests  such  as  urin- 
alysis and  blood  count  constitute  the  practice 
of  medicine  if  they  are  conducted  to  diagnose 
or  treat  a physical  condition. 

PHILIP  R.  OVERTON,  LLB. 

SAM  V.  STONE,  JR.,  LLB. 


Authors’  Note:  Questions  submitted  to  the  authors  for 
answer  in  subsequent  issues  should  be  of  general  in- 
terest to  those  in  the  practice  of  medicine.  For  an- 
swers to  problems  arising  in  specific  fact  situations, 
the  reader  should  contact  his  own  attorney  for  advice 
and  counsel.  The  answers  in  this  series  of  articles  are 
intended  only  as  a guide  to  the  law  in  the  field  of 
legal  medicine. 
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For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 
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Effective  Continuing  Medical  Education 
Demands  Motivation,  Innovation,  Planning 


Medical  scientific  discoveries, 
technical  advances,  and  improve- 
ments in  the  diagnosis, 
treatment,  and  prevention  of  diseases 
are  occurring  more  rapidly  and 
with  greater  impact  than  ever 
before  in  the  history  of  the  world. 
Scholars  predict  that  our  entire 
wealth  of  scientific  knowledge  will 
double  during  the  next  eight  years. 
To  remain  well  informed  is  difficult 
for  today’s  conscientious  and  studious 
physician,  but  continuous  learning 
is  absolutely  necessary  if  optimum 
medical  care  is  to  be  provided. 

Physician  motivation  is  the  first 
prerequisite  to  formulating  effective 
and  productive  postgraduate 
medical  programs.  Unless  a 
physician  realizes  his  need,  wishes 
to  learn,  avails  himself  of  oppor- 
tunities to  acquire  new  information, 
then  prudently  applies  this 
knowledge  to  his  practice,  superior 
instruction  and  materials  will  have 
little  value.  The  intelligent  physician 
frequently  must  analyze  his 
effectiveness  and  seek  to  achieve 
his  maximum  capabilities. 

Your  Texas  Medical  Association 
has  appointed  an  excellent 
committee  to  study  all  facets  of 
continuing  medical  education  in 
Texas.  The  carefully  planned 
committee  meetings  have  been 
constructive,  and  effective  programs 
should  be  provided  for  our  state. 

To  determine  the  needs  and  wishes 
of  Texas’  physicians  and  to 
evaluate  the  availability  and  the 
quality  of  our  current  postgraduate 
facilities,  a survey  has  been 
suggested.  The  results  of  this 
survey  would  be  evaluated  carefully 
and  used  by  the  committee  to  design 
the  most  effective  methods  for 
transmitting  new  information  to 
the  physicians.  Medical  centers 
will  be  encouraged  to  seek  AMA 
accreditation  of  their  teaching 
programs  and  to  develop  innovative, 
interesting  methods  to  challenge 
the  scientific  curiosity  of 
the  physicians. 


Continuous  learning  is  important 
to  each  physician,  and  federal 
programs  such  as  the  Texas  Regional 
Medical  Program  should  be  used 
wisely  to  offer  maximum  assistance 
to  practicing  physicians.  Also, 
this  might  be  a suitable  agency 
for  financing  the  suggested  survey. 

The  physicians  of  Texas  are 
challenged  to  provide  leadership 
in  continuous  medical  education. 

Our  educational  efforts  must  be 
correlated  and  coordinated  to  meet 
all  requirements  and  to  avoid 
needless  duplication.  How  we 
develop,  use,  and  apply  this 
information  will  determine 
our  effectiveness. 


G.  V.  Brindley,  Jr.,  M.D., 

President,  Texas  Medical  Association 
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whenever  anxiety  induces  or  intensifies  clinical  symptoms 


Librium 

(chlordiazepoxide  HCl) 

Quickly  relieves  anxiety -Helps  improve  response  in 
psychophysiologic  disorders -Seldom  impairs 
mental  acuity  or  physical  coordination, on  proper  dosage - 

Has  wide  margin  of  safety 


Before  prescribing,  please  consult  complete 
produa  information,  a summary  of  which 
follows: 

Indications:  Indicated  when  anxiety,  tension 
and  apprehension  are  significant  components 
of  the  clinical  profile. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  {e.g., 
operating  machinery,  driving). Though  physi- 
cal and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbimrates,  have 
been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 


gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  gener- 
ally not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxi- 
ety states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 


Roche® 

LABORATORIES 
Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor  men- 
strual irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEC  patterns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunaion  have  been  reported 
occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  pro- 
tracted therapy. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Oral— Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCl) 
Capsules,  5 mg,  10  mg  and  23  mg— bottles  of 
50.  Libritabs’’^  ^’  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg— bottles  of  100.  With 
respect  to  clinical  activity,  capsules  and  tablets 
are  indistinguishable. 


Also  available:  LibritaUs  (chlordiazepoxide ) 5-mg,  10-mg,  25-mg  tablets 


W.  REX  HAWKINS,  M.D. 


Diabetic  Retii 


CLINICAL  MEDICINE/REVIEW:  In  recent 
years  ophthalmologists  are  encountering 
an  increasing  number  of  cases  of 
diabetic  retinopathy.  Usually,  treatment 
is  difficult  and  the  final  result  tragic. 
Illustrating  the  pathologic  changes 
that  occur  as  the  disease  progresses  are 
representative  color  photographs 
which  Dr.  Hawkins  has  obtained  during 
clinical  and  pathologic  study 
of  the  disease. 


PRESENT  STATUS:  In  recent  years  there  has 
been  an  increasing  incidence  of  blindness  re- 
sulting from  diabetes  mellitus.  In  1930,  dia- 
betic retinopathy  accounted  for  only  1%  of 
newly  reported  blindness  cases. ^ By  1963,  the 
percentage  had  increased  to  16%  and  dia- 
betic retinopathy  had  become  the  third  most 
common  cause  of  blindness  (after  cataract  and 
glaucoma).-  It  has  been  predicted  that  a slow 
increase  will  continue.  Eventually,  diabetic  ret- 
inopathy may  become  the  chief  cause  of  blind- 
ness in  the  United  States.^ 

The  increase  in  blindness  is  the  result  of 
extended  longevity  of  the  diabetic  patient.  First, 
insulin,  then  antibiotics  and  electrolyte  therapy 
have  made  the  treatment  of  clinical  diabetes 
increasingly  successful.  With  the  elimination  of 
death  from  coma  and  infection,  the  diabetic 
now  faces  new  problems,  particularly  vascular 
complications.  Renal,  cardiac,  and  retinal  dis- 
eases have  assumed  new  importance.  And  of 
these,  the  retinopathy  appears  to  be  the  earliest 
and  most  common  complication. 

Because  diabetic  retinopathy  has  attained 
new  importance,  it  is  being  studied  more  care- 
fully than  ever  before.  In  the  past  the  interpre- 
tation of  the  retinopathy  changes  has  been  a 
baffling  and  discouraging  challenge.  But  now, 
new  examination  techniques  are  available.  Fun- 
dus photography,  in  particular,  is  being  em- 
ployed to  document  the  progression  of  retinal 
changes.  The  modern  direct  and  indirect  oph- 
thalmoscopes, and  slit  lamp,  allow  the  ophthal- 
mologist to  examine  the  retina  and  vitreous 
more  carefully  than  ever  before. 

Since  1961,  vascular  morphology  and  physi- 
ology have  been  studied  by  fluorescein  angi- 
ography techniques.  Flow  and  permeability  in 
the  retinal  and  choroidal  vessels  can  be  corre- 
lated with  anatomic  changes.  A few  of  these 
eyes  that  have  been  intensively  examined,  in 
vivo^  have  become  available  for  further  study 
after  death.  The  resulting  clinicopathologic  cor- 
relations have  greatly  extended  our  understand- 
ing of  the  retinopathy  process. ^ 
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apathy 

Ophthalmoscopic  Appearance:  Ophthalmologists 
have  simplified,  in  recent  years,  the  clinical 
classification  of  diabetic  retinopathy.  It  is  most 
convenient  to  divide  into  nonproliferative  (early) 
and  proliferative  (neovascular)  stages. 

Early:  Diabetic  retinopathy  typically  begins 
with  the  appearance  of  the  microaneurysm — a 
discrete,  saccular  outpouching  arising  from  a 
retinal  capillary  (Fig.  1). 

In  juvenile  diabetics,  the  retinopathy  pro- 
ceeds as  follows:  After  the  appearance  of  the 
microaneurysms,  the  retinal  veins  become  mild- 
ly dilated  and  small,  round  hemorrhages  de- 
velop in  the  posterior  fundus  (Fig.  2).  Later,  as 
the  microaneurysms  become  more  numerous, 
yellowish-white  waxy  exudates  appear  in  small 
clusters  or  groups. 

In  older  diabetics,  the  ophthalmoscopic  pic- 
ture is  often  dominated  by  the  sharply  outlined 
waxy  exudates  and  the  microaneurysms.  Hem- 
orrhages are  seldom  so  numerous  as  they  are 
in  the  juvenile  diabetic  (Fig.  3). 

The  hallmark  of  diabetic  retinopathy,  the 
microaneurysm,  has  been  the  subject  of  many 
careful  studies.  It  occurs  only  in  the  posterior 
fundus  and  its  size  ranges  from  20  to  100^l.'’ 
Initially,  it  possesses  the  deep  red  color  of  ret- 
inal veins.  Later,  its  color  is  lighter,  offering 
little  contrast  with  the  orange  background  of 
the  fundus.'  Finally,  after  many  years,  it  may 
become  white."’  This  change  in  appearance  cor- 
relates with  a progressively  increasing  thick- 
ness of  the  aneurysm  wall. 

Microaneurysms  develop  predominately  from 
distended  capillaries.  Microscopic  studies  have 
demonstrated  a loss  of  mural  cells  which  nor- 
mally maintain  capillary  tone.*^  As  a result,  there 
is  capillary  distention  with  saccular  outpouch- 
ings,  or  microaneurysms.  Later,  the  capillary 
endothelial  cells  proliferate  and  the  aneurysm 
wall  becomes  thickened.^  This  is  apparently  a 


Fig.  1 . Microaneurysm  with  surrounding  ring  of 
hard  exudates. 


Fig.  2.  Man,  age  31 . Microaneurysms  and  punc- 
tate hemorrhage  predominate. 


Fig.  3.  Man,  age  51.  Waxy  exudates  predomi- 
nate, as  is  often  the  case  in  the  older  diabetic. 
Cotton-wool  exudate  is  al.so  present. 


Fig.  4.  Vascular  proliferation  arising  from  optic 
disc. 
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reparative  process.  Still  later,  the  aneurysm  wall 
becomes  thick  and  hyalinized. 

As  the  microaneurysm  becomes  hyalinized 
and  sclerotic,  there  are  indications  that  it  also 
becomes^  excessively  permeable."  Periodic  ex- 
aminations often  show  that  retinal  edema  de- 
velops adjacent  to  a microaneurysm.  And  oc- 
casionally a microaneurysm  becomes  enveloped 
by  a diffuse  retinal  hemorrhage.  The  edema  and 
hemorrhagic  fluids  undoubtedly  leak  from  the 
microaneurysm. 


Fig.  5.  Vascular  proliferation  occurring  in  fan 
shape. 


Fig.  6.  As  the  vitreous  gel  contracts  and  sepa- 
rates from  the  retina,  traction  is  exerted  on  the 
proliferating  vessels.  Sketch  adapted  from 
Stenstrom  in  Tolentino,  F.  /.,  et  al.:  Biomicro- 
scopic  Study  of  Vitreous  Cavity  in  Diabetic 
Retinopathy,  Arch.  Ophthal.  75:238  (Feb.)  1966. 


The  waxy  (punctate)  exudates  tend  to  assume 
a cluster  pattern  around  microaneurysms,® 
rather  than  a random  distribution  throughout 
the  fundus.  They  occur  within  areas  of  retinal 
edema.  The  waxy  exudate  apparently  represents 
precipitated  materials  which  have  leaked  from 
the  microaneurysms.'^ 

As  the  retinopathy  progresses  in  severity, 
cotton-wool  exudates  are  seen,  even  in  patients 
without  systemic  hypertension.  Pathological 
studies  have  demonstrated  that  cotton-wool  exu- 
dates result,  in  all  probability,  from  occlusion 
of  an  adjacent  arteriole. Fluorescein  studies 
have  confirmed  that  there  is  no  perfusion  of 
capLIIaries  within  the  cotton-wool  exudates. “ 

Proliferative:  The  new  vessels  which  charac- 
terize this  stage  do  not  appear  until  the  retino- 
pathy has  progressed  with  multiple  microan- 
eurysms, exudates,  and  round  hemorrhages. 

The  most  common  sites  for  new  vessel  for- 
mation are  at  the  disc  (Fig.  4)  or  from  the  tem- 
poral retinal  veins  (Fig.  5).  Initially,  fine  vessels 
with  a delicate  transparent  membrane  are  seen. 
Later,  the  vessels  become  larger  and  more  ex- 
tensive. They  proliferate  asymptomatically  on 
the  inner  surface  of  the  retina.  They  do  not  pen- 
etrate, or  proliferate  within,  the  retina.  Nor  do 
they  penetrate  the  vitreous,  for  the  posterior 
vitreous  hyaloid  acts  as  a barrier  to  the  in- 
growth of  vessels.'^ 

Later,  when  the  proliferating  vessels  become 
more  extensive,  glial  cells  proliferate  within  the 
thin  supporting  membrane.  The  vessels  become 
ensheathed  in  a semiopaque,  fibrotic  network. 


The  new  vascular  tufts  should  be  distinguish- 
ed from  shunt  vessels  within  the  retina.  Shunt 
vessels  are  commonly  seen  as  the  retinopathy 
becomes  more  severe.  They  represent  arterio- 
venous and  venovenous  anastomoses.  Patho- 
logic studies  have  shown  shunt  vessels  to  be 
severely  hypertrophied  retinal  capillaries  which 
have  been  extensively  involved  with  endothelial 
proliferation.®  They  are  not  to  be  considered  as 
true  neovascularization. 
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In  long-standing  diabetes,  abnormalities  in 
the  retinal  veins  and  arterioles  are  common. 
The  veins  often  have  a generalized  beaded  ap- 
pearance with  varicosities.  Since  these  venous 
changes  occur  during  the  neovascularization 
stage,  it  has  been  suggested  that  they  repre- 
sent a manifestation  of  the  vasoproliferative 
process.'-  Occasionally  localized  constrictions 
are  seen.  Venous  sheathing  is  not  uncommon. 

The  retinal  arterioles  characteristically  show 
arteriosclerotic  changes,  in  both  the  juvenile 
and  older  diabetic.  In  the  peripheral  retina,  the 
terminal  arteriole  branches  are  occasionally  re- 
duced to  thin  white  lines. 

As  the  patient  gradually  develops  extensive 
arteriosclerotic  changes  throughout  the  body, 
an  interesting  phenomenon  may  occur.  Occa- 
sionally, there  may  be  a progressive  ameliora- 
tion of  the  retinopathy  process.  Presumably, 
the  systemic  arteriosclerosis  has  caused  retinal 
ischemia.  Microaneurysms  tend  to  disappear. 
Neovascular  tufts  become  attenuated  and  oblit- 
erated. The  retinopathy  improves  in  appearance. 
At  the  same  time,  however,  such  a patient  faces 
an  increasing  threat  from  renal  and  cardiac 
complications  due  to  the  arteriosclerotic  pro- 
cess. 

Vitreous  Detachment:  As  a normal  aging  pro- 
cess, the  vitreous  body  undergoes  progressive 
contraction.  The  posterior  vitreous  hyaloid  sep- 
arates (detaches)  from  the  retinal  surface.  The 
new  space  between  the  vitreous  hyaloid  and 
retina  becomes  filled  with  a transudate. 

Detachment  of  the  vitreous  may  occur  at  any 
time  during  the  natural  history  of  diabetic  ret- 
inopathy. If  it  develops  during  the  nonprolifera- 
tive stage  no  complications  are  encountered. 
Vitreous  detachment  during  the  proliferative 
stage,  however,  may  result  in  serious  compli- 
cations. 

As  the  vitreous  detaches,  traction  is  exerted 
on  the  proliferating  vessels  (Fig.  6).  In  the 
course  of  weeks,  the  vessels  can  be  seen  to  pro- 
trude forward,  from  the  surface  of  the  retina. 
Although  it  appears  that  the  newly  formed  ves- 
sels have  penetrated  the  vitreous,  the  vessels 
are  attached  to  the  retracting  posterior  vitreous 
hyaloid  and  are  passively  pulled  forward. 

The  detached  vitreous  hyaloid  can  be  seen 
only  with  the  slit  lamp,  and  preferably  after  the 
examiner  is  dark  adapted.  Initially,  it  is  smooth 
and  only  minimally  elevated  from  the  retinal 
surface. 

Not  all  vascular  tufts  retract  with  the  detach- 
ing vitreous  hyaloid.  Some  remain  firmly  in 
place  on  the  retinal  surface.  In  that  area  the 


Fi!>.  7.  Massive  hemorrhage  extending  into  vit- 
reous gel. 


Fig.  8.  Above,  the  vitreous  hyaloid  is  detached, 
hut  it  remains  securely  bound  to  the  retina  at 
the  fibrotic  junction  line.  A diffuse  hemorrhage 
is  present  in  the  space  between  the  vitreous  hy- 
aloid and  the  retina. 


Fig.  9.  Diabetic  retinal  detachment. 


Fig.  10.  Fluorescein  photograph  shows  coiled 
neova.tcular  tuft  and  multiple  microaneurysms. 
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vitreous  hyaloid  also  remains  broadly  attached 
to  the  retina. 

As  the  vitreous  hyaloid  detaches  from  the  ret- 
ina, fibrous  tissue  begins  to  proliferate.  It  is  at 
this  time  that  the  newly  formed  vascular  tufts 
become  sheathed  in  a thin,  fibrous  network.  In 
addition,  fibrous  tissue  may  proliferate  on  the 
retinal  surface,  especially  at  the  sites  of  vitreo- 
retinal  attachments. 

Traction  on  the  newly  formed  vessels  often 
causes  small,  localized  hemorrhages.  Occasion- 
ally the  bleeding  is  extensive.  In  such  cases  the 
extension  may  be  either  into  the  vitreous  gel 
itself  (Fig.  7),  or  confined  to  the  space  between 
the  posterior  hyaloid  and  the  retina  (Fig.  8). 
The  former  is  the  more  disastrous  since  it  pro- 
duces organization  and  further  contraction  of 
the  vitreous  gel.  Irreversible  destruction  of  the 
vitreous  and  blindness  is  the  ultimate  result. 

Bleeding  between  the  vitreous  hyaloid  and 
the  retina  is  less  serious.  Frequently,  these 
hemorrhages  clear  with  a good  return  in  visual 
function. 

When  vitreous  traction  is  particularly  prom- 
inent, a localized  retinal  detachment  may  re- 
sult. The  retina  becomes  tented  and  slightly  ele- 
vated from  the  choroid  (Fig.  9).  If  the  retina 
should  tear,  the  detachment  usually  progresses 
and  involves  the  entire  posterior  retina.  Such 
retinal  detachments  have  a poor  prognosis 
since  the  tears  are  posteriorly  located  and  the 
forward  traction  on  the  retina  is  difficult  to  neu- 
tralize. 

Other  sight-destroying  complications  of  dia- 
betic retinopathy  include  central  retinal  vein 
thrombosis,  optic  neuritis,  and  central  artery 
thrombosis.  Also,  retinal  edema  is  an  important 
cause  of  disability  when  the  macula  becomes 
involved.  Yet  by  far,  vitreous  hemorrhage  and 
retinal  detachment  are  the  most  common  of  the 
severe  complications. 
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Fluorescein:  Fluorescein  administered  intraven- 
ously can  be  visualized  and  photographed  when 
it  passes  through  retinal  vessels.  This  allows 
the  ophthalmologist  to  study  blood  flow  and 
blood  vessel  permeability,  and  to  record  vascu- 
lar morphology  (Fig.  10).  Rapid  sequence  pho- 
tographs serve  as  an  objective  method  of  follow- 
ing vascular  changes. 

As  the  fluorescein  passes  from  the  retinal 
arterioles  and  through  the  capillary  bed,  the 
microaneurysms  fluoresce  prominently.  By  this 
method  it  is  possible  Jo  detect  significantly 
more  aneurysms  than  are  seen  clinically.  Ap- 
parently, retinal  transudates  and  hemorrhages 
obscure  some  microaneurysms  from  ophthal- 
moscopic detection.  Fluorescein  techniques, 
however,  allow  the  ophthalmologist  to  detect 
even  those  microaneurysms  occurring  within 
large  retinal  hemorrhages. 

Clinicopathologic  correlations  have  demon- 
strated that  a few  microaneurysms  do  not  fluo- 
resce.® This  unusual  situation  occurs  when  mi- 
croaneurysms are  very  tightly  packed  with  red 
blood  cells.  For  some  unexplained  reason  cir- 
culation through  the  microaneurysm  is  blocked. 

Fluorescein  has  made  it  possible  to  measure 
the  circulation  time  within  the  retina.  Not  sur- 
prisingly, the  circulation  time  for  the  diabetic 
retina  is  abnormally  slow."  The  obstruction  oc- 
curs within  the  capillary  system.  Pathologic 
studies  have  shown  that  many  retinal  capillaries 
are  closed  and  reduced  to  acellular  strands.® 
Those  that  are  open  are  often  extensively  in- 
volved with  endothelial  cell  proliferation.  These 
pathologic  changes  within  the  capillary  system 
undoubtedly  result  in  the  delayed  passage  time. 

With  fluorescein  techniques,  the  clinical  im- 
pression that  the  diabetic  retina  is  edematous 
has  been  confirmed.’®  In  fact,  the  indications 
are  that  the  extent  and  severity  of  the  edema  is 
much  greater  than  had  been  suspected.  The 
edema  occurs  particularly  around  the  micro- 
aneurysms. The  retinal  edema  may  not  become 
symptomatic  until  the  macula  becomes  in- 
volved. As  the  edema  progressively  involves 
the  macula  there  is  a gradual  decrease  in  vi- 
sual acuity. 

At  this  time  fluorescein  angiography  is  still 
in  an  exciting  infancy  stage.  The  possibilities 
for  further  study  are  unlimited.  There  is  no 
doubt  that  this  technique  will  provide  better 
overall  information  than  any  other  examination 
that  is  currently  available. 

Treatment:  Diabetic  patients  who  develop  pro- 
liferative retinopathy  face  a difficult  future. 
They  encounter  a significant  risk  of  developing 
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vitreous  hemorrhage,  retinal  detachment,  or 
macular  edema.  In  one  large  study,  50%  were 
blind  within  five  years  following  the  onset  of  the 
proliferative  stage. 

At  the  same  time,  kidney  and  systemic  vas- 
cular complications  occur  with  increasing  fre- 
quency. The  life  expectancy  following  the  onset 
of  the  proliferative  retinopathy  has  been  esti- 
mated at  only  5 to  12  years.'"’  Despite  this  poor 
prognosis  for  life,  blindness  often  precedes 
death  from  the  vascular  complications. 

Ophthalmologists  have  directed  their  thera- 
peutic attempts,  therefore,  to  the  proliferative 
stage.  The  clinical  programs  have  followed  a 
twofold  approach:  photo  (or  laser)  coagulation 
and  pituitary  ablation. 

Photocoagulation  closes  and  destroys  areas 
of  surface  neovascularization.  It  is  effective  pri- 
marily for  peripheral  tufts — vessels  arising 
from  the  disc  are  less  amenable  to  coagulative 
treatment.  It  should  be  employed  before  vitre- 
ous collapse  has  begun.  Photocoagulation  may 
also  be  used  to  selectively  destroy  microaneu- 
rysms which  are  causing  macular  edema. 

Pituitary  ablation  received  initial  attention 
when  a postpartum  woman  with  pituitary  ne- 
crosis had  a reversal  in  diabetic  retinopathy.'® 
Although  the  initial  clinical  trials  left  doubt  as 
to  efficacy,  the  procedure  is  now  well  accept- 
ed.'" Hypophysectomy  causes  an  unequivocal 
and  impressive  reversal  in  the  angiopathic  fea- 
tures of  the  retinopathy. 

The  patients  who  fulfill  the  criteria  for  hy- 
pophysectomy represent  a small  and  restricted 
segment  of  the  population  afflicted  with  retino- 
pathy. They  must  have  advancing  proliferative 
retinopathy  with  impending  blindness,  absence 
of  advanced  renal  disease,  and  no  incapacitat- 
ing cardiac  or  peripheral  vascular  disease. 

Until  an  effective  prophylactic  therapy  is 
available,  photocoagulation  will  be  used  to  con- 


trol neovascularization,  and  pituitary  ablation 
will  be  employed  as  a measure  of  desperation. 
Fortunately  it  is  now  possible  to  do  more  for 
selected  diabetic  patients  with  retinopathy. 

Acknowledgment  is  due  Mr.  Gene  Davis  and 
Mr.  Bill  Pittman  of  the  Methodist  Hospital  pho- 
tography department. 
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CONGENITAL  ENTROPION  is  an  infrequently 
occurring  condition  seen  in  children,  and  is  as- 
sociated with  intermittent  episodes  of  red,  irri- 
table eyes.  There  is  a redundant  roll  of  skin  and 
orbicularis  immediately  below  the  lash  line, 
causing  the  lashes  to  be  turned  against  the 
cornea  (Fig.  la).  In  surgical  repair  (Fig.  lb), 
resection  of  a strip  of  orbicularis  and  small 
amount  of  skin,  as  well  as  anchoring  the  skin 
suture  to  the  lower  border  of  the  tarsus, 
achieves  the  desired  result.* 

Distichiasis  is  a rare  congenital  anomaly 
which  is  characterized  by  an  accessory  row  of 
lashes  along  the  posterior  lid  margin  (Fig.  2). 
The  margin  is  in  normal  position,  but  the  ab- 
normal lashes  are  a constant  source  of  irritation 
to  the  cornea.  In  these  cases,  resection  of  the 
abnormal  row  of  lashes  and  mucous  membrane 
grafting  may  be  necessary. 

Spastic:  This  type  generally  occurs  following 
irritation  to  the  eye  such  as  kerato-conjunctivi- 
tis  or  a surgical  procedure  on  the  globe.  Be- 
cause of  the  reflex  squeezing  of  the  eyelids,  the 
orbicularis  finally  exerts  enough  pressure  on 
the  superior  aspect  of  the  tarsus  to  flip  the  mar- 
gin inward.  This  may  be  a temporary  condition 
and  clear  when  the  ocular  irritation  subsides. 
Taping  the  lid  down  to  the  cheek  usually  con- 
trols the  entropion  during  this  period.  If  it  per- 
sists, however,  it  may  develop  into  a chronic 
entropion  and  require  surgery. 

Senile:  This  is  the  most  common  type  and  is  the 
result  of  several  factors.  In  older  people  the 
tarsus  loses  some  of  its  support  interiorly  to 
the  orbital  septum,  but  retains  fairly  good  lat- 


CLINICAL  MEDICINE:  In  entropion,  the  lid 
turns  inward  and  the  lashes  rub  against  the 
cornea,  causing  irritation  and  possible  ulcer- 
ation. Prompt  recognition  and  treatment  of 
this  condition  usually  results  in  a permanent 
cure.  The  different  types  of  entropion  are  dis- 
cussed and  the  treatment  briefly  described. 
The  somewhat  similar  conditions  of  trichiasis 
and  distichiasis  also  are  discussed. 
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eral  and  medial  connections.  The  orbicularis 
rides  over  the  tarsus  and  causes  the  lid  to  turn 
inward.  Moreover,  in  older  people  there  is  a 
slight  amount  of  enophthalmos  due  to  orbital 
fat  atrophy,  and  the  lid  does  not  have  the  prop- 
er posterior  support  against  the  globe,  thus 
allowing  it  to  turn  in  more  freely. - 

In  the  usual  early  case,  the  patient  complains 
of  a bothersome  scratchy  feeling  of  his  eye  that 
occurs  intermittently.  Often  this  is  passed  off 
by  the  examining  physician  as  due  to  the  com- 
mon conjunctival  irritations  that  have  little  sig- 
nificance. Instillation  of  a dilating  drop  in  the 
course  of  the  examination  will  often  cause  the 
patient  to  squeeze  his  lids  rather  vigorously, 
and  demonstrate  his  otherwise  sporadic  entro- 
pion. Asking  the  patient  to  squeeze  his  eyelids 
will  often  expose  the  condition  as  well  (Fig.  3a). 
In  the  early,  inconstant,  easily  reducible  entro- 
pion one  can  employ  Smith’s  technique  of  a 
base-down  triangle  tarsal  resection  in  the  mid- 
portion of  the  lid.3  The  base  is  6 mm.  to  8 mm. 
and  the  tarsal  edges  are  approximated  without 
any  undermining  with  6-0  silk  suture.  This  gives 
an  immediate  overcorrection,  which  disappears 
in  several  weeks  (Fig.  3b). 

When  the  entropion  is  severe  and  the  lid  is 
rolled  in  like  a window  shade,  preventing  it 
from  being  easily  reduced  (Fig.  4a),  the  Jones 
procedure  can  be  utilized.^  This  involves  an  in- 
cision in  the  lateral  two-thirds  of  the  lid  below 
the  margin,  exposing  the  tarsus  and  orbital  sep- 
tum. Each  suture  incorporates  skin,  lower  tar- 
sus, and  a tuck  in  the  orbital  septum,  thus  pro- 
ducing an  unrolling  of  the  lid  and  eversion  of 
the  lid  margin  (Fig.  4b).  Overcorrection  and 
shortening  of  the  lower  lid  can  be  produced 
from  excessive  tucking  of  the  septum. 

Cicatricial  Entropion  and  Trichiasis:  Following 
trauma  to  the  lids,  chronic  conjunctivitis  with 
scarring  and  shrinkage,  or  chemical  burns,  the 
lid  margin  and  lashes  may  be  directed  against 
the  cornea.  In  pure  trichiasis  the  lid  margin  is 
situated  properly  but  the  lashes  are  directed 
posteriorly  against  the  cornea.  Cicatricial  en- 
tropion and  trichiasis  are  related  since  in  many 
of  these  cicatricial  and  chronic  inflammatory 
conditions,  the  lashes  are  not  only  misdirected 
but  appear  to  be  growing  from  other  sites  such 
as  from  the  meibomian  gland  orifices  and  point- 
ing toward  the  cornea. 


Fig.  la.  Congenital  entropion  with  lashes  against  the 
cornea. 


Fig.  lb.  Postoperative  appearance  showing  eversion  of 
lid  margin. 


Fig.  2.  Distichiasis.  Accessory  row  of  lashes  across  the 
posterior  lid  margin  with  incidental  hordeolum. 
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Fig.  3a.  Lower  lid  margin  turned  in. 


Fig.  3b.  One  week  po.stoperative  with  slight  overcor- 
rection. 


Fig.  4a.  Left  lower  lid  tightly  rolled  in. 


If  there  are  only  a few  aberrant  lashes,  elec- 
trolysis can  be  used  to  eradicate  them.  The 
Pro-Lectro*  instrument  is  appropriate  for  this, 
but  diathermy  and  coagulation  should  be  avoid- 
ed because  of  the  overheating  of  the  tissue  and 
resultant  scarring.  Excessive  diathermy  can  pro- 
duce shortening  of  the  lid  with  epidermalization 
of  the  marginal  mucous  membrane  (Fig.  5),  and 
requires  mucous  membrane  grafting  to  afford 
the  patient  relief. 

When  there  is  definite  entropion  or  severe 
trichiasis  (Fig.  6a)  a transverse  tarsotomy  with 
marginal  rotation  should  be  performed.®  An 
incision  across  the  lid  below  the  cilia  is  made 
down  to  the  tarsus  but  avoiding  the  punctal 
area.  A similar  incision  is  made  on  the  tarsal 
conjunctival  side  through  the  tarsus  connecting 
it  with  the  skin  incision.  This,  in  effect,  frac- 
tures the  tarsus.  When  the  double-arm  sutures 
are  placed  from  the  lower  tarsal  conjunctival 
edge  through  the  opening  in  the  lid  to  the  skin 
just  in  front  of  the  lashes,  there  is  a definite 
eversion  of  the  margin  when  the  sutures  are 
pulled  tight  (Fig.  6b). 

A mechanical  type  of  entropion  may  occur  in 
artificial  eye  wearers.  If  the  prosthesis  is  ill-fit- 
ting or  too  large,  the  lid  margins  could  be 
forced  inward.  Alteration  of  the  prosthesis  may 
remedy  this  situation.  If,  however,  it  is  unsuc- 
cessful due  to  shrinkage  of  mucous  membrane, 
socket  reconstruction  may  be  necessary. 


*Pro*Lectro  Instruments,  P.O.  Box  3160,  Miami,  Fla.  33169. 


Fig.  4h.  Postoperative  appearance  with  lid  margin  in 
normal  position. 
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Comment:  With  the  exception  of  acute  spastic 
entropion,  all  of  the  described  conditions  re- 
quire surgical  correction.  The  abrasive  nature 
of  the  lashes  causes  breaks  in  the  corneal  epi- 
thelium which  allows  the  entry  of  organisms 
and  subsequent  infection.  These  corneal  chang- 
es often  go  unnoticed  since  there  may  not  be 
an  associated  conjunctival  hyperemia.  When 
fluorescein  is  used  and  examination  made  at 
the  slit  lamp,  they  are  easily  seen.  If  the  entro- 
pion or  trichiasis  is  left  uncorrected,  episodes 
of  inflammation  will  occur  and  cause  vasculari- 
zation and  scarring  in  the  cornea.  Frank  ulcera- 
tion may  also  occur,  which  could  leave  scars 
severe  enough  to  impair  vision,  or  could  pos- 
sibly cause  loss  of  the  eye. 

Permanent  overcorrections  are  infrequent 
and  usually  are  not  annoying  to  the  patient 
since  the  relief  afforded  him  is  appreciated. 
Nevertheless,  one  must  not  be  overzealous 
when  doing  any  of  these  procedures,  particu- 
larly the  Jones  procedure,  since  lid  shortening 
could  occur.  Also,  with  any  of  these  procedures, 
an  overcorrection  medially  could  result  in  both- 
ersome epiphora.  Undercorrection  occasionally 
occurs,  and  then  the  procedure  must  be  repeat- 
ed or  another  approach  tried.  It  must  be  remem- 
bered that  proper  lid  function  is  important  in 
maintaining  the  integrity  of  the  eye. 
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Fig.  5.  Following  excessive  diathermy , lower  lid  is 
shortened  with  epidennalizution  of  the  marginal  mu- 
cous membrane. 


Fig.  6a.  Severe  cicatricial  entropion  of  upper  and 
lower  lid  with  trichiasis. 


Fig.  6h.  Postoperative  appearance  showing  eversion 
of  the  lid  margins. 


Dr.  Leone,  401  M & S Tower,  San  Antonio  78205. 
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ALLERGY 

& 

CATARACTS 


RUBY  K.  DANIEL,  M.D. 

Review:  Certain  forms  of  allergic  re- 
sponses are  poorly  understood  or  often 
overlooked.  Cataracts  occur  earlier  and 
with  greater  frequency  in  allergic  than  in 
nonallergic  persons,  and  the  author  ex- 
plains the  mechanism  of  allergic  reaction 
in  the  eye,  showing  how  it  can  be  a fac- 
tor in  the  production  of  cataracts. 

OINCE  MEDICAL  TECHNOLOGY  has  progressed 
^ so  fast  and  since  generalized  modern  tech- 
nical procedures  can  now  be  used  in  medical 
correlations,  and  since  the  production  of  new 
drugs  has  progressed  so  rapidly  in  the  past  five 
or  ten  years,  it  behooves  ophthalmologists  to 
keep  abreast  of  current  achievements. 

Many  of  the  newer  drugs  are  accompanied 
by  lists  of  so-called  side  effects;  possibly  these 
“side  effects”  are  really  “the  allergic  effects” 
of  the  drugs  in  certain  individuals. 

I am  convinced  that  many  times  the  failure 
of  a known  drug  to  produce  its  expected  bene- 
fit is  caused  by  the  varying  allergic  response  or 
immunologic  response  of  the  patient. 

The  wide  range  of  responses  to  a single, 
usual  thing — a wasp  sting,  for  example — can 
be  due  largely  to  the  degree  of  allergic  re- 
sponse. These  variations  demand  experience 
and  understanding  for  adequate  or  minimum 
treatment,  and  this  judgment  cannot  come  out 
of  a computer  at  present. 

Evaluation:  The  evaluation  of  the  allergy,  along 
with  its  history,  is  an  important  factor  in  the 
treatment  of  disorders  and  diseases. 

The  term  “allergy”  means  a condition  of  un- 
usual or  exaggerated  specific  hypersensitivity 
to  a substance  which,  under  like  conditions  and 
in  similar  amounts,  is  harmless  for  most  indi- 
viduals. Allergic  diseases  are  classified  by  Coca 


as  follows;  (1)  Atopy  (hay  fever,  asthma,  ecze- 
ma group),  (2)  contact  dermatitis,  (3)  serum 
allergy,  and  (4)  drug  allergy.  More  than  one 
type  may  be  present  in  the  same  person  as  well 
as  among  members  of  his  family. 

Bray  diagramed  the  integral  factors  produc- 
ing the  allergic  state  and  listed  the  methods  of 
entry  of  the  specific  antigens,  allergens,  or 
causative  agents  by  the  following  routes:  (1) 
inhalation,  (2)  ingestion,  (3)  injection,  (4)  in- 
fection, and  (5)  contact.  Catalyzing  nonspecific 
factors,  he  stated  further,  are  (1)  dietary,  (2) 
environmental,  (3)  nasal,  (4)  toxic,  (5)  psychic, 
(6)  endocrine,  (7)  physical,  (8)  chemical,  and 
(9)  mechanical.  Hereditary  predisposition  or 
damage  to  tissue,  or  both,  are  the  rule,  although 
occasionally  an  acquired  predisposition  must  be 
admitted.  If  both  parents  happen  to  be  allergic, 
the  majority  of  the  offspring  will  show  some 
manifestations  of  hypersensitiveness,  and  it  is 
likely  to  appear  at  an  earlier  age  than  in  the 
parents. 

From  1 to  5%  of  human  beings  are  spon- 
taneously allergic  in  some  way,  and  their  reac- 
tions are  more  readily  found  in  the  skin  and  in 
the  conjunctival,  respiratory,  and  gastrointes- 
tinal tissues,  which  of  course  are  the  principal 
coverings  of  the  exposed  surface  of  the  body. 
This  hypersensitiveness  ranges  from  a mild  re- 
action, which  may  go  unnoticed  for  a long  time, 
to  one  of  life-threatening  severity.  Fortunately, 
the  vital  centers  are  rarely  influenced  to  ex- 
treme degrees.  However,  further  studies  have 
indicated  a much  wider  involvement  than  was 
first  recognized.  Allergic  migraine  is  only  one 
instance  of  such  deduction  with  evidence  for 
its  substantiation. 

The  endocrine  system  frequently  plays  a defi- 
nite role  in  the  symptomatology,  and  epine- 
phrine, thyroid,  parathyroid,  and  pituitary  ex- 
tracts have  been  of  value  in  the  treatment  in 
special  cases.  The  sympathetic  nervous  system 
largely  activates  this  group  of  glands,  and  hence 
it  is  difficult  to  know  whether  these  glands  in- 
fluence the  nerves  or  the  nerves  alter  the  se- 
cretion of  the  glands  in  this  particular  link  of 
the  chain.  Perhaps  the  answer  to  the  problem 
of  allergy  is  to  be  found  in  the  physiobiochemi- 
cal  equilibrium. 

Allergic  Responses  in  the  Eye:  It  has  long  been 
observed  that  conjunctival  hypersensitivity  is 
not  an  uncommon  finding  among  patients  who 
have  the  allergic  manifestation  of  asthma,  hay 
fever,  or  vasomotor  rhinitis.  Vernal  catarrh  is 
classed  in  the  allergic  group  of  reactions  and 
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has  a high  incidence  of  accompanying  allergic 
phenomena. 

In  1911,  Wesseley  called  attention  to  the 
fact  that  keratitis  in  certain  forms  can  be  an 
allergic  manifestation.  Episcleral,  scleral,  and 
uveal  changes  have  been  reported  to  be  allergic. 
The  crystalline  lens  is  not  exempt  from  the  in- 
fluence of  allergens,  which  may  be  causing 
changes  in  other  tissues  of  ectodermal  origin. 
The  ectodermal  epithelium  of  the  ciliary  body 
is  responsible  for  the  formation  of  the  aqueous 
fluid,  which  in  turn  nourishes  the  lens  and  car- 
ries away  the  waste  products.  A fine  change  in 
the  function  of  these  epithelial  cells  of  the  cil- 
iary body,  in  the  content  of  the  aqueous  fluid 
or  in  the  level  of  permeability  and  selectivity  of 
the  capsule  of  the  lens,  can  readily  be  reasoned 
to  interfere  with  the  efficient  metabolism  of  the 
lens  and  its  transparency,  thereby  producing  a 
cataract  in  an  otherwise  normal  eye. 

In  1868,  Rothmund  reported  the  occurrence 
of  cataracts  in  connection  with  changes  in  the 
skin.  Andogsky,  a Russian  ophthalmologist, 
used  the  term  “cataracta  dermatogenes”  to 
classify  a case  in  which  a youth  had  bilateral 
cataracts  and  a simultaneous  skin  eruption;  he 
believed  that  these  conditions  have  a common 
underlying  factor.  Lowenstein,  Gault,  and  others 
found  a number  of  cases  of  bilateral  cataract 
associated  with  neurodermatitis.  Kurz  reported 
a case  in  which  opacities  of  both  lenses,  asso- 
ciated with  eczema,  occurred  in  a person  21 
years  old.  Davis  reported  the  case  of  a girl,  age 
15,  who  had  eczema  and  bilateral  cataract. 
These  as  well  as  the  other  opacities  reported 
occurred  in  previously  normal  eyes.  The  form 
of  opacification  largely  resembled  the  anterior 
stellate  cataract,  proceeding  from  the  capsule 
of  the  lens  without  further  changes  in  the  eye. 
These  cataracts  were  always  bilateral,  and  oc- 
curred principally  in  young  adults  as  a rather 
significant  accompaniment  of  changes  in  the 
lens  and  skin.  The  common  origin  of  the  epi- 
thelium of  the  skin  and  the  epithelium  of  the 
lens  was  thought  by  Davis  to  correlate  the  phe- 
nomena, and  attempts  were  made  to  explain  the 
changes  on  a basis  of  the  endocrine  glands, 
sympathetic  nervous  system  and  calcium  level, 
and  in  numerous  other  ways.  That  there  is  an 
element  of  endocrine  function  involved  is  often 
obvious,  but  as  to  the  evaluation  of  each  par- 
ticular gland  as  a causative  factor  or  catalyzing 
agent,  much  remains  to  be  proved. 

The  point  is  that  cataracts  do  have  a higher 
incidence  and  occur  earlier  among  patients  who 
have  had  a known  atopic  allergy  than  among 


those  in  whom  there  is  no  evidence  of  atopic 
allergy.  The  crystalline  lens  is  not  exempt  from 
the  influence  of  allergens,  which  may  be  caus- 
ing changes  in  other  tissues  of  ectodermal  ori- 
gin. 

Conclusions:  It  is  my  personal  conclusion,  after 
prolonged  study  and  extensive  considerations, 
that  over  21%  of  the  nation’s  population  are 
allergic  in  some  fashion  and  in  some  degree. 

When  the  common  material  or  common  sub- 
stance overreaches  the  level  of  the  individual’s 
tolerance,  it  can  now  be  called  “allergy”  as  it 
brings  about  untoward  reactions.  A simple  ex- 
ample is  the  high  incidence  of  “milk  allergy” 
in  babies. 

There  is  a fine  line  of  demarcation  regard- 
ing hypersensitivity  to  some  drug  (such  as  peni- 
cillin) in  some  individuals.  That  such  hypersen- 
sitivity can  lead  to  grave  results  again  demon- 
strates to  us  the  minute  fineness,  the  minute 
chemistry,  and  the  minute  tolerance  of  struc- 
tures and  tissues  and  media  in  the  human  body. 

Now  we  also  may  conclude  that  the  allergy 
can  have  an  adverse  effect  on  the  inner  parts 
of  the  body  just  as  it  can  on  the  inner  parts  of 
the  eye.  The  eye  has  always  been  a fine  “sam- 
ple” of  the  condition  of  the  body  and  it  has 
proven  to  be  of  aid  in  general  diagnosis.  At 
long  last,  the  condition  of  the  eye,  both  intern- 
ally and  externally,  can  be  and  is  a most  valu- 
able asset  also  in  achieving  the  delicate  balance 
on  which  the  maximum  benefits  of  today’s  ther- 
apy depend. 

It  is  my  belief  that  in  the  next  ten  years,  al- 
lergy, its  determination,  and  its  degree  will 
make  a great  difference  in  the  fine  and  accu- 
rate treatment  of  the  human  body. 

Laboratory  and  scientific  investigations  are 
providing  great  advancements;  more  laboratory 
proofs  are  desired  and  expected.  We  do  need  a 
great  deal  more  research  and  correlation. 
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REHABILITATION 
IN  EXTRATEMPORAL 
FACIAL  NERVE  DAMAGE 

JOHN  CONLEY,  M.D. 


The  facial  nerve  system  has 
remarkable  powers  for 
rehabilitation  after  lysis  and 
ablation.  The  techniques 
involved  in  the  rehabilitation  of 
this  neural  pathway  have 
become  standardized  and 
consist  of  direct  nerve 
approximation,  nerve  crossover, 
and  free  autogenous  nerve 
grafting.  A high  incidence  of 
favorable  results  is  to  be 
expected  over  facial  nerve 
paralysis  when  these  techniques 
are  correctly  applied.  The 
phenomenon  of  spontaneous 
return  of  facial  movement 
without  specific  facial  nerve 
rehabilitation  is  recognized. 


Fig.  1.  Facial  nerve  graft  on  the  left  .side  functions 

in  a soft  smile. 


THE  ANATOMY  OF  the  extratemporal  portion  of 
the  facial  nerve  and  the  circumstances  causing 
facial  nerve  paralysis  dictate  the  surgical  tech- 
nique for  rehabilitating  this  nerve  pathway.  The 
anatomy  of  the  nerve  consists  of  a main  trunk, 
two  primary  divisions  and  usually  six  to  eight 
secondary  divisions.  The  main  trunk  is  approxi- 
mately 3 mm.  in  diameter  and  2 cm.  long.  The 
primary  and  secondary  divisions  progressively 
diminish  to  0.5  mm.  in  diameter  in  the  pe- 
ripheral portions  of  the  secondary  divisions. 
Many  of  these  filaments  extend  10  cm.  beyond 
the  exit  of  the  main  division  at  the  stylomastoid 
foramen.  The  peripheral  aspects  of  the  secon- 
dary divisions  become  more  superficial  as  they 
extend  forward  on  the  face.  In  a thin  and  dis- 
persed network,  they  pass  into  the  mimetic 
muscles  of  the  forehead,  eyelids,  cheeks,  lips, 
chin,  and  neck.  This  neural  network  has  a rich 
anastomosis  in  the  middle  third  of  the  face,  so 
that  permanent  total  paralysis  of  a segment  of 
this  portion  of  the  face  by  lysis  of  one  of  these 
smaller  nerve  filaments  in  a secondary  division 
is  unlikely.  These  anatomic  interconnections 
exist  in  only  about  15%  of  the  secondary  divi- 
sions to  the  forehead  and  lower  lip.  To  some 
degree,  this  reality  predetermines  the  results 
of  rehabilitation  of  this  nerve  pathway. 

In  the  majority  of  cases,  extratemporal  in- 
volvement of  the  facial  nerve  is  associated  with 
the  treatment  of  malignant  neoplasia  and  the 
results  of  trauma.  Approximately  15%  of  all 
tumors  of  the  parotid  gland  (60%  of  the  malig- 
nant tumors)  compromise  the  facial  nerve  either 
by  preoperative  facial  nerve  paralysis,  intimate 
proximity,  high  degree  of  undifferentiation,  by 
the  difficulties  in  controlling  recurrent  malig- 
nant tumors,  and  the  difficulties  encountered 
in  certain  multiple  massive  recurrences  of  be- 
nign mixed  tumors.  In  these  circumstances, 
ablation  of  the  facial  nerve  is  carried  out  in  con- 
junction with  the  radical  parotidectomy  and  the 
removal  of  other  regional  tissues  that  will  as- 
sist in  the  management  of  these  serious  prob- 
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lems.  It  is  not  possible  to  carry  out  nerve  graft- 
ing in  all  of  these  massive  ablative  operations. 
When  rehabilitation  of  the  nerve  pathway  is 
feasible,  free  autogenous  nerve  grafting  is  the 
prime  method  of  repair  (Figs.  1 and  2).  Nerve 
crossover  is  not  feasible  in  massive  ablative 
procedures  about  the  parotid  gland  because 
the  peripheral  network  of  the  facial  nerve  is 
removed  in  the  specimen,  prohibiting  the  effec- 
tiveness of  any  crossover  technique  (Fig.  3). 
Direct  approximation  of  the  residual  segments 
of  the  facial  nerve  stumps  is  not  possible  in 
wounds  of  this  magnitude  because  of  a gap  of 
4 cm.  to  10  cm. 


Fig.  2a.  Facial  nerve  graft  on  the  right  side 
was  performed  daring  surgery  for  cancer 
of  the  deep  lobe  of  the  parotid  gland.  The 
patient  received  radiotherapy  6.000  r., 

postoperatively.  Facial  tone  is  good. 


In  instances  of  trauma  to  the  face  with  total 
facial  nerve  paralysis,  the  injury  must  involve 
the  main  trunk.  Immediate  surgical  intervention 
with  identification  of  the  lysed  nerve  segments 
of  the  main  trunk,  direct  approximation  and  re- 
suture, comprise  the  best  method  of  manage- 
ment. If  the  main  trunk  is  destroyed  one  can 
resort  to  nerve  crossover  if  the  peripheral  facial 
nerve  network  is  intact,  or  to  nerve  grafting. 
When  only  a secondary  division  of  the  nerve  in 
the  middle  third  of  the  face  is  injured,  usually 
no  specific  intervention  is  necessary  because  of 
the  great  capacity  of  this  nerve  for  collateral 
budding  and  regeneration.  When  the  nerve 
branches  to  the  forehead  or  lower  lip  are  in- 
volved, then  resuture  or  nerve  grafting  is  indi- 
cated because  of  the  slight  chance  of  regenera- 
tion. When  the  primary  superior  or  inferior  di- 
vision of  the  facial  nerve  is  resected  in  tumor 
surgery  on  the  parotid  gland,  no  attempt  is 
made  to  rehabilitate  this  nerve  pathway  be- 
cause the  permanent  deficiency  to  facial  move- 
ment is  usually  no  greater  than  if  only  the 
branch  to  the  forehead  or  the  mandibular 
branch  to  the  lower  lip  had  been  resected.  As 
far  as  facial  movement  is  concerned,  nerve 
grafting  of  one  of  these  primary  trunks  adds 
little  to  the  final  result. 

Technique:  The  technique  for  nerve  pathway 
rehabilitation  has  become  standardized.  The 


Fig.  2b.  Early  return  of  facial  movement 
on  the  right  side. 


Fig.  3.  Powerful  movement  on  right  side 
of  the  face  following  hypoglossal  nerve 
crossover. 
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Fig.  4.  Early  spontaneous  return  of  facial  movement 
after  radical  parotidectomy  with  no  attempt  at  facial 
nerve  rehabilitation. 


tional  results.  The  degree  of  rehabilitation  var- 
ies; the  results  are  never  comparable  to  the 
original  natural  movement,  yet  in  most  instanc- 
es enough  function  can  be  restored  to  contrib- 
ute tone  to  the  paralyzed  side  and  quality  and 
degree  of  mass  movement.  Good  effects  are 
expected  in  direct  proportion  to  the  favorable 
nourishing  qualities  of  the  wound  and  the  accu- 
racy of  the  technique  of  nerve  suturing. 


cervical  nerve  roots  of  C-3  and  C-4  provide  am- 
ple nerve  filaments  with  single  or  multiple  divi- 
sions for  transplantation.  When  a full  facial 
nerve  graft  is  being  implanted,  the  main  trunk 
should  contain  four  or  five  divisions.  The  dia- 
meters of  the  graft  should  accommodate  the 
deficient  stumps  in  the  wound  and  the  length 
should  be  sufficient  to  bridge  the  gap  without 
tension. 

The  main  trunk  is  sutured  with  four  individ- 
ual sutures  of  10-0  monofilament  suture  under 
magnification.  It  is  desirable  to  keep  these  su- 
tures in  the  epineurium.  In  the  distal  divisions 
of  this  nerve  graft,  it  may  not  be  possible  to 
carry  out  epineural  suturing  in  every  instance. 
When  this  is  impractical,  a single  suture  placed 
directly  through  the  central  portion  of  the  nerve 
will  effect  accurate  approximation. 

The  anastomotic  site  is  covered  with  a sili- 
cone tube  of  approximate  size.  It  should  not  be 
more  than  1 cm.  in  length  and  should  not  be 
constrictive.  This  permits  the  nourishing  quali- 
ties of  the  epineurium  to  become  functional  and 
diminishes  the  ingrowth  of  scar  tissue  about  the 
reapproximated  ends  of  the  nerves. 

The  foregoing  criteria  apply  to  nerve  repair 
in  reapproximation,  to  single  nerve  grafting,  and 
to  nerve  crossover. 


In  simple  nerve  resuturing  or  direct  approxi- 
mation, there  should  be  some  improvement  in 
every  case.  In  the  uncomplicated  case  of  nerve 
crossover,  which  actually  amounts  to  the  ap- 
proximation of  two  main  nerve  trunks,  there 
should  be  improvement  in  from  90  to  100%  of 
the  cases.  In  free  autogenous  nerve  grafting, 
there  is  some  degree  of  improvement  in  70  to 
80%  of  the  cases. 

Even  though  there  is  no  question  about  the 
effectiveness  of  the  technical  rehabilitation  of 
this  neural  pathway,  the  phenomenon  of  “spon- 
taneous return”  of  movement  of  the  face  oc- 
curs in  a small  percentage  of  patients  who  have 
undergone  ablation  of  the  parotid  and  facial 
nerve  system  and  in  whom  no  attempt  has  been 
made  to  rehabilitate  this  nerve  pathway  (Fig  4). 
This  regrowth  of  nerve  elements  passes  through 
the  great  superficial  petrosal  nerve  in  some  in- 
stances; in  others,  it  is  through  the  branches  of 
the  contralateral  facial  nerve  through  the  orbic- 
ularis oris  and  oculi  muscles,  and  perhaps  other 
unrecognizable  potential  neural  pathways.  There 
is  some  indication  that  the  peripheral  ramifica- 
tions of  the  fifth  cranial  nerve  in  the  face  may 
contribute  pathways  for  this  regenerative  phe- 
nomenon. It  is  also  believed  that  the  central 
cranial  nuclei  of  the  seventh  nerve  may  be  re- 
sponsible for  the  initiation  and  control  of  this 
movement. 


Results:  Attempts  at  neural  rehabilitation  may 
either  fail  completely  or  may  provide  good  func- 
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To  meet  your  present  needs  more  pre- 
cisely, the  Tubex  line  comprises  37  dif- 
ferent products  in  69  dosage  variations. 
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Tubex  offers  these  unit  dose  advantages: 

accuracy— premeasured,  clearly  labeled  to  help 
ensure  correct  medication 


• convenience— no  filling,  no  needle-sharpening, 
no  sterilization,  no  cleanup 

• simplicity — precision-made,  \well  balanced 
syringe  breech  loads  in  seconds,  permits  easy 
aspiration 

• reduces  risk— single-use  cartridge-needle  units 
reduce  risk  of  cross  contamination;  less  chance 
of  spillage  reduces  risk  of  contact  sensitization 
for  doctor  or  nurse 


• stability— glass  cartridges  can’t  deteriorate  or 
react  with  medication 


• acceptability— presharpened,  siliconized  nee- 
dles lessen  pain  of  injection;  patients  appreciate 
single-use  equipment 
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Reconstructive 
Procedures  in 
Radical  Head 
and  Neck 
Surgery 

JOHN  CONLEY,  M.D. 


The  use  of  regional  flaps  in  the  head  and  neck 
is  one  of  the  most  significant  advances  in  man- 
agement of  malignant  neoplasms  in  these 
areas.  These  flaps,  developed  from  several 
sites,  allow  1,000  sq.  cm.  of  tissue  to  be  trans- 
posed into  a specific  region  in  the  head  and 
neck  without  delay.  Their  viability  under  the 
criteria  outlined  is  almost  guaranteed.  Their 
uses  encompass  massive  immediate  skin  re- 
surfacing, improvements  in  functioning  of  the 
oral  cavity,  carotid  artery  protection,  and  re- 
constitution of  the  gullet. 


The  original  attempts  at  radical  head 

and  neck  surgery  were  fraught  with  the  severe 
complications  of  wound  infection,  fistulae,  and 
severe  hemorrhage.  The  high  morbidity  and  op- 
erative risk,  along  with  the  low  cure  rate,  in- 
duced responsible  physicians  40  years  ago  to 
use  irradiation  in  the  treatment  of  malignant 
neoplasms  in  this  region.  During  that  interval, 
cure  rates  with  irradiation  were  disappointingly 
low,  and  subsequently  a new  trend  toward  radi- 
cal surgery  developed  from  the  original  work  of 
Dr.  George  Cryle,  Sr.,  through  Semkin,  Ward, 
Hendrick,  Martin,  Blair,  and  many  others  in  this 
country.  The  basic  concept  was  ablation  and 
immediate  approximation  of  the  wound.  If  pri- 
mary approximation  could  not  be  accomplished, 
the  patient  was  treated  by  rehabilitation  of 
these  defects  with  tubed  distant  flaps,  often  re- 
quiring 6 to  12  months  for  movement  to  an  ad- 
justment in  the  wound. 

This  philosophy  of  surgical  management  has 
changed  in  the  past  two  decades  as  maximum 
wound  rehabilitation  has  been  achieved  by  the 
immediate  transplantation  of  regional  tissue 
flaps.  Distant  tubed  flaps  are  rarely  used  today. 
The  immediate  use  of  large  regional  flaps  has 
permitted  the  surgeon  to  transplant  as  much  as 
1,000  sq.  cm.  of  tissue  at  the  time  of  primary 
operation  for  the  purposes  of  skin  resurfacing. 


Fig.  la.  Conservation  of  the  laryn.x  in  total 
pliaryngectoniy,  heniiinandible  and  palate 
resection,  neck  dissection  and  chest  flap 
transfer. 


Fig.  Ih.  Closure  of  pharyngostoniy  hy  in- 
version of  neck  flap  and  rolling  out  of 
hinged  inner  portion  of  the  upper  flap. 
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Fig.  2.  Inferior  cervical  chest  flaps  used  in  treatment 
of  stoma!  recurrence. 


Fig.  3.  Posterior  cervical  flap  (nape  of  neck)  closes 
orostomy . 


carotid  artery  protection,  gullet  reconstruction, 
and  rehabilitation  of  the  oral  cavity.  It  has  also 
permitted  an  extension  of  the  ablative  surgery 
and  created  a better  understanding  in  amelio- 
rating the  crippled  functional  capacities  of  the 
oral  cavity,  gullet,  and  larynx.  This  significant 
advance  in  the  management  of  tumors  of  the 
head  and  neck  has  been  augmented  by  im- 
provements in  the  application  of  autogenous 
bone  grafts  to  the  mandibular  arch,  new  devel- 
opments in  facial  nerve  grafting,  carotid  artery 
rehabilitation,  and  a great  extension  in  the  use 
of  free  skin  grafts.  Each  of  these  techniques  is 
an  advance  in  management,  and  their  use 
makes  this  work  today  entirely  different  from 
that  of  the  past. 

Types  of  Flaps:  Tissue  flaps  may  be  developed 
in  the  scalp,  forehead,  lateral  cervical,  posterior 
cervical,  anterior  superior  horizontal  chest,  and 
total  anterior  chest  regions. 

Scalp  flaps  are  more  applicable  in  men  than 
in  women  because  of  the  acceptance  of  a hair- 
bearing flap  in  many  regions  of  the  face,  and 
because  the  higher  incidence  of  baldness  in 
men  often  permits  the  use  of  scalp  tissue  when 
a non-hair-bearing  flap  is  required.  These  flaps 
have  an  abundant  blood  supply  and  are  moved 
in  large  sections  to  rehabilitate  areas  of  the 
forehead,  about  the  ear,  cheek,  and  upper  neck. 

Forehead  flaps  are  serviceable  in  the  region 
of  the  orbit,  the  inner  lining  of  the  cheek,  the 
palate,  the  oropharynx,  and  the  oral  cavity.  It  is 
important  for  the  temporal  artery  to  be  intact 
when  the  entire  forehead  is  going  to  be  used 
without  delay. 

Lateral  cervical  flaps  have  been  used  for  re- 
surfacing the  face  and,  more  recently,  in  im- 
proving the  residual  physiological  function  in 
the  intra-oral  cavity  after  large  resections  in  the 
floor  of  the  mouth,  tongue,  and  oropharynx 
(Figs.  1 and  2).  This  flap  has  the  disadvantage 
of  frequently  being  in  an  area  of  heavy  irradia- 
tion. Its  base  is  superior  and  its  blood  supply 
is  often  curtailed  in  radical  neck  dissections  in- 
cluding the  external  carotid  artery.  Under  these 
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circumstances,  the  flap  should  not  be  extended 
to  the  level  of  the  clavicle  because  the  distal 
part  will  not  survive.  In  men,  it  often  has  the 
disadvantage  of  having  excessive  hair  growth, 
particularly  at  the  upper  border  of  the  flap,  and 
this  is  objectionable  if  the  flap  is  intended  for 
use  in  the  intra-oral  cavity. 


Posterior  cervical  flaps  (nape  of  the  neck)  are 
valuable,  particularly  in  women,  in  the  rehabili- 
tation of  large  wounds  of  the  neck,  for  closing 
pharyngostomies,  for  resurfacing  a new  gullet, 
and  for  the  rehabilitation  of  large  ablative 
wounds  of  the  oropharynx  and  oral  cavity  (Fig. 
3).  This  flap  has  the  frequent  disadvantage  of 
being  included  in  an  area  of  primary  irradiation, 
and  its  blood  supply  may  be  diminished  by  the 
excision  of  the  external  carotid  artery  in  radical 
neck  dissections:  under  these  circumstances 
the  flap  should  be  shortened. 

Anterior  superior  horizontal  chest  flaps  are  al- 
most biological  flaps  in  that  they  contain  the 
perforating  branches  of  the  internal  mammary 
arteries.  They  are  particularly  well-suited  for 
anterior  deficiencies  involving  the  skin  of  the 
neck,  the  gullet,  the  pharynx,  and  for  augment- 
ing other  flaps  in  wound  rehabilitation  (Fig.  4). 

Anterior  chest  flaps  are  among  the  most  utili- 
tarian; they  have  an  exceptionally  reliable  blood 
supply  from  the  transverse  scapular  and  trans- 
verse cervical  arteries  plus  associated  branches 
from  the  axillary  artery.  Based  laterally,  they 
usually  include  the  entire  anterior  chest,  going 
4 or  5 cm.  below  the  nipple  (Fig.  5).  As  most  of 
the  cancers  of  the  head  and  neck  occur  in  men 
this  flap  is  of  particular  value  for  them.  It  is 
used  for  resurfacing  the  skin  of  the  neck,  lower 
posterior  scalp,  about  the  ear  and  cheek,  and 
for  the  reconstitution  of  the  pharynx  and  gullet. 
These  vital  chest  flaps  eliminate  the  dangers  as- 
sociated with  attempting  to  use  post-irradiated 
skin  to  rehabilitate  a wound  in  the  neck  or  to 
develop  a new  gullet.  They  also  permit  exten- 
sion of  the  perimeters  in  depth  of  all  major 
wounds  in  the  head  and  neck  without  fear  of 
being  unable  to  resurface  this  wound;  they  pro- 
tect the  carotid  artery  and  establish  a situation 
for  rehabilitation  of  the  swallowing  mechanism. 


Pack  Medical  Foundation,  Inc.,  139  E.  36th  St.,  New 
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Fig.  4.  Anterior  superior  horizontal  chest  flap  used  to 
resurface  the  neck  following  irradiation  and  radical 
surgery  with  reoperation  for  recurrent  cancer. 


Fig.  5.  Anterior  chest  flap  used  to  resurface  the  neck 
and  lower  cheek. 
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Few  symptoms  can  cause  as  much  anxiety 
to  the  patient  or  confusion  to  the  practitioner 
as  dizziness.  Probably  no  other  complaint  can 
be  an  early  phase  of  so  many  serious  situations, 
yet  most  of  the  time  dizziness  is  only  an  isolated 
manifestation  of  undetermined  cause.  To  the 
physician  falls  the  job  of  determining  whether 
any  of  the  more  serious  causes  for  equilibrium 
disturbance  exist,  and  then  of  attempting  to 
alleviate  the  distressing  symptoms. 

First  we  must  clarify  what  the  patient  means 
when  he  complains  of  dizziness.  Light-headed- 
ness, giddiness,  or  syncope  must  be  differenti- 
ated from  true  disturbance  of  equilibrium.  It  is 
highly  important  to  get  the  description  in  the 
patient’s  own  terms  instead  of  putting  words 
into  his  mouth.  If  the  person  has  fainting  or 
blackout  spells,  then  general  diseases  that  af- 
fect other  systems  besides  the  vestibular  must 
be  considered.  Vestibular  disease  does  not 
cause  loss  of  consciousness,  although  certain 
central  conditions  that  also  affect  the  equilib- 
rium might  produce  it.  Usually,  especially  in 
peripheral  vestibular  disease,  a description  of 
rotation  can  be  elicited.  Feelings  of  floating  in 
space,  or  falling  (usually  in  only  one  direction), 
or  of  the  sensation  that  something  is  moving  in 
the  head  may  be  cited.  The  sensation  of  motion 
should  be  established  to  localize  the  disease  to 
the  labyrinth  or  its  central  connections. 

Anatomy:  In  the  inner  ear  are  the  three  semi- 
circular canals,  all  at  right  angles  to  each  other, 
the  utricle,  and  the  saccule.  These  structures 
comprise  the  membranous  labyrinth  lying  in- 
side the  bony  labyrinth,  which  is  located  in  the 
petrous  portion  of  the  temporal  bone  between 
the  temporal  lobe  and  the  cerebellum.  The 
membranous  labyrinth  is  filled  with  endolymph. 
Probably  disturbances  in  both  the  pressure  and 
the  chemical  content  of  the  endolymph  are  fac- 
tors in  the  production  of  vertigo,  but  the  etio- 
logic  mechanisms  are  poorly  understood. 


The  vestibular  portion  of  the  auditory  nerve 
is  distributed  to  the  various  components  of  the 
membranous  labyrinth.  It  leaves  the  labyrinth 
through  the  internal  auditory  meatus  located  in 
the  posterior  portion  of  the  petrous  pyramid. 
Flere  is  the  site  of  the  acoustic  neurinoma,  a 
possible  factor  in  such  illness.  The  fibers  of  the 
vestibular  nerve  enter  the  brain  stem  between 
the  pons  and  medulla,  passing  in  to  the  floor  of 
the  fourth  ventricle,  and  ending  in  the  four  ves- 
tibular nuclei.  From  here,  pathways  become 
more  obscure  from  the  clinical  standpoint,  but 
projections  into  the  spinal  cord  affecting  trunk 
and  limb  movements  are  known.  The  nuclei  of 
the  third,  fourth,  and  sixth  cranial  nerves  affect 
the  extraocular  muscles  and  produce  nystag- 
mus. The  cerebellum  affects  fine  body  control, 
and  projections  to  the  vagal  and  glossopharyn- 
geal nuclei  probably  are  operant  in  the  nausea, 
vomiting,  and  general  weakness  associated  with 
vertigo.  The  vestibular  fibers  finally  end  in  the 
cerebral  cortex,  but  their  pathways  and  even 
their  cortical  localization  are  obscure.  This  sum- 
mary simply  indicates  to  some  degree  the  com- 
plexities involved  in  study  of  the  system.  The 
most  intricate  communication  and  control  sys- 
tems of  our  electronic  and  space  programs  are 
insignificant  compared  with  those  of  the  vesti- 
bular system,  an  area  that,  in  size,  could  be 
held  in  the  palm  of  the  hand. 

Localization  of  Vertigo:  Differentiation  between 
peripheral  and  central  etiology  is  important  in 
regard  to  prognosis  since,  in  general,  affections 
of  the  inner  ear  rarely  are  life-threatening,  while 
central  causes  can  be  extremely  serious  and 
early  diagnosis  may  be  essential  to  successful 
management.  Paradoxically,  vertigo  produced 
by  peripheral  or  inner  ear  disease  (again  with 
some  exceptions)  is  often  more  violent  and  in- 
capacitating than  the  rather  mild  disturbances 
of  equilibrium  usually  associated  with  affec- 
tions of  the  central  nervous  system.  Onset  of 
sudden  vertigo  with  nystagmus  is  typical  of 
several  different  conditions  of  the  inner  ear,  but 
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CLINICAL  MEDICINE:  Disturbance  of  the  balance  mechanism  can  result  from  disorders  of 
almost  any  system  in  the  body.  In  some  cases  the  causes  are  obvious  on  the  first  adequate 
examination.  Others  require  highly  specialized  otologic  and  neurologic  evaluations.  In  most  cases 
the  causes  are  never  diagnosed,  and  these  are  the  ones  that  the  general  physician  must  watch 
most  closely  for  later  development  of  other  signs  and  symptoms.  It  is  important  to  be  sure  exactly 
what  the  patient  means  by  “dizziness,”  and  to  distinguish  between  peripheral  and  central  etiology. 


in  the  absence  of  other  signs  is  unlikely  to  be 
evident  in  diseases  of  the  central  nervous  sys- 
tem. When  both  equilibrium  disturbance  and 
hearing  loss  are  manifest  without  other  cranial 
nerve  involvement,  then  differentiation  between 
disease  of  the  inner  ear  and  involvement  of  the 
eighth  nerve  is  required.  Vertigo  of  slow  and 
gradual  onset  that  lasts  over  weeks  or  months 
suggests  a central  origin.  In  peripheral  lesions, 
nystagmus  will  be  comparable  in  severity  to  the 
vertigo,  whereas  in  some  central  lesions,  active 
nystagmus  may  exist  with  minimal  vertigo.  The 
nystagmus  of  both  peripheral  and  central  le- 
sions is  usually  horizontal  or  rotary;  however, 
vertical  nystagmus  is  always  of  central  origin. 
Actually,  there  are  seldom  any  completely  reli- 
able aspects  of  the  vertigo  that  will  allow  im- 
mediate localization  of  the  site  of  origin.  Only 
a careful  history  and  physical  examination  to 
rule  out  other  causes  will  permit  even  approxi- 
mately accurate  diagnosis  of  inner  ear  disease. 
It  is  careless  and  futile  to  apply  the  fairly  mean- 
ingless term  labyrinthitis  in  all  vertiginous  pa- 
tients. 

Vertigo  of  Peripheral  Origin:  Specific  conditions 
that  can  cause  vertigo — those  with  peripheral 
location — can  be  considered  first.  Complica- 
tions of  middle  ear  disease  and  chronic  mas- 
toiditis are  mentioned  only  as  a reminder  that 
these  conditions  still  exist  despite  antibiotic 
therapy.  The  patient  with  a history  of  ear  drain- 
age who  develops  vertigo  is  at  that  moment  a 
medical  and  surgical  emergency.  The  inner  ear 
has  probably  been  invaded  by  the  infection,  per- 
haps with  cholesteatoma,  with  the  result  of 
acute  labyrinthitis.  Immediate  action  is  neces- 
sary if  the  patient  is  to  survive.  If,  on  examina- 
tion, both  tympanic  membranes  are  present  and 
normal  in  appearance,  middle  ear  disease  can 
be  discounted. 

The  use  of  ototoxic  drugs  is  a subject  that 
must  continually  be  mentioned.  Most  common 
today,  of  course,  are  streptomycin,  dihydro- 


streptomycin, and  kanamycin.  While  kanamycin 
and  dihydrostreptomycin  have  their  primary  ef- 
fects on  the  cochlear  apparatus,  with  resultant 
incapacitating  hearing  loss,  streptomycin  works 
mainly  on  the  vestibular  system.  All  three 
agents,  however,  can  affect  either  system  or 
both.  Too  frequently,  we  see  patients  who  have 
suffered  permanent  damage  from  relatively 
small  amounts  of  these  drugs  in  spite  of  the 
claim  that  only  long-term  usage  will  lead  to 
trouble.  An  impaired  renal  system  further  in- 
creases the  likelihood  of  cochleovestibular  dam- 
age. The  prophylactic  use  of  streptomycin  in 
postsurgical  cases  is  still  common,  and  serious 
thought  should  be  given  to  substituting  some 
other  and  safer  drug.  There  is  absolutely  no 
reason  for  the  continued  use  of  streptomycin 
in  upper  respiratory  infections. 

A syndrome  that  is  not  uncommon  and  is 
truly  disturbing  is  positional  vertigo.  Although 
the  symptoms  can  occur  as  part  of  other  pe- 
ripheral or  central  diseases,  the  so-called  be- 
nign paroxysmal  positional  vertigo  is  the  most 
commond  The  patient  becomes  aware  that  when 
he  turns  to  one  side  in  bed,  he  develops  sudden 
vertigo.  This  situation  can  easily  be  reproduced 
on  clinical  examination.  Placing  the  patient 
quickly  in  the  position  in  which  he  suffers  will 
bring  on  nystagmus  and  vertigo.  Usually,  there 
is  a latency  period  of  10  to  30  seconds  before 
onset  of  symptoms.  The  vertigo  ordinarily  lasts 
only  20  to  60  seconds.  Continued  repetition  of 
the  change  in  position  causes  a rapid  fatigue  of 
the  symptoms.  Absence  of  the  latency  and  fa- 
tigability makes  this  diagnosis  unlikely,  and 
further  neurological  evaluation  is  indicated. 
There  is  no  successful  drug  treatment  for  this 
condition,  and  the  patient  should  be  reassured 
that  nothing  is  seriously  wrong.  The  symptoms 
generally  subside  after  a few  months. 

Vestibular  neuronitis  is  characterized  by 
rapid  onset  of  vertigo,  usually  with  nystagmus 
but  without  hearing  loss  or  tinnitus.’  It  may  last 
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6 to  12  weeks,  although  really  intense  vertigo 
commonly  lasts  only  a few  days.  Many  of  these 
patients  have  had  a recent  upper  respiratory  in- 
fection, and  for  this  reason  a viral  etiology  has 
been  suggested  although  not  proved.  In  such 
patients,  no  physical  findings  except  nystagmus 
are  noted  in  the  first  few  days,  and  all  studies 
give  normal  results  except  for  reduced  reac- 
tions to  caloric  testing  in  the  involved  ears.  Dur- 
ing the  first  few  days  the  patient  requires  heavy 
sedation;  later,  antimotion-sickness  drugs  are 
helpful  to  a limited  degree. 

Somewhat  akin  to  vestibular  neuronitis  is 
Meniere’s  disease.-  Its  classic  triad  of  vertigo, 
hearing  loss,  and  tinnitus  should  be  qualified 
by  an  additional  identifying  symptom.  A full 
sensation  in  the  involved  ear  is  almost  as  com- 
mon as  the  other  symptoms.  This  disease 
should  be  diagnosed  only  when  there  is  a fluc- 
tuating hearing  loss  associated  with  intermit- 
tent episodes  of  vertigo.  Often  there  will  be  long 
periods  during  which  the  patient  is  symptom- 
free  and,  therefore,  all  claims  for  successful 
therapy  must  be  studied  with  some  degree  of 
caution.  Nicotinic  acid,  histamine  and  hista- 
mine-like agents,  antihistamines,  antispasmod- 
ics,  vitamins,  salt  restriction,  and  psychother- 
apy have  all  been  tried  with  success,  but  none 
has  given  therapeutic  results  that  could  be  uni- 
versally repeated.  In  severe  cases,  when  the  pa- 
tient is  literally  incapacitated,  some  form  of  de- 
structive therapy  of  the  inner  ear  has  to  be  pro- 
posed. The  enthusiastic  and  sincere  claims  that 
have  been  made  for  various  treatment  meas- 
ures perhaps  suggest  that  several  different 
etiologies  are  possible.  Careful  thought  is  need- 
ed before  characterizing  any  of  these  victims  as 
psychoneurotic.  The  knowledge  that  at  any  time 
one  might  experience  the  extremely  unpleasant 
symptoms  of  Meniere’s  disease  is  enough  to 
cause  the  most  stable  individual  to  be  appre- 
hensive and  to  develop  an  outlook  on  life  that 
others  might  consider  indicative  of  emotional 
instability.  In  other  words,  a certain  amount  of 
neurotic  behavior  should  be  an  expected  conse- 
quence of  this  distressing  disease  process. 

The  vascular  supply  of  the  inner  ear  is,  prac- 
tically speaking,  an  end  artery  arrangement  with 
no  significant  collateral  supply.  The  internal 
auditory  artery  usually  comes  off  the  anterior 
inferior  cerebellar  artery,  but  occasionally  it 
arises  directly  from  the  basilar.  An  occlusion  of 
the  internal  auditory  artery  or  of  any  of  its 
branches  can  bring  about  sudden  hearing  loss, 
vertigo,  or  both.  A more  common  vascular  con- 
dition is  general  labyrinthine  ischemia. ^ This 


condition  should  be  thought  of  as  the  counter- 
part, in  a way,  of  presbyopia  and  presbycusis. 
In  many  elderly  patients  a general  unsteadiness 
is  accentuated  by  sudden  changes  of  position. 
Almost  always  a high-tone  hearing  loss  is  dis- 
cernible. It  is  reasonable  to  assume  that  the 
vestibular  system  with  the  cochlear  apparatus 
has  undergone  some  degree  of  degeneration, 
probably  on  an  ischemic  basis.  This  prevents 
adequate  response  of  the  balance  mechanism 
to  the  stress  of  sudden  motion.  Such  patients 
often  show  good  response  to  vasodilators. 

Patients  who  have  undergone  head  trauma 
offer  a confusing  problem  that  taxes  the  physi- 
cian to  determine  justly  whether  a pathologic 
organic  condition  exists.  Malingering  is  always 
possible.  After  an  accident  involving  an  injury 
to  the  head,  a patient  often  will  complain  for 
months  afterwards  of  unsteadiness,  accentuated 
by  change  in  position.  If  a nerve-type  hearing 
loss  exists,  diagnosis  of  injury  to  the  inner  ear 
is  reasonably  safe.  If  hearing  loss  is  not  meas- 
urable and  no  other  neurological  deficit  can  be 
demonstrated,  the  patient’s  real  motivation  be- 
comes questionable.  With  electronystagmogra- 
phy, however,  existence  of  actual  vestibular  dis- 
ease is  provable  in  many  of  these  patients.  The 
electronystagmogram  measures  and  compares 
the  strength  of  nystagmus  produced  by  posi- 
tional or  caloric  testing  and  will  also  measure 
spontaneous  nystagmus  that  is  not  present  with 
the  eyes  open  in  a lighted  room.  Spontaneous 
nystagmus  with  eyes  closed  or  in  darkness  has 
been  the  most  common  finding  in  post-trauma 
cases.  These  patients  show  fair  responses  to 
motion  sickness  drugs,  but  usually  only  time  is 
needed  for  complete  clearance  of  symptoms. 

Vertigo  of  Central  Nervous  System  Origin:  This 
connotes  far  more  serious  conditions.  Acoustic 
neurinomas  that  develop  in  the  vestibular  por- 
tion of  the  auditory  nerve  are  among  the  most 
common  of  the  intracranial  tumors.'*  They  usual- 
ly grow  slowly,  and  the  symptoms  develop  grad- 
ually. Because  of  the  location  in  the  internal 
auditory  meatus,  the  cochlear  and  vestibular 
portions  of  the  nerve  are  involved,  and  there  is 
a slow  onset  of  unilateral  hearing  loss  and  tin- 
nitus as  well  as  the  disturbances  of  equilibrium. 
Although  true  vertigo  occurs  in  some,  ordinar- 
ily the  only  vestibular  symptoms  are  vague  dis- 
turbances in  equilibrium  until  the  tumor  attains 
such  size  as  to  compress  the  brain  stem  and 
cerebellum. 

Early  diagnosis  allows  for  relatively  safe  sur- 
gical removal,  but  advanced  tumors  carry  a 
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high  mortality  rate;  therefore,  any  unilateral 
hearing  loss  with  tinnitus  must  be  evaluated 
with  suspicion  of  acoustic  neurinoma.  Compli- 
cated audiometric  tests  are  now  available  to 
help  in  differentiating  between  cochlear  and 
eighth-nerve  lesions  for  early  diagnoses  of  these 
tumors. 

Because  both  cochlear  and  vestibular  nuclei 
lie  within  the  brain  stem,  involvement  of  this 
area  can  give  early  eighth-nerve  symptoms. 
Since,  however,  all  the  intracranial  nerve  nuclei 
except  the  optic  and  olfactory  are  in  the  brain 
stem  also,  early-stage  lesions  of  this  area, 
whether  neoplastic,  vascular,  or  infectious,  will 
usually  produce  other  symptoms  besides  the 
cochleovestibular  ones.  Disturbance  of  equilib- 
rium usually  will  be  manifested  as  an  unsteadi- 
ness— gradual  in  onset — instead  of  a rotational 
vertigo. 

In  multiple  sclerosis,  disturbance  of  equilib- 
rium is  often  the  initial  symptom.®  Anything 
from  episodic  vertigo  with  nystagmus  to  only 
mild  gait  disorder  can  result,  occasioned,  of 
course,  by  the  location  of  the  earliest  lesions. 
This  type  of  dizziness  is  not  amenable  to  diag- 
nosis until  other  symptoms  have  begun.  Vertigi- 
nous symptoms,  whether  mild  or  severe,  must 
nevertheless  continually  be  looked  upon  as  di- 
agnostic challenges  until  all  discomfort  is 
cleared  or  until  a reason  for  symptoms  is  de- 
termined. 

Vertigo  may  be  related  to  temporal  lobe  epi- 
lepsy. In  most  cases  the  diagnosis  will  be  clear 
in  a short  time  because  of  the  seizures  and  loss 
of  consciousness  commonly  associated  with  the 
attacks. 

In  one  large  series,  vertebral  basilar  artery 
insufficiency  was  listed  as  among  the  most  com- 
mon causes  of  vertigo."  Assuredly  it  is  the  most 
frequent  cause  in  older  people.  The  usual  pic- 
ture is  that  of  brief  and  intermittent  vertigo 
often  associated  with  hemiparesis,  blurred  vi- 
sion, diplopia,  speech  disturbances,  and  ting- 
ling of  the  hands  and  feet.  The  vertigo  may  be 
present  as  a single  isolated  symptom  for  some 
time  before  other  signs  and  symptoms  are  dis- 
cerned. The  site  of  ischemia  is  probably  the 
vestibular  nuclei  which  are  supplied  by  an  end 
artery  branch  of  the  posterior  inferior  cerebel- 
lar artery.  Often  high-tone  hearing  loss  will  be 
associated  with  the  vestibular  symptoms.  Be- 
tween attacks  of  vertigo,  findings  on  neurologi- 
cal examination  will  be  negative  until  further 
central  nervous  system  damage  has  occurred. 


Anticoagulants  could,  at  some  stage,  be  con- 
sidered. 

Other  Causes:  Vertigo  or  disturbance  of  balance 
may  be  precipitated  by  other  conditions  in  which 
the  site  of  involvement  is  obscure.  For  example, 
hypoglycemia  can  cause  vertigo.  Since  hypo- 
glycemia can  develop  a few  hours  after  meals 
in  instances  of  mild  untreated  diabetes  mellitus, 
this  condition  must  be  considered.  During  the 
past  years,  three  of  my  patients  were  found  to 
have  mild  diabetes  during  the  course  of  a verti- 
go “workup.” 

Less  severe  equilibria!  problems  sometimes 
are  reported  in  early  pregnancy.  This  past  year 
I saw  two  such  patients  who  complained  of  diz- 
ziness; neuro-otologic  examinations  were  unin- 
formative, but  it  was  later  established  that  each 
patient  had  been  in  the  first  month  of  preg- 
nancy. 

There  is  hardly  any  medication  that  has  not 
at  some  time  been  implicated  as  a cause  of  ver- 
tigo. When  exhaustive  history-taking  and  physi- 
cal examination  are  fruitless,  it  is  worthwhile  to 
stop,  temporarily,  all  medications  that  can 
safely  be  discontinued.  Numerous  drugs  have 
been  known  to  cause  vertigo  in  different  pa- 
tients, probably  because  of  individual  sensitivi- 
ties. In  one  patient,  vertigo  and  tinnitus  ceased 
after  discontinuation  of  birth  control  pills.  Di- 
phenylhydantoin  (Dilantin)  toxicity  is  a long- 
recognized  but  often  forgotten  cause  of  vertigo. 
Development  of  symptoms  in  any  patient  who 
takes  diphenylhydantoin  would  necessitate  a 
decrease  in  the  dosage. 

Various  ocular  conditions,  such  as  muscle 
imbalance  and  glaucoma,  can  produce  disturb- 
ance or  imbalance,  but  these  should  be  readily 
evident  from  an  adequate  physical  examination. 
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So  he’ll  breathe  easier: 

relieve  anxiety 
while  you  relieve  pain. 

Relief  of  pain  is  usually  a major  goal  in  traumatic  conditions. 

But  often  of  importance,  too,  is  alleviation  of  anxiety  and 
tension  that  may  heighten  patient  discomfort. 

Single-prescription,  non-narcotic  Equagesic  may  effectively 
relieve  pain.  And  ease  anxiety  and  tension. 

TABLETS 

Equagesic’ 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 

® 

IN  BRIEF. 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin,  meprobamate  or  ethoheptazine  citrate. 

Warnings:  use  in  pregnancy  : Safety  for  use  during  pregnancy  or  lactation  has  not  been  established ; therefore, 
it  should  be  used  in  pregnant  patients  or  women  of  child-bearing  age  only  when  the  physician  judges  its  use 
essential  to  the  patient's  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients  12  years  old  or  less.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of 
meprobamate  in  susceptible  persons— as  alcoholics,  ex-addicts,  severe  psychoneurotics— has  resulted  in  depen- 
dence or  habituation.  Withdraw  gradually  after  prolonged  excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and  coordination.  If  drowsiness,  ataxia  or  visual  disturbances  (impair- 
ment of  accommodation  and  visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  patients  should  not  operate 
machinery  or  drive.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and  respiratory 
rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria)  with  gastric  lavage  and  appropriate  symptomatic  therapy  (CNS  stimulants  and  pressor  amines  as 
indicated).  Two  instances  of  accidental  or  intentional  significant  overdosage  with  ethoheptazine  and  aspirin  have 
been  reported.  These  were  accompanied  by  CNS  depression  (drowsiness  and  lightheadedness)  but  resulted  in 
uneventful  recovery.  On  basis  of  pharmacologic  data,  CNS  stimulation  could  be  anticipated,  with  nausea,  vomiting 
and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific  parenteral  electrolyte  therapy 
for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrombinemic  hemorrhage  [usually  requires  whole 
blood  transfusions)). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may  cause  nausea  with  or  without  vomiting  and  epigastric 
distress,  in  a small  percentage  of  patients.  Dizziness  is  rare  at  recommended  dosage.  Meprobamate  may  cause 
drowsiness,  ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses.  Such  patients  may  have  had  no  previous  contact  with  meprobamate  and 
may  or  may  not  have  an  allergic  history.  Mild  reactions  are  characterized  by  urticarial  or  erythematous  maculo- 
papular  rash.  Acute  nonthrombocytopenic  purpura  with  cutaneous  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  If  allergic  reaction  occurs,  discontinue  meprobamate;  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  These  cases  should 
be  treated  symptomatically  including,  when  indicated,  such  medication  as  epinephrine,  antihistamine  and  possibly 
hydrocortisone.  A few  cases  of  leukopenia,  usually  transient,  have  been  reported  on  continuous  use.  Rarely, 
aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic  anemia  have  been 
reported,  almost  always  in  presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management  of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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Asthma  in 


Allergic  asthma  is  responsible  for  most 
children’s  wheezes;  we  may  even  say,  “All  that 
wheezes  is  asthma  until  proved  otherwise.’’ 
However,  many  less  common  conditions  also 
cause  wheezing  in  children.  Parents  and  even 
physicians  sometimes  misinterpret  various 
types  of  noisy  breathing  as  wheezing.  Even  an 
atopic  child  may  have  a cause  other  than  asth- 
ma for  his  wheezing. 

Errors  in  diagnosis  result  primarily  from  in- 
complete history,  hurried  physical  examination, 
and  failure  to  recall  the  many  things  that  cause 
asthma-like  symptoms  in  children.  In  addition, 
when  terms  that  mean  one  thing  to  physicians 
and  another  thing  to  parents  are  used,  the  phy- 
sician may  be  misled. 

Asthma  is  a symptom  complex  rather  than  a 
disease.  Wheezing  results  from  a narrowed  air- 
way. Asthma  may  be  a single  or  recurrent  epi- 
sode or  an  almost  continuous  episode  of  par- 
oxysmal dyspnea  associated  with  wheezing 
(Table  1).  Some  afflicted  children  have  severe 
wheezing  during  the  night,  but  their  chests  are 
clear  to  auscultation  during  the  day.  In  some 
children,  audible  wheezing  may  be  produced  by 
having  them  forcefully  expire  while  they  are  re- 
clining. 

Eosinophilia  in  blood  or  respiratory  secre- 
tions is  a helpful  aid  in  diagnosis,  but  its  ab- 
sence does  not  exclude  allergic  disease.  Other 
conditions,  however,  may  produce  blood  eosin- 
ophilia. 

Chest  roentgenograms  of  children  with  asth- 
ma frequently  show  no  abnormality.  In  children 
suffering  from  moderate  to  severe  disease,  the 
chest  film  may  show  only  hyperinflation. 

Pulmonary  function  tests  are  useful  in  as- 
sessing lung  function.  No  pattern  of  abnormal- 
ity is  pathognomonic  for  the  diagnosis  of  asth- 
ma. The  abnormalities  listed  in  Table  2 may  be 
present  in  children  with  asthma.  Their  occur- 
rence, however,  is  indicative  only  of  obstructive 
pulmonary  disease.^ 


DIAGNOSIS  AND 
MISDIAGNOSIS  OF 

Children 


The  term  “emphysema’’  is  frequently  mis- 
used when  talking  about  the  child  with  asthma. 
Emphysema  implies  an  irreversible  overdisten- 
tion of  the  lung  associated  with  a breakdown  of 
alveolar  walls.  Although  this  can  occur  in  chil- 
dren with  asthma,  the  distention  that  is  more 
commonly  observed  is  hyperinflation  or  overin- 
flation, which  is  reversible  if  the  asthma  can  be 
controlled. 

If  a wheeze  responds  promptly  to  epineph- 
rine, this  strongly  indicates  that  it  is  caused  by 
asthma. 2 However,  in  status  asthmaticus,  by 
definition,  the  child  does  not  respond  to  epi- 
nephrine. 

Nasal  disease  does  not  cause  wheezing,  but 
it  may  cause  noisy  breathing  which  parents  may 
misinterpret  as  a wheeze.  Table  3 lists  some 
causes  of  obstructive  nasal  disease  which  have 
resulted  in  a mistaken  diagnosis. 

Asthma-like  Conditions:  The  conditions  that 
simulate  asthma  in  children  are  somewhat  dif- 
ferent from  those  that  cause  diagnostic  diffi- 
culty in  adults.  The  list  of  conditions  in  Table  4 
has  been  modified  from  one  previously  pub- 
lished by  Glaser^  and  by  Howard. 

A long,  flaccid  epiglottis  is  uncommon;  I 
have  not  seen  one.  The  epiglottis  may  become 
inflamed,  however,  and  a child  with  acute  epi- 
glottitis will  have  breathing  difficulty,  some- 
times to  a serious  degree. 

The  crowing  type  of  inspiratory  difficulty  pro- 
duced by  the  relaxed  larynx  is  noted  in  infants, 
and  this  may  persist  until  the  child  is  well  into 
his  second  year.  Although  this  may  be  alarm- 
ing, it  usually  does  not  produce  enough  actual 
breathing  difficulty  to  warrant  a tracheotomy. 

Branchial  cleft  cysts  and  bronchogenic  cysts, 
if  they  impinge  on  the  airway,  will  produce  some 
wheezing.  Such  lesions  with  airway  impinge- 
ment are  rare,  are  encountered  in  infants,  and 
may  cause  severe  dyspnea. 

Anomalies  of  the  great  vessels,  most  com- 
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REVIEW:  Asthma  in  children  may  be  difficult  to 
diagnose.  A skillfully  taken  history,  clinical  ob- 
servation of  the  patient,  roentgenographic  study 
of  the  chest,  pulmonary  function  tests,  and  skin 
testing  are  some  of  the  more  important  means 
of  establishing  the  diagnosis.  Allergic  asthma  is 
the  most  common  cause  of  wheezing  among 
children,  but  it  is  by  no  means  the  only  one.  .An 
atopic  child  may  have  wheezing  for  a reason 
other  than,  or  in  addition  to,  asthma. 


monly  the  variations  of  the  double-arch  syn- 
drome, will  cause  some  wheezing  by  impinging 
on  the  airway.  Frequently,  this  is  associated 
with  some  swallowing  difficulty,  and  almost  in- 
variably the  symptoms  begin  in  the  early  weeks 
of  life. 

An  H-type,  tracheo-esophageal  fistula  allows 
swallowed  material  to  get  into  the  tracheobron- 
chial tree.  Cinefluoroscopic  examination  of  the 
esophagus  has  been  helpful  in  establishing  the 
presence  of  such  a lesion,  and  the  following 
case  illustrates  the  diagnostic  difficulties  en- 
countered. 

Case  1:  A three-year-old  boy  was  said  to  have 
had  asthma  since  he  was  three  weeks  old.  He 
also  choked  when  he  ate.  He  had  a somewhat 
swollen  abdomen  and  ectodermal  dysplasia.  On 
examination,  some  peristaltic  noises  were  noted 
in  the  chest.  Roentgenograms  of  the  chest  were 
normal,  as  were  the  findings  during  cinefluoro- 
scopic examination  of  the  esophagus.  Skin  tests 
by  the  intradermal  method  with  10  inhalants 
were  nonreactive.  The  boy  was  observed  in  the 
hospital  for  several  days.  Recurrent  aspiration 
pneumonia  was  diagnosed  on  a basis  of  his  poor 
eating  habits.  The  boy  was  not  seen  again  until 
he  was  six  years  old.  In  the  meantime,  he  had 
continued  to  have  periods  of  lung  congestion 
associated  with  fever.  The  second  cinefluoro- 
scopic examination  of  the  esophagus  indicated 
an  H-type  fistula,  which  was  repaired  surgically. 


History 

Family  history  of  allergic  disease;  re- 
curring episodes  of  paroxysmal  wheez- 
ing dyspnea  or  continuous  wheezing 

Physical  examination 

Dyspnea:  mild  to  severe 

Wheezing:  mild  to  severe 

Expiratory 

Inspiratory:  occasional,  oftener  in  in- 
fants than  in  adults 

Poor  aeration  of  part  or  most  of 
lung  fields 

Laboratory  data 

Eosinophilia  of  variable  degree 

May  be  absent  during  acute  episode 
Positive  skin  tests 

X-ray  study 

Findings  may  be  normal 

Often  varying  degrees  of  hyperinflation 
Area  or  areas  of  atelectasis 

Treatment 

Prompt  response  to  administration  of 
aqueous  1:1,000  epinephrine  (except 
in  status  asthmaticus) 

Table  1.  Bases  for  diagnosis  of  asthma. 


FUNCTION 

VALUE 

Vital  capacity 

Decreased 

Timed  vital  capacity 

Decreased 

Residual  volume  (RV) 

Increased 

RV/total  capacity 

Increased 

Maximal  breathing  capacity 

Decreased 

Maximal  midexpiratory  flow  rate 

Decreased 

Expiratory  slowing 

Increased 

Nitrogen  washout  index 

Increased 

Table  2.  Abnormalities  in  pulmonary  function  ob- 
served in  children  with  asthma.  Some  or  all  of  these 
findings  may  be  present. 


The  various  neoplasms  listed  in  Table  4 
cause  respiratory  difficulty  only  when  they  im- 
pinge on  the  airway. 

Foreign  bodies  in  the  larynx,  trachea,  bron- 
chi, and  esophagus  all  may  produce  respiratory 
symptoms  of  a wheezing  nature.  Such  findings 
prompted  Chevalier  Jackson,  many  years  ago, 
to  propound  the  dictum,  “All  is  not  asthma 
that  wheezes. ’’5  in  many  instances  the  parents 
are  aware  that  the  child  has  aspirated  some- 
thing. However,  this  can  be  verified  only  by 
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endoscopic  examination.  Nonopaque  foreign 
bodies  that  have  become  stuck  in  the  esopha- 
gus produce  respiratory  symptoms  by  overflow 
and  aspiration  of  secretions  that  have  been 
dammed  back.  Hence,  if  a child  is  suspected  of 
having  a foreign  body  in  the  airway  and  none  is 
found  at  bronchoscopy,  esophagoscopy  should 
be  carried  out.  Case  2 shows  one  difficulty  that 
can  be  encountered  with  foreign  bodies. 


Foreign  bodies 
Anatomic  variants 

Adenoid  hypertrophy 
Choanal  occlusion 
Deviated  septum 
Neoplasms 
Sarcoma 
Polyps 
Injury 

Direct  trauma 

Reaction  to  inhalation  of  fumes 
Rhinitis  medicomentosa 
Vasomotor  rhinitis 
Allergy 

Perennial  allergic  rhinitis 
Recurring  upper  respiratory  infections 
Seasonal  hay  fever  or  pollinosis 
Infections 

Common  cold 
Purulent  rhinitis 
Adenoiditis 
Sinusitis 
Diphtheria 

Kartagener's  syndrome 
Endocrine 

Hypothyroidism 

Table  3.  Causes  of  nasal  obstruction  in 
children. 


Case  2:  A nine-year-old  girl  had  had  severe 
nonseasonal  asthma  since  she  was  one  or  two 
years  old.  On  examination,  her  chest  showed 
evidence  of  hyperinflation  and  generalized 
wheezing.  Roentgenographic  study  disclosed 
that  the  mediastinum  was  shifted  to  the  right 
and  that  there  was  an  elevation  of  the  right  dia- 
phragm, decreased  aeration  in  the  right  lower 
lobe,  and  some  overinflation  of  the  left  lung. 
Bronchoscopy  revealed  much  fibrinous  material 
in  the  right  main  bronchus.  The  material  was 
removed;  it  was  believed  to  be  some  type  of  for- 
eign body,  but  its  original  nature  was  never  de- 
termined. Bronchography  revealed  no  evidence 
of  bronchiectasis.  The  girl  was  greatly  improved 
after  bronchoscopy  and  remained  so  for  many 
months,  although  she  still  had  asthma  occa- 
sionally. She  was  lost  to  follow-up. 

Injuries  to  the  neck,  either  directly  from  ex- 
ternal sources  or  indirectly  from  inhalation  of 
irritating  fumes,  will  injure  the  airway  and  cause 
wheezing. 

There  has  been  much  discussion  as  to  wheth- 
er bronchiolitis  in  a small  child  predisposes  him 
to  subsequent  asthma.  Bronchiolitis  is  an  acute 
respiratory  illness,  usually  caused  by  infection 
with  the  respiratory  syncytial  virus,  in  an  infant 
or  a small  child.  There  is  little  fever,  but  dysp- 
nea is  out  of  all  proportion  to  the  physical  find- 
ings. There  is  some  degree  of  hyperinflation 
and  often  associated  mild  cyanosis.^’' On  ex- 
amination, showers  of  fine  rales  are  noted  in 
local  regions  of  the  lung  fields  or  throughout 
both  lung  fields.  Bronchiolitis  has  been  differ- 
entiated from  asthmatic  bronchitis,  which  is 
either  an  asthma-like  condition  or  a true  asthma 
that  has  been  precipitated  by  an  infection.®'^ 
Wittig  and  colleagues^'^  have  pointed  out  the 
difficulty  in  defining  these  terms,  however. 


The  disagreements  are  semantic  ones,  as 
some  authors  define  bronchiolitis  as  I define 
“asthmatic  bronchitis. I agree  that  children 
with  such  “bronchiolitis"  are  likely  to  have  asth- 
ma subsequently.  However,  children  with  “bron- 
chiolitis" that  I define  as  “capillary  bronchitis" 
are  no  more  likely  to  have  asthma  subsequently 
than  other  infants;  others  agree,*’ **  although 
there  is  at  least  one  recorded  study  that  does 
not  support  this  opinion. “ 
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Children  with  cystic  fibrosis  frequently  have 
symptoms  of  the  lower  respiratory  tract,  but 
such  children  usually  do  not  wheeze.  However, 
a patient  with  cystic  fibrosis  may  also  have 
asthma. 


During  the  past  25  years,  the  incidence  of 
pertussis,  at  least  at  the  Mayo  Clinic,  has  de- 
creased considerably,  apparently  because  of  the 
widespread  use  of  vaccination.  Typical  pertus- 
sis is  seldom  seen.  However,  the  disease  is  still 
present,  and  each  year  modified  forms  of  the 
disease  are  seen,  the  presence  of  which  are 
proved  by  culture.  These  forms  should  not  be 
confused  with  wheezing  dyspnea,  although  oc- 
casionally they  have  been. 

The  relationship  between  asthma  and  bron- 
chiectasis is  still  unsettled,  and  until  more  is 
known  about  why  bronchiectasis  occurs,  this 
will  remain  in  doubt.  Still  unsettled  are  why 
asthma  in  some  instances  leads  to  bronchiec- 
tasis, whether  or  not  10  to  20%  of  bronchiec- 
tatic  children  are  allergic  individuals  even  as  is 
the  general  population,  and  whether  a bronchial 
muscle  weakness  is  aggravated  by  asthma.  The 
following  case  illustrates  this  point. 

Case  3:  A seven-year-old  boy  had  had  a 
chronic  cough  since  he  was  two  years  old.  The 
cough  had  begun  subsequent  to  pneumonia, 
which  had  been  a complication  of  measles.  He 
also  had  a situs  inversus  viscerum.  He  had  been 
considered  to  have  an  allergic  respiratory  dis- 
order, because  on  one  or  more  occasions  prior 
to  coming  to  the  Mayo  Clinic,  he  seemed  to 
have  responded  favorably  to  the  use  of  an  anti- 
histaminic  drug.  Roentgenographic  study  show- 
ed an  inflammatory  process  in  the  right  lower 
lobe  as  well  as  the  situs  inversus.  Skin  testing 
by  the  intradermal  method  was  positive  to  a 
number  of  inhalant  factors,  none  of  which 
seemed  significant  from  his  personal  history. 
Bronchoscopy  and  bronchography  disclosed 
bronchiectasis  in  the  right  lower  lobe.  The  boy 
also  had  sinusitis,  and  a diagnosis  of  Kartagen- 
er’s  syndrome  was  made.  Subsequently,  a right 
lower  lobectomy  was  carried  out.  The  boy’s  con- 
dition has  improved  since  then,  although  the 
improvement  may  have  been  partially  due  to  his 
move  to  a dry,  warm  climate.  He  has  been  re- 
ceiving an  antibiotic  in  full  dose  periodically. 


Anatomic  variants 

Long,  flaccid  epiglottis 
Relaxed  larynx 
Cysts 

Base  of  tongue 
Branchial  cleft  cysts 
Bronchogenic  cysts 
Anomalies  of  great  vessels 
Double  arch 

Aberrant  left  subclavian  artery 
Tracheo-esophageal  fistula;  H-type 

Neoplasms 

Hodgkin's  or  other  lymphatic  tumor 
Neuroblastoma:  primary  or  secondary 
Teratoma 
Lymphadenopathy 

Foreign  body 

Respiratory  tract 
Larynx 
Trachea 
Bronchi 
Esophagus 
Injury 

Direct  (to  neck) 

Fumes  by  inhalation 

Infection 

Acute  laryngotracheobronchitis 
Bronchiolitis 
Bronchiectasis 
Bronchostenosis 

Pulmonary  changes  of  cystic  fibrosis 
Pertussis 

Retropharyngeal  abscess 
Other  conditions 

Rattle  in  throat  due  to  excess  mucus 

Cardiac  asthma 

Dust  bronchitis 

Salicylate  intoxication 

Idiopathic  pulmonary  hemosiderosis 

Farmer's  lung 

Pigeon  breeder's  disease 

Sighing  dyspnea 


Table  4.  Conditions  that  simulate  asthma  in 
children. 


Some  physicians  have  considered  a rattle  in 
the  throat  caused  by  excess  mucus  as  a pre- 
allergic  condition,  and  it  may  be.  However, 
simply  because  an  infant  has  some  excess  mu- 
cus does  not  mean  that  he  is  necessarily  an 
allergic  individual.  Cardiac  asthma  is  rare  in 
children.  Dust  bronchitis  was  seen  in  the  dust 
bowl  area  30  years  ago,  and  must  be  consid- 
ered if  the  child  lives  in  a dusty  environment. 
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The  deep  breathing  associated  with  salicylate 
intoxication  or  diabetic  coma  should  not  be  con- 
fused with  the  wheezing  of  asthma,  although 
apparently  it  has  been. 

Idiopathic  pulmonary  hemosiderosis,  farm- 
er’s lung,  and  pigeon  breeder’s  disease  usually 
will  produce  episodic  difficulty  but  will  be  asso- 
ciated with  recurrent  infiltrations  of  the  lung 
that  are  not  seen  with  asthma.  It  is  evident  that 
farmer’s  lung  and  pigeon  breeder’s  disease  are 
reactions  against  an  antigen  found  in  moldy 
hay  and  in  the  pigeon  droppings,  respectively. 
A similar  disease,  bagassosis,  occurs  among 
sugar  cane  workers. 

The  cause  of  idiopathic  hemosiderosis  re- 
mains unknown.!-  Precipitating  antibodies 
against  milk  have  been  demonstrated  in  a few 
children  with  this  condition,  although  milk  sen- 
sitivity probably  is  not  the  cause.  The  following 
is  an  illustrative  case. 

Case  4:  An  11 -year-old  farm  boy  had  been 
having  episodes  of  coryza,  cough,  fever,  and 
severe  dyspnea  for  the  preceding  two  years.  On 
every  occasion,  roentgenograms  of  the  chest 
had  shown  rather  extensive,  soft  infiltrations 
throughout  both  lung  fields.  He  had  been  treat- 
ed with  oxygen,  antibiotics,  and  cortisone.  In 
every  instance,  the  parents  and  physician  had 
considered  that  the  episodes  were  life-threaten- 
ing. He  had  been  referred  to  an  allergist,  who 
found  positive  reactions  to  skin  tests  and  noted 
a seeming  correlation  between  the  episodes  and 
contact  with  the  allergens.  Treatment  with  hy- 
posensitization resulted  in  no  improvement. 

At  his  initial  examination  at  the  Mayo  Clinic, 
the  boy  appeared  to  be  normal,  having  just  re- 
covered from  one  such  episode.  His  hemo- 
globin level  was  9.6  gm./lOO  ml.  of  blood,  and 
the  chest  roentgenogram  showed  no  abnormal- 
ity. Skin  tests  by  the  intradermal  method  were 
positive  to  many  inhalants.  Pulmonary  function 
test  showed  a decrease  in  the  vital  capacity  but 
no  increase  in  residual  volume.  His  maximal 
breathing  capacity  was  decreased,  and  the  max- 
imal midexpiratory  flow  rate  was  normal.  His 
carbon  monoxide  diffusion,  however,  was  re- 
duced. He  was  seen  during  a subsequent  epi- 
sode, at  which  time  a roentgenogram  showed 
severe  infiltration  in  midlung  and  lower-lung 
fields.  A transbronchial  biopsy  showed  inter- 
stitial pneumonitis  and  alveoli  filled  with  hemo- 
siderin-packed histiocytes.  Gastric  washings  dis- 
closed cells  containing  hemosiderin.  Idiopathic 
pulmonary  hemosiderosis  was  diagnosed. 

Asthma:  Case  5 illustrates  the  problems  of  di- 
agnosis and  also  the  problems  of  management 
of  a boy  with  asthma. 


Case  5:  A nine-year-old  boy  had  had  the  sud- 
den onset  of  wheezing  when  he  was  six  months 
old,  after  which  he  had  had  daily  wheezing  and 
coughing.  This  had  been  so  severe  that  his  phy- 
sicians had  prescribed  cortisone  for  several 
years  before  referring  him  to  the  Mayo  Clinic. 

At  examination,  the  boy  was  in  the  tenth  per- 
centile group  in  height  and  weight.  He  had  rales 
and  wheezes  throughout  his  lung  fields,  and  his 
breath  sounds  were  significantly  decreased  at 
the  left  base.  He  had  a positive  reaction  to  the 
Mantoux  test,  but  he  had  negative  reactions  to 
many  skin  tests.  His  sedimentation  rate  was 
normal.  His  chest  roentgenogram  showed  prom- 
inent bronchovascular  markings  at  the  bases 
but  no  evidence  of  pulmonary  tuberculosis.  A 
pulmonary  function  test  showed  decreased  vital 
capacity  and  increased  residual  volume  (resid- 
ual volume/total  capacity  was  54%,  normal  is 
less  than  30%).  He  had  severe  expiratory 
slowing.  At  bronchoscopy,  erythema  and  edema 
of  the  mucous  membranes  was  noted.  There  was 
a moderate  amount  of  mucoid,  glassy  secretion. 
Culture  showed  only  Neisseria  catarrhalis.  Be- 
cause no  environmental  control  had  been  car- 
ried out,  this  was  instituted.  Hyposensitization 
procedures  were  stopped,  and  the  use  of  ephe- 
drine  as  a bronchodilating  agent  and  potassium 
iodide  as  an  expectorant  was  instituted.  During 
the  next  several  months,  the  boy  showed  defi- 
nite clinical  improvement.  He  returned  for  re- 
assessment, at  which  time  his  chest  was  clear 
to  auscultation  and  his  pulmonary  function  had 
improved  considerably.  Efforts  to  obtain  infor- 
mation for  a long-term  follow-up  have  been  un- 
successful. 
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Clinicopathologic 

A child,  13,  was  referred  to  the  clinic  after 
symptomatic  treatment  for  16  days  (including 
5 hospital  days)  failed  to  relieve  abdominal  pain 
associated  with  anorexia  and  diarrhea.  On  ad- 
mission she  was  not  acutely  ill,  but  had  some 
soreness  and  discomfort  in  the  left  side  of  the 
abdomen.  Physical  examination  and  results  of 
laboratory  studies  were  essentially  normal  ex- 
cept for  possible  contaminants  in  the  urine 
specimen.  Examination  of  the  stool  specimen 
revealed  the  cause  of  her  illness. 

PROTOCOL:  A 13-year-old  girl  was  referred  to 
the  Scott  and  White  Memorial  Hospital  pediat- 
ric clinic  by  her  family  physician.  Her  mother 
said  that  the  patient  had  been  well  until  18 
days  earlier  when  sudden  abdominal  pain  de- 
veloped, especially  in  the  left  side  of  her  abdo- 
men. The  pain  became  worse  after  a heavy  sup- 
per. She  was  examined  by  her  family  physician 
who  prescribed  medication  (type  unknown)  to 
be  administered  at  home.  Two  days  later,  vom- 
iting and  fever  (100  to  102  F.)  developed;  when 
she  failed  to  improve  in  two  more  days,  the 
family  physician  hospitalized  her  for  diagnosis 
and  treatment.  At  that  time  the  patient  was  de- 
hydrated. She  had  anorexia,  nausea,  vomiting, 
and  diarrhea.  The  physician  described  the  diar- 
rhea as  being  refractory,  but  the  mother  did  not 
consider  it  to  be  serious.  Her  abdominal  pain 
was  constant  (worse  while  sitting)  and  was  lo- 
calized in  the  left  side  of  her  abdomen,  radiat- 
ing over  the  left  kidney  area  to  her  back.  A stool 
specimen  was  negative  for  pathogenic  bacteria, 
typhoid,  and  parasites.  With  symptomatic  treat- 
ment, the  patient’s  pain  began  to  subside  grad- 
ually; by  the  end  of  the  fifth  day,  she  was  dis- 
missed from  the  hospital  to  continue  the  follow- 
ing medications:  Metamucil  (psyllium  hydro- 
philic mucilloid)  1 oz.  twice  daily;  a bland  diet; 
and  Zentron,  a vitamin  complex.  However,  dis- 
comfort and  soreness  over  her  left  upper  quad- 
rant persisted;  and,  when  the  family  physician 
was  consulted  again  (16  days  after  the  onset  of 
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illness)  he  referred  the  patient  to  Scott  and 
White  Clinic. 

She  was  a fairly  well-nourished,  alert,  and 
cooperative  child.  She  seemed  comfortable,  felt 
well,  and  had  no  fever  or  vomiting.  Her  com- 
plaint was  that  some  discomfort  and  soreness 
remained  over  the  left  side  of  her  abdomen. 
Also,  her  mother  said  that  she  had  not  been  eat- 
ing well. 

Neither  the  patient  nor  her  family  had  suf- 
fered any  serious  illnesses.  The  girl  had  not 
been  outside  of  the  United  States,  and  others  in 
the  home  had  not  had  the  same  gastrointestinal 
symptoms.  She  had  had  mumps  approximately 
one  month  before  her  gastrointestinal  symp- 
toms began,  but  otherwise  her  personal  history 
contributed  no  clues. 

Physical  Examinalion:  The  patient’s  blood 
pressure  was  100/70  mm.  of  mercury;  and  the 
vital  signs  (temperature,  pulse,  respiration) 
were  within  the  normal  range.  Examination  of 
the  head,  eyes,  ears,  nose,  throat,  neck,  chest, 
lungs,  heart,  and  extremities  yielded  normal 
findings.  Her  abdomen  was  soft,  flat,  and  a 
mass  could  not  be  palpated.  Tenderness  was 
noted  over  the  left  side  and  over  the  left  upper 
quadrant,  but  no  rebound  tenderness  or  muscle 
guarding  was  apparent.  The  sigmoid  flexure  felt 
normal,  and  borborygmus  was  noted  when  the 
cecum  was  palpated.  During  auscultation,  the 
bowel  sounds  were  normal.  Friction  rub  over 
the  spleen  was  not  mentioned.  Hepatomegaly 
was  not  present,  and  the  kidneys  were  not  pal- 
pable. 

Results  of  rectal  examination  were  negative 
except  for  the  usual  discomfort  during  the  ex- 
amination. The  stool  specimen  appeared  gross- 
ly normal. 

Clinical  Investigation:  Hemoglobin  was  13 
gm./lOO  ml.  (87%)  with  5,400  white  blood 
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cells  and  neutrophils,  51%;  lymphocytes, 
47%;  and  monocytes,  2%.  Urinary  amylase 
was  172  units/hour  (normal  is  up  to  300 
units/hour).  Serum  amylase  was  128  units/100 
ml.;  serum  proteins,  5.95  gm./lOO  ml.;  serum 
albumin,  4 gm./lOO  ml.;  serum  globulins,  1.95 
gm./lOO  ml.;  and  albumin-globulin  ratio  was 
2:0.  The  sedimentation  rate  was  14  mm.  in  one 
hour  (Westergren). 

A clean  voided  urine  specimen  showed  30,- 
000  colonies  per  ml.  of  a mixed  culture  of  strep- 
tococcus and  lactobacillus  (possibly  contami- 
nants). The  culture  was  not  repeated. 

A roentgenogram  of  the  abdomen,  made  in 
the  supine  position,  showed  the  kidney-ureter- 
bladder  area  to  be  normal;  and  an  intravenous 
pyelogram  demonstrated  normal  bilateral  renal 
function.  Anterior-posterior  and  lateral  views  of 
the  chest  revealed  early  hilar  node  calcification 
without  other  abnormalities. 

DISCUSSION;  Dr.  Wang:  In  1945,  Brennemann^ 
wrote:  “There  is  probably  no  more  interesting, 
uncertain  or  hazardous  clinical  domain  in  child- 
hood than  acute  conditions  in  the  abdomen  and 
pain  is  the  presenting  symptom,  the  warning 
signal,  that  something  has  gone  wrong.”  It 
seems  to  me  that  this  statement  is  just  as  true 
today  as  it  was  when  it  was  written.  Pediatri- 
cians see  many  children  with  abdominal  pain  as 
a presenting  complaint. 

Children  with  abdominal  pain  can  be  cate- 
gorized into  chronic  and  acute  “bellyachers.” 
Chronic  “bellyachers”  are  children  who  have 
vague,  recurring  abdominal  pains  which  last  for 
several  months  or  several  years.  The  children 
complain  of  vague  pains,  most  often  in  the  peri- 
umbilical region,  but  the  discomfort  can  be  any- 
where in  the  abdomen.  These  pains  usually  are 
transient,  last  for  a few  minutes,  and  do  not 
really  interfere  with  many  of  the  child’s  activi- 
ties. Often,  the  pains  are  not  specifically  re- 


lated to  meals,  to  exercise,  or  to  other  func- 
tions. Investigators  have  reported  that  most  of 
these  abdominal  pains  have  a psychogenic  ba- 
sis and  that  only  about  5%  of  these  children 
have  any  organic  basis  for  their  discomfort.  The 
extent  of  clinical  investigation  of  such  a patient 
is  a controversial  subject  because  most  of  these 
chronic  “bellyachers”  will  have  normal  physical 
findings.  Some  investigators  suggest  that  all  of 
the  systems  which  might  be  involved  should  be 
examined.  Others  believe  that  a primary  survey 
of  the  urinary  system  is  more  important  be- 
cause of  the  vital  functions  of  the  kidneys; 
whereas,  diseases  involving  the  intestinal  tract 
will  sooner  or  later  be  revealed  by  more  definite 
symptoms  and  signs.  Although  approximately 
95%  of  the  cases  of  chronic  “bellyache”  are 
psychogenic,  such  a diagnosis  should  not  be 
established  solely  on  the  basis  of  exclusion  of 
organic  diseases.  The  parents  and  the  children 
should  be  interviewed  to  determine  if  there  is 
indeed  some  emotional  foundation  for  the  pain. 

Organic  causes  of  abdominal  pain  include 
both  intra-abdominal  and  extra-abdominal  dis- 
eases. In  the  intra-abdominal  category,  diseases 
involving  the  gastrointestinal  tract  are  more 
common  than  other  intra-abdominal  conditions. 
The  more  common  causes  of  acute  abdominal 
pain  in  children  in  the  United  States  are  acute 
appendicitis,  mesenteric  adenitis,  and  gastro- 
enteritis. Gastroenteritis  may  be  viral  or  bacter- 
ial, although  “viral”  etiology  is  often  presumed 
since  virai  cultures  are  not  routinely  done  in  the 
pediatrician’s  office.  Parasitic  infestations  are 
much  more  important  in  other  parts  of  the  world 
than  in  the  US.  Peptic  ulcer  does  occur  in  chil- 
dren and  can  produce  abdominal  pain,  although 
not  necessarily  with  the  pain  pattern  seen  in 
adults.  Regional  enteritis,  ulcerative  colitis,  and 
neoplasms  of  the  intestinal  tract  are  other 
causes  of  abdominal  pain  in  children.  Intestinal 
neoplasms  are  very  rare  in  children  and  most 
often  occur  as  lymphosarcomas  or  carcinoids. 
Other  conditions  which  are  seen  more  often  in 
children  than  in  adults  include  Meckel’s  diver- 
ticulum, duplication  of  the  intestine,  mesen- 
teric cyst,  and  malrotation  causing  partial  in- 
testinal obstruction  or  volvulus.  Incarcerated 
hernia  and  intussusception,  whether  it  be  idio- 
pathic or  secondary,  should  enter  into  the  dif- 
ferential diagnosis  of  acute  abdominal  pain. 

The  extragastrointestinal  category  of  intra- 
abdominal causes  of  abdominal  pain  includes 
any  disease  processes  of  the  genitourinary 
tract  and  of  the  hepatobiliary  system.  Pancrea- 
titis occurs  in  children,  although  much  less  fre- 
quently than  in  adults. 

Extra-abdominal  causes  of  abdominal  pain 
include  pulmonary,  cardiac,  and  metabolic  pro- 
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cesses.  Diaphragmatic  pleuritic  inflammation 
characteristically  leads  to  referred  pain  in  the 
abdomen.  Among  children  of  the  lower  socio- 
economic class  in  the  older  cities,  abdominal 
pain  resulting  from  plumbism  is  not  rare.  Acute 
intermittent  porphyria  and  periodic  fever  may 
give  rise  to  abdominal  pain  of  such  severe  na- 
ture as  to  simulate  an  acute  condition  within 
the  abdomen. 


Because  abdominal  pain  proposes  so  many 
diagnostic  possibilities,  a definite  diagnosis  is 
not  easy  to  establish.  A good  history  of  the 
characteristics  and  location  of  the  pain  is  help- 
ful, but  often  not  available  in  young  children 
because  of  their  inability  to  verbalize  their  feel- 
ings. Fortunately,  this  patient  was  able  to  local- 
ize her  pain  to  the  left  side  of  her  abdomen  with 
particular  emphasis  in  the  left  upper  quadrant. 
Provided  she  did  not  have  abdominal  situs  in- 
versus, the  more  common  conditions  such  as 
appendicitis  and  mesenteric  lymphadenitis 
could  be  ruled  out. 

Laboratory  studies  are  valuable  diagnostic 
tools.  In  this  case,  however,  results  of  tests 
mentioned  in  the  protocol  are  noncontributory 
except  for  the  urine  culture,  which  showed  30,- 

000  colonies  of  mixed  flora  per  ml.  of  urine. 

1 would  like  to  see  the  result  of  a repeat  urine 
culture,  because  this  child  had  pain  in  the  left 
upper  quadrant  with  radiation  to  the  left  kidney 
area  and  she  had  fever.  Neither  the  absence  of 
urinary  symptoms  (such  as  frequency  or  dys- 
uria)  nor  a normal  intravenous  pyelogram  rules 
out  the  presence  of  urinary  tract  infection. 
Therefore,  the  question  of  urinary  tract  infec- 
tion remains  unsettled. 

Apparently,  the  physicians  who  took  care  of 
this  child  wondered  about  pancreatitis  because 
urinary  amylase  and  serum  amylase  levels  were 
obtained.  One  must  bear  in  mind,  however,  that 
these  levels  were  obtained  18  days  after  the 
onset  of  the  child’s  illness.  Serum  amylase  lev- 
els usually  rise  very  abruptly  with  the  onset  of 
acute  pancreatitis,  but  can  subside  in  a couple 
of  days  even  though  some  inflammation  per- 
sists. Therefore,  in  this  case,  normal  values  for 
serum  and  urinary  amylase  do  not  rule  out  pan- 
creatitis. Is  the  clinical  course  of  the  patient’s 
illness  compatible  with  a diagnosis  of  acute 
pancreatitis?  Typically,  acute  pancreatitis  caus- 
es abrupt  onset  of  severe  epigastric  pain;  often- 
times, the  patient  is  extremely  ill  with  shock 
and  high  fever.  However,  pancreatitis  may  be 
manifested  in  an  atypical  fashion.  In  a series  of 
15  cases  of  acute  pancreatitis  in  children  seen 
at  Massachusetts  General  Hospital  and  Boston 
Children’s  Hospital,  one  child  whose  presenting 
symptom  was  ascites  seemed  comfortable  and 
happy.-  This  child’s  serum  amylase  level  was 


Fig.  1 
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not  elevated,  but  a paracentesis  was  performed 
and  the  amylase  level  of  the  peritoneal  fluid 
v/as  extremely  high.  In  our  case,  localization  of 
the  pain  in  the  left  upper  quadrant  perhaps  is 
different  from  the  typical  epigastric  pain  of 
acute  pancreatitis.  I wonder  if  serum  lipase  was 
measured.  In  acute  pancreatitis,  serum  lipase 
elevation  appears  later  than  the  serum  amylase 
and  persists  for  a longer  period.  In  this  case,  a 
serum  lipase  determination  would  be  helpful. 
Was  the  level  of  serum  lipase  determined? 

Dr.  Baudeira-Teixeira:  No. 

Dr.  Wang:  I would  like  to  know  the  results  of 
a Mantoux  skin  test  on  this  child,  because  the 
chest  roentgenogram  was  reported  to  show  be- 
ginning hilar  node  calcification.  Tuberculosis 
of  the  abdominal  cavity  is  rare  today.  This  dis- 
ease process  can  involve  the  intestine,  and, 
most  characteristically,  the  lower  portion  of  the 
ileum  and  the  cecum.  A small  ulcer  is  formed, 
but  the  patient  can  be  asymptomatic.  Another 
form  of  abdominal  tuberculosis  is  lymphadeno- 
pathy,  which  may  be  discovered  only  as  an  in- 
cidental finding  at  autopsy.  The  nodes,  however, 
can  be  extremely  large  and  can  cause  obstruc- 
tion and  a mass  usually  can  be  palpated  in  the 
abdomen.  Our  patient  did  not  have  an  abdomi- 
nal mass.  I cannot  relate  the  significance  of 
hilar  node  calcification  to  this  child’s  abdominal 
pain.  She  does  not  have  a history  of  any  pul- 
monary problem;  nevertheless,  tuberculosis 
should  be  considered  in  the  differential  diagno- 
sis of  hilar  node  calcification. 

Dr.  Bandeira-Teixcdra:  A Mantoux  test  was 
Fig-  3 not  done,  however  members  of  the  radiology 
staff  were  consulted  and  the  findings  on  x-ray 
film  of  the  lung  did  not  suggest  any  signs  of  an 
active  pathological  condition. 

Dr.  Wang:  In  acute  intermittent  porphyria, 
distressing  abdominal  pain  is  seen.  It  can  be 
diagnosed  by  the  presence  of  urinary  porpho- 
bilinogen. Abdominal  pain  usually  occurs  for 
short  periods  of  time  such  as  two  or  three  days. 
However,  some  episodes  last  for  longer  periods, 
and  I do  not  think  that  acute  porphyria  should 
be  completely  discounted  as  a possible  diagno- 
sis because  urine  porphobilinogen  was  not 
measured. 

Now,  what  about  conditions  involving  the  in- 
testine itself,  such  as  diseases  of  the  splenic 
flexure  or  of  the  descending  colon?  Was  sig- 
moidoscopy performed?  What  about  barium  ene- 
ma? Of  the  conditions  involving  this  area,  I 
suppose  that  malignant  lesions  would  be  the 
most  uncommon  and  that  they  can  be  discount- 
ed because  of  their  rarity.  Chronic  ulcerative 
colitis,  however,  needs  to  be  considered.  An- 
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other  diagnostic  possibility  is  amebic  colitis.  I 
will  put  this  rather  high  up  on  the  list  since  our 
panel  wishes  to  leave  to  the  last  a discussion  of 
the  patient’s  stool  for  ova  and  parasites. 

By  the  time  the  child  came  here,  she  did  not 
seem  to  have  troublesome  diarrhea,  and  wheth- 
er or  not  the  stool  had  abnormal  constituents 
such  as  blood,  pus,  or  mucus  was  not  clearly 
mentioned  in  the  protocol.  The  stool  culture  in 
the  local  hospital  was  said  to  be  negative.  Was 
a stool  specimen  examined  here? 

Dr.  Bandeira-Teixeira:  Yes,  a culture  was 
done. 

Dr.  LeBus:  I might  say  one  thing  about  the 
refractory  diarrhea  for  which  this  child  was  re- 
ferred here.  During  the  time  the  child  had  the 
refractory  diarrhea,  she  gained  weight. 

Dr.  Ratliff:  The  stool  specimen  was  examined 
for  ova  and  parasites  (Figs.  1-3), 

In  the  right  corner  of  Fig.  1 (at  about  5 
o’clock)  you  may  observe  a trophozoite  of  Giar- 
dia  lamblia.  This  specimen  was  prepared  with  a 
permanent  stain. 

Fig.  2 shows  a mature  cyst  of  Giardia  stained 
by  trichrome  stain.  This  stage  is  usually  found 
in  stool  specimens  positive  for  Giardia.  Stool 
specimens  submitted  for  parasite  examination 
are  preserved  in  polyvinyl  alcohol  (PVA)  and 
subsequently  stained  by  Wheatley’s  Trichrome 
Stain  which  is  a permanent  staining  procedure. 

Fig.  3 shows  a cyst  as  seen  in  a wet-mount 
preparation  either  by  direct  or  concentration 
technique.  Giardia  lamblia  may  be  recovered  by 
these  techniques  as  well  as  by  the  permanent- 
stain  method;  however,  the  latter  will  provide 
a better  preparation  for  evaluating  all  cellular 
and  noncellular  elements  of  gastroenterologic 
significance. 

Giardia  lamblia  is  a parasite  that  attaches  it- 
self to  the  walls  of  the  small  intestine,  usually 


in  the  duodenal  area.  It  may  invade  the  gall- 
bladder and  common  bile  duct.  Some  consider 
this  flagellate  to  be  pathogenic  while  others 
disregard  its  presence  in  the  intestinal  tract. 

Dr.  Wang:  Thank  you.  Dr.  Ratliff.  I actually 
had  expected  you  to  say  that  some  amebic  tro- 
phozoites were  found.  Heavy  infestation  of  Giar- 
dia lamblia  can  cause  malabsorption,  but  the 
fever  and  the  persistent  abdominal  pain  in  this 
patient  are  unusual  solely  on  the  basis  of  giar- 
diasis. 

Dr.  Ratliff:  Was  the  patient  treated  for  Giar- 
dia lamblia,  and  did  all  of  her  symptoms  sub- 
side? 

Dr.  LeBus:  Yes,  this  child  was  treated  with 
quinacrine  (Atabrine)  and  tridihexethyl  chloride 
with  phenobarbital  (Pathilon). 

Actually,  this  was  not  an  impressive  clinical 
patient.  A child  who  has  been  ill  with  any  severe 
disease  for  18  days  is  going  to  look  ill.  How- 
ever, this  child  seemed  comfortable  and  was 
without  fever  or  real  symptoms  other  than  ab- 
dominal pain.  I would  imagine  that  in  her  case, 
the  Giardia  was  probably  in  heavy  infestation; 
or,  perhaps,  she  was  hypersensitive  to  the  or- 
ganism itself. 

All  the  evidence  that  I have  regarding  the 
pathogenicity  of  the  Giardia  lamblia  is  clinical. 
I have  had  three  or  four  additional  cases  of 
Giardia  since  this  one,  and  the  children  present- 
ed various  gastrointestinal  symptoms.  Follow- 
ing seven  days  of  Atabrine,  which  is  the  recom- 
mended treatment  for  Giardia,  they  were  com- 
pletely asymptomatic. 

In  reference  to  the  absence  of  laboratory 
studies  that  were  mentioned,  I believe  that  the 
main  problem  was  that  the  child  was  referred  to 
us  with  an  almost  definite  diagnosis  of  pancrea- 
titis. When  we  determined  that  this  was  not  the 
case,  other  investigation  was  begun. 

It  is  not  unusual  for  a child  who  has  had  gas- 
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troenteritis,  irrespective  of  its  etiology,  to  have 
one  symptom  remaining  after  all  others  have 
abated.  Intermittent,  cramping  pain  (caused  by 
an  irritable  bowel  or  postinfectious  spasm) 
might  continue. 

In  this  case,  I do  not  believe  that  the  pa- 
tient’s condition  was  as  serious  as  it  seemed  to 
be;  however,  certain  illnesses  had  to  be  ruled 
out.  Incidentally,  the  stool  culture  was  normal. 

Dr.  Stinson:  Often,  laboratory  tests  which 
have  been  performed  in  another  laboratory  are 
repeated.  The  tests  are  repeated  not  because 
we  distrust  the  other  laboratory’s  results,  but 
because  conditions  can  change  from  time  to 
time.  This  girl  could  have  had  a nondiagnostic 
stool  examination  previously.  Sometimes  the 
parasites  come  down  in  showers. 

Dr.  Ratliff:  That  is  correct.  In  known  cases 
of  giardiasis,  this  has  happened.  With  petite 
elusive  protozoans,  it  may  be  difficult  to  recover 
specimens  in  diagnostic  states  when  this  hap- 
pens, and  with  Giardia  examinations  particu- 
larly. 

Dr.  Stinson:  What  is  the  optimal  kind  of  stool 
specimen?  Do  you  use  a purged  stool  or  castor 
oil?  When  do  you  examine  it? 

Dr.  Ratliff:  A purged  stool  is  desirable  in 
most  cases,  since  diagnostic  stages  may  be  in- 
creased in  the  fecal  sampling.  Castor  oil  is  not 
recommended,  and  Fleet’s  Phospho-Soda  is  a 
good  purgative.  Trophozoites  may  be  more  fre- 
quent in  purged  or  diarrheic  samples,  while  cysts 
predominate  in  “normal”  stools;  nevertheless, 
any  stage  of  an  organism  is  diagnostic  for  a 
parasitic  infection.  It  is  difficult  to  make  proper 
examinations  on  “fresh”  specimens  within  rec- 
ognized time  limits  before  deterioration  begins. 
The  age  of  the  specimen  is  not  important  if  re- 
frigeration or  preservation  is  initiated  within  15 
to  30  minutes  after  evacuation. 

Dr.  LeBns:  Cysts  of  the  Giardia  are  found 
rather  easily,  are  they  not? 


Dr.  Ratliff:  When  the  cysts  are  coming  down, 
they  are  not  difficult  to  detect. 

Dr.  Wang:  I have  two  comments  and  one 
question.  In  evaluating  a patient,  nothing  is  bet- 
ter than  seeing  the  patient  yourself.  One  cannot 
rely  solely  on  a telephone  conversation  or  a 
written  description. 

Also,  from  reading  the  protocol,  I had  the  im- 
pression that  the  abdominal  pain  was  the  pri- 
mary symptom  because  diarrhea  was  not  men- 
tioned when  the  child  was  examined  here.  Per- 
haps diarrhea  was  implied,  but  its  nature  was 
not  clearly  described. 

I have  one  question  for  Dr.  LeBus:  To  what 
do  you  attribute  the  localized  nature  of  the 
child’s  abdominal  pain? 

Dr.  LeBus:  I don’t  know.  She  had  consider- 
able gastrointestinal  spasm  and  irritability.  Just 
why  Giardia  would  cause  pain  in  the  left  upper 
quadrant  and  in  the  left  middle  aspect  of  the 
abdomen,  I can’t  say.  As  far  as  the  genitourin- 
ary tract  was  concerned,  I believe  the  tests 
proved  that  this  system  was  not  involved. 

This  case  may  initiate  another  fundamental 
point;  A child’s  reaction  to  illness  is  different 
from  an  adult’s.  The  girl’s  illness  did  not  con- 
tinue long  enough  to  demonstrate  this  point, 
but  I wish  to  mention  it.  A child  may  have  a 
symptom  or  illness,  perhaps  a rather  severe  ill- 
ness of  three  to  four  days’  duration;  then,  he 
may  begin  to  recover  and  have  a good  convales- 
cence. In  reality,  however,  he  may  not  complete- 
ly recover.  The  reaction  of  the  child  to  the  par- 
ents and  their  reaction  to  him  is  probably  the 
most  significant  factor  in  cases  such  as  this. 
When  a child  is  ill,  in  reality  it  is  a family  ill- 
ness, and  the  whole  family  is  concerned.  An 
intelligent  child  sometimes  can  lead  his  parents 
on  a merry  chase  with  one  illness  initiating  an- 
other symptom  pattern,  then  another,  and  an- 
other. This  situation  can  lead  to  consulting  sev- 
eral doctors,  and  anxious  parents  can  be  influ- 
enced by  the  child’s  complaints  which  continue 
for  weeks,  months,  or  years.  Pediatricians  see 
children  whose  illnesses  were  fairly  minor  two 
years  ago,  but  are  now  suffering  from  an  en- 
tirely different  symptom  complex  which  has 
nothing  in  common  with  the  original  illness. 
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“O  just,  subtle,  and  all- 
conquering  opium!  that, 
to  the  hearts  of  rich  and 
poor  alike,  for  the  wounds 
that  will  never  heal,  and 
for  the  pangs  of  grief 
that  ‘tempt  the  spirit  to 
rebel’  bringest  an  assuaging 
balm;  . . . and  through 
one  night’s  heavenly  sleep 
callest  back  to  the  guilty 
man  the  visions  of  his 
infancy,  and  hands  washed 
pure  from  blood  . . . 

Thou  only  givest  these 
gifts  to  man;  and  thou  hast 
the  keys  of  Paradise.” 

Thomas  DeQuincey, 

"Confessions  of  an  English 
Opium  Eater” 


been  engaged  in  a search  for  great- 
er comfort,  and  high  priority  has 
been  granted  to  the  development  of 
drugs  to  relieve  pain.  It  has  been 
said  that  \were  there  no  such  experi- 
ence as  pain,  man  would  be  denied 
the  comfort  consequent  upon  its  re- 
lief. For  ages  that  comfort  has  been 
provided  by  opium  and  its  byprod- 
ucts, but  not  without  the  handicaps 
of  physical  dependence  and  habitua- 
tion. The  history  of  opium  and  opi- 
ates is  both  long  in  duration  and 
captivating  in  its  interest;  likewise, 
the  modern  enigma — opiate  addic- 
tion— has  many  roots  of  origin. 

The  source  of  opium  is  the  poppy 
plant,  Papaver  somniferum,  which  is 
grown  in  many  areas  of  the  world 
but  chiefly  in  Asia  Minor,  India,  Chi- 
na, Persia,  and  some  Balkan  coun- 
tries. It  is  harvested  about  two 
weeks  after  the  poppy  petal  falls, 
when  the  seed  capsule  beneath  the 
blossom  hardens.  Shallow  incisions 
are  made  in  the  capsule.  Latex  seeps 
through  the  incisions  and  is  allowed 
to  collect  and  harden  on  the  surface 
of  the  capsule.  This  brown,  gummy 
material  is  the  raw  opium  which  is 
collected  and  then  powdered.  Con- 
tained in  powdered  opium  are  some 
25  or  more  alkaloids  which  consti- 
tute about  one-fourth  of  its  weight, 
are  in  combination  with  acids  (pri- 
marily meconic),  and  are  responsible 
for  its  pharmacological  activity.  The 
most  important  bases  are  morphine, 
codeine,  thebaine,  papaverine,  nar- 
cotine, and  narceine,  with  the  re- 
maining alkaloids  occurring  in  trace 
amounts.  The  generally  accepted 
percentages  of  alkaloids  in  opium 
are  the  following:  morphine,  10;  co- 
deine, 0.5;  thebaine,  0.3;  papaver- 
ine, 1;  narcotine,  6;  and  narceine, 
0.2.1  The  most  important  materials 
prepared  from  opium  are  paregoric 
and  heroin.  Chandu,  which  is  smoked 
in  pipes,  is  prepared  into  pill  form 


Opium 


from  raw  opium  by  an  elaborate  pro- 
cess of  roasting,  fermentation,  and 
extraction. 

History:  The  earliest  available  refer- 
ences to  the  cultivation  of  poppies 
and  preparation  of  opium  have  been 
dated  to  about  5000  B.C.,  in  clay 
tablets  left  by  the  Sumerians.  The 
juice  of  the  poppy  received  praise  in 
the  Assyrian  medical  tablets,  and  the 
poppy  is  described  as  the  "Plant  of 
Joy”  in  the  Sumerian  ideograms.^ 
The  Ebers  Papyrus  (Thebes,  1552 
B.C.)  describes  a mixture  of  opium 
and  another  material  which  was  ef- 
fective in  quieting  crying  children. 2 
The  Sanskrit  references  contain  evi- 
dence that  at  one  time  there  may 
have  been  some  confusion  between 
the  narcotics  opium  and  cannabis, 
for  the  words  “Khash-khash”  (pop- 
py-seed) and  “Khash-khasharasa” 
(juice  of  the  poppy)  seem  to  be  the 
origin  of  the  modern  word  "hash- 
ish.”3  In  modern  Sanskrit  lexicons 
appear  the  words  "aphena”  (foam) 
and  "ahiphena”  (serpent’s  foam), 
but  these  words  may  have  been  en- 
tered in  retrospect  with  knowledge 
of  the  English  "opium”  in  mind. 

The  original  home  of  the  opium 
poppy  was  Asia  Minor.  The  Egyp- 
tians, Persians,  and  Greeks  also 
knew  opium  very  early  and  used  it 
medicinally.  The  name  “opium”  ap- 
pears to  be  derived  from  the  Greek 
term  for  juice.  From  this  word  were 
later  derived  the  Hebrew  “ophion” 
and  Arabic  “af-yun.”  The  Chinese 
“o-fu-yung”  was  derived  from  the 
Arabic. 3 Hippocrates,  too,  may  have 
been  acquainted  with  poppy  juice, 
for  he  referred  to  a substance  with 
both  purgative  and  narcotic  action, 
called  "mecon.”  However,  the  “me- 
conion”  of  Theophrastus  (third  cen- 
tury, B.C.)  is  the  first  really  authen- 
tic reference  to  the  juice  of  the 
poppy. 

The  collection  of  opium  must 
have  been  a widespread  practice 


76 


TEXAS  MEDICINE 


during  the  first  century  A.D.  In 
"Compositiones  Medicamentorum" 
(written  approximately  40  A.D.), 

Scribonius  Largus  described  the 
method  of  opium  preparation  from 
poppy  seed  capsules.  Nearly  40 
years  later,  Dioscorides  concluded 
that  the  whole  plant  extract  pos- 
sesses less  activity  than  does  the 
juice  of  the  capsules.  Dioscorides 
also  described  the  method  of  opium 
collection,  the  procedure  of  mixing 
opium  with  other  plant  juices,  and 
the  preparation  of  "diakodion.”  The 
latter  is  a syrup  of  poppies  still 
found — under  other  names — in  the 
German  and  other  pharmacopeias  of 
the  20th  century. 

Galen  was  the  most  prominent 
physician  in  Rome  from  about  169 
to  192  A.D.  While  the  use  of  opium 
as  a pain  killer  was  popularized  by 
the  Empiric  school  of  medicine,  it 
was  Galen  who  so  enthusiastically 
lauded  the  virtues  of  opium  that  its 
popularity  grew  to  great  heights  by 
the  end  of  the  second  century.  The 
drug  was  even  distributed  by  Roman 
shopkeepers  and  itinerant  quacks, 
following  its  release  for  common  use 
by  Severus  at  the  end  of  the  second 
century. 

Opium  was  also  used  extensively 
by  Arabic  physicians,  the  most  cele- 
brated of  whom  was  Abu-l-ali-ibu- 
Sina  (Avicenna,  980-1037).  Avicenna 
recommended  opium  especially  for 
diarrhea  and  ocular  disease,  and  it 
is  said  that  he  himself  succumbed 
to  an  overdose  of  the  drug.  It  was 
Arabic  traders  who  introduced  opium 
to  the  East.  In  India,  Mohammedan 
prohibition  of  wine  made  the  people 
vulnerable  to  the  use  of  opium.  Al- 
though it  is  assumed  that  opium 
was  grown  in  India  before  the  early 
1500’s,  it  was  at  this  time  (1511) 
that  the  traveler  Barbosa  mentioned 
opium  as  an  Indian  product  in  his 
description  of  the  Malabar  coast.  In 
1516,  a Portuguese  historian  men- 


tioned the  drug  in  reference  to  Egypt 
and  Bengal.  The  term  "opium  the- 
baicum"  and  the  alkaloid  thebaine 
are  derived  from  Egyptian  Thebes. 3 

The  Arabs  brought  opium  to  Chi- 
na as  early  as  the  ninth  century,  but 
its  chief  popularity  seemed  to  be 
limited  to  medical  use  for  about 
1,000  years.*  The  smoking  of  opium 
with  tobacco  was  introduced  in  the 
17th  century — first  as  therapy,  then 
for  pleasure — and  eventually  opium 
was  smoked  alone  in  the  form  of 
chandu.  The  extensive  use  of  opium 
in  China  was  a result  of  India’s  in- 
fluence, and  did  not  become  wide- 
spread until  the  19th  century.  More 
will  be  said  of  this  later,  for  the  his- 
tory of  the  Chinese  use  of  opium  is 
rather  involved. 

In  other  parts  of  the  world  opium 
continued  to  be  used  freely  during 
the  16th  and  17th  centuries.  Para- 
celsus (1490-1540)  freely  adminis- 
tered opium  to  his  patients  and  re- 
ferred to  the  drug  as  the  "stone  of 
immortality.’’  Both  Platerus  of  Basle 
(1600)  and  the  Dutch  physician, 
Sylvius  de  la  Boe,  considered  opium 
indispensable  to  their  medical  prac- 
tice. Seemingly,  the  final  attestation 
to  the  popularity  of  opium  during 
this  period  was  that  of  Sydenham 
(1680):  ".  . . among  the  remedies 
which  it  has  pleased  Almighty  God 
to  give  to  man  to  relieve  his  suffer- 
ings, none  is  so  un  versal  and  so 
efficacious  as  opium.”'* 

A form  of  opium  which  added  to 
its  popularity  and  is  still  found  in 
pharmacopeiae  is  tincture  of  opium. 
This  preparation  dates  from  Paracel- 
sus and  was  referred  to  by  him  as 
“laudanum.”  In  reality,  he  chose  to 
give  this  name  to  several  mixtures 
containing  opium,  and  many  prep- 
arations have  borne  the  same  ap- 
pella'iion  since.  One  of  these  was 
Sydenham’s  laudanum.  This  prepa- 
ration contained  strained  opium, 
saffron,  cinnamon,  clover,  and  ca- 


nary wine;  it  was  used  for  the  treat- 
ment of  dysentery.  Rousseau’s  lau- 
danum was  a popular  preparation  at 
the  end  of  the  17th  century. 

Two  popular  18th  century  reme- 
dies were  "blackdrop”  and  parego- 
ric. The  former  was  invented  by  Ed- 
ward Runstall  of  Auckland  and  in- 
cluded the  following  ingredients; 
opium,  Vz  pound;  verjuice,  4 pints; 
nutmegs,  IV2  ounces;  saffron, 
ounce;  and  yeast,  2 spoonfuls.3  Le 
Mort,  professor  of  chemistry  at  the 
University  of  Leyden  between  1702 
and  1718,  is  credited  with  the  in- 
vention of  paregoric.  A modification 
of  his  formula,  found  in  the  London 
Pharmacopeia  of  1721,  included  the 
following  ingredients;  honey  and  lic- 
orice root,  4 ounces  of  each;  flowers 
of  benjamin  and  opium,  1 dram  of 
each;  camphor,  2 scruples;  oil  of 
aniseed,  dram;  salt  of  tartar,  1 
ounce;  and  spirit  of  wine,  2 pounds. 
The  name  of  this  preparation  was 
changed  to  Elixir  Paregoricum  in  the 
1746  London  Pharmacopeia,  and 
since  that  time,  paregoric  has  been 
known  by  many  names.  The  word 
"paregoric”  is  derived  from  the 
Greek  v\/ord  meaning  “soothing”  or 
“consoling.” 

Morphine,  the  first  opium  alka- 
loid to  be  discovered,  was  isolated 
in  1805.  Friedrich  Wilhelm  Adam 
Serturner  (1783-1841)  first  an- 
nounced his  discovery  of  an  acid, 
"Opium-Saure,”  which  was  com- 
bined with  an  alkaline  base  given 
the  name  "morphium”  (after  Mor- 
pheus, god  of  sleep).  It  was  in  1816 
that  he  finally  concluded  a number 
of  tests  (many  of  which  he  conduct- 
ed on  himself,  nearly  taking  his  own 
life)  and  described  the  pharmaco- 
logic properties  of  morphine. 
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The  second  of  the  major  opium 
alkaloids — codeine — was  discovered 
in  1832,  by  Robiquet.  Other  alka- 
loids were  discovered  during  the  re- 
mainder of  the  19th  century,  but 
none  are  as  significant  today  as  mor- 
phine and  codeine.  Heroin — an  im- 
portant addicting  drug — is  one  of 
the  derivatives  of  the  primary  opium 
alkaloids;  others  are  apomorphine, 
apocodeine,  dionine,  and  peronine. 
Heroin  (diacetyl-morphine)  was  pro- 
duced by  the  Germans  in  1898. 

One  tends  to  lose  sight  of  the 
fact  that  these  discoveries  were  of 
great  importance  in  their  day.  Con- 
trolled research  was  unknown  at  that 
time,  as  was  the  phenomenon  of 
cross-tolerance.  Therefore,  at  the 
time  of  their  discovery,  it  was 
thought  that  these  preparations 
could  be  useful  in  curing  the  opium 
habit  by  way  of  their  substitution 
for  the  latter.  A case  in  point  was 
heroin,  at  first  purported  to  be  a 
miracle  drug  with  opiate  effects  but 
without  opiate  dangers.  Millions  of 
persons  became  heroin  addicts  in 
Europe  and  the  Americas  before  its 
addictive  property  became  generally 
acknowledged. 

Invention  of  the  hypodermic  nee- 
dle provided  the  means  by  which 
the  spread  of  opiate  addiction  was 
accelerated,  and  increased  the  im- 
mediate danger  of  narcotic  addic- 
tion. Sir  Christopher  Wren  (1656) 
succeeded  in  injecting  drugs  intra- 
venously with  a quill  to  which  a 
small  bladder  was  attached.  How- 
ever, the  hypodermic  needle  did  not 
come  into  use  until  the  middle  of 
the  19th  century.  Names  associated 
with  the  modern  hypodermic  include 
Rynd  (1845),  Taylor  (1839),  and 
Wood  (1853).  The  first  needle-ad- 
dict was  probably  the  wife  of  Dr. 
Alexander  Wood.  Dr.  Wood  is  credit- 
ed with  the  first  hypodermic  use  of 
morphine,  while  Fordyce  Barker 


(1856)  is  acknowledged  as  the  per- 
son who  introduced  this  practice  to 
the  United  States.  In  a day  in  which 
relief  of  pain  was  more  important 
than  the  treatment  of  primary  ail- 
ments, the  use  of  the  hypodermic 
rapidly  became  popular  and  widely 
abused.  Large  numbers  of  Civil  War 
veterans  became  addicted  to  mor- 
phine and  other  opiates.  When  her- 
oin was  introduced,  its  widespread 
use  led  to  the  present-day  bootleg 
market  of  heroin  in  the  United 
States. 

Of  primary  importance,  in  the 
course  of  events  which  led  to  the 
current  worldwide  narcotic  problem, 
is  the  modern  era  of  opiate  usage 
in  China.  It  has  been  pointed  out 
that,  in  the  early  17th  century,  the 
Chinese  were  smoking  opium  in 
pipes.  In  1729,  the  Chinese  govern- 
ment acknowledged  its  displeasure 
with  this  widespread  habit  by  issu- 
ing an  Imperial  edict.  The  edict  was 
largely  ignored,  however,  and  opium 
smoking  continued.  In  1781,  the 
East  India  Company  acquired  con- 
trol of  the  opium  monopoly  from  the 
Dutch,  and  began  to  smuggle  in- 
creased quantities  of  opium  from  its 
Calcutta  warehouses  into  China.  Bit- 
terness between  the  Chinese  govern- 
ment and  England  gradually,  but  un- 
flaggingly,  mounted  in  intensity.  The 
second  Chinese  edict  (1800)  forbade 
cultivation  and  importation  of  opi- 
um. This  edict  was  ineffectual,  for 
the  East  India  Company  continued 
to  increase  the  amount  of  opium 
brought  into  China.  There  were 
armed  altercations  between  Chinese 
government  officers  and  smugglers. 
By  1836,  opium  was  entering  China 
at  the  rate  of  2,000  tons  a year.  In 
1839,  government  confiscation  of 
20,000  chests  of  opium  precipitated 
the  Opium  War  between  China  and 
the  British.  The  Imperial  government 
suffered  a severe  setback  in  1840, 
when  the  British  seized  Hong  Kong 
and  started  using  it  as  a base  of 
trade  and  as  headquarters  for  at- 
tacks on  other  parts  of  coastal  Chi- 
na. By  1842,  the  Chinese  yielded, 
with  the  result  that  not  only  Eng- 
land, but  also  the  United  States  and 
other  countries,  joined  in  the  trade. 
Five  treaty  ports  were  opened.  For- 
eign merchants  resided  and  con- 
ducted business  in  these  ports,  pro- 
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tected  by  their  own  consuls.  Mis- 
sionaries were  allowed  to  enter  and 
to  proselytize.  In  the  1850’s,  4,000 
tons  of  opium  entered  China  each 
year.  By  1860,  China  was  forced  to 
legalize  the  opium  trade. 

The  amount  of  silver  currency  in 
China  began  to  decrease  as  a result 
of  a negative  balance  of  foreign 
trade,  so  a high  tax  was  levied  on 
Indian  opium  entering  the  country. 
The  result  was  an  increase  in  Chi- 
nese production  of  opium.  By  1900, 
China  was  producing  about  six  times 
as  much  opium  as  was  imported 
from  India.  The  country  became  im- 
poverished. Living  conditions  were 
oppressive,  and  there  was  little  op- 
portunity for  education  or  recrea- 
tion. China  was  politically  corrupt. 
Civil  disorder  ruled  the  country. 
Moreover,  it  is  thought  that  the 
events  consequent  upon  the  intro- 
duction of  the  opium  trade  into 
China  by  England  led  to  the  gener- 
ally weak  position  of  China  in  inter- 
national politics — particularly  in  its 
19th  century  relations  with  the  West 
and  20th  century  relations  with  Ja- 
pan. 

By  1906,  20%  of  the  adult  Chi- 
nese population  was  smoking  opium 
periodically,  and  there  were  40  mil- 
lion addicts.  These  addicts  were 
supported  in  their  habit  by  the  in- 
flow of  heroin  and  morphine  from 
England,  France,  Germany,  and  Swit- 
zerland. In  that  year  the  Imperial 
government  introduced  a ten-year 
prohibition  plan.  The  English  govern- 
ment cooperated  by  halting  exporta- 
tion of  opium  to  China.  Strict  con- 
trol on  opium  traffic  was  imposed, 
with  drastic  penalties  awaiting  vio- 
lators. The  result  was  a temporary, 
but  impressive,  nationwide  decrease 
in  the  number  of  Chinese  opium 
users. 

The  year  1917  marked  the  begin- 
ning of  another  decline  in  Chinese 
well-being.  As  a result  of  corruption 
among  government  officials,  mili- 
tary governors,  and  war  lords  trying 
to  obtain  a portion  of  the  drug  traf- 
fic, the  central  government  became 


weak.  There  were  licensed  opium 
dens.  The  country  reverted  to  the 
condition  that  had  prevailed  before 
the  1906  prohibition  was  instituted. 

In  1934,  the  government  attempt- 
ed to  help  itself  out  of  the  predica- 
ment with  a new  six-year  prohibition 
plan.  Under  this  plan,  opium  would 
be  sold  only  by  the  government  and 
solely  to  licensed  addicts  who  were 
being  treated.  The  plan  was  doomed 
to  failure,  because  smugglers  sabo- 
taged the  prohibition  movement. 
The  Japanese  were  the  prime  of- 
fenders, and,  in  1937,  open  war 
erupted  between  Japan  and  China 
on  Chinese  soil.  Needless  to  say,  the 
weakened  Chinese  were  no  match 
for  their  opponent.  In  occupied  parts 
of  China,  opium  growing  and  smok- 
ing was  encouraged  by  Japanese 
military  governors  and  their  Chinese 
puppet  regimes.  Only  the  unoccu- 
pied portions  of  China  continued 
successfully  in  the  prohibition  pro- 
gram. 

The  United  States:  The  opium  prob- 
lem in  the  United  States  grew  in 
stature  as  a function  of  the  spread 
of  opium  and  its  derivatives  through- 
out the  worldwide  market.  The 
United  States  Bureau  of  Narcotics 
presently  lists  the  names  of  some 
60,000  known  addicts,  and  there  are 
thought  to  be  tens  of  thousands 
more  who  escape  the  count  by  vir- 
tue of  concealment.  The  United 
States  black  market  in  opiates  is 
one  of  the  biggest  in  the  world.  The 
Bureau  of  Narcotics  estimates  that 
about  53%  of  the  black  market  par- 
ticipants are  Negroes,  28%  are  na- 
tive-born whites,  and  the  remainder 
are  primarily  Puerto  Ricans  and 
Mexicans.^  Most  addicts  are  young- 
er than  35,  and  one  in  five  is  a 
woman.  Most  are  poor,  supporting 
their  habit  by  illegal  means.  About 
50%  of  them  live  in  New  York,  12% 
in  California,  and  13%  in  Chicago. 
The  remainder  are  in  a few  major 
cities,  living  in  clusters  within  a few 
neighborhoods.  More  than  90%  of 


American  addicts  use  heroin,  all  of 
which  is  provided  by  foreign  sources. 

Let  us  follow  opium  from  its 
source  to  the  user.  The  world  mar- 
ket for  opium  is  said  to  be  decreas- 
ing. The  legal  market  goes  largely 
(more  than  80%)  to  the  production 
of  codeine  for  cough  medicines. 
Most  of  this  opium  is  grown  in  In- 
dia and  Turkey,  while  a few  coun- 
tries— notably  Bulgaria,  Yugoslavia, 
and  the  U.S.S.R. — grow  just  enough 
to  fill  their  own  medical  needs  and 
none  for  exportation.  Not  all  of 
Turkish  opium  traverses  legal  chan- 
nels, however.  Three  years  ago. 
Commissioner  Henry  L.  Giordano  of 
the  Federal  Bureau  of  Narcotics 
estimated  that  18-24  tons  of  Turk- 
ish opium  enters  the  black  market 
annually.  The  opium  poppy  is  grown 
in  isolated  villages  in  the  region  of 
Afyon-Karahisar.  The  peasants  who 
grow  the  poppies  are  poor  and  make 
scarcely  enough  money  for  bare  ex- 
istence. So  it  is  not  difficult  to  un- 
derstand why  they  provide  the  gov- 
ernment with  low  yield  estimates 
before  crop  time  and  sell  the  sur- 
plus to  smugglers  for  $l-$5  more 
per  kilogram  than  is  paid  by  the 
government.  The  smugglers  are  self- 
employed,  filling  orders  given  them 
by  merchants  in  the  ports.  After 
buying  raw  opium  from  the  peas- 
ants, the  smugglers  take  their  cargo 
out  of  Turkey  via  the  Syrian  and 
Iranian  borders.  They  transport  raw 
opium  to  such  destinations  as  Bei- 
rut but  convert  it  to  morphine  base 
if  the  material  ultimately  is  to  ar- 
rive in  the  United  States.  The  con- 
version has  a dual  purpose.  First, 
there  is  the  physical  problem  of 
transportation:  100  kg.  of  opium 
can  be  converted  into  only  10  kg.  of 
morphine  base,  a quantity  much 
simpler  to  conceal.  The  second  pur- 
pose is  also  related  to  concealment. 
Opium  has  a conspicuous,  sweetish 
odor;  morphine  base  is  nearly  odor- 
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less.  The  smugglers  dissolve  the 
opium  with  calcium  chloride  in  wa- 
ter, then  heat  and  stir  the  mixture, 
and  allow  it  to  cool.  The  resultant 
debris  is  discarded,  and  the  liquid 
supernate  is  evaporated  in  another 
container.  The  remaining  powder, 
after  this  second  procedure,  is  mor- 
phine base.  The  base  is  poured  into 
sacks  and  sent  on  its  way  to  Europe, 
where  it  is  purified  and  converted 
into  heroin. 

Most  of  the  converted  morphine 
base  that  ultimately  reaches  the 
United  States  as  heroin  is  bought 
from  smugglers  by  the  French,  pri- 
marily Corsicans.  Much  of  their 
trade  is  in  Beirut — a major  port,  a 
cosmopolitan  city,  the  banking  cen- 
ter of  the  region,  and  the  center  of 
the  Middle  East  narcotics  trade.  Leb- 
anon was  once  governed  by  France, 
and  French  is  the  second  national 
language  after  Arabic.  Thus,  there 
is  a natural  closeness  between  both 
parties  of  the  morphine  trade.  Still, 
the  large  illegal  Lebanese  narcotics 
trade  could  not  exist  were  it  not  for 
numerous  high-ranking  army  offi- 
cers, policemen,  and  politicians  who 
reap  great  personal  profit  by  trade 
with  the  Corsicans. 

Though  the  entire  arrangement 
seems  “a  natural,”  the  system  is 
relatively  new.  Before  the  late  1940’s 
and  early  1950’s,  narcotics  reached 
the  United  States  via  Italian  Mafia 
smugglers  with  underworld  contact 
on  this  continent.  Much  of  the  up- 
surge in  narcotics  addiction  after  the 
end  of  World  War  II  was  blamed  on 
Lucky  Luciano.  In  1946,  Luciano 


was  deported  from  the  United  States 
by  the  Bureau  of  Narcotics  for  his 
alleged  Mafia  activities.  He  and  his 
friends  then  became  involved  in  the 
Italian  end  of  the  narcotics  racket. 
One  of  the  favorite  modes  of  trans- 
port was  for  Italian  immigrants  to 
enter  the  United  States  with  “extra 
trunks,”  the  false  bottoms  of  which 
contained  large  amounts  of  heroin. 
The  unknowing  travelers  were  only 
too  happy  to  add  another  trunk  to 
their  meager  possessions,  for  a 
countryman  in  the  United  States 
was  always  nice  enough  to  meet  the 
immigrant  at  his  destination  and  re- 
lieve him  of  the  extra  baggage. 

The  Italian  racket  in  narcotics  was 
ended  when  Italy  banned  all  heroin 
production.  By  this  time,  a large 
number  of  American  addicts  needed 
a source  of  drugs.  The  position  of 
supplier  was  immediately  filled  by 
the  Corsicans.  A supply  route  was 
started  between  Levant  and  North 
America.  This  route  is  still  used  to 
provide  most  of  our  country's  heroin 
supply.  Corsicans  buy  morphine 
base  in  Beirut  and  Istanbul,  then 
smuggle  it  to  Europe.  Competent 
Corsican  chemists  in  Paris  and  Mar- 
seilles convert  morphine  base  to 
heroin  in  their  own  laboratories.  The 
heroin  is  brought  to  the  United 
States  by  three  main  routes:  direct 
to  New  York  or  some  other  Eastern 
seaboard  port;  also  to  New  York  by 
way  of  either  Canada  or  Mexico.  The 
Corsicans  either  deal  directly  with 
the  importers  in  New  York  or  with 
underworld  dealers  in  Canada  (pri- 
marily in  Montreal).  The  Canadians 
sell  to  the  New  York  agents. 

The  first  important  narcotics 
smugglers  in  the  United  States  were 
Chinese  immigrants  to  the  East  and 
West  coasts.  In  the  late  19th  cen- 
tury they  innocently  brought  opium 
into  this  country  solely  for  their  own 
pipe  smoking;  but  the  habit  soon  be- 
came popular  with  American  gam- 
blers, prostitutes,  and  others  who 


happened  to  visit  Chinese  opium 
dens.  Increased  tariffs  on  imported 
opium  only  led  to  smuggling.  Even- 
tually, opium  smoking  was  banned 
in  San  Francisco.  Interestingly,  at 
the  same  time,  opium  and  its  de- 
rivatives were  being  prescribed  by 
American  doctors  for  everything 
imaginable.  American  rosewood 
chests  (the  19th  century  counter- 
part of  the  medicine  chest)  con- 
tained numerous  over-the-counter 
remedies  with  a high  narcotic  con- 
tent. A ball  of  opium  and  bottle  of 
paregoric  were  considered  indispen- 
sable. No  home  could  be  without 
such  panaceas  as  Mrs.  Winslow's 
Soothing  Syrup,  Dr.  Cole’s  Catarrh 
Cure,  and  Perkin’s  Diarrhea  Mixture. 
Thus,  while  the  law  fell  upon  the 
Chinese  in  1875,  “medical  science” 
unknowingly  contributed  to  practices 
which  produced  perhaps  a half-mil- 
lion addicts  in  this  country  by  the 
1800’s. 

The  medical  profession  finally  be- 
came aware  of  the  chaos  created  by 
these  drugs  and,  in  the  1890’s,  be- 
gan its  battle  against  addiction. 
Studies  were  conducted,  and  the 
data  were  sent  to  physicians.  The 
general  public  was  bombarded  with 
new  books  and  articles  decrying  nar- 
cotics. Numerous  institutions  were 
made  available  for  the  treatment  of 
drug  addicts,  and  equally  numerous 
advertisements  of  cures  appeared  in 
newspapers  and  journals. 

The  appearance  of  heroin  on  the 
scene,  in  1898,  brought  hope  that  at 
last  a cure  for  morphine  addiction 
had  been  found.  It  was  proposed 
that,  since  heroin  relieves  morphine 
withdrawal  symptoms,  substitution 
of  heroin  for  opiates  in  cough  medi- 
cines and  tonics  would  render  these 
agents  nonaddictive  and  thus  solve 
the  problem.  The  medical  profes- 
sion was  unaware  of  the  phenome- 
non of  cross-tolerance,  equally  un- 
aware that  heroin  itself  is  an  addic- 
tive material,  and  too  eager  to  both- 
er with  scientific  experimentation. 
The  “virtues”  of  heroin  were  blind- 
ly supported  for  12  years. 

The  first  person  to  define  the 
manifestations  of  addiction  was  Dr. 
Charles  Towns,  of  New  York  City. 
He  described  the  syndrome  as  (1) 
the  compulsive  need,  and  (2)  the 
inevitable  development  of  tolerance 
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to  and  need  for  increased  dosage 
of  a drug,  along  with  (3)  the  char- 
acteristic withdrawal  symptoms.  By 
the  time  the  true  nature  of  the  ad- 
diction problem  and  its  relation  to 
heroin  were  generally  recognized, 
the  estimated  number  of  addicts 
had  grown  to  about  one  million  (in 
1918). 

How  does  today’s  dope  addict 
start  his  habit?  Often,  his  desire  for 
narcotics  arises  initially  with  the  use 
of  marihuana.  Marihuana  is  cheap, 
costing  only  75  cents  to  a dollar  for 
a stick  or  reefer  on  the  illicit  mar- 
ket.'* The  effect  of  marihuana  is  to 
arouse  a desire  to  experience  the 
effects  of  other  drugs,  and  this  often 
includes  heroin.  Experimentation 
with  heroin  represents  a sizeable 
step;  for  not  only  does  the  using  of 
heroin  perpetuate  and  increase  de- 
sire for  continuous  use,  but  it  im- 
poses a heavy  financial  burden  on 
the  user.  Heroin  costs  about  $7  a 
capsule  when  bought  from  a pusher 
in  Houston.  Not  being  able  to  stop 
with  a single  dose,  the  addict  takes 
more  and  more  of  the  drug  to  get 
the  desired  effect.  Eventually,  he 
may  take  as  many  as  60  or  more  in 
a day.  This  means  that  the  junkie 
must  somehow  find  great  sums  of 
money.  An  old  saying  among  dope 
addicts  is  that  they  have  to  make 
$100  a day  before  breakfast  to  keep 
going.  Eventually,  the  junkie  must 
steal  to  get  enough  money  to  main- 
tain his  habit. 

A fantastic  profit  is  realized  by 
those  who  buy  and  sell  heroin,  and 
dope  sellers  often  risk  stiff  penal- 
ties because  of  the  lure  of  financial 
gains.  For  example,  1 oz.  of  pure 
heroin  can  be  purchased  in  Mexico 
for  $300.  It  can  then  be  diluted  15 
times  with  milk  sugar.  The  15  oz. 
of  usable  dope  so  produced  can,  in 
turn,  be  divided  into  420  one-gram 
“papers”  at  28  gm.  per  oz.  Each  pa- 
per contains  enough  mixture  to  fill 
12  to  15  capsules.  Thus,  at  least 
5,040  “caps”  are  made  from  the 
original  ounce  of  pure  heroin.  If  a 
capsule  is  sold  for  about  $7,  the 
original  $300  expenditure  brings  in 
a total  of  $35,280.6 

The  primary  immediate  source  of 
heroin  for  about  75%  of  United 
States  addicts  is  still  the  Corsicans, 
and  New  York  is  the  hub  of  the  nar- 


cotics distribution  system  in  the 
East.  The  inevitable  question,  “Why 
can't  they  be  stopped?”  was  an- 
swered a few  years  ago  by  former 
Commissioner  of  the  Bureau  of 
Narcotics  Harry  J.  Anslinger.  He 
said,  “I  can  tell  you  that,  insofar  as 
the  Port  of  New  York  is  concerned, 
if  you  had  the  Army,  the  Navy,  the 
Coast  Guard,  F.B.I.,  and  customs 
and  ourselves,  we  would  not  stop 
the  heroin  from  coming  through  the 
Port  of  New  York.  Now,  I mean  that 
is  a physical  problem.”  This  was 
said  about  the  most  closely  guarded 
port  in  the  country,  so  it  is  not  dif- 
ficult to  imagine  the  situation  in 
smaller  ports  of  entry,  as  well  as 
along  the  borders  of  Canada  and 
Mexico.  The  problem  is  magnified 
by  a lack  of  governmental  manpow- 
er in  places  where  it  is  needed.  A 
study  group  appointed  by  President 
Kennedy  in  1963  recommended  that 
the  number  of  customs  port  investi- 
gators be  doubled.  At  that  time, 
there  were  only  490  on  the  customs 
enforcement  staff,  and  only  recently 
was  the  number  increased  to  800. 
It  is  unfortunate  that  for  budget 
cutting  and  other  reasons,  short 
cuts  have  been  taken  in  the  past; 
the  problem  cannot  be  eased  with- 
out total  efforts  to  enforce  border 
laws. 

The  narcotics  business  in  the 
Western  United  States  has  a pattern 
unlike  that  in  the  East.  Whereas  a 
few  nonaddicted  men  import  large 
quantities  of  heroin  to  the  East,  in- 
dependent dealers — many  of  whom 
are  themselves  addicts — bring  small 
amounts  of  Mexico-grown  heroin 
over  the  border  into  the  West.  A 
narcotics  peddler  can  drive  to  Mex- 
ico, purchase  any  quantity  he  de- 
sires, and  either  drive  it  back  into 
this  country  or  hire  someone  else  to 
transport  it  for  him.  There  were 
about  2,000  registered  addicts  cross- 
ing the  border  at  El  Paso  each 
month  when  a count  was  taken  four 
years  ago.  It  is  likely  that  many  ad- 


dicts cross  the  border,  unknown  to 
authorities,  and  bring  narcotics  into 
the  United  States.  There  is  more  of 
a problem  in  California,  where  ad- 
dicts cannot  make  daily  crossings 
to  buy  heroin.  They  have  the  choice 
of  making  the  crossing  less  fre- 
quently and  smuggling  over  a sup- 
ply, or  buying  from  a dealer  in  the 
United  States.  So  these  addicts  have 
devised  ingenious  methods  of  at- 
taching heroin  to  clothing,  art 
goods,  and  their  own  cars  in  order 
to  hide  the  drugs  from  authorities. 
Some  even  attach  heroin  to  the 
bumper  of  a passing  vehicle  in  Mex- 
ico which  is  bound  for  the  border; 
the  packets  are  detached  by  a con- 
federate after  the  vehicle  reaches 
the  United  States. 

Large  heroin  shipments  do  come 
in  over  the  Mexican  border.  Usually, 
these  are  of  European  origin  and  are 
being  shipped  via  this  route  to  New 
York  because  the  “northern  route” 
— via  Canada — is  too  dangerous  at 
the  moment.  Alternatively,  Mexican 
heroin  is  flown  into  the  United 
States  by  planes  based  in  isolated 
airstrips  located  in  the  major  opium- 
producing  states  of  Sinaloa  and  So- 
nora, or  in  Baja  California.  The  Mex- 
ican government  is  ostensibly  coop- 
erating with  the  United  Nations  and, 
each  year,  announces  the  destruc- 
tion of  many  acres  of  poppies.  But 
the  amount  of  Mexican  heroin  en- 
tering the  West  increases  annually, 
and  large  amounts  are  now  reaching 
New  York  for  the  first  time  since 
the  time  of  the  acute  shortage  dur- 
ing World  War  II.  It  is  difficult  for 
the  Mexican  government  to  solve 
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this  problem,  particularly  when  the 
Mexican  federal  police  are  some- 
times involved  in  the  racket.  Cali- 
fornians and  Texans  suffer  most 
from  Mexican  heroin,  for  today  there 
is  more  heroin,  with  greater  potency 
and  at  less  cost,  available  in  Mexico 
than  ever  before.  Many  addicts  who 
were  formerly  accustomed  to  weak 
heroin  are  now  arrested  and  hospi- 
talized because  of  intense  withdraw- 
al symptoms,  and  others  die  from 
overdose,  due  to  the  potency  of  the 
new  stuff. 

The  largest  illegal  opium-produc- 
tion area  in  the  world  is  the  region 
around  Yunnan.  Large  areas  of  Bur- 
ma, Laos,  and  Thailand  are  included. 
Hill  tribes  grow  the  opium  poppies 
and  sell  to  the  traders  of  the  China- 
Burma-Thailand-Laos  border.  About 
1,000  tons  of  crude  opium  are  pro- 
duced annually  from  crops  raised 
there.  Only  800-900  tons  per  year 
are  used  for  medical  purposes.  Most 
of  the  opium  is  routed  to  Bangkok, 
thence  to  Hong  Kong  or  Singapore 
for  wider  distribution  by  smuggling 
rings  centered  in  these  cities.  The 
whole  operation  is  of  such  import- 
ance that  it  has  been  an  issue  in 
East-West  propaganda  for  more  than 
15  years.  Ever  since  Mao  Tse-tung 
drove  Chiang  Kai-shek  out  of  main- 
land China,  the  Nationalists  have 
contended  that  the  Communists  are 
flooding  the  Western  world  with  opi- 
um. The  Communist  Chinese  make 
similar  charges  against  the  Nation- 
alists. The  fight  is  complicated  by 
complaints  from  the  Burmese  gov- 
ernment that  Chinese  Nationalist 
guerrillas  in  Burma  are  making  a 
handsome  profit  from  raids  and  the 
opium  trade.  Burma  places  part  of 
the  responsibility  for  this  situation 
on  the  United  States,  stating  that 


without  our  support  of  Chiang  Kai- 
shek,  the  guerrillas  could  not  oper- 
ate. Chiang  has  attempted  to  right 
the  situation  by  evacuating  National- 
ists from  Burma,  and  he  seized 
three  Nationalist-operated  narcotic 
processing  plants  in  1959.  Still  there 
were  some  10,000  Nationalists  in 
Burma  as  of  early  1955. 

The  United  States  narcotics  mar- 
ket is  largely  controlled  by  dealers 
in  the  East  and  Mexican  traffic  in 
the  West.  Only  small  amounts  of 
Far  Eastern  narcotics  are  brought  to 
this  country,  via  the  West  coast  and 
Canada.  However,  history  has  dem- 
onstrated that  the  closing  of  one 
major  portal  of  entry  could  result 
in  a rapid  growth  of  trade  through 
other  channels.  Thus,  the  Far  East- 
ern trade  is  now  small  but  threatens 
to  assume  great  importance. 

Control  of  Narcotics:  Due  to  the  lack 
of  general  recognition  that  opium 
and  its  derivatives  are  addictive, 
there  were  no  legal  moves  to  limit 
the  production,  traffic,  or  use  of 
these  drugs  prior  to  the  20th  cen- 
tury. It  was  in  New  York  that  one  of 
the  first  moves  was  made.  In  1904, 
Dr.  Charles  Towns  introduced  an  act 
which  was  passed  by  the  New  York 
legislature.  This  so-called  Boylan 
Law  was  similar  in  its  provisions  to 
the  Harrison  Narcotic  Act,  the  latter 
not  coming  along  for  another  ten 
years.  The  Boylan  Law  made  it  ne- 
cessary to  register  all  addictive  drug 
transactions,  and  further  provided 
that  only  physicians  could  prescribe 
these  drugs.  All  over-the-counter 
sale  of  addictive  drugs  was  out- 
lawed. 

The  United  States  narcotics  prob- 
lem was  not  entirely  caused  by  the 
sale  of  pure  drugs.  It  will  be  remem- 
bered that  in  the  early  20th  century 


there  were  many  patent  remedies 
on  the  market  which  contained  ap- 
preciable quantities  of  opiates.  The 
Pure  Food  and  Drug  Act,  passed  by 
Congress  in  1906,  was  a great  step 
in  ridding  the  market  of  these  drugs 
by  requiring  complete  and  accurate 
labeling  of  all  drugs. 

The  first  United  States  govern- 
ment statute  directly  related  only  to 
narcotics  was  enacted  Feb.  9,  1909. 
This  law  prohibited  importation  of 
opium,  its  preparations,  and  its  de- 
rivatives, except  for  medicinal  pur- 
poses. It  also  prohibited  importation 
of  smoking  opium  or  of  opium  to  be 
prepared  for  smoking.  An  act  ap- 
proved in  January,  1914,  added  to 
this  law  a prohibition  against  the  ex- 
portation of  any  opium  or  cocaine, 
or  of  any  salt,  derivative,  or  prepara- 
tion thereof  except  to  a country 
which  regulated  the  entry  of  such 
drugs,  and  in  accordance  with  such 
regulations.  Also  on  this  date,  a pro- 
hibitive tax  was  placed  upon  opium 
manufactured  in  the  United  States 
for  smoking  purposes. 

The  first  effective  international 
action  to  control  opium  traffic  was 
the  Conference  of  the  International 
Opium  Commission.  The  Commis- 
sion convened  in  Shanghai  during 
February,  1909.  Each  participating 
government  was  urged  to  control 
traffic  in  morphine  and  other  opiates 
within  its  own  territory.  While  the 
only  results  of  this  conference  were 
recommendations,  these  recommen- 
dations were  formulated  into  an  in- 
ternational agreement  at  the  Inter- 
national Opium  Convention  of  1912. 
This  meeting,  held  at  The  Hague, 
was  supervised  by  the  Opium  Ad- 
visory Committee  of  the  League  of 
Nations.  Those  in  attendance  in- 
cluded representatives  of  the  United 
States  and  11  other  world  powers. 
As  a result  of  this  conference,  the 
following  obligations  were  under- 
taken by  the  represented  countries, 
and  eventually  were  ratified  or  ac- 
ceded to  by  70  countries;  (1)  En- 
actment of  laws  or  regulations  to 
control  production  and  distribution 
of  raw  opium;  (2)  Prevention  of  ex- 
port of  raw  opium  to  countries  pro- 
hibiting its  entry:  (3)  Control  of  the 
export  of  raw  opium  to  countries 
which  restrict  its  import;  (4)  Re- 
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striction  of  both  import  and  export 
of  raw  opium  to  that  made  by  duly 
authorized  persons;  (5)  Taking 
measures  for  the  “gradual  and  ef- 
fective suppression  of  the  manufac- 
ture of,  internal  trade  in,  and  use  of, 
prepared  opium  . . and  (6)  Limi- 
tation of  import  and  export  of  opi- 
ates and  their  salts  to  authorized 
persons,  and  enactment  of  laws 
limiting  manufacture,  sale,  and  use 
of  these  drugs  to  “medicinal  and 
legitimate”  purposes. 

On  Dec.  17,  1914,  the  Harrison 
Narcotic  Act  was  passed  by  the 
United  States  Congress.  Under  this 
statute,  the  following  provisions 
were  made:  (1)  Restriction  of  im- 
portation, manufacture,  sale,  and 
dispensing  of  opiates  to  licensed 
dealers  and  for  medicinal  purposes 
only;  (2)  Keeping  of  accurate  rec- 
ords and  inventories  by  physicians; 
(3)  Illegal  or  fraudulent  possession 
of  narcotics  classified  as  a criminal 
offense;  (4)  Physicians  enjoined 
from  prescribing  opiates  except  for 
bona  fide  medical  purposes;  (5) 
Physicians  required  to  post  the  tax 
stamp  issued  yearly  (after  annual 
tax  payment)  by  the  Collector  of  In- 
ternal Revenue;  and  (6)  Regulations 
related  to  direct  dispensing  and  ad- 
ministration, prescribing  (including 
telephone  orders  and  use  of  ficti- 
tious names),  and  use  of  safeguard- 
ed prescription  blanks  for  narcotic 
drugs. 

The  Harrison  Act,  like  the  Boylan 
Law  before  it,  seemed  ideal.  But  the 
problem  with  both  soon  became 
quite  apparent.  Since  all  addicts 
were  sent  to  physicians  for  treat- 
ment. the  legal  supply  of  drugs  rap- 
idly became  exhausted.  Hospitals  at- 
tempted to  help  by  admitting  addicts 
who  volunteered  for  treatment.  Thus, 
the  addicted  person  was  treated 
as  a patient  with  an  organic  disease. 
But  before  long,  amendments  and 
court  actions  transformed  the  addict 
into  a willful  criminal.  More  than 
100,000  addicts  were  suddenly  cut 
off  from  their  legal  supply  of  drugs, 
and  treatment  facilities  were  unavail- 
able. It  became  necessary  to  turn  to 
underworld  sources  for  drugs.  In 
the  words  of  one  physician,  “thus, 
virulent  criminality  was  added  to 
what  was  formerly  immorality. ”2 


Under  the  Harrison  Act,  treat- 
ment of  drug  addicts  was  delegated 
to  the  Federal  Narcotics  Control 
Board  of  the  Bureau  of  Internal 
Revenue  (a  duty  later  taken  over  by 
the  Treasury  Department's  Bureau 
of  Narcotics).  Treatment  was  com- 
pulsory. When  treatment  failed,  lack 
of  success  was  attributed  to  the 
“criminal  addict”  rather  than  to  the 
nature  of  addiction.  Psychological 
factors  and  tendency  toward  relapse 
were  not  considered.  Many  large 
cities  established  health  clinics  for 
the  treatment  of  addicts;  however, 
the  combination  of  poorly  planned 
programs  and  resistance  by  the  Bu- 
reau of  Narcotics  led  to  the  eventu- 
al closing  of  clinic  doors.  The  last 
clinic  to  succumb  did  so  in  1921, 
with  the  result  that  the  addiction 
problem  had  been  temporarily  eased 
in  Los  Angeles,  Shreveport,  and  New 
Orleans. 

On  May  26,  1922,  the  United 
States  Congress  passed  an  act  which 
revised  the  Act  of  1909.  The  Nar- 
cotic Drugs  Import  and  Export  Act 
limited  importation  of  narcotic  drugs 
to  such  amounts  as  were  determined 
necessary  for  medical  and  scientific 
needs.  These  needs  were  determined 
by  the  Federal  Narcotics  Control 
Board  (and  now  by  the  Commission- 
er of  Narcotics).  The  Act  also  lim- 
ited exportation  to  such  amounts  as 
were  found  to  be  needed  for  medi- 
cal use  in  the  country  of  destination. 
An  amendment  (passed  June  7, 
1924)  specifically  stopped  importa- 
tion of  opium  destined  for  the  man- 
ufacture of  heroin. 

The  Second  Opium  Convention 
met  in  Geneva  under  the  auspices 
of  the  League  of  Nations  in  1925. 
This  meeting  was  not  attended  by  a 
representative  of  the  United  States, 
but  its  decisions  were  supported  by 


our  country.  While  regulation  of  the 
growth  of  opium  poppies  was  not 
provided  for  in  its  decisions,  the 
Convention  did  establish  a Perma- 
nent Central  Board  in  Geneva  with 
the  duty  of  overseeing  the  “supply 
and  international  movement”  of  nar- 
cotic drugs." 

In  1931,  another  international 
meeting  was  held  in  Geneva.  The 
agreement  reached  was  the  Conven- 
tion for  Limiting  the  Manufacture 
and  Regulating  the  Distribution  of 
Narcotic  Drugs.  It  was  ratified  by  the 
United  States  on  April  28,  1932.  In 
the  agreement  each  participating 
country  was  obligated  to  provide  to 
the  Permanent  Central  Board  annual 
estimates  of  its  medical  and  scien- 
tific requirements  for  narcotic  drugs. 
Manufacture  of  the  drugs  was  lim- 
ited to  such  amounts  as  were  de- 
termined by  these  estimates.  Also, 
each  participating  country  was  obli- 
gated to  enact  such  legislation  as 
seemed  necessary  to  effect  the  pro- 
visions of  the  Convention.  Finally, 
each  participating  country  was  re- 
quired to  create  a special  body  with 
the  following  purposes:  (1)  to  regu- 
late, supervise,  and  control  trade  in 
narcotic  drugs;  and  (2)  to  organize 
the  campaign  against  drug  addiction, 
taking  all  necessary  steps  for  pre- 
vention of  its  development  and  sup- 
pression of  illicit  traffic.  This  was 
the  first  international  convention  de- 
signed to  create  a complete  system 
of  regulations  for  the  narcotic  drug 
industry  extending  over  the  whole 
world.  The  effect  was  a drastic  re- 
duction of  drugs  available  to  the 
smuggler  and  the  illicit  wholesale 
trafficker. 

In  the  meantime,  the  United 
States  was  taking  important  inde- 
pendent action.  In  1929,  Congress 
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authorized  establishment  of  two 
narcotic  farms  for  the  confinement 
and  treatment  of  drug  addicts.  The 
Mental  Hygiene  Division  of  the  US 
Public  Health  Service  was  created 
for  the  purposes  of  research  on  nar- 
cotics addiction  and  administration 
of  the  two  narcotic  farms.  The  first 
of  these  farms  opened  in  1935  in 
Lexington,  Ky. 

In  1930,  the  Harrison  Narcotic 
Act  was  amended  to  provide  for  the 
establishing  of  the  Bureau  of  Nar- 
cotics. The  Federal  Narcotics  Con- 
trol Board  was  abolished,  and  all  of 
its  functions  and  duties  were  trans- 
ferred to  the  new  Bureau.  H.  J.  Ans- 
linger  was  appointed  to  head  the 
new  body.  He  immediately  set  to 
work  attacking  the  sources  of  the 
narcotic  problem.  In  foreign  coun- 
tries, law  enforcement  agencies 
agreed  to  provide  him  with  informa- 
tion regarding  the  identity  and  op- 
erations of  known,  or  suspected, 
smugglers  and  illicit  wholesale  deal- 
ers in  narcotics.  On  the  homeland, 
the  Bureau  of  Customs  cooperated 
by  making  comprehensive  searches, 
particularly  of  suspected  vessels,  ve- 
hicles, and  aircraft  reaching  our 
country.  Immediately  upon  institu- 
tion of  his  plan,  large  contraband 
shipments  were  confiscated:  many 
of  those  responsible  for  shipping 
the  materials  were  arrested.  New 
and  vigorous  investigation  was  di- 


rected against  the  illicit  domestic 
wholesale  traffic.  This  resulted  in 
the  arrest  and  conviction  of  many 
persons — including  physicians  — 
who  had  been  guilty  of  supplying 
narcotics  to  addicts.  In  1932,  there 
was  a meeting  of  the  National  Con- 
ference of  Commissioners  on  Uni- 
form State  Laws  for  the  purpose  of 
unifying  our  country’s  policies  of 
narcotics  regulation.  The  resultant 
Uniform  Drug  Act  was  adopted  in 
most  states.  The  Act  regulates  in- 
terstate narcotic  traffic,  thus  mak- 
ing it  more  difficult  for  narcotics 
traffickers  to  smuggle  across  the 
state  borders. 

The  Contraband  Seizure  Act — an 
Act  of  Congress — was  approved  on 
Aug.  8,  1939.  This  act  provided  for 
forfeiture  to  the  government  of  any 
vehicle  or  conveyance  used  in  the 
transportation,  sale,  or  concealment 
of  contraband  narcotics  or  mari- 
huana. Many  forfeited  vehicles  have 
seen  use  by  the  Bureau  of  Narcot- 
ics in  their  law  enforcement  activi- 
ties, making  the  Act  practical  as 
well  as  effective  in  achieving  its 
end. 

Despite  all  of  the  legal  action 
which  had  been  taken  nationally  and 
internationally,  a few  crops  of  opium 
poppies  were  still  being  grown  in 
the  United  States  by  the  beginning 
of  World  War  II.  The  crops  were 
grown  among  other  vegetation,  and 
in  such  unlikely  locations  as  rail- 
road track  sidings.  When  growers 
were  interrogated,  they  often  replied 
that  the  crops  were  being  grown  for 
their  seeds.  Still,  it  was  evident  that 
the  seed  pods  could  very  well  be 
sold  to  peddlers  for  eventual  use  as 
morphine.  National  action  was  need- 
ed, and  the  Opium  Poppy  Control 
Act  of  1942  answered  the  need  by 
prohibiting  growth  of  the  opium 
poppy  in  the  United  States  except 
under  a special  license.  The  Act  has 


been  effective  to  this  day,  since  il- 
legal crops  are  now  virtually  ex- 
tinct. 

The  United  Nations  was  organized 
in  1946,  replacing  the  League  of 
Nations.  Under  the  Protocol  of  1946, 
the  Opium  Advisory  Committee  of 
the  League  of  Nations  was  replaced 
by  the  Commission  on  Narcotic 
Drugs  of  the  UN  Economic  and  So- 
cial Council.  The  first  US  represen- 
tative appointed  to  serve  on  the 
Commission  was  H.  J.  Anslinger.  Two 
years  later,  a second  Protocol  was 
drafted  establishing  international 
procedure  whereby  new  drugs  (in- 
cluding synthetics)  found  to  be  ad- 
dictive are  brought  under  the  con- 
trol of  the  1931  Convention. 

On  Nov.  2,  1951,  the  United 
States  passed  two  new  laws.  One 
was  the  Boggs  Bill,  passed  by  Con- 
gress and  imposing  minimum  sen- 
tences of  two,  five,  and  ten  years, 
respectively,  for  a first,  second,  and 
third  or  subsequent  violation  of  nar- 
cotic or  marihuana  laws.  The  Presi- 
dent of  the  United  States  issued  an 
Executive  Order  establishing  the  In- 
terdepartmental Committee  on  Nar- 
cotics. This  Committee  is  composed 
of  representatives  of  the  Depart- 
ments of  the  Treasury,  State,  De- 
fense, Justice,  Agriculture,  and  the 
Federal  Security  Agency.  The  chair- 
man of  the  Committee  is  to  examine 
and  study  problems  in  the  adminis- 
tration and  enforcement  of  national 
and  international  laws  and  conven- 
tions relating  to  narcotic  drugs  and 
marihuana.  The  primary  responsi- 
bility of  formulating  and  directing 
enforcement  policy  still  rests  with 
the  Bureau  of  Narcotics. 

The  Daniel-Boggs  Act  was  passed 
by  Congress  in  1956.  The  rationale 
behind  this  ruling  was  that,  by  im- 
prisoning convicted  narcotic  dealers 
for  long  periods  of  time,  the  avail- 
ability of  narcotics  would  decrease. 
The  law  imposed  severe  penalties  on 
the  convicted,  providing  for  capital 
punishment  in  extreme  cases.  Pro- 
bation, suspended  sentences,  and 
parole  are  denied.  The  effect  has 
been  a gradual  decrease  in  the  num- 
ber of  new  narcotics  dealers.  Since 
availability  of  drugs  is  a prerequisite 
to  addiction,  the  number  of  new  ad- 
dicts has  decreased.  By  removing 
addicts  from  society,  there  is  less 
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contact  between  nonaddicts  and 
addicts,  thus  removing  another  re- 
quirement for  the  making  of  new 
addicts.  Finally,  a provision  for  the 
compulsory  institutional  treatment  of 
the  addict  allows  the  lone  hope  for 
cure  of  those  who  are  already  using 
dope. 

Conclusion;  Studies  of  the  lives  of 
narcotics  addicts  reveal  that  addic- 
tion is  curable.  But  rehabilitation  of 
the  addict  is  difficult.  The  inroad  to 
successful  treatment  of  narcotic  ad- 
dicts appears  to  lie  in  the  considera- 
tion of  psychological  and  social  com- 
ponents of  the  addiction  syndrome. 
This  was  borne  out  by  the  meager 
successes  of  city  clinics  in  1920  and 
by  successful  experience  in  Great 
Britain. 

Quite  possibly  the  job  of  rehabili- 
tating the  addict  should  begin  in  a 
hospital  which  is  equipped  to  ex- 
amine, classify,  and  offer  inpatient 
treatment  to  him.  It  seems  evident 
to  some  that  whatever  plan  is  used, 
the  addict  must  be  assured  of  his 
needed  supply  of  drug  at  a reason- 
able price  while  he  is  adjusting  to 
gainful  social  existence.  Howe  has 
suggested  that  this  could  be  ac- 
complished under  federal,  state,  or 
city  auspices  in  cities  which  are  ma- 
jor addiction  centers.^  Once  the  ini- 
tial phase  of  treatment  is  accom- 
plished, the  patient  could  be  seen 
either  periodically  at  the  hospital  for 
further  treatment,  or  he  could  re- 
turn to  the  hospital  for  final  treat- 
ment after  proper  adjustment  to  so- 
cial existence.  Relapse  can  be  pre- 
vented by  periodic  visits  to  a prop- 
erly trained  physician.  It  would  be 
the  addict’s  responsibility  to  stay 
clear  of  the  underworld  and  find 
employment.  For  this  he  would  need 
the  help  of  a widespread  community 
education  program.  There  is  a reac- 
tion of  distrust  and  reluctance  by 
potential  friends  and  employers  to  a 
person  who  has  been  labeled  as  an 
addict;  this  reaction  could  block  a 
genuine  attempt  to  be  cured. 

If,  by  whatever  plan  is  followed, 
society  is  gradually  rid  of  addicts, 
there  would  be  no  need  for  a drug 
supply.  Therefore,  the  black  market 
would  suffer  and  eventually  be  de- 
stroyed. Remaining  addicts  would  be 
forced  to  apply  to  hospitals  for 
treatment. 


"If,  hy  whatever  plan  is  followed,  society  is  gradually 
rid  of  addicts,  there  would  he  no  need  for  a drug  supply. 
Therefore,  the  black  market  would  suffer  and 
eventually  he  destroyed.  . . . the  ideal  solution  is  seldom 
that  which  is  obtained.  However,  with  cooperation 
between  countries  and  states,  great  progress 
has  already  been  made.” 


True,  the  ideal  solution  is  seldom 
that  which  is  obtained.  However, 
with  cooperation  between  countries 
and  states,  great  progress  has  al- 
ready been  made.  Supported  by  gov- 
ernment grants  as  well  as  by  com- 
munity and  institutional  backing, 
many  research  programs  are  at- 
tempting to  find  the  solution  to  the 
addiction  dilemma.  By  thorough 
knowledge  of  the  addiction  syn- 
drome, appreciation  of  the  psycho- 
social factors  involved  in  this  devi- 
ant pattern  of  behavior,  and  con- 
tinued general  support  for  study 
programs  under  way  now  and  in  the 
future,  it  is  within  the  realm  of  pos- 
sibility that  this  age-old  problem 
may  eventually  become  a remnant 
of  the  past. 
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ASSOCIATION  NEWS 


M 1969  ANMIAl  SESSION  GENERAL  MEEnHS  LUNGHEOHS 
TO  FEATIRE  FARM  BUREAU  PRESIDENT,  TEXAS  SENATOR 


Two  men  active  in  national  affairs 
will  head  the  list  of  30  guest  speak- 
ers scheduled  to  participate  on  the 
programs  of  the  Texas  Medical  As- 
sociation 102nd  Annual  Session, 
May  1-4,  in  San  Antonio.  Scheduled 
to  speak  at  the  general  meeting 
luncheons  on  Friday  and  Saturday, 
May  2 and  3,  are  Charles  B.  Shuman 
of  Chicago,  president,  American 
Farm  Bureau  Federation,  and  the 
Hon.  John  G.  Tower,  Wichita  Falls, 
United  States  Senator  from  Texas. 
Mr.  Shuman’s  speech  will  be  "A 
Farmer  Looks  at  the  Medical  Pro- 
fession,” and  Senator  Tower’s 
speech  topic  will  be  "New  Leader- 
ship in  Washington.” 

Other  Guest  Speakers:  Twenty-eight 
other  guest  speakers  have  been 
scheduled  so  far.  They  and  their 
sponsoring  groups  are  Dr.  Harry  E. 
Bacon,  Philadelphia,  Texas  Procto- 
logic Society  and  TMA;  F.  Lee  Bailey, 
Boston,  Section  on  General  Prac- 
tice; Dr.  John  H.  Bland,  Burlington, 
Vt.,  Arthritis  Foundation,  South  Cen- 
tral Chapter;  Dr.  Roberto  Calderon, 
Managua,  Nicaragua,  Section  on 
Radiology;  Dr.  Reuben  M.  Cherniack, 
Winnipeg,  Manitoba,  Canada;  Texas 
Chapter,  American  College  of  Chest 
Physicians,  and  TMA;  Dr.  Jules  V. 
Coleman,  New  Haven,  Conn.,  TMA 
Section  on  Nervous  and  Mental  Dis- 
eases; and  Dr.  Denton  A.  Cooley, 
Houston,  TMA  Section  on  Surgery. 

Also  scheduled  to  speak  are  Dr. 
Robert  J.  Duran,  Columbus,  Ohio, 
Texas  Industrial  Medical  Association, 
Texas  Physical  Medicine  and  Reha- 
bilitation Society,  Texas  Traumatic 
Surgical  Society,  and  TMA;  Dr.  Dan- 
iel X.  Freedman,  Chicago,  Texas  De- 
partment of  Mental  Health  and  Men- 
tal Retardation  and  TMA;  Dr.  Paul 
W.  Gikas,  Ann  Arbor,  Mich.,  TMA 
Committee  on  Transportation  Safety; 
Dr.  John  Bernard  Henry,  Syracuse, 
N.Y.,  TMA  Section  on  Pathology;  Dr. 
Arthur  Jampolsky,  San  Francisco, 
Texas  Ophthalmological  Association 
and  TMA;  Dr.  B.  J.  Kennedy,  Min- 
neapolis, Texas  Division,  American 
Cancer  Society;  and  Dr.  Everett  D. 


Kiefer,  Laconia,  N.H.,  TMA  Section 
on  Digestive  Diseases. 

Other  program  speakers  are  Dr. 
Kermit  E.  Krantz,  Kansas  City,  Kan., 
TMA  Section  on  Obstetrics  and 
Gynecology;  Dr.  David  M.  Little, 
Hartford,  Conn.,  Texas  Society  of 
Anesthesiologists  and  TMA;  Ian  Mac- 
nab,  Toronto,  Ontario,  Canada,  Tex- 
as Orthopaedic  Association;  Col.  Rob- 
ert Moser,  Washington,  D.C.,  TMA 
Committee  on  Cardiovascular  Dis- 
eases and  Texas  Heart  Association; 
Dr.  Theodore  C.  Panos,  Little  Rock, 
TMA  Section  on  Pediatrics;  Dr.  Mi- 
chel Portmann,  Bordeaux,  France, 
Texas  Otolaryngological  Association; 
and  Dr.  Rees  B.  Rees,  San  Francis- 
co, Texas  Dermatological  Society 
and  TMA. 

Additional  speakers  are  Dr.  Har- 
old G.  Scheie,  Philadelphia,  Texas 
Ophthalmological  Association  and 
TMA;  Dr.  J.  Edwin  Seegmiller,  Be- 
thesda,  Md.,  TMA  Section  on  In- 
ternal Medicine;  Dr.  David  J.  Sencer, 
Atlanta,  Ga.,  Conference  of  City  and 
County  Health  Officers  and  TMA;  Dr. 
Peter  V.  Siegel,  Washington,  D.C., 
Texas  Air-Medics  Association,  Texas 
Chapter,  Flying  Physicians  Associa- 
tion, and  TMA;  Dr.  Max  L.  Som,  New 
York,  Texas  Otolaryngological  Asso- 
ciation and  TMA;  Dr.  E.  Paul  Wood- 
ward, San  Diego,  Calif.,  Texas  So- 
ciety of  Athletic  Team  Physicians 
and  TMA;  and  Dr.  Jack  H.  Mendel- 
son,  Chevy  Chase,  Md.,  Texas  Com- 
mission on  Alcoholism  and  TMA. 

Special  Programs:  Ten  special  pro- 
grams are  being  planned  by  various 
groups  to  be  presented  at  the  1969 
Annual  Session.  They  are: 

1.  Texas  Academy  of  General 

Practice,  seminar,  12:30-5  p.m., 

Thursday,  May  1. 

2.  Texas  Commission  on  Alcohol- 
ism and  The  University  of  Texas  Di- 
vision of  Extension,  symposium  on 
alcoholism,  8 p.m.,  Thursday,  May  1. 
Dr.  Jack  H.  Mendelson  will  speak  on 
biological  and  behavioral  aspects  of 
alcoholism. 

3.  Texas  Heart  Association  and 
TMA  Committee  on  Cardiovascular 
Diseases,  symposium  on  the  prob- 


lems of  cardiovascular  progress,  all 
day,  Thursday,  May  1. 

4.  TMA  Committee  on  Medical 
History,  dinner  program,  Thursday, 
May  1.  Dr.  Roberto  Calderon  of  Ma- 
nagua, Nicaragua,  will  discuss  “What 
Is  a Doctor?” 

5.  TMA  Commitee  on  School 
Health,  conference  on  sex  education 
in  the  public  schools,  8:30  a. m. -4:30 
p.m.,  Thursday,  May  1. 

6.  American  Medical  Association 
Committee  on  Medical  Aspects  of 
Automotive  Safety  and  TMA  Commit- 
tee on  Transportation  Safety,  con- 
ference on  the  medical  aspects  of 
automotive  safety,  Thursday,  May  1. 

7.  Texas  Heart  Association,  and 
the  TMA  Committees  on  Cardiovas- 
cular Diseases,  Rehabilitation,  and 
Workmen’s  Compensation  and  In- 
dustrial Health,  conference  on  reha- 
bilitation of  the  cardiovascular  pa- 
tient, 9 a. m. -5:30  p.m.,  Wednesday, 
April  30.  The  program  will  be  de- 
signed for  physicians,  insurance 
company  officials,  personnel  mana- 
gers and  directors,  industrial  physi- 
cians, public  health  nurses,  indus- 
trial nurses,  vocational  counselors, 
and  other  interested  individuals. 

8.  United  Cerebral  Palsy  of  Texas, 
Inc.,  full-day  program,  Saturday, 
May  3. 

9.  Texas  Department  of  Mental 
Health  and  Mental  Retardation,  sym- 
posium on  mental  health,  Saturday, 
May  3. 

10.  Curbstone  Consultations,  two 
series  to  be  offered  5-6:30  p.m.,  Fri- 
day and  Saturday,  May  2 and  3. 

Curbstone  Consultations:  Twenty 
Curbstone  Consultations  will  be  held 
at  the  1969  Annual  Session.  Moder- 
ators have  been  named  for  all  20 
discussion  groups. 

Friday  Curbstone  Consultations 
and  moderators  are  you  and  the  law, 
Philip  R.  Overton,  Austin;  anemia — 
diagnosis  and  treatment  in  general 
practice.  Col.  Fred  G.  Conrad,  San 
Antonio;  postoperative  shock  and 
its  management.  Dr.  Benjamin  W. 
McCall,  Houston;  drug  abuse  and 
alcoholism — a year  later.  Dr.  Paul 
L.  White,  Austin;  current  manage- 
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merit  of  acne,  Dr.  J.  B.  Richardson, 
Houston:  chest  pain — differential 
diagnosis.  Dr.  George  Carman,  Dal- 
las; treatment  of  cardiac  rhythm 
disorders,  Dr.  Don  W.  Chapman, 
Houston;  interpretation  of  hearing 
tests.  Dr.  Aram  Giorig,  Dallas;  phys- 
ical therapy  in  chronic  obstructive 
lung  disease.  Dr.  William  F.  Miller, 
Dallas;  and  how  to  handle  patients 
who  shouldn’t  drive,  Dr.  Otto  Lipp- 
mann,  Austin. 

Saturday  Curbstone  Consultations 
and  moderators  will  include  endoc- 
rine disorders  in  pediatric  practice. 
Dr.  George  T.  Bryan,  Galveston;  ob- 
stetrical emergencies.  Dr.  Harold  W. 
Brumley,  Austin;  use  of  anticoagu- 
lants in  thrombophlebitis  (a)  ante- 
partum, (b)  post  partum.  Dr.  Nor- 
man L.  Renfro,  Corpus  Christi;  cu- 
taneous malignancy.  Dr.  C.  H.  Me- 
Cuistion,  Austin;  indications  for  car- 
diac surgery  from  the  standpoint  of 
the  conservative  medical  cardiolo- 
gist, Dr.  Myron  B.  Zinn,  San  An- 
tonio; preventable  athletic  injuries. 
Dr.  Louis  J.  Levy,  Fort  Worth;  as- 
sisted respiration.  Dr.  Thomas  D. 
Kirksey,  Galveston;  monitoring  pa- 
tients, Dr.  Charles  H.  Williams,  Hous- 
ton; emergency  ambulance  and  hos- 
pital care  in  your  town  (or  area).  Dr. 
Heinrich  Lamm,  Harlingen;  and  con- 
servative management  of  low  back 
injuries.  Dr.  Arthur  E.  Grant,  San 
Antonio. 

General  Meetings:  General  Meetings 
will  take  place  at  10  a.m.-noon  Fri- 
day, May  2,  and  2-4  p.m.,  Saturday, 
May  3.  Four  speakers  will  be  fea- 
tured at  each  general  meeting. 

Three  speakers  and  their  discus- 
sion topics  have  already  been  sched- 
uled for  the  Friday  General  Meeting; 
Dr.  J.  Edwin  Seegmiller,  chief.  Sec- 
tion on  Human  Biochemical  Genet- 
ics, National  Institute  of  Arthritis 
and  Metabolic  Diseases,  National 
Institutes  of  Health,  Bethesda,  Md., 
hereditaiy  diseases;  Dr.  Ian  Macnab, 
chief.  Division  of  Orthopaedic  Sur- 
gery, Wellesley  Hospital,  Toronto, 
Ontario,  Canada,  pain  and  disability: 
Dr.  John  Bernard  Henry,  Department 
of  Clinical  Pathology,  State  Univer- 
sity of  New  York,  Syracuse,  clinical 
pathologic  approach  to  thyroid  func- 
tion evaluation. 

Saturday  General  Meeting  speak- 
ers and  topics  are  Dr.  B.  J.  Kennedy, 
professor  of  medicine.  University  of 
Minnesota  Medical  School,  Minne- 
apolis, hormonal  therapies  of  breast 
cancer;  Dr.  Denton  A.  Cooley,  pro- 
fessor of  surgery,  Baylor  University 
College  of  Medicine,  Houston,  cardi- 
ac transplantation  in  man — status 
one  year  later;  Dr.  Rees  B.  Rees, 
clinical  professor  of  dermatology. 


University  of  California,  San  Fran- 
cisco Medical  Center,  drug  eruptions 
— a classification  with  examples; 
and  Dr.  Kermit  E.  Krantz,  chairman. 
Department  of  Gynecology  and  Ob- 
stetrics, University  of  Kansas  Medi- 
cal Center,  Kansas  City,  Kan.,  quo 
vadis  femininis  or  the  changing  pat- 
terns of  the  American  woman. 

Continental  Breakfast  Round  Table 
Discussions:  Five  Continental  Break- 
fast Round  Table  Discussions  will  be 
held  8:30-9:45  a.m.  Friday,  May  2. 
Rve  of  the  scheduled  guest  speak- 
ers will  lead  these  discussions. 

Discussion  topics  and  speakers 
are:  intestinal  fistulas,  their  diagno- 
sis and  management.  Dr.  Harry  E. 
Bacon;  the  carpal  tunnel  syndrome. 
Dr.  Robert  J.  Duran;  chemotherapy 
of  advanced  malignant  diseases.  Dr. 
B.  J.  Kennedy;  diagnosis  and  man- 
agement of  regional  enteritis.  Dr. 
Everett  D.  Kiefer;  and  the  role  of 
the  general  practitioner  in  the  treat- 
ment of  alcoholism,  Dr.  Jack  H.  Men- 
delson. 


Texas  ranked  sixth  in  number  of 
medical  graduates  in  1968  accord- 
ing to  figures  published  in  the  Nov. 
25,  1968,  Issue  of  the  Journal  of  the 
American  Medical  Association.  Total 
number  of  1968  graduates  in  Texas 
was  320.  States  with  more  medical 
graduates  were  New  York,  1,036; 
Pennsylvania,  661;  Illinois,  Ml;  Cali- 
fornia, 501;  and  Massachusetts,  326. 

When  numbers  of  entering  medi- 
cal students  were  considered,  Texas 
ranked  seventh  largest  nationally 
with  365  students.  States  with  larg- 
er numbers  of  entering  medical  stu- 
dents were  New  York,  1,398;  Penn- 
sylvania, 623;  California,  617;  Illi- 
nois, 544;  New  Jersey,  451;  and 
Ohio,  432. 

Texas  medical  schools  were  serv- 
ing for  the  most  part  Texas  resi- 
dents in  1967-1968.  The  Lone  Star 
State  was  sixth  in  the  number  of 
entering  students  from  the  home 
state,  297;  12th  in  number  of  stu- 
dents entering  medical  school  in 
other  states,  68;  and  15th  in  num- 
ber of  entering  medical  students 
from  other  states  and  countries,  60. 

The  states  which  had  more  in- 
state medical  students  were  New 
York,  830;  Pennsylvania,  480;  Illi- 
nois, 396;  California,  385;  and  Mich- 
igan, 297.  States  with  larger  num- 
bers of  state  residents  going  out  of 
state  for  medical  education  were 
New  York,  568;  New  Jersey,  367; 
California,  232;  Ohio,  167;  Massa- 
chusetts, 150;  Illinois,  148;  Pennsyl- 
vania, 143;  Connecticut,  122;  Mary- 


Hotel  and  Motel  Reservations: 
Rooms  have  been  reserved  at  11 
San  Antonio  hotels  and  motels  for 
TMA  members  attending  the  1969 
Annual  Session.  Requests  for  hous- 
ing should  include  an  individual’s 
first,  second,  and  third  choices  and 
be  sent  to  the  TMA  Housing  Bureau, 
P.O.  Box  9066,  San  Antonio  78204. 
Preferences  will  be  honored  as  far 
as  is  possible.  Reservations  will  be 
sent  to  the  registrants  directly  from 
the  hotel  or  motel. 

Hotels  and  motels  are  Hilton 
Palacio  del  Rio,  TMA  Scientific  Ses- 
sions headquarters;  St.  Anthony  Ho- 
tel, Business  Sessions  headquarters; 
Monger  Hotel,  Auxiliary  headquar- 
ters; La  Quinta  Motor  Inn;  La  Posada 
Motor  Hotel;  Gunter  Hotel;  Crockett 
Hotel  and  Motor  Inn;  El  Tropicano 
Motor  Hotel;  Holiday  Inn — Down- 
town; Wayfarer  Motel;  and  Sheraton- 
San  Antonio  Motor  Inn.  Further 
housing  information  and  reservation 
card  are  on  pp.  89-92. 


land,  96;  Florida,  87;  and  Virginia, 
69.  And  states  enrolling  more  en- 
tering medical  students  from  other 
states  and  countries  were  New  York, 
328;  District  of  Columbia,  313; 
Pennsylvania,  310;  Massachusetts, 
242;  Illinois,  208;  Missouri,  208; 
Tennessee,  186;  California,  172; 
North  Carolina,  134;  Louisiana,  112; 
Maryland,  105;  Wisconsin,  90;  Ohio, 
89;  Virginia,  80;  and  Nebraska,  78. 

Texas  had  the  seventh  largest 
number  of  students  entering  medical 
schools  in  or  out  of  the  state  in 
September,  1967;  and  Texas  had 
the  fourth  largest  state  population. 
Consequently  calculations  showed 
Texas  with  a rank  of  24th  in  number 
of  entering  medical  students  in  pro- 
portion to  population,  with  3.4  en- 
tering medical  students  per  100,000 
population. 

Nebraska  was  the  state  with  the 
closest  correlation  of  entering  medi- 
cal students  and  population,  with  8 
students  per  100,000  population. 
New  York  had  7.7  per  100,000  peo- 
ple; Utah,  7.3;  District  of  Columbia, 
7.2;  North  Dakota,  6.6;  and  New 
Jersey,  6.5.  Only  9 states  had  fewer 
entering  medical  students  in  relation 
to  population  than  did  Texas — ^Ala- 
bama, Alaska,  California,  Idaho, 
Maine,  Nevada,  New  Hampshire, 
North  Carolina,  and  Rhode  Island. 
The  ratio  in  Montana  was  equal  to 
that  of  Texas,  3.4.  The  following 
states  have  no  medical  schools: 
Alaska,  Delaware,  Idaho,  Maine, 
Montana,  Nevada,  and  Wyoming. 
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Let’s  be  specific  about  Campbell’s  Soups... 

and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 


Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


No  two  women  are 

quite  alike... 


and  no  other  oral 
contraceptive  is  quite 

like  Ovulen-2I® 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 


The  progestin  is  distinctive,  and  for  some  women  this  may  mean  a 
different  clinical  response.  The  Compack®  tablet  dispenser 
is  distinctive;  its  functional  simplicity  makes  it  virtually 
patient-proof.  The  acceptance  of  Ovulen-2 1 is  distinctive. . . 
together  with  Ovulen®,  it  is  more  often  prescribed  than  any  other 
individual  contraceptive  product  currently  available. 


Indication— Oral  contraception. 

Contraindications— Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings— Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis)  ; if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  1968'’^  estimate  there  is  a seven- 
to  tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic”  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/ 100,000 

No  comparable  studies  are  yet  available  in  the  United  States.  The 
British  data,  especially  as  they  indicate  the  magnitude  of  the  in- 
creased risk  to  the  individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences  of  spontaneously 
occurring  thromboembolic  disease  may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis, 
diplopia  or  migraine.  Withdraw  medication  if  papilledema  or  retinal 
vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  pregnancy  be  ruled  out  for  any 
patient  who  has  missed  two  consecutive  periods  before  continuing 
the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  pre- 
scribed schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time. 

Precautions— Pretreatment  physical  examination  should  include 
special  reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal 
be  repeated  after  tbe  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy. 


migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression 
and  discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when 
relevant  specimens  are  submitted. 

Adverse  Reactions— A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocular 
lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement,  secretion),  change  in  weight,  changes  in 
cervical  erosion  and  cervical  secretions,  suppression  of  lactation 
when  given  immediately  post  partum,  cholestatic  jaundice,  migraine, 
allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals,  men- 
tal depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism, 
loss  of  scalp  hair,  erythema  multiforme  and  nodosum,  hemorrhagic 
eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII, 
IX  and  X;  thyroid  function:  increase  in  FBI  and  butanol  extractable 
protein  bound  iodine,  and  decrease  in  T“  uptake  values;  metyrapone 
test;  pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Brit  Med. 
J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R.:  Brit. 
Med.  J.  2:199-205  (April  27)  1968. 

Before  prescribing  see  Detailed  Product  Information. 

Where  "The  Pill"  Began 

G.  D.  SEA  RLE  &:  CO.,  P.  O.  Box  51 10,  Chicago,  Illinois  60680 


SCARCE 


Help  clear  up  that  miserable  stuffecl-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate  (—along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done  ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 


should  be  cautioned  against 


engaging  in  operations  requiring 
alertness.  Administer  with  care 


in  sinusitis,  colds,  U.R.L 

Dimetapp^Extentabs 


(Dimetane®  [hrompheniramine  maleate],  12  mg.; 
phenylephrine  HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 


up  to  10-12  hours  clear 
breathing  on  one  tablet 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  rejiorted  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 


RICHMOND,  VA.  23220 


AH'I^OBINS 


j 


TEXAS  BOARD  RECOMMENDS  MEDICAL  SCHOOL  EXPANSION 


Expansion  of  Texas  public  medi- 
cal schools,  contracts  with  Baylor 
University  College  of  Medicine  for 
increased  enrollment,  and  new  pub- 
lic medical  schools  at  Houston  and 
Lubbock  have  been  recommended 
by  the  Coordinating  Board,  Texas 
College  and  University  System. 

In  a meeting  in  Austin  Dec.  3, 

1968,  the  coordinating  board  recom- 
mended various  educational  expan- 
sion plans  it  considered  necessary 
in  the  1970’s.  Recommendations  in- 
cluded: 

1.  Expansion  of  public  medical 
schools  to  enroll  200  first-year  med- 
ical students  each  by  1980. 

2.  Establishment  of  a new  four- 
year  medical  school  in  Houston  for 
200  students  under  The  University 
of  Texas  System. 

3.  Creation  of  a separate  medical 
school  in  Lubbock  to  serve  the 
needs  of  West  Texas  as  an  innova- 
tive medical  school  under  adminis- 
trative control  of  Texas  Technologi- 
cal College  in  cooperation  with  the 
emerging  medical  center  in  Amarillo 
and  hospital  authorities  in  Lubbock, 
Midland,  and  Odessa. 

4.  Contracts  with  Baylor  Univer- 
sity College  of  Medicine  to  double 
its  entering  class  enrollment  with 
state  aid  beginning  in  September, 

1969. 

5.  Establishment  of  a policy  that 
production  of  physicians  should  be 
the  primary  role  of  medical  schools, 
with  medically-related  research  and 
graduate  work  taking  a back  seat. 

6.  Establishment  of  a council  to 
coordinate  health  education  affairs 
in  the  Houston-Galveston  area. 

7.  Creation  of  a permanent,  for- 
mally-constituted advisory  body  to 
aid  in  planning  for  dental,  medical, 
and  health  education. 

8.  Establishment  of  a board  pol- 
icy to  update  its  long-range  health 
education  plan  at  least  every  five 
years. 


9.  A new  state-supported  dental 
school  in  San  Antonio. 

10.  Expansion  of  the  entering 
class  of  Baylor  University  School  of 
Dentistry  in  Dallas  by  50  students, 
with  a state  subsidy  for  each  stu- 
dent enrolled,  beginning  next  fall. 

Dr.  G.  V.  Brindley,  Jr.,  of  Temple, 
President,  Texas  Medical  Associa- 
tion, and  member  of  the  coordinat- 
ing board,  said  that  expansion  of 
Baylor  "would  provide  the  least  ex- 
pensive and  most  expeditious  mech- 
anism for  increasing  enrollment  of 
Texas  resident  medical  students  in 
the  Houston  area.”  Expansion  of 
existing  state-supported  schools 
from  319  students  to  565  students 
in  1980  "should  produce  additional 
physicians  in  approximately  one 
half  the  time  and  at  much  less  cost 
required  to  gain  this  increase 
through  establishment  of  a new 
school,”  Dr.  Brindley  continued. 

The  new  Houston  school  would 


A proposal  to  incorporate  inno- 
vative "teaching-research  modular 
units”  in  new  facilities  being  plan- 
ned for  The  University  of  Texas 
School  of  Public  Health  at  Houston 
was  presented  to  Regents  of  the  UT 
System  at  their  meeting  in  Austin 
Dec.  13,  1968. 

The  school’s  dean.  Dr.  Reuel  A. 
Stallones,  explained  that  the  neces- 
sity to  plan  for  a new  building  "pro- 
vides an  opportunity  and  imposes 
an  obligation  to  consider  the  desir- 
able evolution  of  patterns  of  teach- 
ing.” 

"To  this  end,”  he  said,  "we  wish 
to  develop  teaching  and  research 
modules,  based  on  student  enroll- 
ment and  incorporating  provisions 
for  flexibility  that  will  enhance  rather 
than  inhibit  revision  and  experimen- 
tation in  the  teaching  program.” 

Dr.  Stallones  pointed  to  rapid  ad- 
vances under  way  in  the  develop- 


coordinate  with  Baylor  and  the  Texas 
Medical  Center.  If  a new  medical 
school  is  needed  in  the  future,  the 
board  said  it  will  next  consider  The 
University  of  Texas  at  Austin. 

The  board  had  previously  recom- 
mended Dallas  as  a dental  school 
site,  because,  according  to  Dr.  Joa- 
quin G.  Cigarroa  of  Laredo,  “at  that 
time  the  future  of  the  medical 
school  in  San  Antonio  was  uncer- 
tain.” He  further  noted,  however, 
"The  medical  school  in  San  Antonio 
is  now  an  established  entity.”  Also, 
San  Antonio,  "more  nearly  meets 
the  criteria  established  by  the  con- 
sultants” to  the  coordinating  board. 
He  continued,  "The  coordinating 
board  believes  that  only  one  new 
state-supported  dental  school  should 
be  authorized  by  the  legislature  at 
this  time,  provided  that  the  expan- 
sion of  the  Baylor  School  of  Den- 
tistry can  be  supported  by  the  state.” 


ment  of  equipment  and  techniques 
to  increase  the  effectiveness  of  edu- 
cation and  said:  “Teaching  ma- 
chines, television,  tape  machines 
and  the  like  may  very  well  supplant 
in  large  part  the  lecture  system  of 
instruction,  and  experimentation 
along  these  lines  is  especially  ap- 
propriate in  a graduate  school  where 
we  may  hope  to  achieve  the  goal  of 
creating  a true  community  of  schol- 
ars.” 

He  continued:  “Libraries  in  their 
traditional  form  are  rapidly  becom- 
ing outmoded,  strangling  in  their 
own  stacks,  and  major  changes  are 
required. 

"If  we  are  to  participate  in  the  de- 
sign of  new  approaches  to  teaching 
or  even  to  keep  abreast  of  the 
changes,  we  must  give  thought  to  a 
building  plan  that  will  not  freeze  our 
activities  in  the  present  pattern.” 


Public  Health  School  Proposes  Teaching  Aids 
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UT  at  San  Antonio 
Presenting  Lectures 

"Mainstreams  of  Medicine,”  a se- 
ries of  historical  lectures,  is  being 
presented  by  The  University  of  Tex- 
as Medical  School  at  San  Antonio. 
The  series,  which  began  Jan.  12, 
features  ten  lecturers  from  through- 
out the  country.  These  physicians 
and  educators  will  talk  on  a series 
of  topics  which  will  illustrate  the 
history  of  the  social  and  intellectual 
context  of  medical  practice. 

Lecture  sponsors  believe  that  the 
study  of  medical  history  has  a pro- 
found contribution  to  make  in  the 
medical  student's  training  and  that 
the  effectiveness  of  medicine  de- 
pends not  only  on  scientific  knowl- 
edge, but  also  on  knowledge  of  the 
philosophical,  social,  religious,  and 
political  factors  which  influence  the 
ways  in  which  medicine  is  taught 
and  practiced. 

In  the  new  curriculum  of  The  Uni- 
versity of  Texas  Medical  School  at 
San  Antonio,  historical  orientation 
is  being  presented  to  entering  fresh- 
men medical  students  as  a part  of 
an  Introduction  to  the  Study  of  Med- 
icine. 

The  lecture  series,  made  possible 
by  a grant  from  the  John  and  Mary 
R.  Markle  Foundation,  will  extend 
over  a period  of  four  months.  The 
programs  will  be  held  on  Sunday 
afternoons  in  the  medical  school 
auditorium  on  the  Oak  Hills  Cam- 
pus. The  entire  community  has  been 
invited  to  attend.  The  lectures  will 
also  be  published  as  a book  later  in 
the  year,  and  the  presentations  will 
be  placed  on  videotape. 

The  proceedings  will  be  edited  by 
historian  Dr.  Lester  S.  King,  senior 
editor  of  the  Journal  of  the  American 
Medical  Association,  project  consul- 
tant, and  one  of  the  lecturers.  The 
project  is  under  the  direction  of  Dr. 
David  A.  Kronick,  professor  of  medi- 
cal bibliography  and  director  of  med- 
ical communications  for  the  medi- 
cal school. 

The  schedule  of  lectures  is  Dr. 
Chauncey  D.  Leake  (Ph.D.),  San 
Francisco,  medical  practitioners,  a 
historical  survey,  Jan.  12;  Dr.  Henry 
K.  Beecher,  Boston,  ethical  prob- 
lems of  medical  research,  Feb.  2; 
Dr.  Douglas  D.  Bond,  Cleveland, 
Ohio,  changing  attitudes  toward 
mental  illness  and  deviant  behavior, 
Feb.  9;  Dr.  Lester  S.  King,  Chicago, 
the  development  of  scientific  medi- 
cine, Feb.  23;  Dr.  John  Knowles, 
Boston,  emergence  of  the  hospital 
as  a social  institution,  March  9;  Dr. 
George  Rosen,  New  York  City,  med- 
icine as  a function  of  social  activity. 


March  16;  Dr.  David  D.  Rutstein, 
Boston,  the  coming  revolution  in 
medicine,  March  23;  Dr.  Rene  Du- 
bos  (Ph.D.),  New  York,  physical  and 
mental  health,  achievements  and  il- 
lusions, April  13;  Dr.  T.  H.  Ham, 
Cleveland,  a clinical  investigator 
looks  at  medical  education,  April  20; 
and  Dr.  Harry  F.  Dowling,  Chicago, 
the  impact  of  new  discoveries  on 
medical  practice,  April  27. 

Flu-like  Disease  Spread 
Predicted  for  January 

At  the  end  of  December,  1968, 
officials  of  the  Texas  State  Depart- 
ment of  Health  stated  that  no  par- 
ticular increase  in  respiratory  dis- 
eases was  occurring  but  that  a flu 
epidemic  was  expected  to  be  quite 
widespread  throughout  Texas  by  the 
middle  of  January.  Officials  were 
basing  this  prediction  on  experience 
with  past  influenza  epidemics. 

Dr.  M.  S.  Dickerson,  director.  Com- 
municable Disease  Division,  said 
that  incidence  of  influenza  generally 
is  up  considerably  over  a year  ago. 

Flu-like  infections  reported  from 
all  over  the  state  have  increased  in 
number  according  to  the  following 
schedule:  Nov.  2,  1968,  681  cases; 
Nov.  9,  710  cases;  Nov.  16,  918 
cases;  Nov.  23,  888;  Nov.  30,  706; 
Dec.  7,  3,433;  Dec.  14,  5,302;  Dec. 
21,  12,886;  and  Dec.  28,  12,384. 
The  Dec.  28  figure  represents  data 
gathered  during  the  week  of  Christ- 
mas and  may  not  reflect  actual  mor- 
bidity, Dr.  Dickerson  added. 

As  of  Dec.  27,  1968,  virus  isola- 
tions from  specimens  taken  from 
throats  had  revealed  the  A^  Hong 
Kong  '68  virus  in  Laredo,  Fort 
Worth,  Tyler,  Groesbeck,  and  Austin. 
Also,  as  of  Dec.  27,  the  virus  was 
known  to  be  present  in  10  com- 
munities from  Ao  Hong  Kong  virus 
serological  confirmations  after  study 
of  specimens  in  State  Health  Depart- 
ment Laboratories.  These  ten  com- 
munities where  the  virus  was  then 
known  to  exist  are  Dallas,  Austin, 
Fort  Worth,  Edinburg,  Goldthwaite, 
Childress,  Tyler,  Palestine,  Amarillo, 
and  Kerrville. 

The  Texas  State  Department  of 
Health  was  seeking  specimens  from 
all  over  Texas  to  determine  the  ex- 
tent of  spread  of  the  respiratory 
diseases.  Two  types  of  specimens 
are  desired:  (1)  throat  swab  and  (2) 
blood  specimens,  consisting  of  5 cc 
of  whole  blood,  one  5 cc  sample 
taken  from  a patient  with  an  acute 
case  at  the  time  he  is  first  seen  and 
another  5 cc  sample  taken  ten  days 
after  the  first  blood  specimen  dur- 
ing the  same  patient’s  convales- 
cence. 


Doctors,  Pharmacists 
Only  May  Give  Medicine 

Two  specific  groups  of  persons, 
medical  practitioners  and  pharma- 
cists, are  the  only  individuals  who 
legally  can  dispense  medication  to 
individuals,  according  to  Joseph  H. 
Arnette,  secretary,  Texas  State  Board 
of  Pharmacy. 

As  specified  by  the  Texas  Phar- 
macy Law  of  1907  and  the  Texas 
Dangerous  Drug  Law,  passed  in 
1959,  only  practitioners  licensed  by 
the  Texas  Board  of  Medical  Exam- 
iners and  pharmacists  licensed  by 
the  Texas  State  Board  of  Pharmacy 
may  dispense  medication  to  individ- 
uals. The  doctor  may  dispense  medi- 
cation only  to  his  patients. 

While  the  practitioner  can  dele- 
gate some  activities  to  other  indi- 
viduals, he  cannot  legally  delegate 
the  dispensing  of  medication  to 
anyone  else.  He  has  to  do  this  him- 
self for  his  patients  only.  The  phar- 
macist also  cannot  delegate  the  fill- 
ing of  a prescription  to  anyone  else 
but  must  do  this  himself.  The  prac- 
titioner and  the  pharmacist  must 
each  do  his  own  counting,  pouring, 
compounding,  mixing,  combining, 
preparing,  and  labeling. 

Two  exceptions  are  mentioned  in 
the  law:  authorized  persons  at  a 
reputable  college  or  school  of  phar- 
macy and  personnel  in  a general 
hospital  licensed  by  the  Texas  State 
Department  of  Health  under  speci- 
fied circumstances.  In  the  case  of 
the  school  or  college  of  pharmacy, 
two  groups  may  legally  dispense 
medication.  Faculty  members  who 
are  registered  pharmacists  and  who 
perform  their  services  for  the  sole 
benefit  of  the  school  or  college  may 
dispense  medication.  And  senior 
students  may  dispense  medication  if 
they  perform  their  services  without 
pay  in  the  presence  and  under  the 
direct  supervision  of  a registered 
pharmacist  who  is  a member  of  the 
staff  of  the  college  or  school  pro- 
vided the  sale  of  prescriptions  so 
compounded  be  restricted  to  duly 
registered  students  of  the  college  or 
university  where  these  senior  stu- 
dents attend.  Anyone  in  a general 
hospital  licensed  by  the  Texas  State 
Department  of  Health  may  fill  a doc- 
tor’s orders  or  prescriptions  for  the 
in-patients  only. 

1968  Index  Available 

The  index  to  the  1968  volume 
(Vol.  64)  of  Texas  Medicine  is  now 
available  upon  request  from  Texas 
Medicine,  1801  N.  Lamar  Blvd., 
Austin  78701. 


98 


TEXAS  MEDICINE 


GENERAL  NEWS 


Common  Cold  Unaffected 
By  Temperature  Drop 

Even  though  the  common  cold  is 
much  more  prevalent  in  winter,  a 
team  of  Texas  microbiologists  give 
findings  to  indicate  that  exposure  to 
cold  environment  does  not  in  itself 
cause,  prolong,  or  complicate  the 
course  of  the  infection,  reports  the 
Nov.  8,  1968,  issue  of  Medical 

World  News. 

Dr.  R.  Gordon  Douglas,  Jr.,  and 
associates  at  Baylor  University  Col- 
lege of  Medicine  studied  49  healthy 
volunteers  who  were  free  of  serum- 
neutralizing antibody  to  rhinovirus 
Type  15,  a virus  frequently  isolated 
from  adults  with  colds.  All  volun- 
teers were  inmates  in  Texas  prisons. 
Some  volunteers  were  exposed  to  a 
chilly  environment  but  not  to  the 
virus;  others  were  exposed  to  the 
virus  and  not  to  cold;  and  still  oth- 
ers were  exposed  to  both  cold  and 
virus.  Only  the  men  exposed  to  the 
virus  caught  colds,  and  chilling  the 
inoculated  men  produced  no  signifi- 
cant change  in  their  illnesses. 

Natural  conditions  of  chilling  were 
simulated  by  dressing  five  of  the  vol- 
unteers in  light  cotton  shorts  and 
putting  them  in  a room  with  tem- 
perature of  4 C.  and  relative  humid- 
ity of  50%.  Three  days  later  the 
same  men  were  submerged  to  the 
neck  in  a Hubbard  tank  at  32  C. 
The  volunteers  found  the  water  com- 
fortable, did  not  shiver,  and  did  not 
contract  the  virus. 

The  other  44  volunteers  were  in- 
oculated with  rhinovirus  Type  15  by 
aerosol  or  nose  drops.  A control 
group  of  17  had  no  exposure  to 
cold,  and  27  men  were  exposed  to 
a cold  room  or  cool  bath.  Exposure 
to  cold  did  not  alter  symptoms  sig- 
nificantly except  to  cause  neutro- 
phil count  to  fall  instead  of  produc- 
ing the  usual  increase  after  inocula- 
tion with  rhinovirus.  The  investiga- 
tors suggest  that  since  neutrophil 
response  could  be  abolished  with 
illness  remaining  unchanged  may 
mean  that  the  stimulus  to  neutro 
philia  is  not  the  same  as  the  factors 
that  produce  illness. 

If  exposure  to  cold  neither  brings 
on  nor  worsens  the  rhinovirus  com- 
mon cold,  why  are  colds  so  much 
more  prevalent  in  winter?  The  Hous- 
ton researchers  suggest  that  the  sig- 
nificant factor  may  be  closed  win- 
dows and  doors  that  allow  viruses 
to  survive  within  a room.  Also,  peo- 
ple tend  to  crowd  indoors  in  winter 
leading  to  increased  opportunity  for 
exposure  to  virus.  And  also,  humid- 
ity, not  just  temperature,  may  be  a 


significant  factor  in  causing  or  pro- 
longing colds. 

Complete  research  findings  of  this 
study  are  reported  in  the  Oct.  3, 
1968,  issue  of  the  New  Eagland 
Journal  of  Medicine. 


AMA  Department  Aids 
Lay  Writers,  Editors 

Most  authors  of  consumer  maga- 
zine articles  on  medicine  and  health 
get  the  information  for  their  stories 
from  the  American  Medical  Associa- 
tion’s Magazine  Relations  Depart- 
ment. 

This  department,  one  of  10  in 
AMA’s  Communications  Division, 
provides  two  services  to  magazine 
editors,  writers,  and  free-lancers: 
(1)  research  materials  from  AMA's 
Archive-Library  on  any  subject  per- 
taining to  health,  medicine,  the  med- 
ical profession,  or  the  AMA;  and  (2) 
manuscript  reading  for  medical  ac- 
curacy. 

During  1967,  more  than  1,100 
medical  articles  appeared  in  the  na- 
tion's consumer  magazines.  The 
Magazine  Relations  Department  re- 
sponded to  818  requests  for  re- 
search materials  and  reviewed,  be- 
fore publication,  237  manuscripts. 
Not  all  magazines  use  AMA  services, 
but  the  number  that  do  is  increas- 
ing each  year. 

Of  the  1,100  articles,  only  11 
were  considered  “bad”  when  judged 
on  research,  writing,  accuracy,  and 
objectivity.  Another  12,  in  the  opin- 
ion of  AMA,  did  not  contribute  to  a 
better  public  understanding  of  medi- 
cine and  health.  But  nearly  99%  of 
all  the  articles  were  considered  ex- 
cellent or  good. 

Most  of  the  major  magazines  now 
use  this  service.  In  addition  to  the 
research  and  manuscripts  reading 
services,  the  department’s  director, 
secretary,  and  part-time  physician 
consultant  handle  hundreds  of  tele- 
phone calls  a year  from  editors  and 
writers.  Several  times  a year  the  de- 
partment director  visits  editors  and 
writers.  Fifty  interviews  also  were  ar- 
ranged last  year  with  AMA  officers 
and  other  physicians. 

Magazine  Relations  Department 
also  writes  a monthly  health  col- 
umn, “For  Your  Health’s  Sake”  for 
1,100  house  organs  and  company 
publications.  Health  articles  pre- 
pared in  cooperation  with  the  Coun- 
cil on  Rural  Health  are  mailed 
monthly  to  more  than  450  farm  and 
rural  publications. 


Under-65  Insurance: 
Texas  74%  Covered 

A majority  of  the  people  below  re- 
tirement age  in  a majority  of  the 
United  States  own  private  health  in 
surance  protection,  the  Health  In- 
surance Institute  has  reported.  Tex- 
as has  74%  of  its  under-S5  popula- 
tion covered  as  compared  with  a 
national  average  of  87%. 

Figures  show  that  in  42  of  the  50 
states  and  the  District  of  Columbia, 
7 out  of  10  people  under  65  owned 
private  health  insurance  at  the  be- 
ginning of  1968.  In  15  of  those 
states  between  80  and  90%  of 
those  under  65  had  private  health 
insurance:  and  in  12  states  and 
the  District  of  Columbia  the  pro- 
portion protected  was  90%  or  high- 
er. In  14  states  between  70  and 
80%  were  protected,  while  in  the 
remaining  9 states,  the  proportion 
with  health  insurance  was  between 
50  and  70%. 

The  Institute’s  report  was  based 
on  the  Health  Insurance  Council’s 
22nd  annual  survey  of  the  extent  of 
voluntary  health  insurance  in  the 
US.  Insurance  companies,  govern- 
ment •'agencies,  and  published  Blue 
Cross-Blue  Shield  reports,  were 
sources  for  the  statistics.  The  fig- 
ures are  based  on  a count  of  those 
Americans  working  in  a state  but 
not  necessarily  living  in  it. 

Percentages  of  the  under-65  pop- 
ulation covered  by  private  health  in- 
surance within  geographic  divisions 
of  the  United  States,  each  of  which 
recorded  gains  over  the  previous 
year,  are 

Middle  Atlantic  (New  York,  New 
Jersey,  and  Pennsylvania),  98%; 

East  North  Central  (Ohio,  Indiana, 
Illinois,  Michigan,  Wisconsin),  96%; 

New  England  (Maine,  New  Ham- 
shire,  Vermont,  Massachusetts, 
Rhode  Island,  and  Connecticut), 
95%: 

West  North  Central  (Minnesota, 
Iowa,  Missouri,  North  Dakota,  South 
Dakota,  Nebraska,  Kansas),  88%; 

Pacific  (Washington,  Oregon,  Cali- 
fornia, Alaska,  Hawaii),  83%; 

South  Atlantic  (Delaware,  Mary- 
land, Virginia,  West  Virginia,  North 
Carolina,  South  Carolina,  Georgia, 
Florida,  the  District  of  Columbia), 
81%: 

East  South  Central  (Kentucky, 
Tennessee,  Alabama,  and  Mississip- 
pi), 74%; 

West  South  Central  (Arkansas, 
Louisiana,  Oklahoma,  and  Texas), 
74%;  and 

Mountain  (Montana,  Idaho,  Wyo- 
ming, Colorado,  New  Mexico,  Ari- 
zona, Utah,  Nevada),  70%. 
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DIA  -QUEL  actually  tastes  good 

DIA-quel  contains  the  only  therapeutically  active  ingredient  of  paregoric- 
tincture  of  opium.  This  has  been  combined  with  homatropine  methylbromide  and 
pectin  to  make  a sensible  antidiarrheal  formula. 

By  leaving  out  paregoric’s  outdated  preservative— bitter-tasting  camphor— we’ve 
produced  an  antidiarrheal  that  is  good-tasting,  as  well  as  effeetive  and 
prompt-acting  in  acute,  nonspecific  diarrheas  and  their  accompanying  “cramps.” 
It  is  DIA-quel,  a clear,  red  liquid  with  a pleasant  cherry  flavor. 


Each  teaspoonful  (5  ml.)  of  DIA-quel  Liquid  contains: 

Tincture  of  Opium . . . 0.03  ml.— Equivalent  to  0.75  ml.  of  paregoric. 

(Warning:  May  be  habit  forming) 

To  reduce  hypermotility  and  frequency. 

Homatropine  Methylbromide...  0.15  mg. 

A safe  dose  for  mild  spasmolysis  to  curb  cramping  and  griping. 

Pectin ...  24.  mg. 

Demulcent,  adsorbent.  Helps  form  stools. 

Alcohol  10%  by  volume. 


In  case  you’re  curious,  back  in  the  1700’s  paregoric  was 
being  used  for  diarrhea,  but  since  the  state  of  the  pharma- 
ceutical art  was  extremely  primitive,  fungus  growth  in 
the  medication  was  a problem.  Bitter-tasting  camphor 
was  added  to  prevent  such  growth  and  anise  oil  was 
added  in  an  attempt  to  cover  up  the  camphor  taste. 
DIA-quel  Liquid  is  a modern  formulation  that  does  not 
contain  either  of  these  outdated  ingredients. 

Caution:  With  use  of  DIA-quel  Liquid  observe  the  usual 
precautions  associated  with  opium  derivatives  and  anti- 
cholinergics. 

Dosage:  Usual  adult  dosage:  1 or  2 tablespoonfuls  (15 
or  30  ml.)  t.i.d.  or  q.i.d.  Usual  children’s  dosage  (Clark’s 
rule):  Vi  to  2 teaspoonfuls  (2.5  to  10  ml.)  t.i.d.  or  q.i.d. 

How  Supplied:  In  4 fl.  oz.  (118  ml.)  band-sealed  bottles. 


DIA-quel  is  a Federally  exempt  narcotic  (Class  X)  prep- 
aration. Where  state  law  permits,  no  prescription  is 
necessary. 

For  a complimentary  sample  of  DIA-quel,  simply  mail 
your  request  to  us  on  a signed  prescription  blank. 

DIA  -QUELuou. 


INTERNATIONAL  PHARMACEUTICAL  CORE 
Warrington,  Pennsylvania  18976 
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Construction  To  Begin 
At  UT  Southwestern 

The  expansion  program  of  The 
University  of  Texas  Southwestern 
Medical  School  at  Dallas  will  get 
under  way  this  winter  with  begin- 
ning construction  on  the  new  $4,- 
864,000  McDermott  Basic  Sciences 
Research  Center,  Dr.  Charles  C. 
Sprague,  dean,  has  announced. 

The  new  building  will  house  the 
research  programs  of  Southwestern’s 
Departments  of  Anatomy,  Physiol- 
ogy, Biochemistry,  Pharmacology. 

Architectural  plans  have  been 
completed  and  bids  will  be  sought 
shortly.  Dr.  Sprague  said.  Architect 
is  George  L.  Dahl.  The  McDermott 
Bldg,  will  be  financed  by  a gift  from 
Mr.  and  Mrs.  Eugene  McDermott  of 
Dallas,  supplemented  by  federal  and 
state  funds. 

The  building,  of  modern  concrete 
design,  will  be  erected  immediately 
west  of  the  present  school  buildings 
at  5323  Harry  Hines  Blvd.,  adjoining 
Parkland  Memorial  Hospital. 

Planning  already  has  begun  on 
several  additional  buildings  to  be 
erected  within  the  next  four  years. 
These  will  include  the  Florence  Bio- 
information  Center,  new  administra- 
tion quarters,  a teaching  and  class- 
rooms building,  cafeteria  and  fac- 
ulty lounge,  and  an  auditorium. 

Total  cost  of  these  additional 
structures  is  estimated  at  more  than 
$17,000,000.  The  Florence  Founda- 
tion already  has  provided  $1,000,- 
000  toward  the  costs  of  the  new  in- 
formation center.  It  will  house  the 
computer  operations,  library  and 
audio-visual  programs  of  the  school. 

An  immediate  project,  due  for 
completion  in  1969,  is  an  addition 
to  the  present  Cary  Building,  to 
provide  temporary  housing  for  the 
computer  center  pending  completion 
of  the  Florence  Building.  Also  due 
in  1969  is  an  addition  to  the  Physi- 
cal Plant  Building  that  will  provide 
administrative  office  space,  pending 
completion  of  the  new  administra- 
tion building. 

Meanwhile,  planning  is  proceeding 
for  still  more  new  buildings  on  the 
Dallas  campus,  as  a part  of  the  long- 
range  program  to  expand  South- 
western into  a life  sciences  center, 
training  students  in  many  allied 
health  sciences  and  in  medicine. 

“Flexibility  is  the  keynote  in  the 
design  of  the  McDermott  Building,” 
Dr.  Sprague  declared. 

“Utilities  and  other  permanent  in- 
stallations will  be  housed  in  a cen- 
tral core  unit,  leaving  the  bulk  of 
the  floor  space  readily  adaptable  to 
changing  research  needs.  Interior 


Construction  will  begin  soon  on  the  new  $4,864,000  McDermott  Basic  Sciences 
Research  Center  at  The  University  of  Texas  Southwestern  Medical  School  at  Dallas 
which  will  house  the  research  programs  of  Southwestern’s  Departments  of  Anat- 
omy, Physiology,  Biochemistry,  and  Pharmacology.  The  building,  which  will  resemble 
the  artist's  conception  above,  will  be  erected  on  the  campus  immediately  west  of 
the  school’s  present  buildings.  This  is  the  first  of  a series  of  new  structures  to 
be  erected  in  the  next  few  years  as  a part  of  Southwestern’s  development  into  a 
life  sciences  center. 


walls  will  be  so  designed  that  they 
can  be  rearranged  as  the  need  for 
space  for  scientific  projects  expands 
or  contracts  in  the  future.” 

The  building  is  a large,  functional 
workshop  in  which  a wide  variety  of 
studies  into  many  aspects  of  these 
important  basic  life  sciences  will  be 
carried  out,  the  dean  said. 

A feature  of  the  building  will  be 
the  hexagonal  utility  core  at  the 
southwest  corner.  The  core  will 
house  elevators,  rest  rooms,  offices 
for  department  heads,  and  animal 
holding  units.  By  centering  most  of 
the  basic  utility  functions  in  the 
core,  maximum  flexibility  is  retained 
for  laboratories  and  offices  as  need- 
ed. 

Each  of  the  four  main  levels  will 
contain  an  8-foot-wide  utility  corri- 
dor down  the  center  of  the  building. 
This  corridor  will  house  plumbing, 
drains,  electrical  wiring  and  other 
basic  needs  of  research  project  lab- 
oratory functions. 

A listing  of  the  research  areas  to 
be  included  in  the  new  structure 
provides  a brief  picture  of  the  widely 
varied  types  of  investigations  that 
will  be  made  possible  or  enhanced 
by  the  McDermott  Building,  Dr. 
Sprague  pointed  out. 

1.  In  the  Anatomy  Department, 
the  research  areas  will  include  gen- 
eral anatomy,  electrophysiology,  au- 
tonomic neurophysiology,  histology, 
histochemistry,  electromyography, 
fluorescence  and  electron  micro- 
scopy, neuroanatomy,  tissue  culture 
and  cytology,  embryology,  genetics, 
and  electron  microscopy. 

2.  Research  in  the  Biochemistry 
Department  will  seek  knowledge  in 
mechanism  of  lipid  absorption,  ge- 
netic biochemistry,  lipid  metabolism. 


amino  acid  biochemistry,  endocrin- 
ology, natural  product  chemistry, 
immunochemistry,  metabolism,  mi- 
crobiology, basic  enzymology,  or- 
ganic biochemistry,  physical  bio- 
chemistry, chemistry,  enzymology, 
protein  chemistry,  and  physical 
properties  of  proteins. 

3.  The  Department  of  Physiology 
will  include  research  in  neuroendo- 
crinology, regulation  of  ACTH  secre- 
tion, sodium  transport,  physiology 
of  cardiac  muscle,  regulation  of 
peripheral  circulation,  hormonal  and 
drug  effects  on  the  gastrointestinal 
tract,  tissue  red  cell  and  plasma 
volumes,  neurophysiology,  respira- 
tion, and  control  systems,  cell,  and 
muscle  physiology. 

4.  And  The  Pharmacology  Depart- 
ment quarters  house  studies  in  im- 
munopharmacology,  drug  effects  on 
mast  cells,  polypeptide  pharmacol- 
ogy, endocrine  pharmacology,  clini- 
cal pharmacology,  neuropharmacol- 
ogy, cardiovascular  pharmacology, 
biochemical  pharmacology,  and  drug 
metabolism  and  toxicology. 


Clinic 


102 


TEXAS  MEDICINE 


GENERAL  NEWS 


Speed  Listening  Method 
Developed  To  Aid  Blind 

Just  as  proponents  of  speed 
reading  claim  that  increased  com- 
prehension and  longer  retention  are 
the  results  of  more  efficient  and 
faster  reading,  a Michigan  doctor 
has  developed  a technique  of  speed 
listening  to  cut  listening  time,  in- 
crease comprehension,  and  promote 
longer  retention,  reports  Today’s 
Health,  November,  1968,  issue. 

Designed  primarily  as  an  educa- 
tional aid  to  the  blind,  the  speed 
listening  technique  uses  mechanical 
means  to  compress  recorded  speech 
and  reduce  listening  time  by  more 
than  half.  Normal  rate  of  speech  is 
150  words  per  minute.  By  eliminat- 
ing spaces  for  pauses  and  shorten- 
ing the  time  needed  to  make  vowel 
sounds,  the  rate  of  speech  delivery 
can  be  speeded  to  350  words  per 
minute. 

Dr.  Sally  R.  McCracken,  speech 
instructor  at  Wayne  State  University 
in  Detroit,  says  that  the  compressed 
speech  may  sound  somewhat  jum- 
bled when  first  heard,  but  the  listen- 
er becomes  adjusted  and  the  extra 
concentration  required  actually  in- 
creases comprehension  and  encour- 
ages longer  retention. 

The  process  of  compressed 
speech  was  developed  several  years 
ago  by  scientists  working  independ- 
ently in  Germany  and  the  United 
States. 


Philadelphia  Professor 
To  Visit  Southwestern 

Dr.  Sol  Sherry,  specialist  in  cancer 
and  hematology,  will  be  the  Gifford- 
Hill  Visiting  Professor  at  The  Uni- 
versity of  Texas  Southwestern  Medi- 
cal School  at  Dallas  Feb.  23  28.  Dr. 
Sherry  is  chairman  of  the  Depart- 
ment of  Medicine  at  Temple  Univer- 
sity School  of  Medicine  in  Philadel- 
phia. 

“The  Gifford-Hill  Lectureship  has 
come  to  be  looked  upon  by  students 
and  faculty  alike  as  one  of  the  high- 
lights of  the  academic  year  at  South- 
western,” Dr.  Donald  W.  Seldin, 
chairman  of  Southwestern’s  Depart- 
ment of  Internal  Medicine,  said.  The 
lectureship  is  made  possible  by  a 
grant  established  by  the  Gifford-Hill 
companies.  An  outstanding  physi- 
cian who  is  interested  in  some  as- 
pect of  the  broad  field  of  neoplasia 
is  invited  to  the  medical  school  each 
year.  He  conducts  ward  rounds  and 
seminars  with  students  and  staff 
and  consults  with  faculty  members 


on  their  research  projects  in  his 
field  of  interest. 

Dr.  Sherry’s  principal  lecture  in 
Dallas  will  be  presented  Feb.  27  on 
“Recent  Developments  in  Antithrom- 
botic Therapy.” 

Dr.  Sherry  has  received  world  rec- 
ognition and  many  honors  for  his 
work  in  thrombosis.  He  is  chairman 
of  the  American  Medical  Association 
council  on  drugs;  chairman  of  the 
National  Institutes  of  Health  com- 
mittee on  thrombosis;  chairman  of 
the  National  Academy  of  Sciences- 
National  Research  Council  task 
force  on  intravascular  thrombosis; 
and  chairman  of  the  International 
Committee  on  Haemostasis  and 
Thrombosis  subcommittee  on  fibrin- 
olysis. 

Blue  Cross  Releases 
Medicare  Cost  Figures 

Whereas  regular  claims  of  Blue 
Cross/Blue  Shield  of  Texas  required 
24  years,  3 months,  and  21  days  to 
reach  the  $500,000,000  mark.  Medi- 
care costs  reached  this  figure  in  two 
years,  five  months,  and  30  days,  ac- 
cording to  figures  compiled  by  the 
Texas  group. 

Blue  Cross/Blue  Shield  began  op- 
erations on  July  1,  1969;  and  pay- 
ments of  claims  totalled  $500,000,- 
000  at  4:10  p.m.,  Oct.  22,  1963. 
Medicare  went  into  effect  on  July  1, 
1966;  and  payments  of  Medicare 
claims  reached  $500,000,000  at 
10;24  a.m.,  Dec.  30,  1968. 

Cost  of  Medicare  can  be  broken 
down  into  specific  expenditures. 
Since  its  inception.  Medicare,  Part 
A,  payments  have  been  for  the  fol- 
lowing claims;  in-patient  hospital 
care,  $293,178,136;  out-patient  hos- 
pital care,  $2,449,122;  extended 
care  facilities,  $6,031,220;  home 
health  care,  $2,331,050;  adminis- 
trative expense,  $5,207,333.  Under 
Medicare  Part  B,  payments  were 
made  for  professional  and  other 
services,  $125,811,276;  and  admin- 
istrative expense,  $9,759,654. 

The  payments  under  Medicare, 
Part  A,  represent  816,320  cases  with 
an  average  length  of  stay  in  hospi- 
tal, 11.8  days;  average  charge  per 
case,  $548.84;  average  payment  per 
case,  $435.74;  average  in-patient 
claims  per  day,  1,504;  average  all 
Part  A claims  per  day,  2,463;  and 
ratio  of  expense  to  benefits,  1.61%. 

Part  B Medicare  payments  repre- 
sent 3,548,660  claims  processed; 
2,339,161  cases  paid;  9,505  average 
claims  per  day  (for  the  past  12 
months),  and  a ratio  of  expense  to 
benefits  7.76%. 


ACS  To  Administer 
Transplant  Register 

The  American  College  of  Sur 
geons  has  been  requested  by  the 
National  Institutes  of  Health  (NIH) 
to  establish  and  administer  a reg- 
istry of  human  transplantation  cases 
performed  in  the  United  States,  ac- 
cording to  the  college’s  December, 
1968,  issue  of  “Newsletter.”  Pend- 
ing the  outcome  of  negotiations  now 
being  conducted  between  the  college 
and  federal  agencies,  the  registry 
may  also  include  transplantations 
performed  abroad. 

The  registry  will  be  housed  at 
college  headquarters  and  be  super- 
vised by  a transplant  coordinator. 
Organs  to  be  included  are  the  heart, 
liver,  lungs,  spleen,  pancreas,  thy- 
mus, gonads,  and  bone  marrow.  Kid- 
ney transplants  will  not  be  included 
because  an  effective  kidney  trans- 
plant registry  already  exists. 

Broad  objectives  of  the  transplan- 
tation registry  are  (1)  to  provide  a 
firm,  reliable  mechanism  for  record- 
ing biologic  information  on  trans- 
plantations already  performed;  (2) 
to  share  rapidly  accumulating  trans- 
plant data  on  a worldwide  basis;  (3) 
to  avoid  widespread  repetition  of  in- 
dividual misadventures;  and  (4)  to 
point  out  favorable  avenues  for  fur- 
ther investigation. 

The  board  of  regents  of  the  col- 
lege has  appointed  an  ad  hoc  com- 
mittee to  assist  the  college  and  NIH 
in  the  development  of  the  registry. 

AMA  Newsletter  Gives 
Mental  Health  Reports 

September  marked  the  introduc- 
tion of  the  American  Medical  Asso- 
ciation Mental  Health  Newsletter.  As 
stated  in  the  first  issue,  the  news- 
letter is  intended  to  act  as  a “bridge 
between  (1)  the  Department  of  Men- 
tal Health,  the  Council  on  Mental 
Health,  and  the  Committee  on  Alco- 
holism and  Drug  Dependence  of  the 
AMA  and  (2)  members  of  commit- 
tees in  state  medical  societies  which 
are  concerned  with  mental  health, 
alcoholism  and  drug  abuse.” 

Mental  health  committees  of  state 
medical  societies,  committees  on 
alcoholism  and  drug  abuse,  com- 
missioners in  the  mental  health 
field,  will  receive  new  issues  as  they 
are  developed.  Anyone  else  express- 
ing interest  in  this  subject  and  wish- 
ing to  be  added  to  the  mailing  list 
should  contact  the  Department  of 
Mental  Health,  American  Medical  As- 
sociation, 535  N.  Dearborn  St.,  Chi- 
cago 60610. 
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Dr.  John  P.  McGovern  of  Houston 
was  one  of  six  physicians  to  be 
awarded  the  gold  medal  of  the  Inter- 
national Congress  of  Pediatrics  at 
the  second  international  symposium 
on  pediatric  allergy  Nov.  30-Dec.  1, 
1968,  in  Mexico  City.  The  award  is 
given  every  three  years  for  “meri- 
torious and  outstanding  contribu- 
tions to  the  field  of  pediatric  aller- 
gy.” Dr.  McGovern,  professor  of  al- 
lergy at  The  University  of  Texas 
Graduate  School  of  Biomedical  Sci- 
ences and  clinical  associate  profes- 
sor of  pediatrics  and  microbiology 
at  Baylor  University  College  of  Medi- 
cine, is  president  of  the  American 
College  of  Allergists.  Four  award  re- 
cipients were  from  the  United  States, 
one  from  Mexico,  and  one  from 
Japan. 

Dr.  Koshi  Maruyama,  assistant 
professor  of  virology  at  M.  D.  An- 
derson Hospital  and  Tumor  Institute, 
Houston,  has  received  a leukemia  re- 
search grant  of  $100,000  from  the 
Leukemia  Society  of  America,  Inc. 

The  first  recipient  of  the  Gimbel 
Faculty  Associate  Award  at  The  Uni- 
versity of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute  at 
Houston  is  Dr.  Douglas  E.  Johnson. 

Dr.  Wendell  H.  Hamrick  of  Hous- 
ton has  been  named  by  Gov.  John 
Connally  to  the  Texas  Air  Control 
Board.  Dr.  Hamrick  is  speaker  of 
the  Texas  Medical  Association  House 
of  Delegates. 

A 1968  recipient  of  the  outstand- 
ing alumnus  award  from  the  Univer- 
sity of  Houston  is  Dr.  John  McGiv- 
ney,  Galveston  surgeon  and  member 
of  the  University  of  Houston  class 
of  1929.  Dr.  McGivney  was  present- 
ed a plaque  symbolizing  the  award 
at  half  time  ceremonies  during  the 
University  of  Houston-University  of 
Tulsa  football  game  Nov.  23,  1968. 

Texas  State  Commissioner  of 
Health  Dr.  James  E.  Peavy  of  Austin 
took  over  as  president  of  the  Asso- 
ciation of  State  and  Territorial  Health 
Officers  at  the  association’s  Dec.  9- 
12,  1968,  meeting  in  Washington, 
D.C.  He  had  served  for  a year  as 
president-elect. 

Austin  obstetrician  and  gynecol- 
ogist, Dr.  Abe  G.  Rodriguez,  called 
to  active  duty  in  the  US  Navy,  was 
promoted  to  the  rank  of  commander 
in  October,  1968.  He  is  currently 
serving  on  the  staff  of  the  Depart- 
ment of  Obstetrics  and  Gynecology, 
US  Naval  Hospital  in  San  Diego, 
Calif. 


Dr.  Alfred  R.  Stumpe  of  San  An- 
tonio has  been  elected  president  of 
the  American  College  of  Preventive 
Medicine.  The  election  took  place  at 
the  college’s  annual  meeting  in  De- 
troit, Nov.  11-15,  1968. 

Dr.  Stephen  R.  Lewis  of  Galveston 
was  elected  vice-president  of  the 
American  Society  of  Plastic  and  Re- 
constructive Surgeons  at  the  soci- 
ety’s annual  meeting  Oct.  27-Nov.  1, 
1968,  in  New  Orleans. 

Dr.  Stanley  E.  Crawford  assumed 
chairmanship  of  the  Department  of 
Pediatrics  at  The  University  of  Texas 
Medical  School  at  San  Antonio  with 
the  beginning  of  the  current  term. 
Dr.  Crawford  was  formerly  associate 
professor  of  pediatrics  at  the  Uni- 
versity of  Tennessee  College  of  Med- 
icine in  Memphis.  He  is  vice-chair- 
man of  the  AMA  section  on  pediat- 
rics. 


POSTGRADUATE 

COURSES 


Pediatrics:  The  University  of  Texas 
Medical  Branch  at  Galveston  will 
hold  its  annual  postgraduate  course 
in  pediatrics,  March  13-14. 

The  course  will  emphasize  prac- 
tical pediatrics  and  will  cover  prob- 
lems in  pediatric  cardiology,  fluid 
balance,  metabolism,  ophthalmology, 
and  orthopedics. 

Guest  lecturers  will  be  Drs.  Jerold 
F.  Lucey,  Burlington,  Vt.,  professor 
of  pediatrics.  University  of  Vermont 
College  of  Medicine,  and  Dr.  W.  H. 
Missildine,  Columbus,  Ohio,  associ- 
ate professor  of  pediatrics  and  psy- 
chiatry, Ohio  State  University  Col- 
lege of  Medicine. 

Registration  fee  is  $25,  with  no 
charge  for  interns,  residents,  or  mil- 
itary physicians.  Write  Dr.  M.  M. 
Nichols,  chairman.  Pediatric  Post- 
graduate Committee,  The  University 
of  Texas  Medical  Branch,  Galveston 
77550,  for  further  information. 

Clinical  Disease:  The  American  Col- 
lege of  Physicians  will  sponsor  a 
four-day  meeting  on  Physiological 
Concepts  of  Clinical  Disease  at  The 
University  of  Texas  Southwestern 
Medical  School  in  Dallas  March  3-6. 

Dr.  Donald  W.  Seldin,  chairman 
of  the  Department  of  Internal  Medi- 
cine, is  course  director,  with  Dr. 
Marvin  D.  Siperstein,  professor  of 
internal  medicine,  as  co-director. 

Guest  faculty  will  include  Dr.  Ben- 
jamin Burrows,  head,  pulmonary 


section.  Department  of  Internal  Med- 
icine, The  University  of  Arizona  Col- 
lege of  Medicine,  Tucson;  Dr.  David 
M.  Kipnis,  director.  Clinical  Research 
Center,  Washington  University  School 
of  Medicine,  St.  Louis,  Mo.;  Dr.  John 
Ross,  Jr.,  professor  of  medicine. 
University  of  California,  San  Diego 
School  of  Medicine;  and  Dr.  William 
B.  Schwartz,  professor  of  medicine. 
Tufts  University  School  of  Medicine, 
Boston. 

In  addition  to  the  guest  faculty, 
25  members  of  the  Southwestern 
faculty  will  participate  on  the  pro- 
gram. All  sessions  will  be  held  in 
the  auditorium  of  Children’s  Medi- 
cal Center,  adjacent  to  the  medical 
school  and  to  Parkland  Memorial 
Hospital. 

The  course  will  be  offered  in  eight 
sessions  of  a half-day  each,  over  a 
period  of  four  days.  Enrollment  will 
be  limited  to  240.  Each  session  will 
include  several  lectures,  concluding 
with  a panel  discussion.  General 
topics  are  edema  and  hypertension; 
disorders  of  acid-base  balance;  dia- 
betes mellitus;  endocrine  disorders; 
liver  and  gastroenterology;  immuno- 
logic disease;  cardiovascular  dis- 
ease; and  pulmonary  disease. 

Address  registrations,  requests 
for  information  and  applications  to 
Dr.  Edward  C.  Rosenow,  Jr.,  Ameri- 
can College  of  Physicians,  4200 
Pine  St.,  Philadelphia  19104. 

Laboratory  Workshops:  A series  of 
spring  laboratory  workshops  will  be 
presented  by  the  Texas  State  De- 
partment of  Health  at  the  State 
Health  Department  Laboratories  in 
Austin.  The  workshops  are  designed 
for  workers  in  public  health,  hospi- 
tal, clinical,  and  other  medical  lab- 
oratories. Courses  will  accommodate 
4 to  12  students.  Attendance  to  all 
workshops  is  by  prior  registration. 

If  limitation  of  registration  to  one 
person  per  institution  or  laboratory 
becomes  necessary,  priority  will  be 
accorded  in  the  order  in  which  ap- 
plications are  received.  There  is  no 
registration  fee. 

Applications  and  information  re- 
quests should  be  addressed  to  Dr. 

J.  V.  Irons  (Sc.  D.),  Director  of  Lab- 
oratories, Texas  State  Department  of 
Health,  1100  W.  49th  St.,  Austin 
78756. 

Workshop  titles  and  dates  are 
public  health  and  medical  mycology, 
Feb.  3-6;  microtiter  serology,  Feb. 
12-14;  public  health  and  medical 
parasitology,  March  26-28;  tubercu- 
losis-mycobacteriology,  April  2-4;  in- 
troductory immunofluorescence.  May 
14-16;  and  public  health  and  medi- 
cal bacteriology,  June  9-13. 
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INTERNATIONAL  MEDICAL  ASSEMBLY 
OF  SOUTHWEST  TEXAS 

Eighteen  speakers,  skeet  and  tennis  events,  and  a post-conven- 
tion trip  to  Guadalajara  or  Puerto  Vallarta,  Mexico,  will  he 
among  highlights  of  the  International  Medical  Assembly  of 
Southwest  Texas  33rd  annual  meeting  Jan.  27-29  in  the  San 
Antonio  Convention  Center.  A full  program  for  physicians’ 
wives,  business  meeting  of  the  Fifth  District  Medical  Society, 
and  one-day  seminar  sponsored  by  the  San  Antonio  Society  of 
Ophthalmology  and  Otolaryngology  will  be  additional  features. 
Scheduled  speakers  and  their  topic  areas  are  anesthesiology.  Dr. 
Carl  E.  Wasmuth,  Cleveland,  Ohio;  dermatology.  Dr.  Thomas 
Butterworth,  Reading,  Pa.;  general  practice.  Dr.  Maynard  I. 
Shapiro,  Chicago;  internal  medicine,  Drs.  Alvin  Joseph  Cum- 
mins, Memphis,  Tenn.,  and  Edwin  J.  Huth,  Philadelphia;  neu- 
rosurgery, Dr.  Claude  Bertrand,  Montreal,  Quebec,  Canada; 
obstetrics  and  gynecology.  Dr.  William  J.  McGanity,  Galveston; 
ophthalmology.  Dr.  Thomas  P.  Kearns,  Rochester,  Minn.;  oto- 
laryngology, Dr.  William  G.  Hemenway,  Denver;  orthopedic 
surgery.  Dr.  Otto  E.  Aufranc,  Boston;  pathology.  Dr.  Oscar 
Auerbach,  East  Orange,  N.J.;  pediatrics.  Dr.  Robert  J.  Hag- 
gerty, Rochester,  N.Y.;  proctology.  Dr.  Fidel  Ruiz-Moreno,  Mex- 
ico City;  radiology.  Dr.  J.  A.  del  Regato,  Colorado  Springs, 
Colo.;  and  surgery,  Drs.  Alfonso  Topete,  Guadalajara,  Mexico, 
Cornelius  E.  Sedgwick,  Boston;  Dr.  J.  Bradley  Aust,  San  An- 
tonio, and  Lt.  Col.  Basil  Pruitt,  Ft.  Sam  Houston. 

Sid  Cockrell,  202  W.  French  PL,  San  Antonio  78212,  is  assembly 
executive  director. 

SCOTT  AND  WHITE  CONFERENCE 
IN  MEDICINE  AND  SURGERY 

The  17th  annual  meeting  of  the  Scott  and  White  Conference  in 
Medicine  and  Surgery  will  focus  on  the  symposium  theme, 
“Medical  Problems  in  the  Clinical  Practice  of  Geriatric  Medi- 
cine,” Feb.  14-15  at  the  Knights  of  Columbus  Hall  in  Temple 
and  at  Scott  and  White  Hospital.  Sessions  will  cover  the  medi- 
cal and  surgical  aspects  of  cardiovascular  diseases  in  the  aged, 
genitourinary  disease  in  the  aged,  management  of  arthritis  in 
elderly  patients,  and  management  of  patients  with  terminal 
carcinoma. 

Speakers,  all  of  Temple,  will  be  Drs.  D.  J.  Lynch,  R.  H.  Hay- 
ward, L.  R.  Carney,  R.  R.  Rynearson,  E.  0.  Bradfield,  W.  F. 
Baden,  A.  D.  Steele,  R.  A.  Murray,  J.  D.  Ibarra,  P.  M.  Kroening, 
R.  L.  Palmer,  and  R.  K.  Gaines. 

Dr.  N.  C.  Hightower,  is  director  of  the  Scott  and  White  Memor- 
ial Hospital  and  Scott,  Sherwood  and  Brindley  Foundation, 
Education  and  Research  Division,  Temple  76501. 

TEXAS  RADIOLOGICAL  SOCIETY 

San  Antonio  will  host  Texas  Radiological  Society  on  Jan.  24-25. 
Speakers  will  include  Dr.  Charles  E.  Shopfner,  Head,  Depart- 
ment of  Radiology,  The  Children’s  Mercy  Hospital,  Kansas  City, 
Mo.;  Dr.  Hillier  L.  Baker,  Jr.,  Mayo  Clinic,  Rochester,  Minn.; 
Dr.  Gordon  L.  Verity,  Radiological  Medical  Group,  San  Diego, 
Calif.;  and  Dr.  James  L.  Quinn,  III,  director.  Nuclear  Medicine, 
Chicago  Wesley  Memorial  Hospital,  Chicago. 

Subjects  to  be  covered  include  the  normal  urethrogram,  genitog- 
raphy in  intersexual  states,  ectopic  anus,  the  role  of  radiation 
therapy  in  management  of  adenocarcinoma  of  the  endometrium, 
radiation  myelopathy,  newer  aspects  of  lung  scanning,  and  dy- 
namic radionuclide  imaging. 

Dr.  Herman  C.  Sehested,  1550  W.  Rosedale,  Fort  Worth  76104, 
is  society  secretary. 


HIGHUGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS 

NORTH  TEXAS  PLANNING  COUNCIL 
FOR  HOSPITALS  AND  RELATED 
HEALTH  FACILITIES  will  focus  on  se1> 
tin^  priorities  for  health  services,  delivery 
of  comprehensive  health  services  by  health 
care  institutions,  and  the  comprehensive 
planning  process  at  a meeting  Jan.  22, 
1969,  at  the  Hacienda  Motor  Inn  in  Irving, 
Tex.  Principal  speakers  will  be  Dr.  Paul  J. 
Sanazaro  and  Edward  J.  Connors,  both  of 
the  National  Center  for  Health  Services 
Research  and  Development,  Department  of 
Health  Education  and  Welfare,  Bethesda, 
Md.  Speakers  who  will  present  model  plan- 
ning projects  are  Robert  W.  Decker  and 
Larry  Eason,  Child  Study  Center,  Fort 
Worth ; W.  Dewey  Presley  and  Boone  Pow- 
ell, Baylor  University  Medical  Center,  Dal- 
las ; and  Miss  Nelle  Johnston  and  Dr. 
Aram  Glorig,  Callier  Hearing  & Speech 
Center,  Dallas.  The  meeting  was  planned 
for  the  members  of  the  council,  adminis- 
trators of  health  organizations,  physicians, 
other  health  professionals,  and  interested 
citizens  in  Collin,  Dallas,  Denton,  Ellis, 
Johnson,  Kaufman,  Parker,  Rockwall,  Tar- 
rant and  Wise  counties  ; but  interested  per- 
sons outside  the  region  have  also  been  wel- 
comed. W.  E.  Arnold,  604  Avenue  H.  East, 
Arlington  76010,  is  council  executive  direc- 
tor. 

TEXAS  NURSING  HOME  ASSOCIATION 
will  present  an  Institute  on  Housekeeping, 
Jan.  19-22,  1969,  at  the  Inn  of  the  Six 
Flags,  Arlington,  Tex.  Subjects  to  be  dis- 
cussed will  include  the  team  approach  to 
nursing  home  housekeeping;  setting  up  the 
housekeeping  program  ; defining  housekeep- 
ing terms  and  functions  ; housekeeping  and 
accident  prevention  ; basic  floor  care  clean- 
ing program,  wall  care  procedures  ; clean- 
ing patient  rooms,  rest  rooms,  and  bathing 
facilities ; and  how  to  write  a procedure 
manual.  The  course  will  utilize  the  teaching 
methods  of  lectures,  chalk  talks,  panels, 
group  interaction,  films,  and  film  strips. 
John  M.  Crawford,  Jr.,  6225  US  Highway 
290  E.,  Austin  78723,  is  association  execu- 
tive director. 

THE  UNIVERSITY  OF  TEXAS  M.  D. 
ANDERSON  HOSPITAL  AND  TUMOR 
INSTITUTE  AT  HOUSTON  will  sponsor  a 
symposium,  “Anesthesia  for  the  Cancer 
Patient,”  Feb.  21-23.  Collaborating  insti- 
tutions are  Memorial  Sloan-Kettering  Can- 
cer Center  in  New  York  City  and  the  Tex- 
as Society  of  Anesthesiologists.  The  sym- 
posium, to  be  held  at  the  Shamrock  Hilton 
Hotel,  will  emphasize  preoperative,  intra- 
operative, and  postoperative  anesthetic  care 
of  patients  with  cancer.  Newer  drugs  and 
techniques  and  the  management  of  respira- 
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tory  and  circulatory  problems  of  major 
surKical  procedures  will  also  be  discussed. 
Speakers  will  include  Drs.  Arthur  I.  Hol- 
leb,  C.  Paul  Hoyan,  and  Rita  Jacobs,  all  of 
New  York  : Drs.  Leroy  VanDam  and  Henry 
K.  Reecher.  both  of  Hoston  : Dr.  A.  H. 
Giesecke,  Jr.,  of  Dallas:  and  Drs.  Walter 
Mannheimer,  James  M.  Fenstermacher, 
Charles  H.  Williams,  and  Dr.  Arthur 
Keats,  all  of  Houston.  Dr.  William  S.  Der- 
rick. The  University  of  Texas  M.  D.  An- 
derson Hospital  and  Tumor  Institute  at 
Houston.  Texas  Medical  Center,  Houston 
77025,  is  symposium  chairman. 

TEXAS  UROLOGICAL  SOCIETY  will  meet 
jointly  with  the  Louisiana  Urological  So- 
ciety Feb.  28-March  2 at  the  Royal  Coach 
Inn  in  Reaumont.  Speakers  and  topics  to 
be  presented  include  Dr.  John  P.  Smith, 
Columbus,  Ohio,  testicular  tumors  in  chil- 
dren, and  renal  trauma  in  children  : Dr. 
C.  J.  Robson,  Toronto,  Ontario,  Canada, 
radical  siirgei'y  in  hypernephroma,  and  ret- 
roperitoneal fibrosis ; Dr.  James  H.  De- 
Weerd,  Rochester,  Minn.,  combined  radio- 
therapy and  surgical  attempts  on  infiltrat- 
ing bladder  cancer,  and  systemic  manifes- 
tations of  hypernephroma;  and  Dr.  F. 
Rrantley  Scott,  Houston,  urodynamics  in 
children,  and  urinary  incontinence.  Four 
physicians,  Dr.  Russell  Scott  of  Houston. 
John  P.  Smith.  James  H.  DeWeerd,  and 
Jorgen  Schlegel  of  New  Orleans,  will  par- 
ticipate on  a panel  discussion,  “What’s 
New  in  Urology.”  Dr.  James  L.  Petry. 
3115  Procter  St.,  Port  Arthur  77640,  is 
society  secretary. 

AMERICAN  MEDICAL  ASSOCIATION 
council  on  medical  education,  will  pi*esent 
the  65th  Annual  Congress  on  Medical  Edu- 
cation Feb.  7-10  at  the  Palmer  House  in 
Chicago.  Rroad  topics  under  which  papers 
will  be  presented  include  the  continuum  of 
medical  care  and  education,  research  in 
medical  education  and  research  in  patient 
care  and  health  sei’vices,  the  patient’s  ad- 
vocate (who  speaks  for  the  patient),  legal 
conference  for  attorneys  representing  state 
medical  boards,  challenges  to  state  medical 
boards,  the  federation  licensing  examina- 
tion— an  analysis  of  the  first  year  and  pro- 
jections for  the  future,  the  foi’eign  gradu- 
ate, the  Negro  in  medicine,  the  medical 
curriculum  and  human  values,  osteopathy 
and  medicine,  education  of  the  health  team, 
and  new  approaches  to  health  manpower 
production.  Dr.  C.  H.  William  Ruhe,  535 
N.  Dearborn  St.,  Chicago  60610,  is  secre- 
tary, AMA  Council  on  Medical  Education. 
INTERNATIONAL  ACADEMY  OF  PROC- 
TOLOGY will  hold  its  21st  annual  congress 
and  teaching  seminar  Feb.  8-13  at  the  Hol- 
lywood Beach  Hotel  and  Country  Club, 
Hollywood,  Fla.  Activities  include  business 
sessions,  scientific  sessions,  and  convoca- 
tion of  the  International  Board  of  Proc- 
tology. Full  information  may  be  obtained 
hy  contacting  the  Executive  Office,  147-41 
Sanford  Ave.,  Flushing,  N.Y.  11355. 
AMERICAN  DIABETES  ASSOCIATION 
committee  on  Professional  Education  will 
present  Diabetes  in  Review:  Clinical  Con- 
ference 1969,  a postgraduate  course,  Jan. 
22-24,  at  the  Denver  Hilton.  The  course  is 
being  held  in  cooperation  with  the  Univer- 
sity of  Colorado  Medical  Center  and  the 
Colorado  Diabetes  Association.  A daily 
morning  and  an  afternoon  session,  panel 
discussions,  question  and  answer  periods, 
and  a round  table  luncheon  will  be  special 
course  features.  Subjects  to  be  covered  in- 
clude metabolic  effects  of  insulin,  diabetic 
acidosis,  management  of  juvenile  diabetes, 
renal  disease,  pregnancy  and  diabetes,  and 
diabetic  neuropathy.  Dr.  Holbrooke  S. 
Seltzer  of  Dallas  will  be  a program  parti- 
cipant. J.  Richard  Connelly,  18  E.  48th 
St.,  New  York  10017,  is  association  exec- 
utive director. 
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ALSO  IN  JANUARY 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, New  York  City,  Jan.  18-23,  1969.  John  K.  Hart, 
29  E.  Madison,  Chicago  60602,  Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  COLORADO  DIVI- 
SION, Third  Annual  Mid-winter  Cancer  Seminar,  Vail, 
Colo.,  Jan.  22-25,  1969.  h'.  Clifton  Schmidt,  1764  Gilpin 
St..  Denver  80218,  Exec.  Dir. 

■ FIFTH  DISTRICT  SOCIETY,  San  Antonio,  Jan.  29, 
1969.  Dr.  A.  F.  Clark,  Jr.,  3-F  Medical-Professional  Bldg., 
San  Antonio  78212,  Sec.-Treas. 

LAKELAND  GRADUATE  MEDICAL  ASSEMBLY,  Cy- 
press Gardens,  h7a..  Jan.  22-24,  1969.  Dr.  Frank  P. 

Murphy,  P.O.  815,  I.akeland,  Fla.  33802,  Scientific  Com- 
mittee Chaiimnan. 

NATIONAL  LEAGUE  FOR  NURSING,  New  York  City, 
Jan.  30-31,  1969.  Miss  L.  Ann  Conley,  10  Columhus  Cir., 
New  York  10019.  Pres. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  San  Antonio, 
Jan.  24-25,  1969.  Dr.  Herman  C.  Sehested,  1550  W.  Rose- 
dale,  Fort  Worth  76104,  Sec. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC.,  Hous- 
ton, Jan.  25-26,  1969.  Dr.  Jack  L.  Smith,  3155  Stagg  Dr., 
Beaumont  77701,  Sec.-Treas. 

ALSO  IN  FEBRUARY 

■ AMERICAN  COLLEGE  OF  PHYSICIANS  POST- 
GRADUATE COURSE.  Infectious  Disease-Antibiotics, 
Immunology  Organ  Transplantation,  and  Clinical  Virol- 
ogy, Houston.  Feb.  19-22,  1969.  Dr.  Edward  C.  Rosenow, 
Jr.,  4200  Pine  St..  Philadelphia  19104,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  RADIOLOGY,  Atlanta,  Ga., 
Feb.  18-22,  1969.  William  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS 
AND  COLLEGE  OP  AMERICAN  PATHOLOGISTS.  Los 
Angeles,  Feb.  23-28,  1969.  Dr.  William  D.  Dolan,  5129  N. 
16th  St..  Arlington,  Va.  22205,  Sec.-Treas. 

SOCIETY  OF  AESTHETIC  SURGEONS,  Miami,  Fla.  4-5, 
1969.  Dr.  Simon  Fredricks,  1103  Medical  Towers,  Houston, 
77025,  Sec. 

■ BAYLOR  UNIVERSITY  COLLEGE  OF  MEDICINE, 

postgraduate  course.  Advances  in  Infectious  Disease  and 
Immunology,  Houston,  Feb.  19-22,  1969.  Dr.  Vernon 

Knight,  Baylor  University  College  of  Medicine,  Houston 
77025,  Dir. 

■ SOUTHWESTERN  MEDICAL  ASSOCIATION,  El 
Paso,  February,  1970.  Bob  Reid,  723  Mills  Bldg.,  El  Paso 
79901,  Exec.  Sec. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, Dallas,  February,  1969.  Dr.  R.  E.  Johnson,  Box 
4905,  Midland  79702,  Sec.-Treas. 

■ TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Dallas. 
Feb.  23-26,  1969.  Joseph  N.  Murphy,  Jr.,  Box  5192,  Aus- 
tin 78703,  Sec.-Treas. 

THIRD  BIENNIAL  SEMINAR  ON  PREMATURITY, 
Phoenix,  Ariz.,  Feb.  22-23,  1969.  Dr.  Frederic  W.  Baum, 
Room  617  Goodrich  Bldg.,  14  N.  Central  Ave.,  Phoenix, 
Ariz.  85004,  Information  Officer. 
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MARCH 

AMERICAN  ACADEMY  OF  ALLERGY,  Bal  Harbour. 
Fla.,  March  15-19,  1969.  Dr.  Paul  P.  VanArsdel,  Jr.,  Uni- 
versity of  Washington  School  of  Medicine,  Seattle  98105, 
Sec. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, San  Francisco,  March  31-April  2.  1969,  Dr.  Thom- 
as B.  Ferguson,  Suite  311,  7710  Carondelet  Ave.,  St. 
Louis  63105,  Sec. 

■ AMERICAN  COLLEGE  OF  PHYSICIANS  POST- 
GRADUATE COURSE,  Physiological  Concepts  of  Clinical 
Disease,  Dallas,  March  3-6,  1969.  Dr.  Edward  C.  Rosenow, 
Jr.,  4200  Pine  St.,  Philadelphia  19104,  Exec.  Dir. 

■ AMERICAN  ELECTROENCEPHALOGRAPHIC  SO- 
CIETY, postgraduate  course,  Current  Problems  in  Elec- 
tx'oencephalography : Advances  Toward  Their  Solution, 
Houston,  March  12-15,  1969.  Dr.  Peter  Kellaway,  Baylor 
University  College  of  Medicine,  Texas  Medical  Center, 
Houston  77025,  Information  Officer. 

AMERICAN  MEDICAL  ASSOCIATION  22ND  NATION- 
AL CONFERENCE  ON  RURAL  HEALTH,  Philadelphia, 
March  21-22,  1969.  Dr.  Bond  L.  Bible  (Ph.D.),  535  N. 
Dearborn  St.,  Chicago  60610,  Sec.,  AMA  Council  on 
Rural  Health. 

AMERICAN  MEDICAL  ASSOCIATION  THIRD  NA- 
TIONAL CONGRESS  ON  THE  SOCIO-ECONOMICS  OF 
HEALTH  CARE,  Chicago,  March  28-29,  1969.  Dr.  Charles 
L.  Hudson.  535  N.  Dearborn  St.,  Chicago  60610,  Dir., 
AMA  Division  of  Health  Service. 

■ ASSOCIATION  FOR  CHILDREN  WITH  LEARNING 
DISABILITIES,  Fort  Worth.  March  6-8,  1969.  Joseph  B. 
Hall,  P.O.  Box  8456,  Fort  Worth  76112,  Convention  Chair- 
man. 

■ CHILDREN’S  HOSPITAL  FOUNDATION.  San  An- 
tonio, March  22-23,  1969.  Dr.  Leo  J.  Geppert,  519  W. 
Houston  St.,  San  Antonio  78207,  Chief.  Pediatrics  Service. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY.  Dallas. 
March  17-19,  1969.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75301,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  10-13,  1969.  Mrs.  Irma  B.  Sher- 
wood, 1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD  BANKS. 
New  Orleans,  March  20-22,  1969.  Mrs.  Elsie  Howard, 
2109  Commerce  St.,  Dallas  75201,  Exec.  Sec. 

■ SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDI- 
CINE, San  Antonio,  March  7-9,  1969.  Dr.  Herbert  C. 
Allen,  Jr.,  100  Hermann  Professional  Bldg.,  Houston 
77025,  Sec. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & 
GYNECOLOGISTS.  San  Antonio,  March  7-8,  1969.  Dr. 
J.  L.  Jinkins,  Jr.,  Suite  921,  200  North  Blvd.,  Galveston 
77550,  Sec.-Treas. 

■ TEXAS  MEDICAL  ASSOCIATION  and  TEXAS  NURS- 
ES ASSOCIATION,  Third  Conference  of  Physicians  and 
Nurses,  Salado,  Tex.,  March  29-30,  1969.  Mrs.  Idllian  E. 
Taubert,  R.N.,  434  S.  Main,  Suite  205,  San  Antonio 
78204,  Exec.  Dir.,  Texas  Nurses  Association. 


■ TEXAS  NURSING  HOME  ASSOCIATION.  Spring 
Meeting.  Austin,  March  23-25,  1969.  John  M.  Crawford, 
Jr.,  6225  US  Highway  290  E..  Austin  78723,  Exec.  Dir. 

■ THE  UNIVERSITY  OF  TEXAS  M.  D.  ANDERSON 
HOSPITAL  AND  TUMOR  INSTITUTE  AT  HOUSTON 
Symposium  on  Fundamental  Cancer  Research,  “Genetic 
Concepts  and  Neoplasia,”  Houston,  March  5-7,  1969.  Dr. 
David  E.  Anderson  (Ph.D.),  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor  Institute  at  Hous- 
ton, Texas  Medical  Center,  Houston  77025,  is  symposium 
chairman. 

■ THE  UNIVERSITY  OF  TEXAS  SOUTHWESTERN 
MEDICAL  SCHOOL,  postgraduate  course,  Psychological 
Concepts  of  Clinical  Disease,  Dallas,  March  3-6,  1969.  Dr. 
Donald  W.  Seldin,  The  University  of  Texas  Southwestern 
Medical  School  75235,  Dir. 


APRIL 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Boston,  Ap- 
ril 21-23,  1969.  Dr.  Robert  G.  Frazier,  1801  Hinman  Ave., 
Evanston,  111.  60204,  Exec.  Dir. 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  Chicago,  April  24-26,  1969. 
Creston  C.  Herold,  30  N.  Michigan  Ave.,  Chicago  60602, 
Exec.  Dir. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Bal  Harbour,  Fla.,  April  28-May  1, 
1969.  American  College  of  Obstetricians  and  Gynecolo- 
gists, Meeting  Services  Department,  79  W.  Monroe,  Chi- 
cago 60603. 

■ AMERICAN  DERMATOLOGICAL  ASSOCIATION. 
Scottsdale,  Ariz.,  April  17-22,  1969.  Dr.  Barrett  Kennedy. 
1542  Tulane  Ave.,  New  Orleans,  La.  70112,  Sec. 

■ AMERICAN  INDUSTRIAL  HEALTH  CONFERENCE, 
Houston,  April  21-24,  1969.  American  Industrial  Health 
Conference,  55  E.  Washington  St.,  Chicago  60602. 

AMERICAN  PEDIATRIC  SOCIETY.  Atlantic  City,  N.J„ 
April  30-May  1,  1969.  Dr.  Charles  D.  Cook,  333  Cedar  St., 
New  Haven,  Conn.  06510,  Sec.-Treas. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  Chicago,  April  11-12,  1969.  Frank  K.  Wool- 
ley,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago  60601, 
Exec.  Dir. 

■ BAYLOR  UNIVERSITY  COLLEGE  OF  MEDICINE, 
postgraduate  course.  Surgical  Treatment  of  Vascular  Le- 
sions, Houston.  April  17-19,  1969.  Dr.  Michael  E.  De- 
Bakey,  Baylor  University  College  of  Medicine.  Texas  Med- 
ical Center,  Houston  77025,  Dir. 

■ EIGHTH  DISTRICT  MEDICAL  SOCIETY,  Bay  City. 
Tex.,  April.  1969.  Dr.  William  Nicholson,  304  W.  Broad, 
Freeport  77541,  Sec.-Treas. 

■ INDUSTRIAL  MEDICAL  ASSOCIATION.  Houston, 
April  21-24,  1969.  Howard  N.  Schulz,  55  E.  Washington 
St.,  Chicago,  111.  60602,  Exec.  Dir. 

■ ST.  LUKE’S  EPISCOPAL  HOSPITAL  and  BAYLOR 
UNIVERSITY  COLLEGE  OF  MEDICINE.  Fifth  Annual 
Orthopaedic  Symposium,  Houston,  April  17-19,  1969.  Dr. 
W.  Malcolm  Cranberry,  Kelsey-Seybold  Clinic,  6624  Fan- 
nin St.,  Houston  77025,  Section  of  Orthopedic  Surgery. 
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STUDENT  AMERICAN  MEDICAL  ASSOCIATION,  Chi- 
cago, April  30-May  4,  1969.  Russell  F.  Staudacher,  2635 
Flossmoor,  Flossmoor,  111.  60422,  Exec.  Dir. 

■ TEXAS  DENTAL  ASSOCIATION,  DaUas,  April  27-30, 
1969.  Bill  Howard,  3707  Gaston  Ave.,  Dallas  75246,  Exec. 
Dir. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION, 
Houston,  April  21-24,  1969.  Dr.  G.  E.  McGlothlen,  P.O. 
Box  336,  Bridge  City,  Tex.  77611,  Sec.-Treas. 

■ TEXAS  SURGICAL  SOCIETY,  Galveston,  April  12-15, 
1969.  Dr.  Jesse  E.  Thompson,  3434  Swiss,  Dallas  75204, 
Sec. 

■ THE  UNIVERSITY  OF  TEXAS  M.  D.  ANDERSON 
HOSPITAL  AND  TUMOR  INSTITUTE,  postgraduate 
course.  The  Diagnosis,  Evaluation,  and  Treatment  of 
Lung  Cancer,  Houston,  April  7-9,  1969.  Dr.  Clifton  F. 
Mountain.  The  University  of  Texas  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute,  Houston  77025,  Chairman. 


MAY 

AEROSPACE  MEDICAL  ASSOCIATION,  San  Fran- 
cisco, May  5-8,  1969.  Dr.  Merrill  H.  Goodwin,  Aerospace 
Medical  Association,  Washington  National  Airport,  Wash- 
ington. D.C.  20001,  Exec.  Vice  Pres. 

■ AMERICAN  ACADEMY  OF  PEDIATRICS,  TEXAS 
CHAPTER.  San  Antonio,  May  2,  1969.  Dr.  Robert  L. 
Mathis,  4119  Montrose  Blvd.,  Houston  77006,  Sec.-Treas. 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
TEXAS  CHAPTER,  San  Antonio,  May  4,  1969.  Dr. 
Daniel  E.  Jenkins,  1200  Moursund  Ave.,  Houston  77025, 
Sec.-Treas. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  SOUTH 
TEXAS  CHAPTER,  Houston,  May,  1969.  Dr.  August  F. 
Herff,  Jr.,  820  M&S  Tower,  San  Antonio  78205,  Sec. 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION, Washington,  D.C.,  May  14-17,  1969.  Dr.  H.  D. 
Janowitz,  11  E.  100th  St.,  New  York  City  10029,  Sec. 

AMERICAN  OPHTHALMOLOGICAL  SOCIETY,  Hot 
Springs,  Va.,  May  26-28,  1969.  Dr.  Samuel  D.  McPherson, 
Jr.,  1110  W.  Main  St.,  Durham,  N.C.  27701,  Sec.-Treas. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  Miami 
Beach,  Fla.,  May  5-9,  1969.  Dr.  Robert  S.  Garber,  Car- 
rier Clinic,  Belle  Mead.  N.J.  08502,  Exec.  Sec. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION,  TEXAS 
DISTRICT  BRANCH,  San  Antonio,  May  1-4,  1969.  Dr. 
Irvin  M.  Cohen,  641  Hermann  Professional  Bldg.,  Hous- 
ton 77025,  Sec. 

AMERICAN  THORACIC  SOCIETY,  Miami  Beach,  Fla., 
May  24-26,  1969.  Robert  G.  WeymueUer,  1780  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION.  San  Fran- 
cisco, May  12-15,  1969.  William  P.  Didusch,  1120  N. 
Charles  St.,  Baltimore  21201,  Exec.  Sec. 

■ FLYING  PHYSICIANS  ASSOCIATION,  TEXAS 
CHAPTER,  San  Antonio.  May  1,  1969.  Dr.  Robert  L. 
Schoenvogel,  401  Sycamore.  Brenham  77833,  Sec.-Treas. 


■ INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEX- 
AS DIVISION,  San  Antonio,  May,  1969.  Dr.  Thomas  L. 
HiU,  Kings  Daughters  Clinic,  Temple  76501,  Sec. 

NATIONAL  CONFERENCE  ON  BREAST  CANCER, 
Washington,  D.C.,  May  8-10,  1969.  Dr.  Roald  N.  Grant, 
219  E.  42nd  St.,  New  York  10017,  Coordinator. 

■ SEVENTH  ANNUAL  BAYLOR  ALUMNI  DAY,  Bay- 
lor University  College  of  Medicine,  Houston,  May,  1969. 
Mr.  Russell  Clem  and  Dr.  Herbert  Fred,  Baylor,  Houston 
77025,  Coordinators. 

■ SOUTHWEST  FOUNDATION  FOR  RESEARCH  AND 
EDUCATION,  19th  Annual  Southwestern  Conference  on 
Diseases  in  Nature  Transmissible  To  Man,  San  Antonio, 
May  22-23,  1969.  Dr.  S.  S.  Kalter  (Ph.D.),  P.O.  Box 
2296,  San  Antonio  78206,  Conference  Chairman. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  San  Antonio, 
May  1.  1969.  Dr.  C.  F.  Miller,  Box  1338,  Waco  76703, 
Sec.-Treas. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, San  Antonio,  May  1,  1969.  Dr.  Reinhold  E. 
Johnson,  Box  4905,  Midland  79701,  Sec.-Treas. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  San  Antonio, 
May  3,  1969.  Dr.  Coleman  Jacobson,  3707  Gaston  Ave., 
Dallas  75246,  Sec.-Treas. 

■ TEXAS  DIABETES  ASSOCIATION,  San  Antonio,  May 
4,  1969.  Dr.  Holbrooke  S.  Seltzer,  4600  S.  Lancaster, 
Dallas  75216,  Sec.-Treas.  and  Prog.  Chra. 

■ TEXAS  HOSPITAL  ASSOCIATION,  DaUas,  May  17- 
21,  1969.  O.  Ray  Hurst,  P.O.  Box  4553,  Austin  78751, 
Exec.  Dir. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION,  San 
Antonio,  May  1,  1969.  Dr.  George  E.  McGlothlen,  P.O. 
Box  336,  Bridge  City.  Tex.,  Sec.-Treas. 

■ TEXAS  MEDICAL  ASSOCIATION,  San  Antonio.  May 
1-4,  1969.  C.  Lincoln  WiUiston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  San 
Antonio,  May  2-3,  1969.  Dr.  John  Kuppinger,  613  W. 
Fillmore,  Harlingen  78550,  Sec. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION,  San  An- 
tonio, May  3,  1969.  Dr.  Ray  Lawson,  2828  Lemmon  Ave., 
Dallas  75204,  Sec.-Treas. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION,  San 
Antonio,  May  2-3,  1969.  Dr.  Charles  Engelking,  224-34  W. 
Beauregard,  San  Angelo  76902,  Sec. 

■ TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  San  Antonio,  May  1,  1969.  Dr.  Robert 
M.  Izard,  Jr.,  P.O.  Box  68,  Gonzales,  Tex.  78629,  Sec.- 
Treas. 

■ TEXAS  PROCTOLOGIC  SOCIETY,  San  Antonio,  May, 
1969.  Dr.  James  M.  Hampton,  448  Hermann  Professional 
Bldg.,  Houston  77025,  Sec.-Treas. 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains;  methenamine.  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


When  the 
pink  pill 

for  U.R.I.  symptoms 
speeds  into  action, 
someone  somewhere 
breathes  easier. 


You  provide  prompt  and  continuous 
relief  from  symptoms  of  U.R.I.  when 
you  prescribe  Novahistine  Singlet. 
Novahistine  Singlet  is  formulated  to 
quickly  relieve  the  fever  and  the  aches 
and  pains  that  so  frequently  accompany 
upper  respiratory  infections.  And  these 
continuous-release  tablets  provide  a 
vasoconstrictor-antihistamine  formu- 
lation to  shrink  swollen  membranes 
and  reduce  congestion  of  the  tur- 
binates and  sinuses. 


A total  daily  dosage  of  3 or  4 tablets 
will  normally  provide  the  continuous 
relief  your  patient  expects.  Use  with 
caution  in  patients  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution 
ambulatory  patients  that  drowsiness 
may  result. 

PITMAN -MOO RE  Division  of 
The  Dow  Chemical  Company, 
Indianapolis,  Indiana 


Noi^histine^^ 

decongestant 

analgesic 

(Each  tablet  contains:  phenylephrine  hydrochloride, 

40  mg.;  chlorpheniramine  maleate,  8 mg.; 
acetaminophen,  500  mg.) 


■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS.  San 
Antonio,  May  3-4,  1969.  Dr.  Presley  Chalmers,  2310 
Gramercy,  Houston  77025,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  ATHLETIC  TEAM  PHYSI- 
CIANS, San  Antonio,  May  2,  1969.  Dr.  Stonie  R.  Cotten, 
2601  Welborn,  Dallas  75219,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC.,  San 
Antonio,  May  4,  1969.  Dr.  Jack  L.  Smith.  3155  Stagg  Dr., 
Beaumont  77701,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  San 
Antonio,  May  3,  1969.  Dr.  Frank  Dunton,  3601  Swiss 
Ave.,  Dallas  75204,  Sec.-Treas. 

■ TEXAS  TRAUMATIC  SURGICAL  SOCIETY.  San  An- 
tonio, May  1,  1969.  Dr.  C.  M.  Ashmore,  5124  Richmond 
Rd.,  Bellaire  77401,  Sec.-Treas. 

■ THE  UNIVERSITY  OF  TEXAS  MEDICAL  BRANCH 
AT  GALVESTON  and  TEXAS  HEART  ASSOCIATION, 
Galveston,  May  18,  1969.  Dr.  Leonard  C.  Harris,  2607 
Meadow  Lane,  La  Marque  77568,  Information  Officer. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  INC.,  San  Antonio,  May  3,  1969.  Mr.  Wally 
Christensen,  1919  Lavaca,  Austin  78701,  Exec.  Dir. 


JUNE 

AMERICAN  ORTHOPAEDIC  ASSOCIATION,  Hot 
Springs,  Va.,  June  23-26,  1969.  Dr.  Sam  W.  Banks,  29 
E.  Madison  St.,  Chicago  60602,  Sec. 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
TEXAS  CHAPTER,  Lubbock.  June  6-8,  1969.  Jesse  W. 
Hofacket,  3615  19th  St.,  Lubbock  79410,  Chair-man. 

AMERICAN  PROCTOLOGIC  SOCIETY,  Boston,  June 
16-19,  1969.  Dr.  John  E.  Ray,  320  W.  Lafayette,  Detroit 
48226,  Sec. 

AMERICAN  RHEUMATISM  ASSOCIATION,  Boston, 
June  19-20,  1969.  Margaret  M.  Walsh,  1212  Avenue  of  the 
Americas,  New  York  10036,  Exec.  Sec. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Lake  Ta- 
hoe, June  2-5,  1969.  Dr.  Jack  A.  Barney,  301  Pasteur 
Bldg.,  Oklahoma  City  73103,  Sec.-Treas. 

UNITED  STATES  - MEXICO  BORDER  PUBLIC 
HEALTH  ASSOCIATION,  Santa  Fe,  N.M.,  June,  1969. 
Dr.  Jorge  Jimenez  Gandica,  501  US  Court  House,  El 
Paso  79901,  Sec. 


JULY 

AMERICAN  MEDICAL  ASSOCIATION.  New  York,  July 
13-17,  1969.  Dr.  F.  J.  L.  Blasingame,  535  N.  Dearborn 
St.,  Chicago  60610,  Exec.  Vice  Pres. 

■ POSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH 
TEXAS,  Houston,  July  21-23,  1969.  Mrs.  W.  H.  Dahme, 
209  Jesse  H.  Jones  Library  Bldg.,  Houston  77025,  Exec. 
Sec. 


ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver, 
July  17-19,  1969.  Kenneth  L.  Smith,  American  National 
Bank  Bldg.,  818  17th  St..  Denver  80202,  Sec. 

■ TEXAS  PHARMACEUTICAL  ASSOCIATION.  Austin, 
July  20-23,  1969.  Luther  Parker,  Austin  Savings  Bldg., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  REHABILITATION  ASSOCIATION,  El  Paso, 
July,  1969.  Mrs.  Sharon  Estep,  P.O.  Box  20194,  Austin 
78767,  Sec.-Treas. 


AUGUST 

AMERICAN  CONGRESS  OF  REHABILITATION  MED- 
ICINE,  Chicago,  Aug.  17-22,  1969.  Creston  C.  Herold,  30 
N.  Michigan  Ave.,  Chicago  60602,  Exec.  Dir. 


SEPTEMBER 

AMERICAN  ACADEMY  OF  GENERAL  PRACTICE, 
Philadelphia,  Sept.  26-Oct.  3,  1969.  Dr.  Mac  F.  Cahal 
(J.D.),  Volker  Blvd.  at  Brookside,  Kansas  City,  Mo., 
Exec.  Dir. 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION.  PhU- 
adelphia.  Sept.  18-22,  1969.  David  Littler,  420  Lexington 
Ave.,  Suite  417,  New  York  10017,  Exec.  Sec. 

■ TEXAS  HEART  ASSOCIATION.  Houston.  Sept.  23-28. 
1969.  Jim  R.  Rose,  P.O.  Box  25041,  Houston  77005,  Act- 
ing Executive  Director. 

■ TEXAS  PEDIATRIC  SOCIETY,  Corpus  Christi,  Sept. 
25-27,  1969.  Dr.  P.  A.  Cato,  1015  E.  32nd  St.,  Austin 
78705,  Sec. 


OCTOBER 

■ AMERICAN  COLLEGE  OF  GASTROENTEROLOGY. 
Houston,  Oct.  19-22,  1969.  Daniel  Weiss.  33  W.  60th  St., 
New  York  City  10023,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  San  Francisco, 
Oct.  6-10,  1969.  Dr.  John  Paul  North,  55  E.  Erie  St., 
Chicago  60611,  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  San 
Francisco,  Oct.  25-29,  1969.  John  W.  Andes,  515  Busse 
Hwy.,  Park  Ridge,  111.  60068,  Exec.  See. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS,  Dallas,  Oct.  17-18, 
1969.  William  E.  Russell,  4429  N.  Central  Expressway, 
Dallas  75205,  Exec.  Dir. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lub- 
bock, Oct.  11,  1969.  Mrs.  Carlie  Umphres,  Box  3276,  Am- 
arillo 76106,  Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Asheville, 
N.C..  Oct.  5-7,  1969.  Dr.  Nat  T.  Winston,  Jr.,  300  Cor- 
dell Hull  Bldg.,  436  6th  Ave.  N.,  Nashville,  Tenn.  37219. 

■ TEXAS  ACADEMY  OF  GENERAL  PRACTICE,  San 
Antonio,  Oct.  12-15,  1969.  Donald  C.  Jackson,  1905  N. 
Lamar  Blvd.,  Austin  78705,  Exec.  Sec. 
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MEDICINE  IN  LITERATURE 


RADIOLOGICAL  WRITERS  STUDY  SPLEEN,  PANCREAS,  SKULL 


Roentgenology  of  the  Spleen  and 
Pancreas,  Josef  Rdsch,  365  pp., 
illus.,  Springfield,  III.,  Charles  C 
Thomas,  Publisher,  1967,  $29.75. 

A RATHER  EXHAUSTIVE  review  of 
various  roentgenographic  methods 
which  may  be  applied  to  the  study 
of  the  spleen  and  the  pancreas  is 
presented.  The  author’s  extensive 
knowledge  of  splenoportography  and 
arteriography  enhances  his  discus- 
sion of  these  methods,  the  diag- 
nostic import  of  which  is  the  real 
contribution  of  the  book. 

Hypotonic  duodenography  is  also 
well  covered  and  well  illustrated  in 
the  text.  The  author  is  thorough  in 
presenting  the  diagnostic  potentiali- 
ties of  this  extremely  helpful  meth- 
od in  the  diagnosis  of  pancreatic 
disease.  The  extensive  review  of 
commonly  used  roentgen  methods 
along  with  a prolonged  discussion  of 
many  almost  discarded  methods 
makes  the  book  somewhat  tedious. 
Only  radiologists  and  a few  other 
physicians  who  have  an  intimate 
knowledge  of  roentgenographic  ap- 
pearance will  find  the  book  profit- 
able; consequently,  for  the  review  of 
routine  roentgenographic  procedures 
the  reader  could  better  be  referred 
to  the  many  classic  articles  which 
have  described  them  in  the  past. 

The  author  gives  no  new  insight 
into  diagnosis  but  rather  proposes 
that  diagnostic  accuracy  will  be  in- 
creased mostly  by  the  rigid  and  te- 
dious search  for  minute  change  in 
detail  which  so  often  provides  the 
only  discernible  roentgenographic 
findings  in  diseases  of  the  spleen 
and  pancreas. 

HAROLD  M.  BRANNAN,  M.D., 
San  Antonio. 

Skull  Radiography;  A Simplified  Sys- 
tem, Joseph  Selman,  213  pp., 
illus.,  Springfield,  III.,  Charles  C 
Thomas,  Publisher,  1966,  $11.50. 

THIS  USEFUL  AND  PRACTICAL  book 
on  radiography  of  the  skull  is  a wel- 
come and  timely  contribution.  It 
gives  anatomical  landmarks  of  im- 
portance in  radiography  and  is  well 


illustrated  with  line  drawings  and 
resulting  radiographs.  The  insertion 
of  the  radiographic  factors  including 
the  focal  film  distance,  type  of 
screen,  and  films  and  the  kind  of 
grid  used  gives  practical  points  in 
the  instruction  of  technicians. 

The  book  is  a handy  reference  for 
radiologists  and  other  physicians  as 
well.  In  addition  to  the  skull  the 
presentation  of  sections  on  the  nasal 
accessory  sinuses,  facial  bones,  pet- 
rous bone  (mastoids  and  petrous 
temporals),  mandible,  and  nasal 
bones  provide  a compact  reference. 

JOE  C.  RUDE,  M.D., 
Austin. 


Principles  of  Nuclear  Medicine,  Hen- 
ry N.  Wagner,  Jr.,  896  pp.,  illus., 
Philadelphia,  W.  B.  Saunders  Co., 
1968,  $27.50. 

THE  35  CONTRIBUTORS  have  writ- 
ten an  excellent  textbook  in  nuclear 
medicine.  This  book  should  be 
equally  useful  to  students  of  nu- 
clear medicine,  teachers,  and  clini- 
cal practitioners.  Basic  principles  of 
nuclear  medicine  are  given  extensive 
coverage,  including  mathematical  de- 
rivations. Clinical  procedures  re- 
ceive adequate  attention.  An  excel- 
lent appendix  is  included.  All  in- 
volved in  nuclear  medicine  will  find 
this  text  valuable. 

R.  S.  CLAYTON,  M.D., 
El  Paso. 

The  Fundamentals  of  X-ray  and  Ra- 
dium Physics,  Joseph  Selman, 
ed.  4,  467  pp.,  Springfield,  III., 
Charles  C Thomas,  Publisher, 
1965,  $10.50. 

THIS  READY  REFERENCE  text  has 
gone  through  four  editions  and  ten 
printings,  an  indication  of  its  worth. 
The  general  organization  of  the  book 
remains  the  same,  but  it  has  been 
brought  up  to  date  by  deleting  such 
material  as  mechanical  rectification 
and  by  giving  more  emphasis  to  the 
nature  of  electrical  fields,  static  elec- 
tricity, electric  discharge,  and  cur- 
rent electricity.  Detailed  information 


is  included  in  quantity  and  quality: 
and  more  space  is  devoted  to  the 
half-value  layer,  including  an  ex- 
planation of  the  methods  of  arriv- 
ing at  half-value  layer  figures.  Satu- 
ration current  with  its  application  to 
modern  diagnostic  x-ray  tubes  is 
more  fully  covered  in  this  edition 
than  in  previous  ones. 

Radiographic  quality  and  its  con- 
trol have  been  emphasized  and  the 
part  played  by  grids  in  radiographic 
quality  have  received  a proper 
amount  of  attention.  Likewise,  be- 
cause of  their  widespread  usage,  the 
basic  fundamentals  of  image  ampli- 
fication have  been  brought  into  fo- 
cus. The  medical  use  of  radioactive 
isotopes  in  the  general  hospital  has 
been  expanded  with  a section  on 
health  physics  as  it  applies  to  the 
more  commonly  used  isotopes. 

This  book,  written  in  easily  under- 
stood terms,  is  valuable  in  instruc- 
tion of  both  technicians  and  radiol- 
ogy residents. 

JOE  C.  RUDE,  M.D., 
Austin. 


NEW  BOOKS 
IN  TMA  LIBRARY 

Nieburgs,  H.  E.:  Diagnostic  Cell 
Pathology  in  Tissue  and  Smears, 
New  York,  Grune  & Stratton,  Inc., 

1967. 

O’Neal,  L.  W.:  Surgery  of  the  Adrenal 
Glands,  St.  Louis,  The  C.  V.  Mosby 
Co.,  1968. 

Parsons,  L.,  and  Ulfelder,  H.:  An 
Atlas  of  Pelvic  Operations,  ed.  2, 
Philadelphia,  W.  B.  Saunders  Co., 

1968. 

Plunkett,  E.  R.:  Handbook  of  Indus- 
trial Toxicology.  New  York,  Chem- 
ical Publishing  Co.,  Inc.,  1966. 

Quintarelli,  G.,  ed.:  The  Chemical 
Physiology  of  M ucopolysacchar- 
ides.  Proceedings  of  a Symposium, 
Boston,  Little,  Brown  and  Co., 
1968. 

Ray,  I.;  A Treati.se  on  the  Medical 
Jurisprudence  of  Insanity,  Cam- 
bridge, Mass.,  The  Belknap  Press 
of  Harvard  University  Press, 
1962. 
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Rbsch,  J.:  Roentgenology  of  the 
Spleen  and  Pancreas,  Springfield, 
111.,  Charles  C Thomas,  Publisher, 
1967. 

Schulman,  J.  L.:  Management  of 
Emotional  Disorders  in  Pediatric 
Practice  with  a Focus  on  Tech- 
niques of  Interviewing,  Chicago, 
Year  Book  Medical  Publishers, 
1967. 

Shneidman,  E.  S.,  ed.;  Essays  in  Self- 
Destruction,  New  York,  Science 
House,  Inc.,  1967. 

Spencer,  F.  M.,  and  Monroe,  L.  S.: 
The  Color  Atlas  of  Intestinal  Para- 
sites, Springfield,  III.,  Charles  C 
Thomas,  Publisher,  1961. 

Stamler,  J.,  Stamler,  R.,  and  Pull- 
man, T.  N.,  eds.:  The  Epidemiol- 
ogy of  Hypertension,  Proceedings 
of  an  international  symposium. 
New  York,  Grune  & Stratton,  Inc., 

1967. 

Strehler,  B.  L.,  et  al.:  The  Biology  of 
Aging,  Washington,  D.C.,  Ameri- 
can Institute  of  Biological  Scien- 
ces, 1960. 

Talso,  P.  J.,  and  Remenchik,  A.  P.: 
Internal  Medicine,  Based  on  Mech- 
anisms of  Disease,  St.  Louis,  The 
C.  V.  Mosby  Company,  1968. 

Tandowsky,  R.  M.:  The  Oscillometric 
Vectocardiogram,  Springfield,  III., 
Charles  C Thomas,  Publisher, 

1968. 

Ungerleider,  J.  T.:  The  Problems  and 
Prospects  of  LSD,  Springfield,  III., 
Charles  C Thomas,  Publisher, 
1968. 

Weller,  C.,  and  Boylan,  B.  R.:  How 
To  Live  with  Hypoglycemia,  Gar- 
den City,  N.Y.,  Doubleday  & Com- 
pany, Inc.,  1968. 

Workman,  S.  L.:  The  Role  of  Psychi- 
atry in  Medical  Education;  An  Ap- 
praisal and  a Forecast,  Boston, 
Harvard  University  Press,  1966. 

Whitehouse,  H.  L.  K.:  Towards  an 
Understanding  of  the  Mechanism 
of  Heredity,  London,  Edward  Arn- 
old, 1965. 

Wilson,  J.  R.:  The  Side  of  the  Angels, 
Garden  City,  N.Y.,  Doubleday  & 
Company,  Inc.,  1968. 

Wood,  P.:  Paul  Wood’s  Diseases  of 
the  Heart  and  Circulation,  ed.  3, 
London,  Eyre  & Spottiswoode, 
1968. 

Zelickson,  A.  S.:  Ultrastructure  of 
Normal  and  Abnormal  Skin,  Phila- 
delphia, Lea  & Febiger,  1967. 


PAMPHLETS 

What  the  hospital  worker  must 
know  to  prevent  and  control  infec- 
tion within  his  institution  is  provided 
in  a comprehensive  handbook  just 
published  by  the  American  Hospital 
Association.  Entitled  Infection  Con- 
trol in  the  Hospital,  the  140-page 
publication  is  intended  to  be  a handy 
reference  from  which  the  hospital 
worker  on  the  job  can  readily  obtain 
the  information  he  needs. 

The  publication  covers  such  areas 
as  the  epidemiology  of  infection,  in- 
dividual and  organizational  respon- 
sibilities, prevention  and  control, 
special  problems,  the  establishment 
of  an  infection  control  committee,  a 
surveillance  and  reporting  program, 
employee  health  service,  employee 
education  programs  and  regulations 
for  hospital  visitors. 

Copies  may  be  obtained  for  $3.75 
each  from  American  Hospital  Asso- 
ciation, 840  N.  Lake  Shore  Dr.,  Chi- 
cago 60611. 

Weight  control  fallacies,  the  value 
of  exercise  in  maintaining  proper 
weight  and  the  importance  of  phys- 
ical fitness  for  all  Americans  are 
discussed  in  the  pamphlet.  Exercise 
and  Weight  Control. 

Distributed  by  the  American  Med- 
ical Association’s  Committee  on  Ex- 
ercise and  Physical  Fitness  and  the 
President’s  Council  on  Physical  Fit- 
ness in  cooperation  with  the  Life- 
time Sports  Foundation,  the  bro- 
chure emphasizes  that  the  key  to 
effective  weight  control  is  keeping 
energy  intake  (food)  and  activity 
energy  output  (physical  activity)  in 
balance. 

Fifty  complimentary  copies  are 
available  to  a physician  on  request. 
Medical  societies  may  obtain  up  to 
1,000  copies  without  charge.  Con- 
tact the  Committee  on  Exercise  and 
Physical  Fitness,  AMA,  535  N.  Dear- 
born St.,  Chicago  60610. 

Immunization,  a Priceless  Health 
Asset,  a revised  American  Medical 
Association  pamphlet,  reminds  the 
public  that  some  infectious  diseases 
can  be  prevented  — by  immuniza- 
tion. After  defining  active  and  pass- 
ive immunity,  the  folder  accents 
preventable  diseases  and  stresses 
the  type  of  immunity  available  for 
each  one.  In  addition,  the  pamph- 
let contains  an  immunization  sched- 
ule which  serves  as  a flexible  guide 
and  reminder  for  obtaining  initial 
immunization,  booster  shots,  and 
adult  immunization. 

Copies  may  be  obtained  from  the 
AMA  Order  Handling  Unit,  535  N. 
Dearborn  St.,  Chicago  60610,  at 
various  costs. 


DR.  J.  0.  CHAMBERS 

Fifty-six-year-old  general  practi- 
tioner, Dr.  James  Olive  Chambers 
died  Oct.  13,  1968,  in  Fort  Worth 
where  he  had  lived  since  1939. 

Born  on  March  16,  1912,  in  Wal- 
nut Springs,  Tex.,  he  was  the  son  of 
Henri  Ida  Dabney  and  Olive  Ben- 
nett Chambers.  Dr.  Chambers  re- 
ceived a B.A.  degree  in  1931  from 
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Abilene  Christian  College  in  Abilene, 
Tex.,  and  in  1935  he  obtained  an 
M.D.  degree  from  The  University  of 
Texas  Medical  Branch  at  Galveston. 
Dr.  Chambers  interned  at  Cincinnati 
General  Hospital  in  Cincinnati,  Ohio, 
from  1935-1936;  was  a resident  at 
W.  I.  Cook  Children’s  Hospital  in 
Fort  Worth  from  1936  to  1937;  and 
vwas  an  instructor  at  The  University 
of  Texas  Medical  Branch  at  Galves- 
ton from  1937  to  1939. 

Elected  to  inactive  membership  in 
TMA  in  1967,  he  was  a member  of 
Tarrant  County  Medical  Society, 
American  Medical  Association  and 
Alpha  Omega  Alpha  honorary  medi- 
cal fraternity.  He  was  a member  of 
the  South  Side  Church  of  Christ  in 
Fort  Worth. 

Survivors  include  his  wife,  the 
former  Juanita  Kastner;  three  sons, 
Tom  D.,  James  O.,  and  John  E.,  all 
of  Fort  Worth;  and  his  mother,  Mrs. 
O.  B.  Chambers  of  Abilene. 


DR.  G.  A.  DRAGER 

Galveston  neurologist.  Dr.  Glenn 
A.  Drager,  died  Aug.  28,  1968.  He 
would  have  been  51  on  Sept.  15, 
1968. 

Dr.  Drager  was  born  in  Irving, 
Kan.,  in  1917,  the  son  of  the  late 
Clyde  Drager  and  Anne  Dennis  Dra- 
ger. His  preliminary  education  was 
obtained  at  Fort  Laramie,  Wyo.  He 
was  graduated  from  the  University 
of  Wyoming  at  Laramie  in  1940,  at- 
tended the  University  of  Minnesota 
in  Minneapolis,  graduating  with  a 
Ph.D.  in  1943.  He  enrolled  at  The 
University  of  Texas  Medical  Branch, 
Galveston,  and  received  his  medical 
degree  in  1954.  His  residency  was 
served  at  National  Institutes  of 
Health  in  Bethesda,  Md.,  and  Wash- 
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ington,  D.C.,  General  Hospital  from 
1955  to  1959. 

Dr.  Drager  served  with  the  US 
Public  Health  Service,  attaining  the 
rank  of  lieutenant  commander,  and 
was  stationed  at  Bethesda,  Md., 
from  1955  to  1959. 

The  author  of  numerous  scientific 
articles,  he  was  associate  professor 
in  the  Department  of  Neurology  and 
Psychiatry  of  The  University  of  Tex- 
as Medical  Branch.  Having  done  re- 
search in  muscle  disease,  he  had 
been  associate  professor  of  neurol- 
ogy at  Baylor  University  College  of 
Medicine  in  Houston  and  instructor 
in  neurology  at  Georgetown  Univer- 
sity School  of  Medicine  in  Washing- 
ton, D.C. 

A member  of  Galveston  County 
Medical  Society,  Dr.  Drager  also  be- 
longed to  American  Medical  Associa- 
tion; American  Association  of  Anat- 
omists; American  Academy  of  Neu- 
rology; and  Sigma  Xi  honorary  sci- 
entific, Alpha  Omega  Alpha  honorary 
medical,  and  Phi  Beta  Pi  medical 
fraternities. 

Dr.  Drager  is  survived  by  his  wife 
of  Galveston,  the  former  Freddye 
Tripp;  two  sons,  Michael  and  Pat- 
rick, and  a daughter,  Melinda,  all  of 
Galveston;  and  his  mother,  Mrs. 
Anne  Drager. 


DR.  R.  L GROGAN 

Past  president  of  the  Texas  Asso- 
ciation of  Obstetricians  and  Gyne- 
cologists, Dr.  Roy  Lee  Grogran  died 
Nov.  4,  1968,  in  Fort  Worth. 

Born  in  Batavia,  Ark.,  on  Nov.  23, 
1890,  he  was  the  son  of  Cynthia 
Harris  and  William  Perry  Grogan.  In 
1916  he  earned  a B.S.  degree  from 
Baylor  University  in  Waco,  Tex.,  and 
in  1922  he  received  an  M.S.  degree 
from  the  University  of  Chicago.  He 
was  an  honor  student  at  Rush  Medi- 
cal College  in  Chicago,  where  he  ob- 
tained his  medical  degree  in  1923. 
He  served  an  externship  at  Chicago 
Lying-In  Hospital  in  1922-1923;  and 
internship  and  residency  were  served 
at  Baylor  Hospital,  Dallas,  in  1923- 
1924.  Postgraduate  studies  were 
done  at  Royal  Victoria  Hospital, 
Montreal,  Canada;  Tulane  University 
School  of  Medicine  in  New  Orleans, 


La.;  Chelsea  Hospital  for  Women  in 
London,  England;  and  Philadelphia 
Lying-In  Charity  Hospital  in  Phila- 
delphia, Pa.  Dr.  Grogan  published 
numerous  scientific  papers  and  did 
research  at  the  University  of  Chi- 
cago. 

Dr.  Grogan  served  Harris  Hospi- 
tal in  Fort  Worth  as  a member  of 
the  board  of  trustees  for  17  years, 
as  a member  of  the  governing  board 
for  10  years,  and  as  chief  of  the  De- 
partment of  Obstetrics  and  Gyne- 
cology for  10  years.  He  was  attend- 
ing obstetrician  at  St.  Joseph  and 
All  Saints  Episcopal  hospitals  and 
chief  of  obstetrics  at  City-County 
Hospital  in  Fort  Worth  and  served 
as  a consultant  in  gynecology  at 
Fort  Worth’s  US  Public  Health  Ser- 
vice Hospital  for  27  years. 

Previously  a member  of  Tarrant 
County  Medical  Society  and  a mem- 
ber of  Bee-Live  Oak-McMullen  Coun- 
ties Medical  Society  at  the  time  of 
his  death.  Dr.  Grogan  also  belonged 
to  American  Medical  Association, 
American  College  of  Obstetricians 
and  Gynecologists,  and  Southern 
Medical  Association.  He  was  a dip- 
lomate  of  the  American  Board  of 
Obstetricians  and  Gynecologists  and 
was  a fellow  of  the  American  College 
of  Surgeons.  He  was  a member  of 
Rotary  International,  the  American 
Legion,  Fort  Worth  Chamber  of  Com- 
merce, Colonial  Country  Club,  and 
Sigma  XI  honorary  scientific  fra- 
ternity. He  was  a Shriner  and  a 
Scottish  Rite  Mason  and  belonged 
to  Trinity  Episcopal  Church  in  Fort 
Worth. 

Surviving  Dr.  Grogan  are  a daugh- 
ter, Mrs.  Laura  Lee  Crane  of  Fort 
Worth,  and  a sister,  Mrs.  Odessa 
Huffman  of  Quanah. 


DR.  S.  U.  SOMODEVILLA 

Resident  physician  at  Terrell  State 
Hospital,  Dr.  Santiago  U.  Somode- 
villa,  died  Oct.  8,  1968.  He  had 
served  on  the  hospital  staff  since 
September,  1967. 

Dr.  Somodevilla  was  born  in  San 
Luis,  Oriente,  Cuba,  on  June  26, 
1913,  the  son  of  Pilar  Parra  and 
Santiago  Somodevilla.  He  obtained 
his  M.D.  degree  in  1940  from  the 
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Facultad  de  Medicina  de  la  Univer- 
sidad  de  la  Habana,  and  he  served 
an  internship  at  University  Hospital 
there  in  1940-1941.  Dr.  Somodevilla 
served  in  the  Cuban  Air  Force  for 
12  years  as  flight  surgeon  and  was 
in  general  practice  in  Havana  from 
1940  to  1960.  He  came  to  the 
United  States  in  1960  and  was  a 
resident  at  Cloverleaf  Hospital  in 
Miami,  Fla.  He  participated  as  a 
flight  surgeon  during  the  Bay  of 
Pigs  invasion  in  1961.  In  1961-1963 
he  was  on  the  staff  of  North  Shore 
Hospital  in  Miami.  He  then  became 
staff  psychiatrist  at  Wichita  Falls 
State  Hospital  from  1963  until  1967 
when  he  joined  the  staff  of  Terrell 
State  Hospital  as  a second  year 
resident  in  psychiatry  under  The 
University  of  Texas  Southwestern 
Medical  School  Department  of  Psy- 
chiatry. 

Dr.  Somodevilla  was  a member 
of  Kaufman  County  Medical  Society, 
Texas  Medical  Association,  Ameri- 
can Medical  Association,  American 
Heart  Association,  American  Psychi- 
atric Association,  American  Thoracic 
Association,  Texas  Heart  Associa- 
tion, and  Texas  Psychiatric  Associa- 
tion. He  was  a member  of  Our  Lady 
of  Guadalupe  Catholic  Church  in 
Wichita  Falls.  He  became  a United 
States  citizen  in  1967. 

Surviving  are  his  wife,  Elvira  Perez 
Somodevilla,  now  of  Wichita  Falls; 
two  sons,  Santiago  A.  of  Lubbock 
and  Rene  F.  of  Wichita  Falls;  and  his 
mother,  Mrs.  Pilar  Somodevilla  of 
Miami,  Fla. 

DR.  F.  N.  HAGGARD 

Retired  general  practitioner.  Dr. 
Frank  Nichols  Haggard,  died  Nov.  4, 
1968,  in  San  Antonio  where  he  had 
lived  for  52  years. 

Dr.  Haggard,  the  son  of  Nancy 
Henry  and  John  Calhoun  Haggard, 
was  born  in  Murray  County,  Ga.,  on 
Oct.  22,  1889.  In  1913,  he  obtained 
his  M.D.  degree  from  The  Univer- 
sity of  Texas  Medical  Branch.  His 
internship  was  served  at  St.  Joseph 
Hospital  in  Houston  in  1913-1914. 
Dr.  Haggard  also  served  as  assistant 
chief  surgeon  for  the  Missouri  Pa- 
cific Railroad  for  three  years. 

Dr.  Haggard  was  a veteran  of 
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World  War  I having  attained  the 
rank  of  lieutenant. 

Past  president  of  the  Bexar  Coun- 
ty Medical  Society  and  honorary 
member  of  Texas  Medical  Associa- 
tion, Dr.  Haggard  belonged  to  the 
American  Medical  Association,  South- 
ern Medical  Association,  and  Inter- 
national Medical  Assembly  of  South- 
west Texas.  He  was  a Mason  and  a 
Shriner  and  was  an  elder  of  Madi- 
son Square  United  Presbyterian 
Church. 

Survivors  include  his  widow,  the 
former  Margeret  Josephine  Whaley 
of  San  Antonio;  and  two  sisters,  Mrs. 
A.  J.  Smallwood  of  Hillsboro,  Tex., 
and  Mrs.  Bess  Marshall  of  San  Fran- 
cisco, Calif. 

DR.  R.  S.  GUY 

Fort  Worth  surgeon  for  10  years. 
Dr.  Robert  Stanley  Guy,  died  Oct. 
3,  1968.  He  was  42. 

The  son  of  Cecil  Dye  and  Col. 
Warren  Stanley  Guy,  Dr.  Guy  was 
born  June  2,  1926,  in  Brownwood, 
Tex.  He  was  graduated  from  Texas 
Christian  University,  Fort  Worth,  in 
1948  with  a B.A.  degree.  In  1953  he 
earned  his  M.D.  degree  from  The 
University  of  Texas  Medical  Branch 
at  Galveston.  His  internship  was 
served  at  The  University  of  Texas 
Medical  Branch  Hospitals  in  1953- 
1954;  and  in  1954  he  served  a one 
year  residency  in  general  surgery 
there.  A general  surgery  residency 
was  also  served  at  Bellevue  Hospi- 
tal Center  in  New  York  City  in  1955- 
1956.  In  1960,  Dr.  Guy  was  certi- 
fied by  the  American  Board  of  Sur- 
gery. 

Dr.  Guy  served  as  co-chairman  of 
the  disaster  planning  committee  at 
Harris  Hospital,  and  was  a member 
of  American  College  of  Surgeons, 
Texas  Medical  Association,  of  Amer- 
ican Medical  Association,  and  of  Fort 
Worth  Surgical  Society.  He  was  a 
past  president  of  the  South  Fort 
Worth  chapter  of  Rotary  Interna- 
tional and  a member  of  Matthews 
Memorial  Methodist  Church. 

Dr.  Guy  was  married  to  Leila  J. 
Mueller,  formerly  of  Belleville,  III. 
She  survives,  as  do  three  daughters, 
Linda  Ann,  Janice  Alene,  and  Pa- 
tricia Lee,  and  a son,  Robert  S.,  II, 


all  of  Fort  Worth;  a brother.  Dr.  Jack 
Warren  Guy  (doctor  of  osteopathy), 
of  Dallas;  and  two  sisters,  Mrs. 
Frances  Taylor  of  Fort  Worth  and 
Mrs.  Betty  Lawrence  of  Brecken- 
ridge,  Tex. 

DR.  J.  T.  GOOGE 

Dr.  James  Turner  Googe,  79,  died 
July  29,  1968.  He  had  been  in  the 
US  Public  Health  Service  since  1924. 

Dr.  Googe  had  practiced  medicine 
in  Booneville  and  Jackson,  Miss.; 
has  been  a surgeon  at  Ellis  Island 
Immigration  Station  in  New  York  and 
had  been  director  of  the  county 
health  department  in  Clarke  and 
Lauderdale  counties  in  the  Missis- 
sippi State  Department  of  Health  at 
Meridian,  Miss.  Other  positions  Dr. 
Googe  had  held  include  director  of 
local  health  work  in  Jacksonville, 
Fla.;  assistant  state  director  of 
health  in  Lincoln,  Neb.;  senior  medi- 
cal officer  with  the  Farm  Security 
Administration  in  Washington,  D.C.; 
regional  medical  officer  in  Anhwei 
Province,  China;  medical  director  for 
the  Office  of  Indian  Affairs  in  Alas- 
ka; regional  medical  officer  with  the 
Tennessee  Valley  Authority  in  Chat- 
tanooga, Tenn.;  and  director  of 
county  health  departments  in  Lin- 
coln, Neb.,  Erie,  Pa.,  and  Boone  and 
Sylva,  N.C. 

Elected  to  inactive  membership  in 
Texas  Medical  Association  and  Amer- 
ican Medical  Association  in  1967, 
Dr.  Googe  was  a member  of  Harri- 
son County  Medical  Society,  Ameri- 
can Public  Health  Association,  and 
Medical  Society  of  the  State  of  North 
Carolina.  He  was  also  a diplomate  of 
the  American  Board  of  Preventive 
Medicine.  He  was  a member  of 
Lions  International  and  was  a Shrin- 
er and  a Mason.  He  was  a member 
of  the  First  Christian  Church  of 
Marshall,  Tex. 

Dr.  Googe  was  a graduate  of  Uni- 
versity of  Tennessee  College  of  Med- 
icine in  Memphis.  He  was  born  July 
3,  1889,  in  Marietta,  Miss. 

Survivors  of  Dr.  Googe  include  his 
wife,  Mrs.  Lena  Mae  Culley  Googe 
of  Jackson,  Miss.;  and  two  daugh- 
ters, Mrs.  Ruth  G.  Rosine  of  Sioux 
Falls,  S.D.,  and  Dr.  Mary  Googe 
Lankering  of  Allendale,  N.J. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 


Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D. 

Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

TraudI  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

A.  N.  Griffin,  M.A. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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^aAomut 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL. 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . . 0.60% 

Chlorobutanol  0.16% 

Tripelennamine  Hcl  0.60% 

In  Isotonic  Solution 


^aAomUt 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . .0.60% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 
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^ANTlHtSTAMlNlC^ 
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mm 


'Vasomist’ 


Vdsomt^ 

(ANTIHISTAMINIC) 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


DIRECTIONS:  Adults  and  ChU- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  botUes  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psycho- 
therapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social  ser- 
vice work  with  families,  family  therapy,  and  an  extensive  and  well  organized  activities  program,  including  occu- 
pational therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment 
program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School  Pro- 
gram is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704  - 253-2761 
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Empirin’ 

Compound  with  Codeine 
Phosphate  gv.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

'B.W.  & Co.'  narcotic  products  are 
Class  "B",  and  as  such  are  available  on  oral 
prescription,  where  State  law  permits. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
'Rickahoe.  N.Y. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


A realistic 
approach 

to  pain 
relief 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one’s  head. 


valium 

(diazepam) 


® 


Tb  help  break  the  cycle 
<5^  of  skeletal  muscle  spasn 


Six  years  of  investigation  have  culminated  in  tt 
recognition  of  Valium  (diazepam)  as  an  effective 
muscle  relaxant  — in  addition  to  its  distinctive  n 
as  a calmative  in  psychic  tension. 

Used  adjunctively,  Valium  acts  to  relieve  reflex 
spasm  of  skeletal  muscle  due  to  local  pathology, 
such  as  trauma  and  inflammation. 


r 


To  break  the  cycle  of  spasm/pain/spasm 
Muscle  trauma  or  inflammation  can  trigger 
involuntary  spasm  or  “splinting”  of  muscle,  anc 
the  resulting  discomfort  further  aggravates  the 
spasm;  thus  a vicious  cycle  of  spasm/pain/spas 
is  produced. 


To  help  increase  range  of  mobility 
Valium  helps  break  this  cycle  of  reflex  spasm  tc 
local  pathology-with  these  benefits;  relief  of 
discomfort  as  spasm  is  relaxed,  increased  range 
mobility,  faster  return  to  more  normal  activitie 


To  relieve  psychic  tension  when  also  prese 
When  psychic  tension  or  anxiety  complicates  t! 
clinical  picture  of  skeletal  muscle  spasm,  the 
widely-recognized  calming  action  of  Valium  m; 
also  contribute  to  total  patient  management. 


(Artist’s  conception  of  reflex  arc.) 


fefore  prescribing,  please  consult  complete 
•oduct  information,  a summary  of  which  follows: 

'idications : Tension  and  anxiety  states;  somatic 
iimplaints  which  are  concomitants  of  emotional 
ictors;  psychoneurotic  states  manifested  by 
msion,  anxiety,  apprehension,  fatigue,  depressive 
,'mptoms  or  agitation;  acute  agitation,  tremor, 
elirium  tremens  and  hallucinosis  due  to  acute 
Icohol  withdrawal;  adjunctively  in  skeletal 
luscle  spasm  due  to  reflex  spasm  to  local 
athology,  spasticity  caused  by  upper  motor 
euron  disorders,  athetosis,  stiff-man  syndrome, 
onvulsive  disorders  (not  for  sole  therapy). 

Contraindicated : Known  hypersensitivity  to  the 
Irug.  Children  under  6 months  of  age.  Acute 
larrow  angle  glaucoma. 

Warnings : Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
:omplete  mental  alertness.  When  used  adjunctively 
n convulsive  disorders,  possibility  of  increase  in 
requency  and/or  severity  of  grand  mal  seizures 
nay  require  increased  dosage  of  standard  anti- 
ronvulsant  medication;  abrupt  withdrawal  may 
5e  associated  with  temporary  increase  in  frequency 
ind/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants.  Withdrawal  symptoms  have 
occurred  following  abrupt  discontinuance.  Keep 
iddiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh 
potential  benefit  against  possible  hazard. 

Precautions : If  combined  with  other  psycho- 


tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed.  Usual  pre- 
cautions indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes 
in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical 
reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation,  have  been  reported;  should  these 
occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy. 


Wiuiri  (diazepam) 
2-mg,  5-mg,  or  10-mg 
tablets,  t.i.d.  or  q.i.d.  and 
when  skeletal  muscle 
spasm  and  psychic  tension 
interfere  with  sleep:  add 
1 tablet,  h.s.,  to  t.i.d.  dosage 


Division  of  Hoffmann  •L^<fche  Inc 
Nutlev.  New  Jersey  OTUfir 


Public  Enema  No.l 


Claim  the  rewards  of  sparing  your  patients  the  tubes 
and  tribulations  of  unpleasant  enemas. 

Compared  to  enemas,  Dulcolax  suppositories  are  a 
gentler  and  simpler  way  to  empty  the  bowel.  Gone 
are  the  tubing,  the  “accidents”,  and  the  bruised  egos. 
Just  one  suppository,  inserted  against  the  bowel  wall, 
usually  brings  about  an  evacuation  within  15  minutes 
to  an  hour. 

In  the  hospital,  order  Dulcolax  for  constipation  or 


bowel  cleansing.  Your  patients  will  often  prefer  it  to 
embarrassing  enemas.  And  you  can  be  sure  nurses 
will  appreciate  the  saving  in  time  and  effort. 

Dulcolax  tablets  taken  at  night  usually  result  in  a 
bowel  movement  the  following  morning.  A combina 
tion  of  tablets  at  night  and  a suppository  the  next 
morning  generally  cleans  the  bowel  thoroughly  in 
preparation  for  surgery  or  special  procedures.  Keep 
in  mind,  however,  that  the  drug  is  contraindicated  ii 
the  acute  surgical  abdomen. 


Dulcolax;.jt5 


bisacodyl 


predictable 


Under  license  from  Boehringer  Ingelheim  G.m.b.H, 


Geigy  Pharmaceuticals,  Division  of  Geigy  Chemical  Corporation,  Ardsley,  New  York  10502 


DU- 


HOMESTEAD 

CHILD  PLACEMENT  AGENCY 
and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

ED  5-5942  ED  6-7905 

Fort  Worth,  Texas 


LicMtad  Adoption  Servico  and  Prlvota,  Confidontial 
motornity  coro  provided  unwed  expectant  mothers. 
Obstetricol  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  car#  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


TMA 
102  nd 
Annual 
Session 

May  1-4 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 

Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 

James  W.  Buice,  M.D.,  M.A.C.R. 

Richard  C.  Gasser,  M.D.,  M.A.C.R. 

James  A.  Holland,  M.D.,  M.A.C.R. 

Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  D.A.B.R. 

DIPLOMATES  OF  THE 
100  Medical  Tower  Bldg.  — ED  6-8681 


Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 

AMERICAN  BOARD  OF  RADIOLOGY 


Offices : 


1217  West  Cannon  — ED  6-8627 


TRAVIS  CLINIC  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 


General  SurKery: 

L.  L.  Travis,  M.D. 

J.  S.  O’Hara.  M.D. 

R.  K.  Willms,  M.D. 

Orthopedic  Soreery: 

E.  L.  Mahon,  Jr.,  MJ>. 
Uroloey : 

BL  F.  Rivea,  M.D. 

Patholosry : 

Harbert  Davenport,  Jr.,  M.D. 


STAFF 

Internal  Medicine: 

J.  T.  Boyd.  M.D. 

F.  H.  Verhoyden.  M.D. 
J.  T.  Scorin,  M.D. 
Mary  A.  Bone,  M.D. 


Obstetrics  and  Gyneoologry : 
J.  C.  Rncker,  M.D. 

J.  D.  Crawford,  M.D. 

Ophthalmologry : 

Fred  Haberle,  M.D. 


Pediatrics : 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes : 

L.  W.  Ralston,  M.D. 

William  J.  Fowler 

Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey 

Business  Manaeer  of  Travis  Clinic 


MEDICAL  ARTS  CLINIC 

Box  841 

Corsicana,  Texas 


PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  FAA.P.* 

INl’ERNAL  MEDICINE 
ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JiUHBS  F.  WITTEN,  M,D.,  A.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

OBSTETRICS  & GYNECOLOGY 
KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G. 


BUSINESS  MANAGER 
OWEN  G.  ELLIOTT,  M.G.M.A. 
SURGERY 

LOUIS  E.  GIBSON,  M.D.,  FjV.C-S.* 
OPHTHALMOLOGY 
ROBERT  D.  MERTZ,  M.D.,  F.A.A.0.0  * 
EAR,  NOSE,  THROAT 
PHILLIP  M.  AWTREY,  M.D.* 
DENTISTRY 

ROBERT  A.  LANG,  D.D.S. 


Diplomate  of  the  American  Board 
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ONCOLOGY 


Oscar  L.  Morphis,  M.D.,  F.A.C.R, 

Radiation  Therapy 
Radium  Therapy 

Norris  Gilfillan,  M.D.,  F.A.C.S. 

Chemotherapy 


Tom  S.  Allen,  M.D.,  M.A.C.R. 

Radiation  Therapy 
Nuclear  Medicine 

Tom  B.  Bond,  M.D.,  F.A.C.R. 

Consultant 


Hours  by  Appointment 

1550  West  Rosedale,  Suite  620  Fort  Worth  ED  6-2028 


Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 

of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

James  Rountree,  M.  D.  Co-Owners  F.  E.  Seale,  M.  D. 


ANNOUNCING 

THE  THIRTY-SECOND  ANNUAL  MEETING 

of 

THE  NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY 
Conference  Headquarters  — Roosevelt  Hotel 
March  10,  11,  12,  13,  1969 


GUEST  SPEAKERS 


Henry  K.  Beecher,  M.D.,  Boston,  Moss. 
Anesthesiology 

Norman  D.  Nigro,  M.D.,  Detroit,  Mich. 

Colon  and  Rectal  Surgery 
Rudolf  L.  Baer,  M.D.,  New  York,  N.Y. 
Dermatology 

W.  H.  J.  Summerskill,  M.D.,  Rochester,  Minn. 
Gastroenterology 

Edward  J.  Kowalewski,  M.D.,  Akron,  Pa. 
General  Practice 

John  G.  Masterson,  M.D.,  Hines,  III. 
Gynecology 

Ray  W.  Gifford,  Jr.,  M.D.,  Cleveland,  Ohio 
Internal  Medicine 

Raymond  V.  Randall,  M.D.,  Rochester,  Minn. 
Internal  Medicine 

William  J.  German,  M.D.,  New  Haven,  Conn. 
Neurosurgery 


Robert  A.  Kinch,  M.D.,  Montreal,  Que. 
Obstetrics 

John  R.  Lynn,  M.D.,  Dallas,  Tex. 
Ophthalmology 

A.  B.  Sirbu,  M.D.,  San  Francisco,  Calif. 
Orthopedic  Surgery 

Douglas  P.  Bryce,  M.D.,  Toronto,  Ont. 
Otorhinolaryngology 

A.  James  French,  M.D.,  Ann  Arbor,  Mich. 
Pathology 

Louis  Gluck,  M.D.,  Miami,  Fla. 

Pediatrics 

Wilma  C.  Diner,  M.D.,  Little  Rock,  Ark. 
Radiology 

James  D.  Hardy,  M.D.,  Jackson,  Miss. 
Surgery 

John  W.  Kirkland,  M.D.,  Birmingham,  Ala. 
Surgery 


Russell  Scott,  Jr.,  M.D.,  Houston,  Tex. 
Urology 


Additional  speaker  to  be  announced. 

Lectures,  symposia,  clinicopathologic  conference,  round-table  luncheons,  medical  motion  pictures,  technical  exhibits,  and  entertainment 
for  visiting  wives. 

(All-inclusive  registration  fee  — $30.00) 

This  program  is  acceptable  for  three  ond  one-holf  (S'/i)  prescribed  hours  and  twenty-eight  (28)  elective  hours  by  the  American  Academy 
of  General  Practice. 

For  information  concerning  the  Assembly  meeting  write  Secretary,  The  New  Orleans  Graduate  Medical  Assembly,  Room  1538,  1430  Tu- 
lane  Avenue,  New  Orleans,  Louisiana  70112. 
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TEXAS  MEDICINE 


PHYSICIANS'  DIRECTORY 


Allergy 


Clinics 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO,  TEXAS 


Bernard  T.  Fein,  M.D., 

Fellow 

American  Academv  of  AUerov 

216  Medical  Prof.  Bldg. 

CA  6-7671 


Peter  B.  Kamin,  M.D.,  F.A.A.P. 
Diplomate 

Sub-Board  Pediatric  Allergy 

San  Antonio  16,  Texas 
CA  7-6331 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Bar,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 


Ophthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathology — 
Uoyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 
RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 
F.A.C.A.,  F.A.A.A.  FjV.C.A. 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

RAMON  GARRIDO,  M.D. 

(Certified  American  Board  of  Pediatrics) 

Suite  156,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025 
JA  6-3281 


Robert  P.  Gordon,  C.P.A.,  Administrator 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 
F.A.C.A. 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomats  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 

John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D, 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Charles  D.  Haunschild,  M.D.  James  A.  Murray,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


MEDICINE 
Sidney  E.  Stout.  M.D. 
Frank  L.  Bynum.  M.D. 
Ed  Etier,  Jr.,  M.D. 


GENERAL  PRACTICE 
G.  Con  Smith.  M.D. 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow.  M.D. 


ALLERGY  CLINIC 
Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 
TU  2-3487 

2530  Morgan  Corpus  Christi,  Texas 


Cardiovascular  Disease 


THOMAS-SPANN  CLINIC 
& THOMAS-SPANN  HOSPITAL,  INC. 

1546  S.  Brownlee  Corpus  Christi,  Texas  78404 

Telephone  884-3861 


SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 

J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vemor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


INTERNAL  MEDICINE 
William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 

RADIOLOGY 
Crysup  Sory,  M.D. 

ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 


GUS  SCHREIBER,  M.D.,  F.A.C.C. 
Electrocardiography 

Reception  and  Interpretation  of 
Telephone- Transmitted  Electrocardiograms 

1430  Medical  Arts  Building  Dallas,  Texas  75201 

Business  Office  Telephone  214  - 748-3715 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $8.00  per  column  inch  and  must  run  six 
months.  New  listings  are  limited  to  those  specialties  rec- 
ognized by  the  American  Medical  Association.  A discount 
of  5%  is  allowed  for  six  month’s  advance  payment.  Mail 
copy  to  Advertising  Assistant,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is 
20th  of  the  month  preceding  publication  month. 
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RUGELEY  AND  BLASINGAME  CLINIC 

lA/ Vl  Si  * I ’pYSi  Q 

2100  North  Fulton  Street  ’ 713  LE  2-1700 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

David  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  KoUe,  M.D. 

PATHOLOGY 
Hector  M.  Perches,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D., 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 
R.  E.  Goelzer,  M.D. 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 

UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 

NEUROPSYCHIATRY 
Raleigh  R.  Gleason,  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 

3380  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-B«ll 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Pediatrics 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 

Anutdo  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiologry 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 

R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  25,  Texas  JA  6-2051 

Internal  Medicine  and  Diagnosis 


Cardiovascular  Disease 
♦Charles  D.  Reece,  M.D. 

Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandiver,  M.D. 
Charles  H.  Gregory,  M.D. 

B.  Frederick  Gregory,  M.D. 

Endocrinology,  Metabolic 
Diseases  and  Director  of 
Clinical  Research 

Raymond  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 


Infectious  Diseases 

Lewie  L.  Travis,  Jr.,  M.D. 
Jack  L.  Reddin,  M.D. 

Internal  Medicine 
Jeffrey  Zatorski,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Pathology 

Jack  P.  Abbott,  M.D. 

Paul  B.  Radelat,  M.D. 

Pulmonary  Diseases 

William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Radiology  and  Nuclear  Medicine 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Rheumatology 
John  E.  Norris,  M.D. 

Administration 
C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 

Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


CONSULTATION  BY  APPOINTMENT 

♦Deceased 


B E E L E R-M  A N S K E CLINIC 


9th  Avenue  N, 
Texas  City, 
AC  713, 

Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

O.  Mendes,  M.D. 

Internal  Medicine 
W,  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


at  6th  street  N, 
Texas  77590 
WI  8-8521 

General  Practice 

J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D, 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


MALONE  and  HOGAN  CLINIC 
901  Main  Street  Phone  267-6361 

Big  Spring,  Texas  79720 


Ophthalmology  and 
O tolaryngology 

P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D.,  F.A.C.S. 
Orthopedic  Surgery 
P.  H.  Rhymes,  M.D. 

Internal  Medicine 

J.  H.  Burnett,  Jr.,  M.D. 

J.  P.  Darby,  Jr.,  M.D.,  F.C.C.P. 
W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


Obstetrics  and  Gynecology 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot,  Jr.,  M.D.,  F.A.A.l 
Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  Dillon,  M.D. 

Consultants  in  Pathology 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

Business  Manager 
R.  L.  Heith 


THE  COFFEY  CLINIC 
306  West  Broadway,  Fort  Worth,  Texas 
A,  D.  Ladd,  M.D. 

W.  D.  Marrs,  M.D.,  F.A.C.S. 

Wm.  D.  Chalmers,  M.D. 

Earl  Newton,  Business  Manager 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 


ED  I 

SURGERY 

W.  S.  Lorimer,  Jr.,  M.D., 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


i-4333 

INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P. 

Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 


Mrs.  Evelyn  Farr,  Business  Manager 


USE  YOUR 


40,000  Bound  Volumes 


TEXAS  MEDICAL  ASSOCIATION  MEMORIAL  LIBRARY 

Extensive  Reprint  Collection  400  Medical  Films  875  New  Journals  Monthly  Audio  Digest  Foundation  Tapes 


CALL  OR  WRITE  TODAY!  1801  North  Lamar  Boulevard,  Austin,  Texas  78701  512-477-6704 
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CLINIC  OF  THE  SOUTHWEST 

6437  High  Star  at  Hillcroft 

Houston,  Texas  77036  PR  4-7671 

INTERNAL  MEDICINE  GENERAL  SURGERY 

William  C.  Franklin,  M.D.  Harvey  B.  Koch.  M.D. 

Charles  C.  Douelass,  M.D. 

Hematology  & Oncology  UROLOGY 

Glen  E.  Lewis,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Joy  L.  Deere,  M.D.  DENTISTRY 

Loren  B.  Goss,  M.D.  Burley  G.  Ingram,  D.D.S. 

PEDIATRICS  RADIOLOGY 

John  R.  Dunn,  Jr.,  M.D.  Neil  B.  Longley,  M.D. 

Blanca  S.  Azios,  M.D.  Richard  E.  Schuette,  M.D. 

PHYSICAL  THERAPY  BUSINESS  MANAGER 

Richard  D.  Tinsley,  R.P.T.  C.  C.  Walker 

Colon  and  Rectal  Surgery 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

1410  Medical  Arts  Bldg.  Dallas.  Texas 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 

RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 

Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 

3610  34th  Street  Lubbock,  Texas 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 

MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 

710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 

* WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1550  W.  Rosedale  Fort  Worth,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas 

Off.  Tel.  TA  4-2673  Res.  Tel.  EM  1-4600 

EVERETT  R.  SEALE,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.  Houston  25,  Texas 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street  Houston,  Texas 

J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg. 

Houston  25,  Texas 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

Skin  Cancer 

Radium  and  X-Ray  Therapy 

1410  Pruitt  Street  Fort  Worth  4,  Texas 

C.  D.  L.  CROMAR,  M.D. 

Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 

Pasadena,  Texas  77502 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

Dermatology 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 

ROGER  W.  MANAR,  M.D. 

DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 

1400  Eighth  Street  Wichita  Falls,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

FREDERICK  F.  CASTROW,  II,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 

Phone  JA  6-3733  Houston  25,  Texas 
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THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  Therapy  in  the 

Treatment  of  Skin  Maligrnancies 

Hours  9 to  1 — 3 to  6 

800  Fifth  Ave.  Fort  Worth,  Texas 

CECIL  0.  PATTERSON,  M.D. 
GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive  Dallas  25,  Texas 

315  North  Shiloh  Road  Garland  40,  Texas 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A,  Bailey,  M.D.  F.  Clark  Douglas,  M.D, 
John  W,  Fisher,  M.D. 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 
DERMATOLOGY 

HAIR  TRANSPLANTATION  & DERMOPLANING 
Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Phone:  464-6369  Houston,  Texas  77024 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 

GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

Eye,  Ear,  Nose,  Throat 

General  Surgery 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

Dra.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagologry  and  Allergy 

Canon,  M.D.,  M.  D.  Watkins,  M.D,, 

F.A.C.S.  F.A.C.S.,  A.I.C.S. 

Wm.  F.  Anderson,  M.D.,  Ernest  Nalle,  Jr.  M D 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  F^A.C.S.,'  F.I.C.S. 

M.  G.  Ellsasser.  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock.  Texas 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

Gastroenterology 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  523-8323  Houston,  Texas  77025 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

MILFORD  0.  ROUSE,  M.D. 

Consultant  in  GASTROENTEROLOGY 

1412  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6144 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 
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HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  7702B 

JA  2-4141 


Internal  Medicine 

TOM  R.  JONES,  M.D. 

INTERNAL  MEDICINE 
Diseases  of  the  Chest 

1608  Memorial  Professional  Bldg.  Houston,  Texas 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 
Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

HENRY  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 

Internal  Medicine  and  Diseases  of  the  Chest  and  Heart 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

1003  Memorial  Professional  Building 
1010  Louisiana  Houston,  Texas  77002  222-7224 


ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 
Hours  by  Appointment 
1000  East  32nd  Street,  Suite  6 
Phone  GR  6-7371  Austin,  Texas 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 
practice  limited  to 
PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 
4600  Samuell  Blvd.,  Dallas,  Texas 
EV  1-7181 


THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D.  •Herbert  G.  Rush*  M.D. 

1066  W.  Magnolia  Avenue  ED  6-5469 

Fort  Worth,  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 


Neurology/  Psychiatry 


HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 


*Abe  Hauser,  M.D. 
*Harris  M.  Hauser,  M.D. 
*Robert  I.  Hauser,  M.D. 
Wasme  Keller,  M.D. 

* Gerald  Ratinov,  M.D. 
Ronald  J.  Hauser,  M.D. 


Clinical  Psychology 
Joanne  Borba,  M.  A. 
Robert  D.  Langston, 
PH.D.,  Consultant 
Psychiatric  Social  Work 

Ethel  M.  Feinsilver, 
M.S. 


808  Memorial  Professional  Building 
Houston,  Texas  77002 
CA  4-5041 


‘Diplomate,  American  Board  of  Psychiatry  and  Neurology 


HOUSTON  ASSOCIATES 
IN 

PSYCHIATRY  AND  NEUROLOGY 
Houston,  Texas 

C.  A.  lannucci,  M.D. 

Joe  C.  A.  Eckhardt,  Jr.,  M.D. 
Alfred  H.  Vogt,  M.D. 

George  M.  Stevens,  M.D. 

Jules  Bohnn,  M.D. 

Leroy  Androes,  M.D. 

A.  R.  Martinez,  Ph.D. 

Ruth  Searls,  M.S.W. 

Diana  Sheer,  M.S.W. 

Dan  DeShazo,  M.S.W. 

Beth  Bowman,  M.A. 

Comprehensive  Neuropsychiatric 
Evaluation  and  Treatment 


STEPHEN  WEISZ,  M.D. 


Electroencephalography 


Practice  Limited  to 
NEUROLOGY  and  PSYCHIATRY 
1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 


1021  Hermann  Prof.  Bldg.  JA  9-5721 
6812  Staffordshire  RI  8-3780 
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CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriase  CounselinK 

Hypnotherapy  for  Smoking  and  Obesity 

3701  21st  Street  Lubbock,  Texas  79410 

swift  5-4023 

WILLIAM  J.  NELSON,  M.D. 

Neurological  Surgery 

Suite  300 

University  Towers 

915-542-0643 

1900  N.  Oregon  St.  El  Paso,  Texas  79902 

Neurological  Surgery 

Nuclear  Medicine 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1501 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77025 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  ME  1-1500 

Ophthalmology 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

RICHARD  S.  RUIZ,  M.D. 

CHARLES  E.  RUSSO,  M.D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston,  Texas  77025  JA  8-1919 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

ME  7-0420 

Suite  657-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas 

Dks.  Murphy,  Alpar,  Taylor  «fe  Howell 

OPHTHALMOLOGY 

Weldon  0.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 

Albert  D’Errico,  M.D.  Mark  D.  Marshall,  M.D. 

DRS.  D’ERRICO  AND  MARSHALL 

Neurological  Surgery 

3707  Gaston  Ave.  TA  4-2543 

Dallas,  Texas 

HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 

Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building 

Dallas.  Texas  748-0958 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

BERT  C.  BRYAN,  M.D. 

Surgery  and  Diseases  of  the  Eye 

1314  Medical  Arts  Building 

RI  7-7474  Dallas,  Texas  RI  7-2481 
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Orthopedic  Surgery 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and 

Upper  Extremity  Reconstinictive 

Surgery 

3707  Gaston  Ave.  Area  Code  214 

Dallas,  Texas  75246  TA  3-5361 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 

Otolaryngology 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  CLINIC 

Diplomatea  American  Board  of  Orthopedic  Surgery 

1133  N,  19th  St.  Abilene,  Texas 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 

Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road  Phone;  JA  9-4389 

Houston,  Texas 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  514 

Dallas,  Texas  Hours  By  Appt. 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

ROYCE  C.  LEWIS,  JR.,  M.D. 

KENNETH  C.  SCHOLZ,  D.D.S.,  M.D. 

A.  CLARKE  MILLER,  M.D. 

3702  21st  St.,  Suite  9 806-763-8281 

Lubbock,  Texas  79410 

W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W,  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  633-7465  El  Paso,  Texas  79902 

DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 

Pathology 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  76246 

ORTHOPEDIC  SURGERY 

Telephone 

TAylor  4-7883 

MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 

CHARLES  E.  GRAHAM,  M.D. 

212  South  Cottonwood  Suite  D 

Richardson,  Texas  76080 

ORTHOPEDIC  SURGERY 

AD  1-6396 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D, 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 
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FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 

John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D, 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  75236 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 

Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 

Houston  25,  Texas 

“Mailing  Containers  on  Request" 

“Office  Pickup  Service  in  Houston" 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  76901 

Phone  634-4453 

TEXAS  MEDICAL  LABORATORIES 

1550  W.  Rosedale  Fort  Worth  76104 

Phone  817,  ED  6-7161 

Mailers.  Office  pickup  service. 

David  Murray,  M.D.,  Diplomate 
(Clinical  & Anatomic),  A.B.P. 

HAROLD  WOOD,  M.D.  — REFERRAL  LABORATORY 

Endocrine  Assays 

Serum  Human  Growth  Hormone  - Serum  Insulin 

Special  Chemistries  - Medical  Toxicology 

Exfoliative  Cytology  and  Surgical  Pathology 

2909  Hillcroft  Ave.  Houston,  Texas  77027 

713  — 781-1272 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cytology 

Surgical  Pathology  Medicolegal  Consultation 

Mailing  containers  on  request 

2112  Washington  Avenue  PL  6-7226 

P.O.  Box  3160  Waco,  Texas  76707 

ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 

Exfoliative  Cytology 

Surgical  and  Clinical  Pathology 

Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 

ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 

R.  H.  CHAPPELL,  M.D.,  F.A.C.P. 

Diplomate  in  Clinical  Pathology 
and  Anatomical  Pathology 
by  the  American  Board  of  Pathology 

SMALL  HOSPITAL  PATHOLOGY 

Quality  control  and  check  sample  and  C.P.C.  service 
for  the  small  hospital.  Pickup  and  delivery  service. 

P.  0.  Box  1288  Texarkana,  Texas  75501 

Ph:  214-792-2161 

DRS.  RACE,  CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race,  M.D.,  M.S.  Wm.  B.  Kingsley.  M.D. 

Gwendolyn  Crass,  M.D.  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  M.D.  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 

712  N.  Washington,  Dallas  10,  Texas 

Phone  TAylor  4-1258  or  TAylor  6-6918 

NUCLEAR  MEDICINE  LABORATORIES 

OF  TEXAS 

6411  South  Main  Street 

Texas  Medical  Center 

Houston,  Texas  77025 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in; 

Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 

JAckson  6-1501 

Physical  Medicine 
and  Rehabiiitation 

TEXAS  REHABILITATION  HOSPITAL 

OF  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  68,  GONZALES,  TEXAS  78629 

Facilities  for  physical  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade 
through  twelfth  grade. 

ROBERT  M.  IZARD,  JR.,  M.D.  LYNN  SMITH,  SR. 

Medical  Director  Administrator 

Piastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

6419  Caroline  Street  JA  3-8131  Houston,  Texas  77004 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  Irving,  Texas 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 
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BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3679 

Houston  25,  Texas  Res.  SUnset  2-1628 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  9041-^  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-4751 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4543 

602  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

Plastic  Surgery  Associates 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate,  American  Board  of  Plastic  Surgery 

JAMES  LEE  MOORE,  M.D. 

Practice  limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office : 272  Hermann  Prof.  Bldg. 

Houston,  Texas  77025  JA  8-2481 

Spring  Branch  Office:  1343  Blalock 

Houston,  Texas  77055  JA  8-2481 

BOND  AND  MORPHIS 

Tom  B.  Bond,  M.D.,  F.A.C.R. 

Oscar  L.  Morphis,  M.D.,  F.A.C.R 

Radiation  Therapists 

909  8th  Avenue  Fort  Worth,  Texas 

Hours  by  Appointment 

Phone  336-2028 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and  Surgery  of  the  Hand 

Suite  104 

Telephone  3434  Swiss  Avenue 

TAylor  4-7290  Dallas,  Texas 

Thoracic  Surgery 

Radiology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ.  M.D.,  F.A.C.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106  373-8324 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  PE  8-4694 
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Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D. 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  and 

PERIPHERAL  VASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 

El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 

Robert  R.  Shaw,  M.D.  John  L.  Kee,  Jr.,  M.D. 

DRS.  SHAW  AND  KEE 

THORACIC  SURGERY 

The  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas  75246 

TA  6-5184 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 

UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 

UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg:.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4833 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 

CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  1.  COX,  M.D. 

Diplomates  American  Board  of  Urology 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  332-7879 

Use  your 

Texas  Medical  Association 

Memorial  Library 

40,000  Bound  Volumes  400  Films 

875  New  Journals  Each  Month 

Extensive  Reprint  Collection 

Audio  Digest  Foundation  Tapes 

Call  or  write  today! 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

AC  512  477-6704 

Urology 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  limited  to 

UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 
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Physicians  Wanted 


WANTED  ; General  Practitioner  to  assume  well-established  practice  in 
Mo^y,  Texas.  Available  facilities  include  fully  equipped  office  and  three 
examining  rooms.  Located  in  Central  Texas.  Moody  has  a trade  area  of 
S.BOO.  Interested  physicians  pleeise  contact  Mrs.  J.  B.  Vandiver,  Frank 
Denny,  Mrs.  Ruth  Newman  or  Leroy  Wall,  Moody,  Texas. 


WANTED — A GENERAL  PRACTITIONER,  but  would  consider  in- 
ternist; to  become  salaried  associate  to  a six  man  clinic  group  who  op- 
erate an  accredited  hospital  under  same  roof  with  clinic  in  a central 
Texas  town  of  10,000  ; would  be  on  salaried  basis  for  two  years  as  asso- 
ciate and  then  become  owner-partner.  Please  reply  to  Charles  A.  Garrett, 
M.D.,  216  Craig  Street.  Hillsboro,  Texas. 


WANTED — M.D.’s  to  do  general  practice  with  surgery,  Houston  area. 
Present  doctors  netting  $4,000  to  $8,000  monthly  after  six  months  prac- 
tice. No  investment  required.  Send  resume  to  Box  179,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIAN  WANTED : GP  moving  from  six  year  location.  Choice 
area  of  suburban  Houston.  Three  open-staff  hospitals  in  neighborhood. 
Office  and  equipment  available.  No  cash  needed.  Ideal  for  GP,  internist, 
pediatrician  or  OB/GYN.  Please  reply  to  Ad-158,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED  : ONE  OR  TWO  GENERAL  PRACTITIONERS  to  join  two 
physicians.  Town  of  6,000,  area  13,000.  65-bed  hospital.  Guarantee  $18,000 
net.  Rotate  weekends,  holidays,  etc.  James  C.  Price,  M.D.,  or  W.  A.  Siev- 
ers,  M.D.,  Gonzales,  Texas. 

GENERAL  PRACTICE — DALLAS.  Established  thr^  man  group.  Los- 
ing one  man.  General  medicine  and  obstetrics.  No  office  investment  need- 
ed. Beginning  salary  with  partnership  after  interval.  Regular  day  off  and 
annual  vacation  with  no  lost  income.  Write  Drs.  Smith  and  Teel,  221 
Pleasant  Grove  Shopping  Center,  Dallas,  Texas  75217. 

INDIVIDUAL  PRIVATE  GENERAL  PRACTICE:  all  of  the  advan- 
tages of  group  practice  with  none  of  the  disadvantages.  Guaranteed  high 
monthly  income.  Little  or  no  overhead  or  investment  initially.  Maximum 
leisure  time  with  your  family.  Texas  license.  Contact  Sanford  Smith. 
Northshore  Medical  Center,  P.O.  Box  9836,  Houston,  Texas  77015.  Tele- 
phone GL  3-5454. 


WANTED  FOURTH  INTERNIST,  board  certified  or  eligible,  for  grow- 
ing 15  man  multi-specialty  group  in  Southwest.  New  clinic  with  excel- 
lent facilities.  Liberal  fringe  benefits.  Remuneration  negotiable.  Please 
reply  to  Ad-200.  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


OPPORTUNITY  FOR  AMBITIOUS  GENERAL  PRACTITIONER  to 
associate  or  otherwise  with  well-established  general  practitioner  in  cen- 
tral Texas  town.  Negotiate  salary.  Have  Medicare-approved  hospital  of 
16  beds  and  32-bed  rest  home  complex.  Ideal  country  outdoor  living  with 
excellent  schools,  churches,  and  nearby  recreational  facilities.  No  initial 
capital  investment.  Must  see  to  appreciate.  For  information  reply  to 
Ad-187,  Texas  Medicine.  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

WANTED : General  practitioner,  pediatrician,  internist  on  staff  of  Den- 
ton State  School.  Base  annual  salary  $18,000,  extra  $1,000  to  $3,000,  if 
board  certified.  40-hour  week  with  ample  vacation  time,  other  fringe 
benefits.  Excellent  community  to  live.  Near  Dallas,  Fort  Worth.  Contact 
Medical  Director,  Denton  State  School,  Box  368,  Denton,  Texas. 


ORTHOPEDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  group. 
100-bed  fully  accredited  hospital.  Salary  open.  Ehill  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas,  Texas  75216. 


GENERAL  PRACTICE — Take  over  practice  of  recently  deceased  MD. 
Established  30  plus  years.  Well  equipped  clinic,  lab,  and  x-ray.  Gross 
$70,000  plus.  Pleasant  Gulf  Coast  city  of  10,000,  area  60,000.  Excellent 
schools.  Excellent  hunting  and  fishing  of  all  types.  Excellent  open  staff 
hospital.  Contact  T.  W.  Thiltgen,  Box  190,  El  Campo,  Texas  77437. 


WANTED:  MD  TO  DO  GENERAL  PRACTICE,  with  surgery  and  OB, 
in  a two  doctor  clinic.  Financial  arrangements  can  be  worked  out  on  an 
individual  basis.  Mineral  Wells,  Texas,  has  a rapidly  growing  population 
of  18,000  with  a trade  area  of  40,000  to  60,000.  Located  four  miles  west 
of  Fort  Wolters.  We  have  good  schools,  industry,  lakes,  golf  course,  hunt- 
ing and  fishing.  Fifty  minutes  from  Fort  Worth  and  Dallas.  Contart  Mr. 
W.  W.  Carter,  Business  Manager,  Baker  Clinic,  Mineral  Wells,  Texas, 
FA  5-2564. 


RADIOLOGICAL  ASSOCIATE  WANTED:  separate  billing.  Central 
Texas  area,  excellent  120-bed  hospital  now  under  construction,  latest 
equipment  available.  Terms  dependent  upon  experience,  arrangement 
open  to  negotiation.  Please  reply  to  Ad-214,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIAN  WANTED  (GENERAL  PRACTICE)  in  Earth,  Texas. 
Clinic  available,  completely  furnished  and  equipped.  Large  enough  for 
two  physicians.  Population  of  Earth  1500.  Irrigated  farming  area  (high 
per  capita  income).  Trade  area  population  4000-5000.  Write  Neil  Pounds, 
Box  334,  Earth,  Texas,  or  call  257-2861. 

URGENTLY  NEEDED  TO  COMPLETE  STAFF  in  375-bed  fully  ac- 
credited GM&S  hospital,  located  in  the  heart  of  the  beautiful  Texas  Hill 
Country.  Board  certified  or  eligible — an  internist  staff  physician,  a 
urologist,  and  an  ortheopedic  surgeon.  Salary  up  to  $20,000  determined  by 
training  and  experience.  Excellent  vacation  and  sick  leave,  insurance,  r^ 
tirement,  and  other  fringe  benefits.  Please  write  Director,  VA  Hospital, 
Kerrville,  Texas  78028.  An  equal  opportunity  employer. 


GENERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford,  Texas.  The  community's  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  r<x>m  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals, 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  646,  Milford,  Texas  76670,  area  code  214,  493-2611. 


ASSOCIA'TE  GROUP  MEMBER  WANTED.  Practice  in  Northeast  Dal- 
las for  20  years,  members  Baylor  Medical  Center  Staff.  Need  pediatri- 
cian, internist  and  general  practitioner.  Lakewood  Medical  Center,  6331 
Prospect,  Dallas,  Texas  76214. 


SEEKING  INTERNIST  OR  GENERAL  PRACTITIONER.  Board  certi- 
fied internist,  Henry  Ford  Hospital  trained,  age  38,  desires  associate  in 
university  town  of  50,000  in  Central  Texas,  90  miles  from  Houston. 
Large  amount  office  space  available  adjacent  to  hospital.  Recent  illness 
of  physician-member  makes  large  practice  readily  available.  Further 
particulars  will  be  discussed  if  interested.  Please  contact  Ad-218,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ANESTHESIOLOGY  RESIDENCIES  AVAILABLE— Fully  approved 
two  year  program  in  600  bed  general  hospital  includes  neurosurgery, 
thoracic,  and  cardiovascular  surgery.  Annual  anesthetics  administered — 
over  13,000.  Stipend — $8100  and  $9300.  Board  and  laundry.  A.  N.  Hein- 
richs, M.D.,  Director,  Department  of  Anesthesia,  Harris  Hospital,  1300 
West  Cannon,  Fort  Worth,  Texas  76104. 


GENERAL  PRACTITIONER  WANTED  to  join  five  man  clinic  in 
growing  town  of  Clifton,  30  miles  northwest  of  Waco  near  Lake  Whit- 
ney. 41-bed  fully  accredited  hospital  with  plans  to  expand  by  30  beds. 
Salary  to  start,  commensurate  with  present  requirements ; partnership 
later.  Good  schools,  churches  and  hunting  and  fishing  facilities.  Contact 
V.  D.  Goodall,  M.D.,  Goodall  & Witcher  Clinic,  Clifton,  Texas  76634. 


WANTED  IMMEDIATELY.  RADIOLOGIST,  board  certified  or  eligi- 
ble, as  associate  with  Drs.  Smith  and  Martin,  1616  Ed  Carey  Drive,  Har- 
lingen, Texas.  Private  office  and  two  hospitals.  $25,000  to  start,  partner- 
ship soon  as  mutually  agreeable.  Lots  of  time  off  equally  for  meetings, 
fishing,  hunting,  and  traveling.  Cobalt  teletherapy,  minimal  radium  ther- 
apy ; excellent  climate. 


EXCEPTIONAL  OPPORTUNITY  for  one,  two,  or  three  physicians 
(specialist  or  GP)  to  phase  into  and  assume  thriving  two  man  general 
practice  now  grossing  $200,000  annually  in  a growing,  progressive  area. 
Modern  building— new  equipment.  No  initial  investment  required.  One 
partner  wishes  retirement,  the  other  a residency.  Reply  to  Ad-219,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


EXCELLENT  OPPORTUNITY  for  physicians  in  Carrizo  Springs, 
Texas.  Office  space  available  in  new  professional  building  adjacent  to 
hospital  and  nursing  home.  Excellent  schools  and  housing  in  city.  One 
general  practitioner  and  surgeon  needed.  For  information  write  or  call 
C.  W.  Vandervoort,  500  North  First,  Carrizo  Springs,  Texas  78834,  tele- 
phone 512-876-2550. 


OBSTETRICIAN  AND  GYNECOLOGIST:  Board  certified  or  eligible, 
to  associate  with  a progressive  and  expanding  multispecialty  group  in 
west  Texas.  Many  fringe  benefits  including  retirement  program.  No  in- 
vestment required.  Adjoining  accredited  hospital.  City  population  35,000. 
Reply  Ad-221,  Texas  Medicine,  1801  North  Lamar,  Austin,  Texas  78701. 


UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progressive 
and  expanding  multispecialty  group  in  West  Texas.  Many  fringe  benefits 
including  retirement  program.  No  investment  required.  Adjoining  ac- 
credited hospital.  City  population  35,000.  Reply  Ad-221,  Texas  Medicine, 
1801  North  Lamar,  Austin,  Texas  78701. 


RADIOLOGIST,  board  certified  or  eligible  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoin- 
ing accedited  hospital.  City  population  35,000.  Reply  to  Ad-221,  Texas 
Medicine,  1801  North  Lamar,  Austin,  Texas  78701. 


PEDIATRICIAN  WANTED : 14  man  multispecialty  group,  located  in 
progressive  North  Texas  university  city  of  over  100,000  population  de- 
sires to  add  a board  certified  or  board  eligible  pediatrician  under  40.  Two 
pediatricians  presently  in  department,  but  one  pediatrician  contemplating 
retirement  within  the  next  year.  Clinic  operates  fully  equipped  lab  and 
x-ray.  Beginning  salary  guarantee  $20,000  plus  percentage  with  liberal 
time  off  and  vacation  ; retirement  program  : fringe  benefits.  Early  part- 
nership. Reply  Ad-222,  Texas  Medicine,  1801  North  Lamar  Boulevard, 
Austin,  Texas  78701. 


PATHOLOGY  RESIDENCIES  AND  INTERNSHIPS  available  in  600 
bed  general  hospital.  Fully  approved  four  year  program  in  anatomical 
and  clinical  Pathology.  Average  annual  specimens  and  tests — 348,587. 
Interns — $6300 ; residents — $8100  up.  Board  and  laundry.  Charles  B. 
Mitchell,  M.D.,  Director  of  Laboratories,  Harris  Hospital,  1300  West  Can- 
non, Fort  Worth,  Texas  76104. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $6.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Copy  deadline  is  the  20th  of  the  month  pre- 
ceding publication.  Send  copy  to  Advertising  Assistant, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin. 
Texas  78701. 
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OTOLARYNGOLOGY:  LFnusual  opportunity;  will  transfer  at  no  cost 
but  fair  price  for  eiiuipment  and  furniture,  practice  yielding  $46,000  a 
year  with  no  ENT  cancer  and  ear  surgery.  Right  man  may  double  that. 
Unopposed  in  area  drawing  60,000  people.  Associated  with  10  other  spe- 
cialists. Write  A.  Ale.xandre  deSouza,  M.D.,  P.  O.  Box  1822.  Plainview 
Texas  70072. 


PHTSICIANS  WANTED — Alice,  Texas,  25,000  population.  Trade  area 
BO. 000.  Excellent  economy.  Could  use  general  practitioners  as  well  as 
specialist.s.  Large  modern  hospital  with  radiologist.  Contact  Physicians  & 
Surgeons  Hospital  of  Alice,  Texas  78332. 


URGENT  ! 1 Need  one  or  two  General  Physicians  to  assume  a very  large 
successful  well  equipped  practice  in  Texas.  Will  introduce  if  in  time. 
Residency  beckons.  All  supplies  and  equipment  can  be  had  at  a fraction 
of  their  cost.  Excellent  opportunity  for  ambitious  person.  Reply  Ad-223, 
Texas  Medicine,  1801  North  Lamar  Boulevard,  Austin,  Texas  78701. 


Situations  Wanted 


BUSINESS  ADMINISTRATOR  seeks  position  as  business  manager  for 
clinic,  professional  building  or  hospital.  Five  years  experience  as  mana- 
ger of  three  doctor  group.  Familiar  with  all  areas  of  medical  manage- 
ment. Prefer  Houston,  but  will  consider  relocation.  Resume  available. 
Please  reply  to  Ad-211,  Texas  Medicine,  1801  North  Lamar  Blvd.  Austin 
Texas  78701. 


BOARD  CERTIFIED  general  surgeon  available  on  weekends  or  by  the 
week  for  general  surgery  or  general  practice  locum  tenens.  $750.00  per 
week  minimum.  3220  Boydston,  Fort  Worth.  Texas  76127. 


For  Sale  or  For  Rent 


WANTED:  EXPOSED  X-RAY  FILM  FOR  SALVAGE.  What  have 
you?  Write  today  I Murray.  3305  Bryan.  Dallas,  Texas  76204. 


FOR  LEASE ; MODERN  OFFTCE  SPACE.  Immediately  available  for 
lease.  Adjacent  to  135-bed  general  hospital.  Spring  Branch-Memorial 
adapt  floor  space  to  suit  tenant.  Mr.  John  Sims 
Building  Manager,  Spring  Branch  Medical  Center,  8830  Long  Point  Road 
Houston,  Texas  77065.  (1  - 713  - 468-2657). 


Miscellaneous 


Want  to  buy:  Older  model,  direct  writer  Sanborn  Electrocardiograph 
machine  in  good  condition.  Will  pay  $100-$125  depending  on  model  con- 
dition. etc.  Contact  Richard  J.  Puls,  M.D.,  Medical  Arts  Building,  Dallas, 


Have  you  investigated  the 


association 

members' 

retirement 

trust? 

Established  as  a service  for  its  members, 
this  program  is  fully  trusteed  and  is 
qualified  under  the  Keogh  Act  so  that  tax 
advantages  may  accrue  to  contributions. 
The  plan  is  designed  to  be  flexible,  offering 
the  physician  several  investment  media  to 
choose  from:  balanced  and  growth  mutual 
funds,  fixed  retirement  investments, 

US  Government  Retirement  Bonds,  common 
trust  fund,  or  savings  account. 


For  information,  write 

TMA  Members'  Retirement  Trust 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


REDBIRD  PROFESSIONAL 
CENTER 

4010-20  Alloy  Service  Drive 
Dallas,  Texas  75232 


IMMEDIATE  OCCUPANCY 


Each  office  is  provided  with  ample  adjacent  parking  facilities. 

Individual  climatic  controls  afford  year-round  comfort. 

Senses ^a7e  nov?  in'’thp''nrnri«  Professional  Center,  a total  of  1500  garden  type  apartment  and  one-family 

Corp!  the  Sweetheart  So  Corf  l?i  Tn if  T.  n ^ expanding  Redbird  Plaza  encompasses  the  Mobile  Research 

for  "an;  doct^s  interes?eT  in°eTpan'ding"its  hori?o:?  ^ 


For  Further  information  CALL  OR  WRITE: 


REDBIRD  ENTERPRISES,  INC. 

1377  Bar  Harbor  Dr.,  Dallas,  Texas  75232 
PHONE:  (214)  FR  1-3120 

Allen  M.  Fain,  M.D.,  Mr.  George  Greenberg 
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• slows  motility 
•arrests  diarrhea 
•relieves  cramps 

pleasant  tasting 

In&ntol 

Pink 

for  adults  and  children 

Each  fluid  ounce  contains;  Paregoric,  60  min. 
(Contains  0.23  gr.  [15  mg.]  Opium — Warn- 
ing: May  be  habit  forming.),  Pectin,  N.F.,  4 
grs..  Bismuth  Subsaiicylate,  8 grs..  Zinc  Phen- 
olsuifonate,  1 3/5  grs..  Ext.  Irish  Moss,  q.s. 

First  Texas  d^Aa^nuicettiiaiUi, 
Manufacturer  of  pharmaceuticals  since  1903 
Dallas,  Texas  75222 


Can  you  save  a year 
of  your  son’s  life? 


For  the  gifted  high  school  student  who  plans 
a professional  career  — as  a doctor,  lawyer, 
engineer  or  businessman  — Schreiner  offers  an 
“accelerated  honors  program’’  which  makes  it 
possible  for  him  to  pursue  his  education  at 
his  own  pace  — ahead  of  the  crowd. 

This  fully  accredited  program  permits  the 
exceptional  student  to  complete  the  last  two 
years  of  high  school  and  the  first  two  years 
of  college  in  three  years  ...  to  reduce  the 
time  he  must  spend  in  pre-professional 
studies  . . . and  to  save  a year  of  his  life  for 
more  advanced  academic  pursuits. 

Our  College  Preparatory  Department  offers 
grades  9 through  12,  and  our  Junior  College 
Department  offers  degree  programs  in  Pre-Law, 
Pre-Medical,  Engineering,  Business 
Administration,  and  Liberal  Arts. 

Enrollment  is  limited  to  400  students. 


For  further  information,  write  or  cat! 


The  Registrar,  Sct|rgtner 

Box  P,  Kerrville,  Texas  78028 
Telephone  AC  512  / CL  7-8412 


138 


TEXAS  MEDICINE 


J'EXAS 

MEDICINE 


FEBRUARY  1969 


STorliptt,  ?^utcljinga,  iM^morial  Sfnapital 

An&  3Iorbptt  Clinic 


306  Coleman  Street  fltarlin,  Olrxas  Telephone:  WE  6-3561 

Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith.  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith.  M.D..  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinlev.  Jr..  M.D. 

James  S.  Bussell.  M.D. 

C.  G.  Brown,  M.D. 

EYE.  EAR.  NOSE  AND  THROAT 
S.  W.  Huches.  M.D. 


ALLERGY 

Walter  S.  Smith,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison,  M.D..  F.A.C.O.G. 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 

RADIOLOGY 

J.  M.  Brown,  M.D..  F.A.C.R. 

PATHOLOGY 

W.  W.  Klatt,  M.D. 

Ronald  E,  Henderson.  .Ir..  M.D. 
Gardner  Thomas.  Jr.,  M.D. 


UROLOGY 

Howard  O.  Smith.  M.D.,  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris,  Jr. 

Superintendent  of  Nurses: 

Ruby  Lowrance.  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street  DALLAS, 


*Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diaprnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 
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{2  32  Acute  Renal  Failure; 

^ Diagnosis  & Treatment 

J—  Harry  E.  Sarles  is  co- 
^ director  of  the  Adult  Renal 
^ Division  and  associate 
— professor  in  the  Depart- 
p ment  of  Internal  Medicine, 
Z University  of  Texas  Medi- 
lii  cal  Branch,  Galveston. 

^ Also  a consultant  in  renal 
and  electrolyte  diseases, 
USPHS  Hospital,  Galveston, 
he  is  a diplomate  of  the 
American  Board  of  Internal 
Medicine  and  a member 
of  numerous  other  pro- 
fessional groups.  His 
coauthors  are  August  R. 
Remmers,  Jr.,  associate 
professor  of  medicine 
and  co-director.  Adult 
Renal  Division;  Carlos  0. 
Canales,  instructor  in 
medicine:  Gerald  A. 
Beathard,  special  fellow 
in  experimental  pathology; 
Richard  B.  Marshall  and 
Daniel  K.  Roberts,  asso- 
ciate and  assistant  pro- 
fessors of  pathology, 
respectively. 


38  Acquired  Aplastic 
Anemia  in  Children 

Audrey  Hart  Nora  is 
instructor  in  pediatrics, 
Baylor  College  of 
Medicine,  Houston; 
and  associate  hematologist. 
Research  Hematology 
Laboratory,  Texas  Chil- 
dren’s Hospital.  She 
became  a diplomate  of 
the  American  Board  of 
Pediatrics  last  fall.  Her 
coauthor,  Donald  J.  Fern- 
bach,  is  associate  professor 
of  pediatrics  at  Baylor, 
and  director  of  the  Re- 
search Hematology  Labora- 
tory and  Chief  of  the 
Hematology  and  Oncology 
Service  at  Texas 
Children’s  Hospital, 
Houston. 


44  Thiabendazole;  Clinical 
Trial  in  Treatment  of 
Strongyloidiasis  in  Six 
Children 

Allan  E.  Price  is  a 
cardiopulmonary  fellow  at 
the  Methodist  Hospital 
Cardiopulmonary  Institute, 
University  of  Texas 
Southwestern  Medical 
School,  Dallas.  He  will 
complete  his  residency 
in  internal  medicine  this 
year,  and  plans  to, enter 
private  practice  in  Greeley, 
Colo.,  in  July.  His  co- 
author, Fred  S.  Brooksaler, 
is  professor  of  pediatrics 
at  Southwestern,  and  is 
the  medical  director  of  the 
National  Foundation  Birth 
Defects  Center  there. 


48  Eczema  Vaccinatum 
Complicating  Pemphigus 
Vulgaris 

A.  Navarrete-Reyna,  a 
graduate  of  the  National 
University  of  Mexico,  for- 
merly was  an  assistant 
professor  of  pathology  at 
Baylor  College  of 
Medicine,  Houston.  He  is 
now  with  the  Department 
of  Pathology,  Hospital 
General,  Mexico  City.  His 
coauthors  are  Charles  V. 
Stewart,  resident  in  sur- 
gery, and  Lois  Cowan 
Collins,  associate  professor 
of  radiology  at  Baylor. 


52  Myxoglobulosis;  Report 
of  Two  Cases 

Fred  F.  Castrow,  II, 
recently  completed  his 
residency  in  dermatology  at 
the  University  of  Texas 
Medical  Branch  and  is 
now  in  private  practice 
in  Houston.  Last  year 
he  won  two  awards,  one 
in  the  SAMA-UTMB 
Scientific  Forum  and  one 
in  the  annual  Cutis 
manuscript  contest.  His 
coauthors  are  J.  Fred 
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Mullins,  Department  of 
Dermatology,  Medical 
Branch,  Galveston,  and 
Dietor  Assor,  Department 
of  Pathology,  Ohio  State 
University,  School  of 
Medicine,  Columbus,  Ohio. 


62  Vaginal  Cytology 

Jack  W.  Baxter,  Houston, 
specializes  in  obstetrics 
and  gynecology.  He  earned 
his  M.D.  degree  from 
Baylor  University  College 
of  Medicine,  interned  at 
Mercy  Hospital,  Toledo, 
Ohio,  and  took  his  resi- 
dency at  Oklahoma 
University  Hospital, 
Oklahoma  City.  Formerly, 
Dr.  Baxter  practiced  in 
Shawnee,  Okla.,  and  in 
the  Panama  Canal  Zone. 


66  Colposcopic  and 
Cytologic  Evaluation  of  the 
Pregnant  Cervix 

Thomas  A.  Walker  and 
Wayne  F.  Baden  are 
associated  with  the 
Department  of  Obstetrics 
and  Gynecology,  Scott  and 
White  Clinic,  Temple.  Dr. 
Walker,  senior  author,  is 
chairman  of  the  Depart- 
ment of  Gynecology;  he  is 
a diplomate  of  the  Ameri- 
can Board  of  Obstetrics 
and  Gynecology,  a fellow 
of  the  American  College 
of  Obstetrics  and  Gyne- 
cology, and  a member  of 
the  American  Society  of 
Colposcopy  and 
Colpomicroscopy. 


71  Radiological  Case 
of  the  Month 

Robert  N.  Cooley,  professor 
and  chairman  of  the  De- 
partment of  Radiology  at 
the  University  of  Texas 
Medical  Branch,  Galveston, 
is  guest  editor  for  this 


PUBLICATION  INFORMATION 


series,  which  is  sponsored 
by  the  Texas  Radiological 
Society.  This  month’s 
article  was  prepared  by 
Jack  Reynolds,  professor 
and  vice-chairman  of  the 
Department  of  Radiology, 
University  of  Texas  South- 
western Medical  School, 
Dallas. 


76  Early  Sex  Education 

Georgia  F.  Legett,  Austin 
obstetrician  and  gynecol- 
ogist, has  been  clinician  at 
the  Austin  Planned 
Parenthood  Center  since 
1952,  has  helped  develop 
five  OEO  family  planning 
clinics,  and  serves  on  the 
advisory  committee  on 
sex  education  in  the  Austin 
Public  Schools.  She  is 
a diplomate  of  the  Ameri- 
can Board  of  Obstetricians 
and  Gynecologists,  fellow 
of  the  American  College 
of  Obstetricians  and 
Gynecologists,  and  a 
member  of  many  other 
professional  and  civic 
organizations. 


84  The  Biblical  Endorse- 
ment of  Contraceptive 
Methods 

Harvey  A.  Rosenstock, 
now  a navy  lieutenant, 
plans  to  begin  residency  in 
psychiatry  at  Baylor  as 
soon  as  his  military  service 
is  completed.  His  co- 
author, Rabbi  Carl  Klein, 
is  spiritual  leader  of 
Congregation  Beth-EI, 
Mexico  City,  and  author 
of  “The  Credo  of 
Maimonides,’’  published  by 
Philosophical  Library,  Inc. 
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H.  H.  Brindley 
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G.  V.  Brindley,  Jr. 
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ON  THE  COVER 

Old  subjects  are  new  sub- 
jects; their  controversies 
flow  and  ebb.  Throughout 
the  ages,  one  man  with 
theories  tries  to  change  an- 
other man’s  theories  on 
mysteries  which  neither 
can  prove  by  earthly 
means.  Womanhood  is  ever 
a subject  of  controversy; 
and  today  She  is  often 
buried  under  conjecture  on 
the  value  of  contraceptives. 
One  physician  writer  this 
month  reminds  us  that  the 
subject  is  not  new,  and  he 
offers  his  interpretation  of 
the  significance  of  contra- 
ceptives in  Biblical  times 
(page  84).  Life  flows.  Time 
ebbs. 


NEXT  MONTH 

In  March,  readers  of  Texas 
Medicine  will  find  a thought- 
ful commentary  on  how 
changes  in  society  have  af- 
fected the  period  of  adoles- 
cence and  portend  creation 
of  relevant  opportunities 
for  adolescents  to  achieve 
progress  in  their  develop- 
mental tasks.  Other  articles 
will  deal  with  identification 
of  the  physically  abused 
child,  how  to  detect  poten- 
tial learning  difficulties  in 
preschool  children,  pediat- 
ric neurosurgery,  and  me- 
conium ileus.  Also  sched- 
uled for  March  are  reviews 
of  the  physiology  of  deglu- 
tition, diabetic  diarrhea, 
and  duodenal  diverticulitis. 
Reports  in  both  medical 
and  lay  publications  about 
nutrition  in  the  United 
States  have  stimulated 
much  interest  among  phy- 
sicians; in  March,  we  hope 
to  publish  a preliminary  re- 
port of  findings  from  the 
Texas  Nutrition  Survey  just 
completed  by  the  University 
of  Texas  Medical  Branch 
and  the  Texas  State  Depart- 
ment of  Health. 


Editorial  and  Business  Offices:  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701;  Telephone:  Area  Code  512  477-6704. 

Subscription  communications  should  be  sent  to  the  Busi- 
ness Offices.  $3  per  year  for  members;  $9  for  nonmem- 
bers: $10  for  foreign:  single  copy,  $1. 

Contributions,  previously  unpublished,  are  welcomed  for 
review:  suggestions  for  preparation  are  available  from  the 
Editorial  Offices.  News  and  other  items  should  be  sent  to 
the  Editorial  Offices  by  the  10th  of  the  month  preceding 
the  month  of  publication.  All  contributions  are  sent  at  the 
owner's  risk. 

Printing  Offices:  c/o  Stafford-Lowdon  Company,  1114  West 
Daggett,  Fort  Worth  76104. 
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Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


TeiTA  U.S.  PATENT  NO.  3,00I,»I0  1/S9 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


I 

TEPANIL —the  right  Start  in 
support  of  the  weight-control 
program  you  recommend.  It 
reduces  the  appetite.  Doesn’t  kill  it. 
Weight  loss  is  significant— gradual— yet  there  is  a relatively 
low  incidence  of  CNS  stimulation.  Because  TEPANIL  works 
on  the  appetite,  not  on  the  ''nerves.'' 

Contraindications:  Contraindicated  concurrently  with  MAO  inhibitors,  in  patients  hypersensitive 
to  diethylpropion  hydrochloride,  and  in  emotionally  unstable  patients  knawn  to  be  susceptible  to 
drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  great  caution  when  prescribing 
for  patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Should  not  be  used  during 
the  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Side  Effects:  While  rarely  causing  therapy  to  be  withdrawn,  side  effects  may  occur  occasionally; 
CNS  effects  (such  as  insomnia,  nervousness,  jitteriness),  dryness  of  mouth,  thirst,  nausea,  ab- 
dominal distress,  constipation,  headache,  allergic  response  including  urticaria  or  other  dermatitis; 
rarely  associated  with  tachycardia,  cardiac  arrhythmia  or  ECG  changes. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swal- 
lowed whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one 
hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome 
night  hunger. 

Use  in  children  under  12  years  of  age  is  not  recommended. 


A Truth 

Hospital  and  Doctor  Know  Well... 
MEDICARE  Alone, 
is  NOT  ENOUGH 

...and  that’s  why 

BLUE  CROSS^and  BLUE  SHIELD' 

are  now  taking  applications  for 


SENIOR  TEXAN 
COMPANION 
SERVICE 


It  will  be  first  announced  to  the  pub- 
lic through  a large  ad  in  all  major  Sunday 
newspapers  of  Texas,  February  2nd.  It 
will  be  strongly  supported  by  our  solid, 
state-wide  radio  network. 

Complete  details  are  in  a simple  little 


folder  which  will  be  in  every  hospital’s 
information  rack.  Helping  your  patients 
to  decide  to  make  their  health-care  pro- 
tection complete,  by  sending  in  their  ap- 
plications for  Senior  Texan,  might  be  one 
of  the  greatest  favors  you  could  ever  do. 


BLUE  CROSS^and  BLUE  SHIELD^ 

Hospital  and  Health  Care  Coverage  Medical  and  Surgical  Benefits 

(GROUP  HOSPITAL  SERVICE.  INC.)  (GROUP  LIFE  A HEALTH  INSURANCE  COMPANY) 


OF  TEXAS 


MAIN  AT  NORTH  CENTRAL  EXPRESSWAY  ■ DALLAS,  TEXAS  75222 


® American  Hospital  Association 
®'National  Association  of  Blue  Shield  Plans 
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The  Francis  name. 

Our  claim  to  fame. 

The  C.  B.  Francis 
health  care  story 
has  few  parallels. 
Since  1957,  when 
the  dynamic  young 
executive  left  a 
thriving  insurance 
business  to  enter  the  medical  care  pro- 
fession, he  has  had  much  to  do  with 
the  introduction  of  modern,  business- 
like methods  and  techniques.  First, 
Francis  determined  that  his  facilities 
should  offer  hope  and  recreation,  and 
that  patients,  no  matter  what  their 
ages,  can  recuperate  to  some  degree. 
Thus,  the  insistence  on  round-the- 


clock  registered  nurses,  cleanliness, 
cheerful  environments,  and  the  estab- 
lishment of  “convalescent"  centers, 
not  "nursing"  homes.  He  has  served 
as  president  of  the  Texas  association, 
and  vice  president  of  the  national 
organization  in  the  convalescent 
field.  And  now,  C.  B.  Francis  is  blaz- 
ing a new  trail:  The  Francis  Hospitel, 
a private  hos|)ital  to  meet  the  chal- 
lenge of  rising  costs  and  crowded 
conditions.  And  Francis  Convalescent 
Centers  continue  to  grow,  and  ex- 
pand, because  people  have  confi- 
dence in  the  Francis  name,  our 
claim  to  fame. 


fr^ncisT 

HOSPiTELS 

I N C O K P ()  K A I ED 


FRANCIsf^ 

I CONVALESCENT 
CENTERS 


FRANCIS  HOSPITELS— WACO;  Francis  Hospitel,  2501  Maple  Avenue,  Ph.  752-0311  FRANCIS  CONVALESCENT 
CENTERS — AUSTIN:  Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Cen- 
ter, 1000  6th  Avenue,  Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph. 
853-9981;  LONGVIEW:  Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO;  San  Pedro  Manor,  616 
West  Russell,  Ph.  732-5181  FRANCIS  MANAGEMENT — PORT  ARTHUR:  The  Golden  Triangle  Convalescent  Center, 
3900  Highway  365,  Ph.  727-1651. 


Home  office:  2303  W.  North  Loop,  Austin,  Ph  454-2725.  C.  B.  Francis,  President. 
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helps  restore  normal  motility  and  tone 


CANTIL 

(mepenzolate  bromide) 


Diarrhea  and  other  symptoms  of  common 
G.l.  disorders  can  often  be  curbed  with  Cantil 
(mepenzolate  bromide),  bringing  welcome  relief 
to  the  harassed  patient.  Relatively  specific  for 
the  hyperactive  colon,  it  helps  reduce 
diarrhea,  pain  and  spasm  with  minimal  effect 
on  other  viscera.  Cantil  (mepenzolate  bromide) 
is  indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenteritis, 
diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
LAKESIDE  properties.  Side  effects  are  usually  mild. 


CONTRAINDICATIONS:  Sensiiivity  to  Cantil®  (mepenzolate  bromide),  glau- 
coma. G.l.  or  G.U.  obstruction,  toxic  megacolon.  WARNINGS:  Possibility  of 
adverse  reactions  in  advanced  severe  ulcerative  colitis  and  atypical  agitated 
reactions  to  phenobarbital  in  the  elderly  (Cantil  with  Phenobarbital). 
PRECAUTIONS:  Cantil  is  of  adjunctive  use  only:  treatment  of  the  underlying 
condition  is  indicated,  be  it«rganic  or  functional.  Observe  caution  in  conditions 
known  to  be  incompatible  with  atropine-like  drugs,  e.g.,  open-angle  glaucoma 
or  prostatic  hypertrophy.  ADVERSE  EFFECTS:  Dry  mouth;  blurred  vision; 
constipation;  nausea;  vomiting;  bloating;  dizziness;  urinary  retention.  All  are 
anticholinergic  effects  and  usually  tolerable.  Habituation  and  idiosyncratic 
reactions  to  phenobarbital  (Cantil  with  Phenobarbital)  are  possible,  as  is 
generalized  rash.  DOSAGE:  One  or  two  tablets  three  times  a day  and  one  or 
two  at  bedtime  usually  provide  prompt  relief.  Cantil  with  Phenobarbital  may 
be  prescribed  if  sedation  is  required.  HOW  SUPPLIED:  CANTIL  (mepenzolate 
bromide)— 25  mg.  per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL— containing  in  each  scored  tablet  16  mg.  phenobarbital 
(warning:  may  be  habit  forming)  and  25  mg.  mepenzolate  bromide.  Bottles 
of  100  and  250. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Symbols  in  a life  of 
psychic  tension 

B.A. 

cum  laude 

v.p. 

at  thirty-two 

ECG 

and  complete 
examination  normal 

(persistent  palpitations) 


Valium^ 

(diazepam) 

for  reliable  relief  of  psychic 
tension  and  associated 
somatic  and  depressive 
symptoms  (including  tension- 
induced  insomnia)... 
usually  well  tolerated... 
2-mg,  5-mg  or  10-mg  tablets 
t.i.d.  and  h.s. 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  con- 
comitants of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  acute 
agitation,  tremor,  delirium  tremens 
and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity 


of  grand  mal  seizures  may  require  in- 
creased dosage  of  standard  anticon- 
vulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary 
increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultane- 
ous ingestion  of  alcohol  and  other 
CNS  depressants.  Withdrawal  symp- 
toms have  occurred  following  abrupt 
discontinuance.  Keep  addiction-prone 
individuals  under  careful  surveillance 
because  of  their  predisposition  to 
habituation  and  dependence.  In  preg- 
nancy, lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions 
in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 


Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage, 
sleep  disturbances,  stimulation,  have 
been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advis- 
able during  long-term  therapy. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


He  is  elderly. 

He  is  on  corticosteroids. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 


DECLOSTATIN  300 


DemfthjIchlortelrafyclineHCl  300  mp 
and  INyslalin  500,000  units 
CAPSULE-SHAPED  TABLETS  Lederle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy— the  protection  of 
nystatin  is  combined  with  demetbylchlortetracycline  in 

0ECLOSTATIN. 

^For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
o\>ergrowth. 

Effectiveness;  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component,  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines sho^d  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have  ; 
disappeared  rapidly  upon  cessation  of  treatment.  < 

.Side  Effects;  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— niaculopap- 
ular  and  ei7thematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare).  ; 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis,  a 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this  1:' 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo-  f 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therapy,  ; 
Demelhylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
in  humans. 


i 

i 

A 


Average  Adult  Daily  Dosage;  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  bi 


given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  food.-' 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  symptoms  have  subsided.  ' 


LEDERLE  LABORATORIES 

A Division  of<  American  Cyanamid  Company,  Pearl  River,  New  York 
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Head-acres? 


Now...  a welcome 
refuge  from  tension 
as  well  as  pain 


Split-level  tensions  build  up  to 
splitting  headaches. 

Water  in  the  basement,  sales- 
men at  the  door,  and  tonight’s 
PTA . . . any  little  thing  may  cause 
tension  headaches. 

Suburban  life  seems  compli- 
cated, but  now  treatment  of  the 
tension  headache  is  simpler  — with 
Dialog!  Here’s  effective  nonsalicy- 
late analgesia  plus  mild  sedation. 
Relieves  tension.  Relieves  pain. 

Unlike  APC-barbiturate  or 
APC-codeine  combinations. 
Dialog  is  nonsalicylate.  No  gastric 
irritation,  even  in  aspirin-sensitive 
patients.  Also  nonphenacetin  — 
won’t  injure  the  kidney  when 
given  in  proper  dosage. 

Dialog  could  be  a suburban 
wifesaver. 


INDICATIONS:  Relief  of  pain  and  discomfort 
of  simple  headache]  neuralgia,  myalgia,  and 
musculoskeletal  pain:  dysmenorrhea]  bursitis] 
sinusitis]  fibrositis.  Also  to  relieve  discomfort 
and  reduce  fever  caused  by  respiratory  infec- 
tions, influenza,  and  other  febrile  conditions. 
CONTRAINDICATIONS:  Sensitivity  to  any  of 
ingredients  and  moderate  to  severe  hepatic 
disease. 

WARNINGS:  May  be  habit  forming.  Dosage  of 
coumarin  anticoagulants  may  require  adjust- 
ments during  and  on  cessation  of  therapy. 

Use  in  Pregnancy 

Safe  use  in  pregnant  women,  or  during 
lactation,  has  not  been  established.  Therefore, 
benefits  must  be  weighed  against  potential 
hazards. 

PRECAUTIONS:  Periodic  CBC  is  advised 
during  prolonged  therapy. 

ADVERSE  REACTIONS:  Side  effects  are  rare. 
Nausea,  transitory  dizziness,  anuria,  and  rash 
may  occur.  Overdosage  of  allobarbital  will 
produce  symptoms  of  barbiturate  excess. 
DOSAGE  AND  ADMINISTRATION 
Adults:  One  or  2 tablets  q 4 h,  not  to  exceed 
8 tablets  in  24  hours. 

Children  6 to  12:  One-half  to  one  tablet  q 4 h, 
not  to  exceed  4 tablets  in  24  hours. 

SUPPLIED:  Tablets  (white,  scored),  each 
containing  15  mg  allobarbital  and  300  mg 
acetaminophen]  units  of  3 bottles  of  30. 

Consult  complete  literature  before 
prescribing. 


acetaminophen ) 


C I B A 

CIBA  Pharmaceutical  Company,  Summit,  N.J. 


2/3912 


The  new  Brown  Schools  a pan  of 

construction  and  improvement  ...  in  living  facilities 
and  services  ...  to  provide  the  finest  care  and  treat- 
ment for  the  retarded  and  the  disturbed. 

This  new  dormitory  . . . one  of  17  new  buildings  now 
underway  ...  is  part  of  that  plan.  When  completed  in 
1969,  they  will  provide  a comfortable,  safe,  and  sup- 
portive environment  to  complement  the  work  of  an 
experienced  professional  staff. 

The  New  Brown  Schools  program  encompasses  each 
of  the  six  separate  residential  centers  and  treatment 
programs.  For  further  information  on  the  expanding 
facilities  and  services  of  the  New  Brown  Schools,  write 
for  a catalogue  today. 


Registrar,  Dept.  K-1 
P.O.  Box  4008 
Austin,  Texas  78751 


Paul  L.  White,  M.D.,  Medical  & Psychiatric  Director 
Jackson  R.  Day,  M.D.,  Staff  Psychiatrist 
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■ ^ FOUNDED  IN  1940 


SIX  SEPARATE  RESIDENT  CENTERS  AUSTIN  & SAN  MARCOS,  TEXAS 
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TEXAS  MEDICI 


"Mans  best  f riend"in  wintertime  diarrheas 

In  winter  “flu"  and  viral  gastroenteritis,  Donnagel 
(4  oz.  size!)  can  bring  aid  and  comfort  to  sufferers 
from  both  diarrhea  and  its  discomforts  because  it 
contains  kaolin  and  pectin  plus  belladonna  alkaloids 
(asin  Donnatal®).  Donnagel  treats  the  whole  diarrhea 
problem.  Available  on  your  prescription  or 

recommendation.  a.  H.  Robins  company,  Richmond,  Va.  23220 


THERE’S  A 
FORMULATION 
FOR  ETERI 
COUOHINO  NEED 

All  five  members  of  the  Robitussin 
family  contain  glyceryl  guaiacolate. 

This  outstanding  expectorant  agent 
increases  the  output  of  lower  respiratory 
tract  fluid  (R.T.F.)  Increased  R.T.F. 
volume  thins  mucus,  thereby  improving 
the  action  of  bronchial  and  tracheal 
cilia  and  making  thick,  inspissated 
mucus  less  viscid  and  easier  to  raise. 


For  coughs  ot  colds  and  /lu 

ROBITUSSIN® 

Each  5 cc.  contains; 

Glyceryl  guaiacolate  100  mg. 

Alcohol,  3.5% 

For  unproductive,  allergic  coughs 
ROBITUSSIN  A-C®  (exempt  narcotic) 


Each  5 cc.  contains: 

Glyceryl  guaiacolate  100  mg. 

Pheniramine  maleate  O mg. 

Codeine  phosphate  10  0 mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  100  mg. 

Dextromethorphan  hydrobromide  ....  15.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
lor  "coughs  on  the  go" 

COUGH  CALMERS^” 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide  ..  7.5  mg. 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

ROBITUSSIN-PE® 

Each  5 cc.  contains; 

Glyceryl  guaiacolate  100  mg. 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin 

Robitussin  A-C 

Robitussin-DM 

Cough  Calmers 

Robitussin-PE 

Expectorant  • 

• 

0 

0 

0 

Demulcent  • 

• 

0 

0 

0 

Cough  Suppressant 

• 

0 

0 

Antihistamine 

0 

Non-Narcotic  • 

0 

0 

0 

Long- Acting  (6-8  Hours) 

0 

0 

Nasal,  Sinus  Decongestant 

0 

PHOTO  BY  VICTOR  HAND  ^ [-J  Robins  Company,  Richmond,  Va.  23220 
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high  under 
the  cuff. 


he  forgets  he  has  hypertension,  gets  hot 
under  the  collar. . . high  under  the  cuff. 


patients,  consider  Regrotori 

chlorthalidone  50  mg. 
reserpine  U.S.P.  0.25  mg. 


To  lower  blood  pressure 

and  allay  anxiety  in  hypertension. 

For  brief  summary  of  prescribing  infor- 
mation, see  next  page. 


Regroton  Geigy 

chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 

the  once-a-day  tablet  for  anxious  hypertensives 

Regroton  is  a combination  of  two  basic 
antihypertensives  designed  to  lower  blood 
pressure  and  allay  anxiety  in  hypertension. 

With  Regroton  he  can  keep  his  shirt  on 
and  you  can  keep  his  blood  pressure  down. 

Before  prescribing,  please  review  carefully 
the  indications,  contraindications, 
warning,  precautions,  adverse  reactions 
and  dosage  information  below. 


RE-6392 


Regroton® 

Each  tablet  contains: 
chlorthalidone  50  mg. 
reserpine  U.S.P.  0.25  mg. 

Indications:  Hypertension. 
Contraindications:  History  of  men- 
tal depression,  hypersensitivity, 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration 
of  enteric-coated  potassium  sup- 
plements, which  should  be  used 
only  when  adequate  dietary  sup- 
plementation is  not  practical,  the 
possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions 
has  frequently  been  required  and 
deaths  have  occurred.  Discontinue 
coated  potassium-containing  for- 
mulations immediately  if  abdom- 
inal pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleed- 
ing occur.  Discontinue  one  week 
before  electroshock  therapy,  and 
if  depression  or  peptic  ulcer 
occurs. 

Use  in  pregnancy:  Because  chlor- 
thalidone may  cross  the  placental 
barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in 
breast  milk,  this  drug  should  be 
used  with  care  in  pregnant  pa- 
tients and  nursing  mothers.  When 
used  in  women  of  childbearing 
age,  the  potential  benefits  of  the 
drug  should  be  weighed  against 
the  possible  hazards  to  the  fetus. 
Use  of  chlorthalidone  may  result  in 
fetal  or  neonatal  jaundice,  throm- 
bocytopenia, and  possibly  other 
adverse  reactions  which  have  oc- 
curred in  the  adult.  Increased 
respiratory  secretions,  nasal  con- 
gestion, cyanosis  and  anorexia 
may  occur  in  infants  born  to 


reserpine-treated  mothers. 
Precautions:  Antihypertensive 
therapy  with  this  drug  should  al- 
ways be  initiated  cautiously  in 
postsympathectomy  patients  and 
in  patients  receiving  ganglionic 
blocking  agents,  other  potent  anti- 
hypertensive drugs,  or  curare. 
Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at 
least  one-half.  To  avoid  hypoten- 
sion during  surgery,  discontinue 
therapy  with  this  agent  two  weeks 
prior  to  elective  surgical  proce- 
dures. In  emergency  surgery,  use, 
if  needed,  anticholinergic  or 
adrenergic  drugs  or  other  sup- 
portive measures  as  indicated. 
Because  of  the  possibility  of  pro- 
gression of  renal  damage,  periodic 
kidney  function  tests  are  indicated. 
Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated. 
Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may 
occur.  If  potassium  depletion 
should  occur  during  therapy,  the 
drug  should  be  discontinued  and 
potassium  supplements  given, 
provided  the  patient  does  not 
have  marked  oliguria. 

Take  particular  care  in  cirrhosis 
or  severe  ischemic  heart  disease 
and  in  patients  receiving  corti- 
costeroids, ACTH,  or  digitalis. 
Severe  salt  restriction  is  not 
recommended-  Use  cautiously  in 
patients  with  ulcerative  colitis  or 
gallstones  (biliary  colic  may  be 
precipitated).  Bronchial  asthma 
may  occur  in  susceptible  patients. 
Adverse  Reactions:  The  drug  is 
generally  well  tolerated.  The  most 
frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diar- 
rhea, constipation,  muscle  cramps, 
headache,  dizziness  and  acute 


gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety, 
depression,  bradycardia  and 
ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis), 
drowsiness,  dull  sensorium,  hyper- 
glycemia and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness, 
transient  myopia,  impotence  or 
dysuria,  orthostatic  hypotension 
which  may  be  potentiated  when 
chlorthalidone  is  combined  with 
alcohol,  barbiturates  or  narcotics, 
leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranu- 
locytosis, nasal  stuffiness,  in- 
creased gastric  secretions, 
nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis, 
optic  atrophy  and  glaucoma,  and 
pruritus.  Eruptions  and/or  flushing 
of  the  skin,  a reversible  paralysis 
agitans-like  syndrome,  blurred 
vision,  conjunctival  injection, 
increased  susceptibility  to  colds, 
dyspnea,  weight  gain,  decreased 
libido,  dryness  of  the  mouth, 
deafness,  anorexia,  and  pan- 
creatitis when  epigastric  pain  or 
unexplained  G.l.  symptoms 
develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia, 
paresthesia,  photosensitization 
and  necrotizing  angiitis  are 
possible. 

Average  Dosage:  One  tablet  daily 
with  breakfast. 

Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000. 
(B)46-600-C 

For  details,  please  see  complete 
prescribing  inlormation. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
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TEXAS  MEDICINE 


When  she  gets  a bacterial  infection, 
think  of  Tetrex-F.® 


Like  the  debilitated  or  diabetic  pa- 
tient, she  may  be  susceptible  to  mo- 
nilial  overgrowth. 

That’s  why  she  needs  the  extra  protection 
of  Tetrex-F  whenever  tetracycline  ther- 
apy is  indicated.  Tetrex-F  provides  well- 
tolerated  tetracycline  phosphate  complex 
for  the  bacterial  infection — nystatin  to 
help  prevent  mondial  overgrowth. 

Tetrex-F 

(tetracycline  phosphate 
complex-nystatin) 

Whenever  iiionilia  may  threaten 
tetracycline  therapy 


PRESCRIBING  INFORMATION.  For  complete  informa- 
tion consult  Official  Package  Circular.  Indications:  Infec- 
tions of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensitive 
organisms,  in  patients  with  increased  susceptibility  to  mon- 
ilial  infections.  Contraindications : The  drug  is  contraindi- 
cated in  patients  hypersensitive  to  its  components. /larm’regs: 
Photodynamic  reactions  have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  if  skin  discomfort  occurs. 
With  renal  impairment,  systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation,  lower  doses  should 
be  used.  Tooth  staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last  trimester  of  preg- 
nancy, neonatal  period  and  childhood).  Precautions:  Bac- 
terial superinfections  may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse  Re- 
actions: Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may 
occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  for 
10  days  in  Beta-hemolytic  streptococcal  infections.  Admin- 
ister one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains 
tetracycline  phosphate  complex  equivalent  to  250  mg.  tet- 
racycline HCI  activity  and  250,000  units  of  nystatin.  For 
Oral  Suspension,  125  mg.  tetracycline  and  125,000  u. 
nystatin/5  ml.,  60  ml.  bottles.  A.H.F.  S.  Category  8:12 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York  13201 
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in  cerebrovascular  disorders 

Arlidin  increases  blood  flow 


-Arlidin  decreases  cere- 
bral  vascular  resistance, 
increases  cardiac  output, 
helps  maintain  mean 
arterial  pressure. 

A^tiidin  helps  control 
vasoconstriction,  vaso- 
spasm, and  ischemia. 

Alrlidin  may  thus  relieve 
symptoms  of  cerebro- 
vascular insufficiency, 


such  as  vertigo,  light- 
headedness, and  mental 
confusion. 

Alrlidin  also  increases 
blood  flow  to  the  eye 
and  inner  ear  to  help 
manage  ischemic  dis- 
orders of  those  organs. 

Airlidin  is  well  tolerated 
and  relatively  free  of 
severe  adverse  reactions. 


DOSAGE:  Usual  effective  dosage  '/2  to  1 tablet  t.i.d.  or  q.i.d.;  increased,  if  necessary,  to  2 tablets  t.i.d.  or  q.i.d. 
Parenterally,  0.5  cc.  by  subcutaneous  or  intramuscular  injection;  increased  gradually  to  1 cc.  one  or  more 
times  daily,  as  needed.  SIDE  EEFECT:  Occasional  palpitation.  PRECAUTIONS:  Use  with  caution  in  the 
presence  of  a recent  myocardial  lesion,  paroxysmal  tachycardia,  severe  angina  pectoris,  thyrotoxicosis. 
CONTRAINDICATION:  Acute  myocardial  infarction. 

SUPPLIED:  Tablets,  6 mg.,  scored;  bottles  of  100 
and  1000.  Parenteral,  5 mg.  per  cc.,  1 cc.  ampuls 
(5  per  box);  10  cc.  multiple-dose  vials  (1  per  box). 

CONSULT  PRODUCT  BROCHURE. 
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USV  PHARMACEUTICAL  CORPORATION 
800  Second  Avenue,  New  York,  N.Y.  10017 


to  the  brain 


ArlidiM- 

ww-v'Tk  W fc.  T W DECREASES 

NYLIDRINI  HCl^  ^reYistance 


INCREASES 

BLOOD 

FLOW 


(standardized  senna  concentrate)  TABLETS 


SENOKOT  Tablets  help  place  simple,  functional  constipation 
in  proper  perspective.  They  don’t  dramatize  the  problem. 

They  simply  help  relieve  it. 

Patients  appreciate  the  gentle  ease  of  laxation  that 
is  specific,  predictable,  comfortable.  95%  effective  Dosage  (preferably  at 

in  thousands  of  reported  cases*  ^max*4^taW^ts^b^i  d 

And  SENOKOT  Tablets  won’t  disrupt  the  night  with  peristaltic  Contraindication:  Acute 
rushes.  Because  the  action  is  virtually  colon-specific,  surgical  abdomen, 
gently  stimulating  peristalsis  through  Auerbach’s  plexus.  Supplied:  Bottles  of  50 
Taken  at  bedtime,  they  generally  induce  comfortable  evacuation  and  100  tablets. 

of  soft,  well-formed  stools  the  next  morning.  * Bibliography  on  request. 

When  the  sun  is  up.  Not  at  2 a.m.  Xhe 
Patients  like  economical,  easy-to-take  SENOKOT  Tablets.  Purdue  Frederick 
So  do  physicians.  That’s  why  they  have  widely  prescribed  Company 
SENOKOT  preparations  for  over  a decade.  Yonkers,  N.Y. 

€>COPYRtGHT  1967,  THE  PURDUE  FREDERICK  CO.  E-Z06D67R 


*e  p«p-™“«fDarvori 


analgesia  tliat’s 
versatile- 
potent, yet 
non-narcotic... 
time-tested,  too 


Description:  Darvon  is  a non-narcotic  anal- 
gesic available  in  Pulvules®  containing  either 
32  or  65  mg.  of  propoxyphene  hydrochloride. 

Darvon  Compound  and  Darvon  Com- 
pound-65 combine  the  effect  of  Darvon  with 
the  antipyretic  and  anti-inflammatory  benefits 
of  A.S.A.*  Compound  (aspirin,  phenacetin,  and 
caffeine,  Lilly). 

Each  Pulvule  contains— 

Darvon  Compound  Darvon  Compound-65 

32  mg Darvon® 65  mg. 

(propoxyphene  hydrochloride,  Lilly) 

227  mg A.S.A.® 227  mg. 

(aspirin,  Lilly) 

162  mg Phenacetin 162  mg. 

32.4  mg Caffeine  32.4  mg. 


propo^^hene  hydrochloride 


Darvon  *'  Compound-65 

Each  Pulvule*  contains  65 
mg.  propoxyphene  hydro- 
chloride, 227  mg.  aspirin, 
162  mg.  phenacetin,  and 
32.4  mg.  caffeine. 

Darvon® 

Propoxyphene 

Hydrochloride 

In  32  and  65-mg.  Pulvules. 

Darvon®  Compound 

Each  Pulvule  contains  32 
mg.  propoxyphene  hydro- 
chloride, 227  mg.  aspirin, 
162  mg.  phenacetin,  and 
32.4  mg.  caffeine. 

Darvon®  with  A.S.A.® 

Eacfi  Pulvule  contains  65 
mg.  propoxyphene  hydro- 
chloride and  325  mg. 
aspirin. 

Darvo-Tran® 

Each  Pulvule  contains  32 
mg.  propoxyphene  hydro- 
chloride, 325  mg.  aspirin, 
and  150  mg.  phenaglycodol. 


Potent  analgesia  with 
added  anti-inflam- 
matory and  anti- 
pyretic  action. 


Analgesia,  pure  and 
simple  . . . in  two 
strengths  for  flexi- 
bility of  dosage. 


Alternate  strength  of 
propoxyphene  with 
added  anti-inflam- 
matory and  anti- 
pyretic action. 


Potent  analgesia  with 
added  anti-inflam- 
matory action  . . . but 
no  phenacetin  or 
caffeine. 

Analgesia  with  added 
antianxiety  action. 


1 Pulvule  3 or  4 times 
a day. 


32  mg.:  1 or  2 Pul- 
vules 3 or  4 times  a 
day. 

65  mg.:  1 Pulvule  3 
or  4 times  a day. 

f or  2 Pulvules  3 or 
4 times  a day. 


1 Pulvule  3 or  4 
times  a day. 


1 or  2 Pulvules  3 or 
4 times  a day. 


Darvon  with  A.S.A.  combines  65  mg.  of  propoxyphene  hydro- 
chloride and  325  mg.  of  aspirin  in  each  Pulvule. 

Darvo-Tran  combines  the  mild  tranquilizing  effects  of  Ultran® 
(phenaglycodol,  Lilly)  with  the  analgesic  advantages  of  Darvon  and 
aspirin.  Each  Pulvule  contains  32  mg.  propoxyphene  hydrochloride, 
325  mg.  aspirin,  and  150  mg.  phenaglycodol. 

Side-effects  of  Darvon  are  qualitatively  similar  to  those  of  the 
same  or  similar  doses  of  codeine;  from  a quantitative  viewpoint, 
side-effects  are  less  than  those  of  codeine. 

Indications:  Darvon  is  indicated  for  the  reduction  or  amelioration  of 
pain.  It  is  of  particular  value  for  pain  associated  with  recurrent  or 
chronic  disease,  including  migraine.  Darvon  does  not  reduce  fever 
or  diminish  inflammatory  reactions.  No  evidence  of  functional  or 
pathological  changes  has  been  revealed. 

Darvon  Compound  and  Darvon  Compound-65  may  be  especially 
useful  in  the  symptomatic  relief  of  headache,  dysmenorrhea,  and 
such  inflammatory  states  as  arthritis  and  fibrositis. 

Darvon  with  A.S.A.  is  an  analgesic  without  phenacetin  and 
caffeine. 

Studies  show  that  Ultran  enhances  and  prolongs  the  analgesic 
activity  of  Darvon  when  pain  is  accompanied  by  anxiety. 

Contraindications:  Although  no  definite  contraindications  to  the  use 
of  Dan/on  have  been  reported,  known  hypersensitivity  to  any  of  the 
ingredients  in  Darvon  preparations  is  a contraindication.  Therapeutic 
doses  have  caused  no  demonstrable  effects  on  respiration,  blood 
pressure,  or  reflex  activity. 

The  presence  of  acute  or  chronic  disease  has  not  produced 
unusual  responses  to  Darvon.  Concomitant  administration  of  Darvon 
and  orphenadrine-containing  compounds  is  not  recommended. 

Caution  should  be  exercised  in  the  administration  of  Ultran  to 
patients  who  are  depressed. 

Warnings:  Use  with  caution  in  the  presence  of  gastric  ulcer.  Pro- 
longed and  excessive  use  of  phenacetin-containing  products  may 
aggravate  or  produce  renal  disease. 

Use  in  Pregnancy— JUe  safety  of  the  use  of  Darvon  during  preg- 
nancy has  not  been  established.  The  potential  hazards  of  the  drug 
must  be  weighed  against  the  possible  benefits. 

Use  in  Chiidren— Darvon  should  not  be  used  in  children  since 
adequate  data  to  establish  safe  conditions  of  use  are  lacking. 

Precautions:  Sudden  substitution  of  Darvon  for  analgesics  to  which 
patients  are  addicted  will  allow  withdrawal  symptoms  to  develop. 
These  are  not  caused  by  Darvon  and  may  be  avoided  by  gradually 
reducing  the  dose  of  the  old  medication  as  Darvon  is  substituted. 

Although  accumulated  evidence  suggests  that  Ultran  is  not 
habit-forming  or  addictive,  patients  on  tranquilization  therapy,  par- 
ticularly over  prolonged  periods,  should  be  under  periodic  medicai 


supervision.  Certain  patients  may  abuse  the  medication.  Patients 
driving  an  automobile  or  operating  hazardous  machinery  should  be 
advised  that  mental  alertness  or  physical  co-ordination  may  be  de- 
creased. The  administration  of  Ultran®  (phenaglycodol,  Lilly)  with 
other  C.N.S.  depressants  and/or  alcohol  may  result  in  additive 
effects. 

Adverse  Reactions:  Dizziness,  headache,  sedation,  somnolence, 
paradoxical  excitement  and  insomnia,  skin  rash,  and  gastro-intestinal 
disturbances  (including  nausea,  vomiting,  abdominal  pain,  and  con- 
stipation) have  occurred. 

When  recommended  doses  are  given,  euphoria  and  tolerance 
have  been  observed  rarely.  Dependence  (addiction)  has  not  been 
reported  with  therapeutic  dosages. 

If  gastric  irritation  attributable  to  the  salicylate  occurs,  it  is  sug- 
gested that  the  medication  be  taken  with  food  or  a small  amount  of 
milk  or  discontinued. 

Other  adverse  effects  reported  with  Darvo-Tran  include  vertigo, 
drowsiness,  gynecomastia,  headache,  sedation,  somnolence,  in- 
somnia, and/or  excitation. 

Administration  and  Dosage:  The  usual  adult  dosage  of  Darvon® 
(propoxyphene  hydrochloride,  Lilly)  is  65  mg.  three  or  four  times 
daily;  however,  some  physicians  prefer  the  32-mg.  dose  for  certain 
patients.  The  usual  dose  may  be  given  alone  or  with  other  medica- 
tion, as  required  for  the  relief  of  pain. 

The  usual  dosage  of  Darvon  Compound  is  1 or  2 Pulvules  three 
or  four  times  daily.  The  usual  dosage  of  Darvon  Compound-65  or  of 
Darvon  with  A.S.A.  is  1 Pulvule  three  or  four  times  daily. 

The  suggested  adult  dosage  of  Darvo-Tran  is  1 Pulvule  three 
or  four  times  daily.  When  pain,  with  or  without  anxiety,  is  severe,  2 
Pulvules  three  or  four  times  daily  may  be  indicated.  Two  Pulvules 
Darvo-Tran  will  provide  a 300-mg.  dose  of  Ultran,  which  may  pre- 
dispose to  mild  drowsiness  in  certain  individuals.  Two  Pulvules  also 
provide  64  mg.  of  Darvon,  the  amount  currently  recommended  when 
moderate  to  severe  pain  exists. 

Treatment  of  Overdosage:  Analeptic  drugs  (e.g.,  amphetamine  or 
caffeine  with  sodium  benzoate)  should  not  be  used,  because  fatal 
convulsions  may  be  produced. 

Signs  and  symptoms  of  acute  intoxication  (muscle  fascicula- 
tions,  convulsions,  and  respiratory  depression)  are  antagonized  by 
nalorphine  hydrochloride  and  levallorphan  tartrate.  Dosages  recom- 
mended in  the  package  literature  of  these  antagonists  should  be 
followed  and  repeated  as  often  and  as  long  as  is  necessary  to 
counteract  reappearing  symptoms  of  overdosage. 

Gastric  lavage  and  symptomatic  supportive  treatment  are 

indicated.  [ 071566] 

Additional  information  available  to  physicians  upon  request. 

ELI  LILLY  AND  COMPANY  

INDIANAPOLIS,  INDIANA  46206 
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COMFORT 


for  your  flu  patient... 
because  you  checked  the  pain 


This  is  the  season  for  U.R. I.— sinusitis,  pharyngitis,  laryngitis,  strep  throat,  flu. 

One  complaint  that  goes  with  all— “aches  and  pains.’’  That’s  why  you  prescribe 
Darvon  Compound-65— to  relieve  the  pain.  There  are  no  surprise  toxicities.  And  it  has 
the  added  advantage  of  reducing  fever.  Helps  your  patient  convalesce  more  comfortably. 


Potent,  yet  non-narcotic.  Versatile,  too. 

Controls  acute  and  chronic  pain  associated  with  a wide  range  of  indications  in  your  practice. 


DARVONtOMPOUND-65 

Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Editorial 


RISING  MEDICAL  COSTS 


From  1950  to  1965,  health  care 
prices  increased  66.6%.  This  was 
more  than  any  other  major  com- 
ponent in  the  “consumer  price 
index,”  which  is  the  Government’s 
method  of  measuring  the  general 
cost  of  living.  During  the  same 
period,  the  “all  items,”  or  cost  of 
living,  increased  only  31.2%.  We, 
as  physicians,  must  be  concerned 
about  these  rising  medical  costs. 

Some  factors  in  this  increase 
are  beyond  our  control.  Wages  and 
salaries  comprise  67%  of  a hos- 
pital’s budget,  while  industries’ 
payrolls  make  up  only  26%  of  their 
expenses.  Hence,  hospital  costs  go 
up  much  more  rapidly  with  spiraling 
wage  increases.  Then  too,  the 
equipment  used  in  medicine  today 
has  improved,  but  it  is  also  much 
more  expensive.  Our  enlarging 
affluent  society  deserves  and  expects 
more  in  quantity  and  quality  of 
medical  care  than  ever  before. 

There  are  things  which  we  as 
doctors  can  do  to  help  control  these 
rising  medical  costs.  First,  we 
must  make  a continued  sincere 
effort  not  to  abuse  insurance 
carriers,  the  government,  or  any 
other  third  party  involved  in  paying 
the  expense  of  patient  care.  Every 
effort  must  be  made  to  treat  on 
an  outpatient  basis  when  possible. 
Hospitalization  must  not  be 
permitted  or  continued  simply 
because  the  patient  or  his  family 
desire  it,  or  because  a third  party 


carrier  will  pay  for  it.  This  use  of 
medical  facilities  includes  con- 
valescent homes  and  rest  homes. 
They  are  becoming  increasingly 
crowded  and  a patient  should  not  be 
put  there  simply  for  convenience 
or  because  a third  party  will  pay  for  it. 

The  second  factor  under  our 
control  is  the  physician’s  fee. 

In  1966,  and  again  in  1967, 
doctors’  fees  rose  faster  than  the 
general  cost  of  living.  As  of  April  1, 
1968,  the  general  cost  of 
living  had  risen  144.9%  since 
1940.  Physicians’  fees  had  risen 
162.8%.  In  1967,  the  general  price 
level  increased  2.8%  while 
physicians’  fees  increased  more 
than  twice  that  amount,  or  7.1%. 
The  fact  that  obstetrical  care  and 
pediatric  services  have  increased 
considerably  indicates  that 
Medicare  was  not  the  only  cause 
for  these  rising  fees.  We  must  give 
careful  consideration  as  to 
whether  or  not  these  rapid 
increases  are  justified. 

Continued  inflation  will  result  in 
increasing  medical  costs.  We 
can  keep  this  to  a minimum  by 
careful  analysis  of  each  patient’s 
needs  and  limit  the  inpatient  and 
outpatient  care  to  the  absolute 
essentials.  If  we  make  an  effort  to 
accomplish  this,  we  can  prevent 
third  parties  from  controlling 
our  method  of  practice. 

H.  H.  Brindley,  M.D.,  Temple. 
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TREAT  THE  PATIENT,  NOT  THE  POISON 

The  physician  who  is  called  upon  to  treat  a 
case  of  poisoning  faces  many  frustrations 
and  problems.  Each  case  is  a surprise  and 
demands  intense  and  frequently  prolonged 
therapy.  Routine  orders  for  nurses  are 
neither  available  nor  appropriate.  Contagious 
panic  permeates  the  treatment  area  when 
a child  has  been  poisoned;  too  often,  in 
an  already  complicated  and  unfamiliar  situation, 
errors  are  made  which  never  would  occur 
in  a more  orderly  therapeutic  setting.  When 
a patient  attempts  suicide  by  ingesting 
numerous  unknown  drugs,  hopelessness  and 
despair  prevail  and,  with  the  death  wish  of 
the  patient,  contribute  to  an  atmosphere 
of  depression. 

The  physician  suddenly  has  the  full-time 
job  of  (1)  establishing  and  maintaining 
vital  functions;  (2)  obtaining  an  accurate 
history  from  witnesses,  if  any,  who  may  be 
biased  or  uninformed;  (3)  checking  other 
physicians’  prescriptions  or  pharmacy 
prescription  numbers;  (4)  checking  available 
references  to  learn  the  appropriate  management 
if  the  offending  agent  is  known;  (5)  obtaining 
drugs  which  frequently  are  not  stock  items 
in  the  hospital  pharmacy;  and  (6)  locating 
someone  skilled  in  analytical  toxicology,  the 
results  of  which  probably  will  be  available 
at  about  the  same  time  that  the  patient 
can  be  asked  what  he  took.  Also,  the 
physician  must  be  able  to  cancel  all  other 
obligations  in  order  to  give  the  patient 
proper  attention. 


If  the  management  of  poisoning  is  ever 
to  improve,  the  physician  also  must  observe 
the  patient  carefully  and  keep  an  accurate 
record  of  the  case.  After  initial  treatment 
to  maintain  vital  functions,  the  next  step  is  to 
identify  the  toxic  substance.  Even  if  clear 
evidence  indicates  a specific  substance, 
chemical  confirmation  should  be  sought. 
Clinically,  one  must  proceed  on  the  basis 
of  available  information,  keeping  in  mind 
the  pitfalls  which  may  occur; 

1.  The  history  may  be  biased  by  the 
guilt  of  the  person  whose  carelessness  or 
thoughtlessness  resulted  in  poisoning  of  a 
child.  In  one  case,  ethion  concentrate 

had  been  measured  in  a baby’s  bottle;  later, 
the  grandmother  used  the  unwashed  bottle 
in  feeding  the  child.  The  true  history  was 
learned  after  hours  of  questioning;  chemical 
confirmation  was  delayed  even  longer  since 
the  grandmother  “in  a fit  of  anger”  threw 
the  bottle  with  the  remaining  formula  into  an 
adjoining  forest,  from  which  it  was 
recovered  eventually. 

2.  Circumstantial  evidence  can  be  quite 
misleading.  When  a three-year-old’s  illness  was 
thought  to  result  from  poisoning,  the  parents 
were  asked  to  search  the  child’s  play  area. 

In  an  automobile  wrecking  yard  next  door, 
they  found  about  50  capsules  in  an  open 
vial,  labeled  only  as  an  experimental 
pharmaceutical.  The  manufacturer  gave  known 
details  of  the  drug’s  effects,  which  seemed 
to  be  at  least  partly  in  keeping  with  the 
child’s  clinical  course.  However,  analysis  of 
one  of  the  capsules  revealed  that  it  contained 
a sugar,  and  probably  was  a placebo. 

(Follow-up  with  the  manufacturer  verified 
this.)  Roughly  five  hours  after  the  onset  of 
symptoms,  specimens  of  urine  and  blood  were 
examined  for  general  toxicologic  unknowns. 

The  urine  contained  excessive  amounts  of 
boron.  The  play  area  was  checked  again,  and 
a spilled  box  of  borax  washing  aid  was  found 
with  a spoon  nearby. 

There  may  be  strong  circumstantial 
evidence  of  overdose  of  a single  drug,  but 
others  may  have  been  taken  also.  A 41-year- 
old  woman  was  found  comatose  at  5 am, 
and  there  was  an  empty  bottle  from  a 
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prescription  for  20  Doriden  tablets  (0.5  gm) 
which  had  been  filled  the  preceding  evening. 
Examination  of  a blood  sample  (about  8 
hours  after  drug  ingestion)  revealed  a blood 
Doriden  concentration  of  5.8  mg/ 100  ml 
and  blood  alcohol  level  of  30  mg/100  ml, 
as  well  as  detectable  levels  of  two  barbiturates, 
plus  Placidyl  and  Elavil. 

3.  Drug  overdose  may  indicate  a suicide 
attempt  or  an  accident,  but  hitherto  undetected 
or  suddenly  manifest  diseases  can  be 
confusing  factors.  Such  a case  was  one  in 
which  an  elderly  woman  was  found  comatose, 
and  12  of  20  recently  prescribed  Doriden 
tablets  were  gone.  Subsequently,  an 
electrocardiogram  indicated  a massive  anterior 
myocardial  infarction,  and  the  patient  died. 

The  chemical  diagnosis  was  Doriden  intoxi- 
cation; morphine  also  was  found,  but 
probably  the  alkaloid  taken  was  codeine. 

I think  this  patient  had  myocardial  infarction 
resulting  in  pain  for  which  she  took  the  only 
medications  she  had  available  (Doriden  and 
codeine),  and  that  her  death  was  associated 
with,  rather  than  caused  by,  overdose  of  drugs. 

Once  the  working  diagnosis  has  been 
established,  a course  of  specific  therapy 
must  be  determined.  For  the  more  commonly 
encountered  substances  (aspirin,  barbiturates, 
common  insecticides)  an  outline  of  therapy 
can  be  found  in  most  toxicology  texts. 

Poison  control  and  poison  information  centers 
have  accomplished  a great  deal  in  providing 
information  on  specific  contents  of  commercial 
preparations,  the  expected  toxicity,  and  in 
certain  areas,  recommendations  for  therapy. 

The  adequacy  of  this  information  network  varies 
because  it  is  difficult  to  provide  a 24-hour 
staff  who  are  sufficiently  familiar  with  problems 
in  poisoning  and  with  chemical  terminology. 

Unless  an  outline  of  therapy  is  readily 
available  in  standard  texts  or  from  a poison 
information  center,  the  manufacturer  or  the 
packager  of  the  material,  if  known,  should  be 
contacted  for  information  on  therapy  which 
may  be  available.  However,  most  commercial 
firms  are  not  geared  to  24-hour  operation, 
and  the  physician  must  realize  that  it  may 
take  time  to  locate  some  responsible  person 
who  can  provide  the  information.  And, 


although  the  Federal  Hazardous  Substances 
Labeling  Act  demands  that  chemicals  packaged 
for  use  at  home  bear  on  the  label  a statement 
of  the  toxicity,  nature  of  the  hazard  to  be 
expected,  and  antidote  or  course  of  therapy, 
the  law  provides  no  means  of  monitoring 
the  adequacy  or  the  veracity  of  the  statement. 
Therefore,  while  the  information  may  be 
useful,  fhere  is  no  assurance  that  it  is  correct, 
except  after  the  product  has  come  under 
suspicion  and  been  seized  by  the  regulating 
agency,  at  which  time  it  receives 
special  scrutiny. 

Risk  of  product  liability  claims  seriously 
interferes  with  the  obtaining  of  emergency 
information.  Usually,  statements  by  commer- 
cial firms  are  made  with  the  company’s 
best  interest  in  mind,  and  during  an  emergency 
it  is  not  always  evident  that  complete  coopera- 
tion is  in  the  company’s  best  interest. 

While  this  attitude  is  easy  to  criticize  it  is  not 
entirely  unjustified;  all  too  often  clinicians 
who  need  a diagnosis  accept  a product  as 
the  etiologic  agent  in  poisoning  because 
(1)  it  was  associated  with  the  poisoning 
episode,  and  (2)  there  is  no  other  evident 
cause  for  the  clinical  problem.  Thus  arises 
allocation  of  blame  for  injury  without  adequate 
justification.  Here  it  is  extremely  important 
to  differentiate  between  a working  and  a 
confirmed  diagnosis. 

Another  complicating  factor  in  obtaining 
sound  information  for  therapy  is  that  manu- 
facturers of  pharmaceuticals  are  well  aware 
of  a fact  over  which  they  have  no  control: 
potent  therapeutic  tools  frequently  are 
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misused  in  acute  cases  where  the  etiology 
is  not  sufficiently  established,  and  in  less 
severe  cases  where  the  risk  of  using  specialized 
and  often  dangerous  therapeutic  approaches 
is  not  justified.  Thus,  we  physicians  may 
have  brought  upon  ourselves  any  hesitancy 
of  manufacturers  to  provide  information. 

Always,  we  treat  the  patient  and  not  the 
poison.  After  determining  which  therapeutic 
techniques  are  available,  the  physician  must 
decide  which  ones  are  indicated.  There  is  a 
tendency  for  physicians  to  think  that  a treat- 
ment which  is  applicable  to  any  poison  is 
applicable  to  all.  The  treatment  of  poisoning, 
however,  must  proceed  with  reason  rather 
than  with  rules.  For  example,  ipecac  is 
efficacious  in  many  situations,  but  it  is  used 
repeatedly — and  uselessly — in  attempts  to 
treat  overdoses  of  known  antiemetic  drugs. 

The  centrally  acting  antiemetic  drugs  block 
the  actions  of  ipecac,  thus  it  fails  to  induce 
vomiting.  Peritoneal  and  extracorporeal 
hemodialysis  are  efficacious  for  many  toxic 
substances,  but  they  are  relatively  ineffective 
for  the  phenothiazines  and  for  the  highly 
non-polar  sedatives.  Such  treatment 
for  overdose  of  these  substances  subjects 
the  patient  to  some  risk  without  any 
expectation  of  benefit.  Decisions  to  use 
extreme  procedures  should  be  based  upon 
the  condition  of  the  patient  rather  than  the 
reputation  of  the  poison;  the  latter  may 
encourage  a tendency  to  overtreat.  When 
therapy  involves  a specific  antagonist,  the 
physician  must  obtain  a clinical  supply  of  it 
for  immediate  administration.  There  are 
relatively  few  specific  antidotes,  and  the 
failure  of  any  emergency  treatment  facility  to 
have  these  few  active  substances  immediately 
available  is  indefensible.  Among  these 


materials  are  BAL,  EDTA,  Protopam,  and  atro- 
pine. Even  atropine  for  intravenous  administra- 
tion may  not  be  immediately  available  in 
adequate  quantity  (at  least  4,000  mg). 

Time  is  a practical  problem  for  the 
physician  who  treats  a case  of  acute  poisoning. 
Often,  continuous  monitoring  is  necessary, 
with  appropriate  therapeutic  measures  being 
determined  by  the  patient’s  response  during 
the  preceding  minutes  to  hours.  In  the  treat- 
ment of  phosphate  ester  intoxications, 
atropine  frequently  is  required  every  few 
minutes  with  each  dose  being  adjusted  by 
the  clinical  response  to  the  preceding  one. 

In  one  such  case,  continuous  attendance 
for  108  hours  was  required. 

The  physician  must  try  to  get  laboratory 
confirmation  of  etiology  in  time  for  such 
results  to  be  helpful  in  the  clinical 
management.  It  is  possible  to  perform  reliable 
analyses  for  nearly  every  toxic  substance  and 
drug  within  minutes  to  hours,  but  the  fact  is 
that  virtually  no  clinical  facility  can  now 
provide  such  analytical  services  when 
required  as  emergency  procedures. 

Obtaining  chemical  documentation  of  every 
case  will  do  much  to  clarify  the  confusion 
with  respect  to  clinical  manifestations  of 
poisoning.  Publication  of  cases  in  which 
the  etiology  is  presumptive — confirmed  only 
by  history — is  somewhat  comparable  to 
reporting  observations  on  cases  of  infectious 
disease  in  which  no  cultures  were  made  to 
confirm  the  etiology.  It  is  only  through  careful 
clinical  and  chemical  documentation  that 
advances  in  the  clinical  management  of 
poisioning  will  be  possible. 

Eric  G.  Comstock,  M.D.,  Houston, 

President,  American  Academy  of  Clinical  Toxicology. 
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More  Students  Train  for  Health  Careers 


The  complexity  and  increasing 
demands  of  medical  care  have 
expanded  the  needs  for  allied  health 
personnel.  In  the  research  phase, 
the  Texas  Hospital  Association  has 
determined  that  employment 
opportunities  exist  for  10,500 
registered  nurses  and  for  9,500  other 
paramedical  specialists  including 
technologists,  therapists,  social 
workers,  and  secretaries.  More  than 
200  different  types  of  health 
careers  are  available. 

The  TMA  Committee  on  Health 
Careers,  the  Woman’s  Auxiliary, 
the  Texas  Hospital  Association, 
nursing  organizations,  and  other 
health  agencies  are  working  diligently 
to  interest  and  prepare  persons  for 
the  health  care  professions.  The 
School  of  Allied  Health  Sciences  at 
the  University  of  Texas  Medical 
Branch  at  Galveston  offers 
baccalaureate  programs  in  medical 
record  administration,  medical 
technology,  occupational  therapy,  and 
physical  therapy.  A two-year  course 
is  available  for  certifying  techni- 
cians in  radiologv^  Several  of  our 
universities,  colleges,  and  junior 
colleges  now  have  excellent  programs 
in  the  biomedical  sciences,  and 
these  educational  facilities  are  being 
improved  and  expanded.  Nursing- 
schools,  especially  those  with 
bachelor  and  associate  degree  pro- 
grams, have  increased  in  number 
and  in  enrollment.  A grant  has 
been  approved  by  the  Advisory 
Committee  of  the  Regional  Medical 
Program  to  assist  in  the  development 
of  health  careers  in  Texas.  Excellent 
recruitment  efforts  have  been  made 
by  TMA  committees,  the  Texas 
Health  Careers  Program  of  the 
Texas  Hospital  Association,  and 
nursing  organizations.  Informative 
programs  on  health  careei’s  have 
been  presented  to  schools,  civic 
clubs,  counselors,  and  interested 
groups.  Newspapers,  magazines, 
television,  radio,  posters,  and 
billboards  have  provided  additional 
publicity. 


Surveys  of  educational  facilities 
reveal  increases  in  enrollment  in 
the  following  courses  as  compared 
to  the  previous  academic  year : 
physical  therapy,  more  than  5'/  ; 
licensed  vocational  nursing,  more 
than  50%;  medical  technology, 
more  than  17  C ; nursing,  more  than 
47%  (male  nursing,  more  than 
129C’)  ; and  all  paramedical  pro- 
fessions, more  than  47  % . Such 
progress  is  encouraging.  Our 
continued,  determined,  cooperative 
efforts  should  provide  an  expanded 
health  team  for  our  state. 


President, 

Texas  Medical  Association. 
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Pertofrane.desipramine  hydrochloride 
Indications:  For  relief  of  depression. 

Contraindications:  Do  not  use  drugs 
of  the  M.A.O.I.  class  with  Pertofrane. 
Hyperpyretic  crises  or  severe  con- 
vulsive seizures  may  occur: 
potentiation  of  adverse  effects  can  be 
serious  or  even  fatal.  When  sub- 
stituting this  drug  in  patients 
receiving  an  M.A.O.I.,  allow  an 
interval  of  at  least  7 days.  Initial 
dosage  in  such  patients  should  be 
low  and  increases  should  be  gradual 
and  cautiously  prescribed. 

Warning:  Activation  of  psychosis  may 
occasionally  be  observed  in  schizo- 
phrenic patients.  Do  not  use  in 


patients  under  12  years  old,  and  do 
not  use  in  women  who  are  or  may 
become  pregnant  unless  the  clinical 
situation  warrants  the  potential  risk. 
Precautions:  Careful  supervision 
and  protective  measures  for  poten- 
tially suicidal  patients  are  necessary. 
Discontinuation  of  therapy  or  ad- 
junctive use  of  a sedative  or 
tranquilizer  may  be  necessary  in  the 
presence  of  increased  anxiety  or 
agitation,  hypomania  or  manic  excite- 
ment, However,  phenothiazines  may 
aggravate  the  condition.  Atropine 


like  effects  may  be  more  pronounced 
(e.g.  paralytic  ileus)  in  susceptible 
patients  and  in  those  receiving  anti- 
cholinergic drugs  (including  anti- 
parkinsonism agents).  Carefully 
observe  patients  with  increased 
intraocular  pressure.  Prescribe 
cautiously  in  hyperlhyroid  patients 
and  in  those  receiving  thyroid 
medications.  Cardiovascular  com- 
plications (myocardial  infarction 
and  arrhythmias)  are  potential  risks 
since  they  have  occasionally 
occurred  with  imipramine,  the  parent 


compound.  Desipramine  may  block 
the  pharmacologic  activity  of 
guanethidine  and  related  adrenergic 
neuron-blocking  agents.  Hyper- 
tensive episodes  have  been  observed 
during  surgery  in  patients  on 
desipramine  therapy. 

Before  prescribing  the  drug,  the 
physician  should  be  thoroughly 
familiar  with  prescribing  information, 
with  the  literature,  with  all  adverse 
reactions,  with  the  diagnosis  and 
management  of  depression,  and  with 
the  relative  merits  of  all  measures  for 


You  decide  who  needs  how  much 


treating  the  condition. 

Adverse  Reactions:  Dry  mouth, 
constipation,  disturbed  visual  ac- 
commodation, anorexia,  perspira- 
Stion,  insomnia,  drowsiness,  dizzi- 
ness, headache,  nausea,  epigastric 
distress,  and  skin  rash  (including 
photosensitization)  may  appear. 

Since  orthostatic  hypotension  has 
occurred,  carefully  observe  patients 
requiring  concomitant  vasodilating 
therapy,  particularly  during  the 
initial  phases.  Other  adverse  re- 
actions include  tachycardia,  changes 


in  EEG  patterns,  tremor,  falling, 
mild  extrapyramidal  activity,  neuro- 
muscular incoordination,  epilepti- 
form seizures.  A confusional  state 
(with  such  symptoms  as  hallucina- 
tions and  disorientation)  occurs 
occasionally  and  may  require  re- 
duced dosage  or  discontinuance  of 
therapy.  Rarely,  transient  eosino- 
philia,  slight  elevation  in  trans- 
aminase levels,  transient  jaundice, 
or  liver  damage  have  occurred.  If 
abnormalities  occur  in  liver  function 
tests,  discontinue  drug  and  investi- 


gate. Occasional  hormonal  effects, 
particularly  decreased  libido  or  im- 
potence and  instances  of  gyneco- 
mastia, galactorrhea  and  female 
breast  enlargement  have  been  ob- 
served. Urinary  frequency  or  retention 
may  occur.  The  drug  should  be  dis- 
continued if  agranulocytosis,  bone 
marrow  depression,  jaundice,  throm- 
bocytopenia, or  purpura  occur.’ 
Dosage;  25  to  50  mg.  t.i.d.  The  maxi- 
mum daily  dose  is  200  mg.  Continue 
maintenance  dosage  for  at  least  2 
months  after  obtaining  satisfactory 


response.  Generally,  elderly  and 
adolescent  patients  should  be  given 
low  doses. 

Availability:  Pink  capsules  of  25  mg, 
in  bottles  of  100  and  1000. 

(B)  46-530-E 

For  complete  details,  please  see  the 
full  prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


antidepressant  and  how  much  tranquilizer— 


Pertofrane  can  give  rapid  antidepressant 
action  often  within  3 to  5 days. 

Levels  of  psychomotor  activity,  patient  outlook 
and  related  somatic  complaints  may  improve. 

Pertofrane  is  well  tolerated  by  most  patients 
and  adverse  reactions  are  usually  mild.  A few  serious 
side  effects  have  been  reported  infrequently. 

Consult  full  prescribing  information  before  using. 
It’s  summarized  above. 

Anxious  Depressives... 

May  require  adjunctive  use  of  tranquilizers; 
but  they  don’t  always  fit  ready-made  drug 
combinations.  Isn’t  it  better  for  you  to  decide 
who  needs  how  much  of  which  drugs? 

Choose  Pertofrane  and  pick  your  tranquilizer 
of  choice.  With  this  “combination”,  control  the 
individual  drug  dosage  adjustments  that  may  be 
necessary  for  proper  therapy.  Isn’t  that  the  way  it 
ought  to  be?  Please  remember,  phenothiazine 
tranquilizers  may  aggravate  depression,  and  never 
use  Pertofrane  with  an  MAO  inhibitor. 


PERTOFRANE* 

DESIPRAMINE  HYDROCHLORIDE 


Geigy 


FIGHTS  DEPRESSION 


Harry  E.  Sarles,  M D. 

August  R.  Remmers,  Jr.,  M.D. 
Carlos  0.  Canales,  M.D." 
Gerald  A.  Beathard,  M.D.f 
Richard  B.  Marshall,  M.D. 
Daniel  K.  Roberts,  M.D. 


ACUTE 
RENAL 
FAILURE 
DIAGNOSIS  & 
TREATMENT 


Clinical  Medicine:  Oliguria  is  caused  by 
pre-renal,  renal,  and  post-renal  lesions; 
methods  of  determining  the  cause  are 
discussed.  Management  centers  around 
maintenance  of  fluid  and  electrolyte  bal- 
ance, promotion  of  anabolism,  and  sup- 
portive measures.  Repeated  dialysis  may 
be  used  to  gain  time  for  spontaneous  or 
drug-induced  improvement  of  some  re- 
nal lesions. 


PATIENTS  WHO  PRESENT  with  acute  renal  fail- 
ure are  among  the  most  challenging  and  re- 
warding cases  that  the  practitioner  is  called 
upon  to  manage.  An  accurate  diagnosis  is  es- 
sential in  planning  effective  therapy  for  these 
patients,  and  an  approach  to  the  diagnosis  and 
treatment  of  acute  renal  failure  forms  the  basis 
of  this  report. 


Diagnosis:  Oliguria  in  adults  is  defined  as  a daily 
urine  output  of  less  than  400  ml.^  The  causes  of 
oliguria  can  be  classified  as  pre-renal,  renal, 
and  post-renal  (Table  1).  The  first  step  in  diag- 
nosis is  to  determine  the  cause  of  oliguria. 

Pre-renal  oliguria  implies  that  renal  blood 
flow  has  been  sharply  curtailed.  The  most  com- 
mon causes  are  reduction  in  cardiac  output, 
peripheral  vascular  collapse,  and  reduction  in 
effective  arterial  volume.  Rarely,  pre-renal  oli- 
guria is  related  to  the  sudden  occlusion  of  both 
renal  arteries,  as  may  occur  in  a dissecting 
aortic  aneurysm.  Finally,  an  inappropriate  se- 
cretion of  antidiuretic  hormone,  as  may  occur 
in  lung  and  brain  tumors  and  in  certain  infec- 
tions, may  lead  to  pre-renal  oliguria. 

In  such  patients,  several  diagnostic  proce- 
dures are  of  benefit.  Stabilization  of  the  cardio- 
vascular system  must  be  accomplished  through 

*Work  was  performed  during  tenure  of  renal  fellowship  sup- 
ported by  the  National  Institutes  of  Health,  Grant  #NIH  1 SO 
1 FR  09527. 

tWork  was  performed  during  tenure  of  renal  pathology  fellow- 
ship supported  by  the  Kempner  Foundation  and  Special  Fellow- 
ship NIH  Grant  #lF3-6M-40-802-01. 

Some  of  these  investigations  were  performed  in  the  clinical 
study  center,  University  of  Texas  Medical  Branch,  under  sup- 
port grant  #RF-73,  National  Institutes  of  Health.  Additional 
support  was  provided  by  NIH  Grants  #9  ROI  AM  13114-D3AI 
and  CA  04227(09). 
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the  appropriate  use  of  digitalis,  pressor  agents, 
blood  replacement,  fluid  replacement,  and  cor- 
rection of  electrolyte  deficits.  In  nonedematous 
patients  who  have  a stable  cardiovascular  sys- 
tem, a fluid  challenge  is  quite  useful.  The  intra- 
venous infusion  of  0.2  gm/kg  of  a 15%  solu- 
tion of  mannitol  over  a five-minute  period 
should  be  followed  by  an  increase  in  urine  out- 
put to  40  ml.  an  hour.  Such  a response  justifies 
continuing  the  fluid  challenge  with  a balanced 
electrolyte  solution.  Rather  than  using  mannitol, 
500  ml  of  normal  saline  may  be  given  intraven- 
ously over  a 30-minute  period  noting  the  urine 
output  during  the  next  90  minutes.  When  there 
is  no  increase  of  urine  output,  further  chal- 
lenges are  futile  and  hazardous. 

Post-renal:  Post-renal  oliguria  is  the  result  of 
obstructive  uropathy.  The  obstructing  lesion 
may  occur  at  any  point  in  the  urinary  system 
from  the  collecting  tubules  to  the  urethral  mea- 
tus. Total  anuria  suggests  obstructive  uropathy, 
renal  cortical  necrosis  or  severe  diffuse  necro- 
tizing glomerulonephritis.  In  contrast,  patients 
with  tubular  necrosis  usually  have  a urine  out- 
put of  100  to  300  ml  per  day. 

Because  of  the  risk  of  infection  following  in- 
strumentation of  the  urinary  collecting  system 
in  oliguric  patients,  every  effort  must  be  made 
initially  to  avoid  such  procedures.  Even  though 
an  indwelling  catheter  facilitates  the  recording 
of  urine  output,  the  use  of  catheters  often  can 
be  avoided.  However,  in  obtunded  patients  with 
oliguria,  a catheter  is  usually  required.  In  those 
patients  in  whom  obstructive  uropathy  cannot 
be  excluded,  a cystoscopic  examination  and  uni- 


A.  Pre-Renal 

1.  Diminished  cardiac  output 

2.  Peripheral  vascular  collapse 

3.  Marked  reduction  in  effective  arterial  volume 

4.  Renal  arterial  occlusion — dissecting  aneurysm 

5.  Inappropriate  secretion  of  antidiuretic  hormone. 

B.  Renal 

1.  Tubular  necrosis 

a.  Toxic 

b.  Ischemic 

2.  Cortical  necrosis 

3.  Papillary  necrosis 

4.  Acute  glomerulonephritis 

C.  Post-Renal  (obstructive  uropathy) 


Table  1.  Causes  of  acute  oliguria  (urine  output 
of  less  than  44  cc/day). 


Carbon  tetrachloride 
Ethylene  glycol 
Kanamycin 
Mercurial  diuretics 
Mercuric  chloride 
Neomycin 
Polymyxin 
Streptomycin 

Pesticides 
Phenol 
Phenurone 
Phosphorus 
Poisonous  mushrooms 
Potassium  chlorate 
Quinine 
Sulfonamides 
Toluene 
Uranium 
Versene 


Table  3.  Nephrotoxic  tubular  necrosis  may  be 
caused  by  many  agents.  In  our  hospital, 
the  most  common  causative  agents  are  those 
listed  in  the  top  panel;  other  causative  agents 
are  listed  below. 


Arsenic 

Bismuth 

Cadmium 

Chloroform 

Chromium 

Gold 

Lead 

Lysol 

Mephenesin 
Methyl  alcohol 
Oxalic  acid 


Protein 

Sediment 

Na-P 
mEq/  L 

K + 
mEq  / L 

Osm 

mOsm/Kg 

Pre-Renal 

Diminished  renal  blood  flow 

o-»n- 

-0- 

10->  40 

o 

t 

o 

CM 

400^1300 

Inappropriate  antidiuretic 
hormone 

0^1-f 

00 

0 

1 
l\) 

00 

o 

20^60 

Renal 

Tubular  necrosis 

2-»4  1 

Tubular  cells,  RBC's 

70^120 

15^30 

250^  320 

Cortical  necrosis 
& 

Glomerulonephritis 

3^4  1 

Many  RBC's  & RBC  casts 

Papillary  necrosis 

3^4  ( 

Tissue,  RBC's  & WBC's 

Post-renal 

l->3  + 

Masses  of  WBC's 

10->  40 

20^60 

200^  400 

Table  2.  Results  of  urine  tests  which  are  helpful  in  differentiating  between  pre-renal,  renal  and  post-renal  lesions. 
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/•'/i,’.  I . Percutaneous  renal  biopsy  specimen 
obtained  from  a 52-year-ohl  man  who  presented 
with  oliguria.  The  renal  lesion  is  typical  of 
rapidly  progre.ssivc  diffuse  gloinerulo?iephritis.  This 
patient  has  subsequently  had  a successful  transplant. 
H emato.xylin  and  eosin,  X 295. 


Tig.  2.  Acute  tubular  necrosis.  Glonieridi  appear 
normal.  Interstitial  edema  is  present  causing 
.separation  of  the  tubules.  The  tubules  are  dilated 
and  many  contai/i  casts  which  appear  to  be  granular. 
The  tubular  epithelium  is  vacuolated  and  in  .some 
areas  there  is  evidence  of  cellular  regeneration. 
Hematoxylin  and  eosin,  X 136. 


Fig.  3.  Electron  micrograph  of  normal  distal 
tubular  cell.  Mitochondria  are  of  normal  size  and 
architecture.  Uranyl  acetate  and  lead 
citrate  stain.  X 10,686. 


Fig.  4.  Electron  nucrograph  of  distal  tubular  cell 
from  a patient  with  acute  tubular  necrosis.  Mitochon- 
dria are  large  and  swollen.  The  cristae  of  the 
nutochondria  are  di.sarranged  and  in  .some  areas  have 
disintegrated.  The  ground  sub.stance  of  the 
mitochondria  appears  granular.  Uranyl 
acetate  and  lead  citrate  stain.  X 10.960. 
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lateral  retrograde  pyelogram  are  indicated  dur- 
ing the  second  week  of  oliguria. 

Renal:  When  oliguria  is  of  pre-renal  or  post- 
renal  etiology,  a remedy  for  the  acute  renal  fail- 
ure is  usually  available.  However,  oliguria  of 
renal  origin  can  only  be  overcome  by  maintain- 
ing the  patient  by  medical  means  to  allow  time 
for  repair  of  the  renal  lesion.  After  pre-renal  and 
post-renal  lesions  have  been  excluded,  the  le- 
sion responsible  for  the  acute  renal  failure  must 
be  defined.  Renal  oliguria  may  result  from  a 
variety  of  primary  renal  diseases.  The  common- 
est causes  are  fulminant  diffuse  proliferative 
glomerulonephritis,  necrotizing  arteritis  with 
glomerulitis,  and  acute  tubular  necrosis. 

Examination  of  the  urine  electrolytes,  osmo- 
larity  and  sediment  are  of  great  value  in  the 
differential  diagnosis  of  acute  renal  failure.  In 
Table  2,  the  characteristic  urine  findings  are 
tabulated.  Even  though  the  urine  electrolyte 
content  and  osmolarity  are  similar  in  all  of  the 
renal  lesions,  the  urine  sediment  usually  pro- 
vides clues  to  the  etiology.  For  example,  red  cell 
casts  strongly  suggest  some  form  of  glomeruli- 
tis: free  tubular  cell  casts  suggest  tubular  ne- 
crosis; and  clumps  of  white  cells,  bacteria,  and 
white  cell  casts  suggest  an  obstructive  uro- 
pathy. 

Acute  tubular  necrosis  may  be  caused  by 
ischemic  tubular  damage  or  by  nephrotoxins. 
Causes  for  nephrotoxic  tubular  necrosis  are 
shown  in  Table  3.  An  accurate  history  of  the 
events  preceding  the  development  of  oliguria 
usually  aids  in  the  differential  diagnosis. 

When  renal  oliguria  persists  for  five  days  or 
more,  either  a peritoneal  or  extracorporeal  he- 
modialysis is  required  to  prevent  uremia.  After 
the  first  or  second  dialysis,  it  is  mandatory  that 
an  accurate  diagnosis  be  established.  This  can 
be  accomplished  by  the  following  sequence  of 
studies: 


1.  A cystoscopic  examination  and  a unilat- 
eral retrograde  pyelogram  are  performed  to  ex- 
clude obstructing  lesions. 

2.  Occasionally,  a retrograde,  femoral,  se- 
lective renal  arteriogram,  preferably  unilateral 
may  be  required  to  exclude  bilateral  main  renal 
artery  obstructions.  A renal  scan  employing 
Mercuhydrin  I 131  can  also  be  used  to  verify 
the  presence  of  an  adequate  renal  blood  supply. 

3.  Finally,  a percutaneous  renal  biopsy  is 
often  essential  in  the  accurate  diagnosis  of  pro- 
longed renal  oliguria.-  When  an  irreversible  dif- 
fuse renal  parenchymal  lesion  is  discovered,  the 
patient  may  be  considered  for  a regular  dialysis 
program  or  for  renal  transplantation  (Fig.  1). 
When  the  renal  lesion  is  at  least  partially  re- 
versible, repeated  dialyses  are  indicated  to  al- 
low time  for  spontaneous  or  drug-induced  re- 
pair. 

The  term  acute  “tubular  necrosis”  is  applied 
to  those  renal  lesions  that  follow  either  an  is- 
chemic renal  insult  or  toxic  renal  damage.  This 
term  is  misleading  because  recent  histological 
studies  have  shown  that  many  of  the  light  mi- 
croscopic tubular  lesions  thought  to  be  a reflec- 
tion of  tubular  necrosis  are  in  fact  artifacts  re- 
lated to  the  fixation  of  the  specimens.  True  ne- 
crosis of  tubular  cells  is  seen  only  in  severe 
cases. 

The  pathologic  features  of  tubular  necrosis 
are  pictured  in  Fig.  2.  The  glomerular  tufts 
show  no  abnormalities  except  for  congestion 
which  is  present  early.  Hyperplasia  and  tubular- 
ization  of  the  parietal  epithelial  cells  of  Bow- 
man’s capsule  may  be  seen.  There  is  dilatation 
of  the  tubules  with  flattening  of  the  epithelial 
cells.  The  tubules  may  contain  eosinophilic  hya- 
line and  pigmented  casts.  The  pigmented  casts 
are  brownish  and  are  coarsely  granular.  These 
may  be  seen  as  early  as  the  second  day  of  ol- 
iguria. In  addition  to  being  flattened,  the  epithe- 
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lial  cells  lining  the  tubules  frequently  have  a vac- 
uolated appearance.  This  is  greatly  accentuated 
in  those  patients  \who  received  hypertonic  solu- 
tions such  as  mannitol  prior  to  biopsy.  In  some 
areas  the  cytoplasm  appears  slightly  basophilic, 
and  the  nuclei  are  hyperchromic  and  closely 
spaced,  giving  the  impression  of  cellular  re- 
generation. The  tubular  changes  are  most  evi- 
dent in  the  distal  tubules.  Interstitial  edema  is  a 
pronounced  feature  resulting  in  separation  of 
the  tubules  as  seen  on  biopsy  specimens.  Scat- 
tered mononuclear  cells  are  seen  in  the  inter- 
stitium  and  vasa  rectae  of  the  medulla. 

The  electron  microscopic  study  of  kidney  tis- 
sue from  patients  with  acute  necrosis  has 
shown  a variety  of  changes  in  the  tubules. 
The  magnitude  of  these  changes  depends  upon 
the  time  at  which  the  biopsy  was  taken  in  rela- 
tion to  the  onset  of  oliguria.  Early  in  the  course, 
swelling  of  the  mitochondria  of  the  tubular  cells 
is  seen.  In  addition,  the  mitochondria  demon- 
strate disarrangement  and  disintegration  of  the 
cristae  with  granulation  of  the  ground  substance 
between  the  cristae  (Figs.  3 and  4).  As  the  pro- 
cess continues,  an  increase  in  the  number  of 
vacuoles  within  the  tubular  cell  and  a decrease 
in  endoplasmic  reticulum  is  noted.  Disarrange- 
ment and  eventual  loss  of  the  brush  border  of 
the  proximal  tubular  cell  is  noted  in  severe 
cases.  Later,  vacuolated  inclusions  are  seen  in 
the  middle  and  basal  areas  of  the  tubular  cells. 
They  consist  of  an  electron-dense  matrix  with 
vacuoles  of  several  sizes,  some  of  which  may  be 
multilocular.  At  times  these  inclusions  may  be 
as  large  as  the  cell  nucleus.  The  casts  found  in 
the  lower  portions  of  the  nephron  consist,  at 
least  in  part,  of  tubular  epithelial  cell  debris. 


Treatment:  The  management  of  patients  with 
acute  renal  failure  can  be  divided  into  general 
measures  applicable  to  all  patients,  and  specific 
measures  directed  to  the  specific  renal  lesion. 

General  Measures:  Fluid  Balance:  The  daily  fluid 
intake  must  not  exceed  the  output  by  more  than 
400  ml.  The  daily  fluid  losses  in  oliguric  pa- 
tients occur  as  a result  of  insensible  loss  (1,000 
ml/day  in  an  adult  under  usual  circumstances), 
gastric  loss,  and  urine  output.  The  metabolic 
water  released  from  the  catabolism  of  body  cells 
must  be  counted  as  part  of  the  daily  fluid  intake 
(600  ml/day  in  an  adult  under  usual  circum- 
stances). Therefore,  to  calculate  the  appropriate 
fluid  intake  for  adult  patients  with  acute  renal 
failure,  400  ml  of  fluid  plus  the  amount  of 
urine  and  gastric  loss  of  the  previous  24  hours 
can  be  administered  safely.  Following  this  pro- 
gram, these  patients  should  lose  one-half  pound 
of  body  weight  per  day  and  should  remain  free 
of  edema. 

Electrolyte  Intake:  During  the  oliguric  phase, 
patients  with  acute  renal  failure  should  ingest 
virtually  no  sodium,  potassium,  or  magnesium. 
This  can  be  accomplished  by  restricting  the 
fluids  taken  orally  to  distilled  water,  ginger  ale, 
root  beer,  and  other  soft  drinks  that  have  been 
analyzed  and  found  to  be  free  of  electrolytes. 

Caloric  Intake:  It  is  desirable  to  provide  at 
least  100  gm  of  glucose  daily  so  as  to  reduce 
protein  catabolism.  This  can  be  accomplished 
with  hard  candy,  oral  administration  of  glucose 
solutions,  and  the  oral  ingestion  of  butter  and 
sugar  mixtures.  Once  the  diuretic  phase  begins, 
the  gradual  institution  of  a diet  containing  pro- 
teins and  electrolytes  can  parallel  the  recovery 
of  renal  function. 

Hyperkalemia:  Hyperkalemia  gradually  de- 
velops during  the  first  five  to  seven  days  of 
oliguria,  assuming  a rigid  restriction  of  potas- 
sium intake  has  been  enforced.  Fulminant  hy- 
perkalemia can  appear  as  a result  of  gastroin- 
testinal hemorrhage  with  the  absorption  of  large 
amounts  of  protein  from  the  digested  blood,  se- 
vere acidosis  which  releases  potassium  from 
the  cells,  severe  tissue  necrosis  in  cases  of  trau- 
ma, the  administration  of  old  banked  blood 
which  may  have  a very  high  potassium  concen- 
tration, and  from  the  inadvertent  administration 
of  medications  (such  as  aqueous  penicillin) 
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which  contain  potassium.  Potassium  exchange 
resins  can  be  employed  to  control  hyperkale- 
mia. However,  for  every  milliequivalent  of  potas- 
sium removed,  1 mEq  of  sodium  is  retained.  In 
general,  the  development  of  hyperkalemia  con- 
stitutes a firm  indication  for  a dialysis. 

Anabolism:  If  possible,  patients  with  acute 
renal  failure  should  be  physically  active,  for 
muscular  activity  promotes  anabolism.  Anabolic 
hormone  administration  is  of  limited  value  in 
patients  with  acute  renal  failure. 

Dialysis  Therapy:  In  recent  years  dialysis, 
either  peritoneal  or  extracorporeal  hemodialy- 
sis, has  been  employed  earlier  in  the  course  of 
acute  renal  failure  than  in  the  past.  Since  the 
hazards  of  dialysis  are  slight,  this  form  of  ther- 
apy should  be  employed  routinely  every  four  or 
five  days  in  these  patients,  or  sooner  if  the  pa- 
tient manifests  clinical  evidence  of  uremia,  met- 
abolic acidosis,  hyperkalemia  or  overhydration. 
In  patients  with  nephrotoxic  tubular  necrosis 
following  excessive  administration  of  kanamy- 
cin,  neomycin,  polymyxin  B,  sulfonamides  or 
methyl  alcohol,  an  extracorporeal  hemodialysis 
may  be  employed  to  remove  a significant  quan- 
tity of  these  nephrotoxic  agents. 

Specific  Therapy:  In  patients  with  mercuric 
chloride,  organic  mercurial,  or  arsenic  poison- 
ing, British  anti-lewisite  (BAL)  therapy  is  indi- 
cated and  should  be  continued  until  the  diuretic 
phase  is  well  under  way.  The  ingestion  of  other 
nephrotoxic  agents  requires  proper  immediate 
therapy  with  specific  antidotes  and  other  sup- 
portive measures.  In  patients  with  fulminant 
proliferative  glomerulonephritis,  immunosup- 
pressive drugs  may  occasionally  produce 
enough  improvement  in  the  glomerular  lesion  to 
allow  renal  compensation. 

Summary  and  Conclusions:  Patients  presenting 
with  oliguria  can  be  divided  into  those  with  pre- 
renal,  renal  and  post-renal  lesions.  A careful 
clinical  appraisal  of  the  patient  usually  provides 
reliable  information  for  differential  diagnosis. 
The  microscopic  and  chemical  analysis  of  the 
urine  provide  excellent  diagnostic  information. 
In  patients  with  prolonged  oliguria,  extensive 
diagnostic  procedures  including  retrograde  py- 
elography, renal  arteriography,  and  renal  biopsy 
may  be  necessary. 


The  successful  management  of  patients  with 
reversible  acute  renal  failure  centers  around 
the  maintenance  of  fluid  and  electrolyte  bal- 
ance, promotion  of  anabolism,  and  supportive 
measures.  Extracorporeal  hemodialysis  or  peri- 
toneal dialysis  provide  effective  maintenance 
for  oliguria  patients  to  allow  time  for  the  spon- 
taneous or  drug-induced  improvement  of  cer- 
tain renal  lesions. 
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Acquired  Aplastic 


Clinical  Investigation;  To  evaluate  the  re- 
sults of  hormonal  therapy,  37  cases  of 
acquired  aplastic  anemia  were  reviewed. 
Concomitant  corticosteroid-testosterone 
therapy  still  appears  to  be  the  best  treat- 
ment currently  available,  but  in  this  se- 
ries was  less  effective  than  indicated  by 
previous  reports.  Documented  exposure 
to  chloramphenicol  was  present  in  15  of 
the  37  children  (41%).  Because  of  the 
less  than  satisfactory  results  of  therapy, 
the  authors  emphasize  prevention  and 
suggest  that  the  elimination  of  inappro- 
priate use  of  chloramphenicol  could  re- 
duce the  absolute  mortality  in  aplastic 
anemia  as  effectively  as  the  best  avail- 
able specific  treatment  for  this  disease. 
Neither  the  patient’s  sex  nor  previous 
exposure  to  chloramphenicol  appears  to 
influence  the  prognosis,  but  this  sample 
is  too  small  for  statistical  analysis. 

IN  1959  SHAHIDI  AND  DIAMOND^  published  a 
favorable  report  on  the  use  of  combined  corti- 
costeroid and  testosterone  in  the  treatment  of 
children  with  aplastic  anemia.  A later  article 
(1961)-  confirmed  the  original  results  and  sug- 
gested that  as  many  as  53%  of  these  children 
might  respond  to  the  treatment.  These  results 
were  such  an  improvement  over  the  0-10%  sur- 
vival rate  estimated  to  result  from  previous 
therapeutic  programs^  that  a similar  treatment 
program  was  started  at  Texas  Children’s  Hos- 
pital. This  review  was  undertaken  to  evaluate 
the  results  of  hormonal  therapy  in  this  institu- 
tion, particularly  in  the  context  of  the  total  ex- 
perience with  aplastic  anemia.  A predominance 
of  girls  and  a frequent  history  of  exposure  to 
chloramphenicol  also  prompted  a review  to  de- 
termine if  these  factors  influenced  the  progno- 
sis. 

The  term  “aplastic  anemia’’  is  defined  here- 
in as  an  acquired  peripheral  pancytopenia  as- 


sociated with  a diffusely  hypoplastic  bone  mar- 
row in  the  absence  of  hepatosplenomegaly, 
lymphadenopathy,  or  any  recognizable  systemic 
disease. 

Materials  and  Methods:  The  clinical  material 
shown  in  Table  1 consists  of  37  patients,  25 
girls  and  12  boys,  who  were  seen  at  Texas  Chil- 
dren’s Hospital  from  1954  through  1965  with 
the  diagnosis  of  acquired  aplastic  anemia.  Chil- 
dren with  “congenital  aplastic  anemia’’  are  not 
included.  The  patients  have  been  arbitrarily  di- 
vided into  groups  (Table  2)  according  to  a posi- 
tive or  negative  history  of  chloramphenicol  ther- 
apy (“exposure’’)  within  four  months  of  the  on- 
set of  aplastic  anemia.  The  groups  have  been 
subdivided  by  sex. 

Group  A,  15  patients,  consists  of  1 1 girls  and 
4 boys  who  had  received  chloramphenicol. 
Group  B,  22  patients,  consists  of  15  girls  and  8 
boys  with  no  history  of  exposure  to  chloram- 
phenicol. Two  girls  (AA-58-7  and  AA-61-4)  in 
this  group  gave  a long  history  of  using  hair 
spray;  one  boy  (AA-57-5)  had  ingested  an  un- 
known quantity  of  Comet*  cleanser  one  week 
prior  to  the  onset  of  symptoms.  The  remainder 
of  the  children  in  this  group  gave  no  history  of 
exposure  to  drugs,  chemicals,  or  known  toxic 
substances. 

The  diagnosis  was  determined  by  examina- 
tion of  bone  marrow  specimens  obtained  from 
the  posterior  iliac  crest  by  use  of  a Turkel 
needle. 4 Smears  stained  with  Wright-Giemsa 
and  clot  sections  stained  with  hematoxylin  and 
eosin  were  prepared.  If  the  clot  sections  were 
considered  inadequate,  open  surgical  bone  mar- 
row biopsies  were  obtained.  This  latter  proce- 
dure was  indicated  in  eight  cases.  Blood  counts 
were  done  by  the  phase  microscopy  method  of 
Brecher  and  Cronkite.^  In  an  attempt  to  elimi- 
nate the  possibility  of  an  underlying  disease 
entity,  each  patient  was  evaluated  by  a history 
and  physical  examination,  complete. radiograph- 
ic skeletal  survey,  urinalysis,  direct  and  indi- 
rect Coombs’  test,  blood  urea  nitrogen  deter- 
mination, serum  protein  electrophoresis,  SCOT 

"Trisodium  phosphate  12.9%,  dodecyl  benzene  sul- 
fonate 1.9%,  sodium  hypochlorite  0.4%. 
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and  SGPT,  VDRL,  heterophile  and  febrile  agglu- 
tinins including  typhoid  0 and  H,  paratyphoid 
A and  B,  Brucella,  and  Proteus  0X19. 

The  bone  marrow  findings  were  similar  in  all 
cases  with  moderate  to  considerable  fatty  re- 
placement, decreased  megakaryocytes,  decreas- 
ed myeloid  and  erythroid  precursors,  and  scat- 
tered lymphocytes  and  reticulum  cells.  The  skel- 
etal survey  by  x-ray  showed  no  abnormalities  in 
any  case.  Results  of  the  blood  chemistries  and 
serological  studies  were  all  within  normal  limits 
except  for  one  child  (AA-58-5),  who  reportedly 
had  hepatitis  two  months  before  symptoms  of 
anemia  developed.  He  had  cephalin  flocculation 
(4  + ) and  a total  serum  bilirubin  of  3.7  mg  per 
100  ml  when  he  presented  with  aplastic  anemia. 

A variety  of  treatment  programs  were  used 
(Table  3).  Two  children  received  no  treatment 
other  than  blood  transfusion.  Nine  patients  were 
treated  with  adrenal  corticosteroids  alone  in  the 
form  of  prednisone,  hydrocortisone,  or  corti- 
sone. Another  child  received  ACTH.  Two  boys 
were  treated  with  testosterone  enanthate,  75 
mg  per  square  meter  of  body  surface,  intramus- 
cularly every  two  weeks  without  corticosteroids. 
One  boy  took  prednisone  alone  with  only  inter- 
mittent doses  of  methyltestosterone.  Synthetic 
androgens  plus  triamcinolone  or  dexametha- 
sone  were  used  to  treat  four  girls. 

The  largest  treatment  group  was  comprised 
of  18  children  who  received  a corticosteroid 
concomitantly  with  testosterone  enanthate. 
Fourteen  of  these  children  were  treated  with 
prednisone  in  the  dosage  of  2.2  mg  per  kg  per 
day  for  one  month,  and  one-half  or  one-fourth 
of  that  dose  for  maintenance  therapy  thereafter. 
Three  others  received  triamcinolone  and  one 
took  methylprednisolone.  Patients  who  were 
treated  with  testosterone  enanthate  received  75 
mg  per  square  meter  intramuscularly  every  two 
weeks.  The  parenteral  route  was  specifically 
chosen  to  assure  that  each  child  received  a con- 
stant dose.  The  skin  was  scrubbed  scrupulously 
with  pHisoHex  before  all  injections  or  skin 
punctures,  and  at  no  time  did  abscesses  sec- 
ondary to  intramuscular  injections  complicate 
treatment. 


The  duration  of  therapy  for  each  patient  is 
shown  in  Table  1.  Treatment  continued  until 
death  in  29  cases,  with  a range  of  one  week  to 
18  months.  In  the  five  children  who  responded 
favorably,  the  treatment  period  ranged  from  12 
to  31  months.  Whenever  therapy  was  discon- 
tinued, the  drugs  were  withdrawn  gradually 
over  a two-  to  three-month  period. 

Supportive  therapy  consisting  of  antibiotics, 
fluids,  blood,  and/or  platelet  transfusions  was 
administered  when  indicated.  Antibiotic  therapy 
was  restricted  to  bactericidal  agents,  which 
were  given  intravenously  or  orally. 

Results:  Only  7 of  the  37  patients  are  still  liv- 
ing. Of  the  15  children  who  were  exposed  to 
chloramphenicol,  two  girls  and  two  boys  are 
living.  Of  the  22  children  who  were  not  exposed 
to  chloramphenicol,  two  girls  and  one  boy  are 
alive.  The  various  treatment  programs  are  pre- 
sented in  Table  3. 

Two  children  (AA-57-5  and  AA-58-3)  received 
transfusions  and  were  followed  under  an  early 
protocol,  which  required  an  eight-week  observa- 
tion period  from  the  time  of  diagnosis  before 
starting  hormonal  therapy.  They  showed  enough 
clinical  improvement  during  that  time  to  en- 
courage continued  observation  without  further 
therapy  until  complete  recovery  occurred  three 
and  four  months  after  diagnosis.  In  one  case 
(AA-57-5),  the  diagnosis  was  confirmed  by  an 
open  surgical  biopsy.  Neither  child  had  been 
exposed  to  chloramphenicol. 

All  10  of  the  children  who  had  received 
adrenal  corticosteroids  or  ACTH  alone  died  of 
sepsis,  hemorrhage,  or  both  within  seven  days 
to  17  months  after  therapy  had  been  started. 
Three  of  these  children  had  been  exposed  to 
chloramphenicol.  Postmortem  examination  of 
the  bone  marrow  in  six  cases  showed  no  im- 
provement. 

One  (AA-59-2)  of  the  two  boys  who  received 
testosterone  enanthate  alone  died  after  receiv- 
ing therapy  for  only  five  weeks.  Postmortem 
sections  of  the  bone  marrow  showed  no  im- 
provement. The  other  patient  (AA-58-5),  who 
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Accession 

Number 

Yr. 

Age 

Mo. 

Sex 

Exposure  to 
Chloramphenicol 

Duration  of  Disease 
(months) 
Before  Starting 
Hormone  Therapy 

Therapy 

Duration  of 
Therapy 

Current 

Status 

AA-54-1 

11 

F 

— 

1 

Cortisone  & prednisone 

6 mo. 

Dead 

AA-57-1 

5 

7 

F 

— 

1 

Prednisone 

17  mo. 

Dead 

AA-57-2 

13 

4 

F 

— 

1 

Prednisone 

17  mo. 

Dead 

AA-57-3 

4 

6 

M 



0 

Hydrocortisone 

10  days 

Dead 

AA-57-4 

AA-57-5 

1 

8 

6 

M 

M 

Comet 

0 

ACTH 

Transfusion  only 

7 days 

Dead 

Alive  & well 

AA-58-1 

8 

4 

F 

0 

Cortisone 

6 weeks 

Dead 

AA-58-2 

AA-58-3 

5 

2 

8 

2 

F 

F 

— 

1 

Prednisone  & T.E.’* 
Transfusion  only 

4 mo. 

Dead 

Alive  & well 

AA-58-4 

2 

9 

F 

— 

0 

Hydrocortisone 

21^2  mo. 

Dead 

AA-58-5 

8 

11 

M 

"h 

hepatitis 

0 

T.E. 

31  mo. 

Alive,  5 yr.  5 mo. 
(thrombocytopenia) 

AA-58-6 

4 

F 

■ — 

2 

Prednisone 

5 mo. 

Dead 

AA-58-7 

5 

F 

? hairspray 

4 

Triamcinolone  & RS  879t 

2V2  mo. 

Dead 

AA-59-1 

7 

4 

F 

+ 

0 

Prednisone 

2 mo. 

Dead 

AA-59-2 

6 

M 

— 

1 

T.E. 

5 weeks 

Dead 

AA-59-3 

3 

1 

M 

— 

2 

Triamcinolone  & T.E. 

4 mo. 

Dead 

AA-59-4 

2 

2 

M 

+ 

1 

Prednisone  & T.E. 

3 mo. 

Dead 

AA-59-5 

3 

3 

M 

+ 

18 

Methylprednisolone  & T.E. 

18  mo. 

Alive,  4 yr.  4 mo. 
(thrombocytopenia) 

AA-59-6 

5 

6 

F 

+ 

1 

Triamcinolone  & RS  992 

6 weeks 

Dead 

AA-59-7 

3 

6 

F 

— 

4 

Dexamethasone  & RS  879 

1 mo. 

Dead 

AA-60-1 

2 

9 

F 

+ 

0 

Dexamethasone  & RS  992 

2 mo. 

Dead 

AA-60-2 

2 

6 

F 

+ 

1 

Prednisone  & T.E. 

2 mo. 

Dead 

AA-61-1 

10 

5 

F 

+ 

0 

Prednisone 

6 weeks 

Dead 

AA-61-2 

7 

6 

F 

+ 

1 

Triamcinolone  & T.E. 

18  mo. 

Alive,  4 yr.  2 mo. 

AA-61-3 

4 

F 

+ 

0 

Triamcinolone  & T.E. 

13  mo. 

Alive,  4 yr.  2 mo. 

AA-61-4 

10 

F 

? hairspray 

0 

Prednisone  & T.E. 

3V2  mo. 

Dead 

AA-62-1 

2 

1 

F 

1 

Prednisone  & T.E. 

12  mo. 

Alive,  3 yr.  4 mo. 

AA-62-2 

7 

5 

F 

+ 

4 

Prednisone  & T.E. 

6 weeks 

Dead 

AA-63-1 

8 

M 

+ 

0 

Prednisone  and 
methyltestosterone 

12  mo. 

Dead 

AA-63-2 

3 

6 

F 

— 

0 

Prednisone  & T.E. 

2 mo. 

Dead 

AA-64-1 

1 

11 

F 

+ 

0 

Prednisone  & T.E. 

7 mo. 

Dead 

AA-64-2 

9 

IVl 

0 

Prednisone  & T.E. 

17  mo. 

Relapse  when  therapy 
discontinued;  therapy 
restarted;  dead 

AA-64-3 

5 

F 

— 

0 

Prednisone  & T.E. 

18  mo. 

Dead 

AA-64-4 

7 

11 

F 

+ 

0 

Prednisone  & T.E. 

1 mo. 

Dead 

AA-64-5 

5 

M 

— 

0 

Prednisone  & T.E. 

3 mo. 

Dead 

AA-65-1 

7 

F 

— 

1 

Prednisone  & T.E. 

1 week 

Dead 

AA-65-2 

2 

2 

IVl 

— 

0 

Prednisone  & T.E. 

8 mo. 

Dead 

^Testosterone  enanthate 
tSynthetic  androgens 


Table  I . Data  on  37  cases  of  acquired  aplastic  anemia  (1954-1965).  Status  as  of  October,  1966. 


"A" 

Exposure 

"B" 

No  Exposure 

Total 

Females 

11  (73%) 

14  (64%) 

25  (68%) 

Males 

4 (27%) 

8 (36%) 

12  (32%) 

Totals 

15  (41%) 

22  (59%) 

37  (100%) 

Table  2.  Grouping  according  to  chloramphenicol  e.xposiire. 
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Treatment  Groups 

No. 

Patients 

Chloramphenicol 

Girls  Boys 

No  Chloramphenicol 

Girls  Boys 

Total 

Living 

Transfusion 

2 

0 

0 

1 (1)’ 

1 (1) 

2 

ACTH  or  corticosteroid 
alone 

10 

3 

0 

5 

2 

0 

Testosterone  enanthate 
alone 

2 

0 

1 (1) 

0 

1 

1 

Methyltestosterone 

alone 

1 

0 

1 

0 

0 

0 

Synthetic  androgens 
and  corticosteroids 

4 

2 

0 

2 

0 

0 

Testosterone  enanthate 
and  corticosteroids 

18 

f>{2) 

2 (1) 

6 (1) 

4 

4 

Totals 

37 

11 

4 

14 

8 

7 

*(  ) Number  Living 


Table  3.  Treatment  groups,  numbers  of  patients. 


had  a positive  chloramphenicol  history,  showed 
a slow  reticulocyte  response  two  months  after 
testosterone  enanthate  therapy  was  begun.  He 
received  his  last  blood  transfusion  three  months 
after  beginning  therapy.  After  31  months  of 
treatment  he  was  well  except  for  persistent 
thrombocytopenia.  During  the  following  five  and 
one-half  years  without  therapy,  his  platelet 
count  has  remained  slightly  subnormal  but  he 
has  had  no  purpura. 

One  patient  (AA-63-1),  who  received  predni- 
sone with  methyltestosterone  at  intermittent  in- 
tervals, died  of  intracranial  hemorrhage  after 
one  year.  No  improvement  was  noted  at  any 
time.  He  had  received  chloramphenicol  for  a 
genitourinary  infection. 

Synthetic  androgens  plus  corticosteroids 
were  given  to  four  girls  in  an  attempt  to  reduce 
masculinizing  side  effects.  None  lived  to  re- 
ceive treatment  for  longer  than  eight  weeks,  and 
there  was  no  evidence  of  bone  marrow  response. 

Eighteen  children  were  treated  with  testo- 
sterone enanthate  and  concomitant  corticoster- 
oid. Four  children  responded  to  treatment  and 
are  still  living.  Three  of  these  children  (AA-59- 
5,  AA-61-1,  and  AA-61-2)  had  been  exposed  to 
chloramphenicol  while  the  fourth  child  (AA-62- 
1)  gave  no  history  of  exposure  to  any  known 
toxic  agent.  Three  of  the  four  responding  chil- 
dren achieved  complete  remission.  One  child 
(AA-59-5)  has  remained  thrombocytopenic  four 
and  one-half  years  since  therapy  has  been  stop- 
ped. The  remaining  14  children  died  of  compli- 
cations of  the  disease  from  two  weeks  to  20 
months  after  therapy  was  started.  One  boy  (AA- 
64-2)  received  therapy  for  17  months  with  a 
response  in  his  peripheral  blood.  After  stopping 
his  medication  he  relapsed  and  died  before  a 
second  response  occurred.  Histological  exami- 
nation of  specimens  at  autopsy  from  12  pa- 


Accession 

Number 

Stated  Indications 

Courses 

AA-58-2* 

Tonsillitis 

1 

AA-58-5 

URI 

1 (2  days  only) 

AA-59-1* 

Prophylaxis  for  scarlet  fever 

1 

AA-59-4' 

Asthmatic  bronchitis 

10  + 

AA-59-5 

URI 

10 

AA-59-6* 

URI 

4 

AA-60-1* 

URI 

Many 

AA-60-2* 

URI 

Many 

AA-61-1* 

Pneumonia,  tonsillitis 

2 

AA-61-2 

Bronchitis,  pneumonia 

3 

AA-61-3 

URI,  tonsillitis,  otitis 

15  in  18  mo. 

AA-62-2* 

Tonsillitis,  URI 

3 

AA-63-1* 

GU  infection 

1 

AA-64-1* 

URI,  diarrhea,  earache 

3 (two  after  onset  of 
aplastic  anemia) 

AA-64-4* 

Otitis  media 

2 

*Dead 

Table  4. 

Stated  indications  for  chloramphenicol 

therapy. 

Total  No. 

No.  Exposed  to 

Groups 

Patients 

Chloramphenicol 

Shahidi 

17 

9 (53%) 

Desposito 

9 

2 (22%) 

Texas  Children's 

Hospital 

yi 

15  (41%) 

Table  5.  Number  of  patients  in  which  chlorampheni- 
col may  have  been  the  causative  factor. 
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tients  showed  no  improvement  in  the  cellularity 
of  the  bone  marrow. 

Both  androgenic  and  corticosteroid  side  ef- 
fects appeared  in  all  of  the  patients  who  re- 
ceived these  drugs,  whether  alone  or  in  com- 
bination. These  changes  included  increased  ap- 
petite, Cushingoid  facies,  acne,  deep  voice,  hir- 
sutism and  enlargement  of  the  phallus.  No  se- 
rious side  effects  requiring  cessation  of  therapy 
were  encountered.  Three  of  the  surviving  chil- 
dren developed  advanced  bone  ages  for  their 
respective  chronological  ages. 

Discussion:  Prior  to  the  introduction  of  com- 
bined corticosteroid-androgen  therapy,  the  sur- 
vival rate  of  children  with  acquired  aplastic 
anemia  ranged  from  0 to  10%.  With  the  use  of 
combined  therapy,  the  chance  of  survival  has 
reportedly  increased  to  as  high  as  55%.  In  our 
group  of  37  patients,  25  received  androgen 
therapy,  22  were  treated  with  a corticosteroid- 
androgen  combination,  two  received  testoster- 
one enanthate  alone,  and  one  received  only 
methyltestosterone.  The  overall  survival  rate  of 
the  androgen-treated  patients  was  only  20%. 
The  survival  rate  of  the  corticosteroid-testo- 
sterone enanthate  treatment  program  was  22%. 

These  disappointingly  poor  results  with  corti- 
costeroid-androgen therapy  are  consistent  with 
experience  in  several  other  centers,®- and 
further  experience  with  this  therapy  will  be  ne- 
cessary to  determine  its  ultimate  effectiveness. 
Unfortunately,  various  dosage  schedules  have 
been  used  and  there  have  been  no  controlled 
studies.  The  occasional  occurrence  of  “spon- 
taneous remission”  (as  in  cases  AA-57-5  and 
AA-58-3)  contributes  further  to  the  difficulty  in 
evaluating  the  results  of  a given  treatment  regi- 
men. 

The  inclusion  in  this  series  of  five  patients 
who  died  before  completing  two  months  of  ther- 
apy may  be  questioned  on  the  grounds  that  two 
to  four  months  are  required  before  adequate 
hematopoietic  stimulation  occurs  by  this  regi- 
men. However,  if  the  treatment  program  is  in- 
adequate to  sustain  life  to  the  time  of  optimal 
therapeutic  effect,  it  must  be  considered  to  be 
unsuccessful  therapy  and  other  treatment  must 
be  sought. 

One  difference  between  our  data  and  that  of 
Shahidi  and  Diamond,  and  Desposito  and  oth- 
ers, might  be  in  the  type  of  androgen  com- 
pounds used.  However,  Shahidi  and  Desposito 
also  treated  their  patients  with  a variety  of  an- 


drogenic agents,  including  testosterone  enan- 
thate, with  no  stated  advantage  to  any  specific 
compound.  In  our  series,  testosterone  enan- 
thate was  used  in  20  cases  while  synthetic  an- 
drogens or  methyltestosterone  were  used  in  five 
others.  Side  effects  and  the  response  pattern  in 
our  patients  were  similar  to  the  previous  re- 
ports. Jaundice  was  encountered  only  with 
methyltestosterone  therapy. 

Another  difference  in  patients  in  our  series 
and  that  of  Shahidi  and  Diamond  is  the  sex  ra- 
tio. In  the  androgen-treated  patients  in  our  se- 
ries, the  incidence  of  females  is  16  out  of  25, 
or  64%.  In  contrast,  Shahidi’s  group  consisted 
of  only  29%  females.  On  the  other  hand,  Des- 
posito reported  that  seven  of  his  patients 
(78%)  were  female.  Unfortunately,  there  are 
not  enough  cases  to  determine  statistical  sig- 
nificance in  any  of  these  groups.  The  American 
Medical  Association  Group  on  Blood  Dyscrasias 
has  reported  a slight  female  preponderance  in 
510  cases  of  aplastic  anemia  collected  from 
Jan.  1,  1957,  through  December,  1962.®  How- 
ever, of  the  drug  or  chemically  induced  aplastic 
anemias,  a highly  significant  70%  were  females 
(P  < .001).  In  our  chloramphenicol-exposed  pa- 
tients, 11  of  15  (73%)  were  girls,  but  the  dif- 
ference in  sex  incidence  for  this  small  sample 
size  was  not  significant  at  the  .05  level  (.10  > 
P > .05).  There  was  also  a preponderance  of 
females  in  the  group  which  was  not  exposed  to 
chloramphenicol.  No  difference  in  response  to 
combination  corticosteroid-androgen  therapy 
could  be  detected  between  the  group  of  girls  ex- 
posed to  chloramphenicol  and  those  who  had  no 
history  of  exposure. 

The  association  of  aplastic  anemia  after  hep- 
atitis has  been  noted. Of  the  nine  cases  re- 
ported, all  were  fatal  and  eight  occurred  in 
males.  The  bone  marrow  aplasia  developed 
from  one  to  seven  weeks  after  the  hepatitis. 
One  of  the  patients  (AA-58-5),  an  eight-year-old 
boy,  had  an  upper  respiratory  infection  treated 
with  chloramphenicol  for  two  days  followed  by 
the  onset  of  jaundice  about  two  weeks  later. 
Liver  function  tests  were  abnormal  and  a diag- 
nosis of  hepatitis  was  made.  Eight  weeks  later 
he  developed  symptoms  of  aplastic  anemia. 
This  boy  recovered,  which  makes  him  unique 
among  patients  with  aplastic  anemia  which  fol- 
lowed hepatitis.  Whether  bone  marrow  failure 
in  this  case  was  related  to  chloramphenicol,  to 
hepatitis,  to  the  two  factors  combined,  or  to  un- 
known factors  cannot  be  stated  with  certainty. 

The  hematopoietic  toxicity  of  chlorampheni- 


42 


TEXAS  MEDICINE 


col  is  well  known,  but  proving  the  etiology  in 
cases  of  aplastic  anemia  is  extremely  difficult. 
Other  drugs  have  also  been  incriminated  and 
some  of  these  patients  received  other  drugs  in 
addition  to  chloramphenicol.  For  this  reason,  no 
attempt  has  been  made  to  be  specific  about  the 
etiology  of  aplastic  anemia  in  this  report  and  it 
should  be  emphasized  that  the  division  into 
groups  based  on  the  history  of  exposure  to 
chloramphenicol  is  strictly  arbitrary.  Allergy  has 
also  been  mentioned  as  a possible  etiological 
factor  in  acquired  aplastic  anemia.-'  ^ In  these 
37  patients,  only  one  child  (AA-59-4)  was 
thought  to  be  allergic.  The  suspected  allergens 
in  this  case  were  ragweed  and  dust.  In  no  other 
case  was  there  a history  of  eczema,  asthma,  or 
drug  allergy. 

Just  as  it  is  difficult  to  prove  the  etiology  in 
aplastic  anemia,  it  is  equally  difficult  to  prog- 
nosticate the  outcome  on  the  basis  of  any  sus- 
pected etiological  agent.  Twenty-two  of  our  chil- 
dren gave  no  history  of  exposure  to  any  known 
toxic  agent.  From  this  group,  three  children 
(14%)  recovered.  In  the  chloramphenicol-ex- 
posed group,  four  out  of  15  (27%)  recovered. 
These  are  too  few  cases  to  make  any  conclu- 
sions regarding  prognosis,  except  to  say  that  re- 
covery is  possible  regardless  of  chloramphenicol 
therapy. 

Since  there  is  no  uniformly  successful  ther- 
apy available  for  children  with  acquired  aplastic 
anemia,  preventive  aspects  of  the  disease  de- 
serve prime  consideration.  Fifteen  of  37  (41%) 
patients  in  this  series  developed  aplastic  ane- 
mia within  four  months  after  exposure  to  chlor- 
amphenicol. Because  of  this  history,  the  indica- 
tions given  for  the  use  of  this  drug  were  re- 
viewed. As  shown  in  Table  4,  over  half  of  the 
children  received  the  drug  as  treatment  for 
respiratory  tract  infections.  One  child  (AA-59- 
1)  received  chloramphenicol  for  “scarlet  fever 
prophylaxis.’’  It  is  also  interesting  to  note  how 
many  courses  of  the  drug  each  child  received. 
One  patient  (AA-64-1),  who  died,  received  a 
course  of  chloramphenicol,  developed  anemia, 
and  was  again  seen  by  the  physician  who  pre- 
scribed two  more  courses  of  the  drug  before  the 
diagnosis  was  made.  Another  patient  (AA-59-4) 
received  four  days  of  chloramphenicol  therapy 
every  two  weeks  from  November  through  April 
for  “asthmatic  bronchitis.’’  This  was  the  child 
with  ragweed  and  house  dust  allergy.  One  boy 
(AA-59-5)  took  the  drug  ten  times  during  a pe- 
riod of  approximately  two  years,  as  did  his  iden- 
tical twin  brother,  who  recovered  uneventfully 
from  transient  thrombocytopenia.  There  is  no 


absolute  proof  for  the  etiology  of  aplastic  ane- 
mia in  any  of  these  cases,  but  none  of  the  pa- 
tients had  conditions  which  strongly  justified 
the  use  of  chloramphenicol. 

From  this  experience  and  other  reports  in 
the  literature,  it  is  apparent  that  acquired  aplas- 
tic anemia  in  children  continues  to  have  a high 
mortality  rate.-- ‘ Even  with  the  best  avail- 
able therapy,  which  at  this  time  continues  to  be 
the  corticosteroid-androgen  combination,  chan- 
ces of  survival  may  be  in  the  range  of  20-53%. 
In  view  of  the  disappointing  results  of  therapy 
of  this  disease,  all  possible  means  of  prevention 
must  be  stressed.  Table  5 illustrates  that  41% 
of  our  cases,  53%  of  Shahidi’s  cases,  and 
22%  of  Desposito’s  cases  developed  after 
chloramphenicol  therapy.  If  one  assumes  that 
this  drug  was  the  offending  agent  and  that 
aplastic  anemia  could  have  been  prevented  in 
these  children  by  avoiding  the  use  of  chloram- 
phenicol, this  measure  alone,  curiously,  would 
be  as  effective  in  decreasing  the  absolute  mor- 
tality rate  in  aplastic  anemia  as  the  current, 
most  effective  method  of  treatment.  It  is  sug- 
gested that  good  controlled  studies  of  the  ther- 
apy of  this  disease  should  be  done,  perhaps  by 
a collaborative  effort  similar  to  the  cancer 
chemotherapy  groups. 
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THIABENDAZOLE 


CLINICAL 
TRIAL  IN 
TREATMENT  OF 
STRONGYLOIDIASIS 
IN  SIX  CHILDREN 

Thiabendazole  (Mintezol)  was  used  to 
treat  Strongyloides  stercoralis  infesta- 
tions in  six  children.  A single  oral  dose 
of  50  mg/kg  body  weight  is  recommend- 
ed. Thiabendazole  can  be  given  in  an  oral 
suspension  as  an  adequate  vehicle  for 
the  complete  eradication  of  Strongyloides 
stercoralis.  In  these  patients,  there  were 
only  minimal  transient  side  effects.  With- 
in the  context  of  this  study,  it  is  conclud- 
ed that  thiabendazole  is  an  effective  ther- 
apeutic agent  for  strongyloidiasis. 


INTESTINAL  STRONGYLOIDIASIS  previously  has 
been  treated  with  enteric  coated  gentian  violet 
tablets,  dithiazinine  (Delvex)  which  recently  has 
been  removed  from  the  prescription  market  in 
the  United  States,  and  pyrvinium  pamoate  (Po- 
van);  but  with  these  agents  there  is  a less  than 
optimal  cure  rate,  a high  incidence  of  gastroin- 
testinal toxicity,  and  a prolonged  period  of  ef- 
fective treatment  requiring  multiple  doses  of 
the  drug  or  drugs  involved.  Pyrvinium  pamoate 
recently  has  been  recommended  as  alternate 
therapy  for  strongyloidiasis,  although  multiple 
daily  doses  for  seven  days  with  frequently  en- 
countered nausea  and  vomiting  and  permanent 
staining  of  the  stools  and  underclothing  are 
noted  with  this  drug.^  A clinical  study  of  the 
efficacy  of  thiabendazole  was  performed  in  an 
attempt  to  find  an  agent  which  would  be  more 
effective  for  intestinal  strongyloidiasis,  have 
fewer  toxic  side  effects,  and  a shorter  treatment 
period. 

Review  of  Literature:  Mullins  and  Stone  have 
presented  encouraging  results  from  the  use  of 
thiabendazole  in  the  treatment  of  creeping  erup- 
tion and  trichinosis.  They  reported  three  cases 
of  clinical  cure  of  creeping  eruption  with  thia- 
bendazole, 50  mg/kg  in  single  and  multiple 
doses,  and  one  case  of  complete  clinical  remis- 
sion of  trichinosis  with  thiabendazole,  50  mg/kg 
given  initially  and  the  same  dosage  repeated  24 
hours  later.  The  patient  had  been  asymptomatic 
for  38  days  at  the  time  of  the  report. ^ London 
has  reported  successful  treatment  of  23  cases 
of  creeping  eruption  with  thiabendazole.®  Other 
investigators  also  treated  creeping  eruption  suc- 
cessfully with  thiabendazole.®-^^  Kean  and  Hos- 
kins and  Spaeth  and  associates  have  reported 
the  satisfactory  treatment  of  isolated  cases  of 
trichinosis  with  thiabendazole. The  efficacy 
of  thiabendazole  against  Strongyloides  stercora- 
lis, Ascaris  lumbricoides,  Trichuris  trichiura, 
Necator  aniericanus,  Ancyclostoma  duodenale, 
Uncinaria,  and  Enterobius  verniicularis  in  human 
patients  has  been  presented  by  numerous  au- 
thors. 1^-22  Botero  found  that  thiabendazole  was 
ineffective  in  the  treatment  of  human  infesta- 
tion of  Taenia  sagenata  and  Taenia  solium  in  a 
group  of  five  adults  and  children.®® 
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Reports  indicate  that  thiabendazole  is  highly 
effective  against  strongyloidiasis.  Thiabendazole 
was  introduced  as  a new  anthelmintic  agent  in 
1961.-^  Vilela  and  others,  in  1962  reported 
parasitologic  "cures”  in  100%  of  38  patients 
with  intestinal  strongyloidiasis  treated  with  thia- 
bendazole in  single  oral  doses. Franz  reported 
highly  effective  treatment  of  Strongylokles  with 
thiabendazole  given  as  a single  dose  or  once 
daily  on  two  successive  days  in  88  African 
adults  and  children.  A single  dose  of  50  mg/kg 
or  greater  of  thiabendazole  resulted  in  a satis- 
factory therapeutic  response  in  49  of  51  pa- 
tients. A single  oral  dose  of  less  than  50  mg/ 
kg  resulted  in  success  in  the  treatment  of  6 of 
10  patients.  All  28  patients  treated  with  two 
doses  of  25  to  37  mg/kg  on  successive  days 
were  "cured”  of  Strongyloides}^  A team  of  Bra- 
zilian investigators  report  a cure  rate  of  63% 
in  patients  infected  with  Strongyloides  with  sin- 
gle oral  doses  of  50  mg/kg  of  thiabendazole. 
The  cure  rate  was  improved  to  69%  in  another 
group  of  patients  treated  with  one  dose  of  50 
mg/kg  for  three  successive  days.^^  In  1964 
Botero  reported  cures  of  intestinal  strongyloid- 
iasis treated  with  thiabendazole  in  doses  of  25 
mg/kg  per  day  for  two  days  (80%)  and  50 
mg/kg  once  daily  for  two  days  (100%).“^  In 
1964,  Chowdbury  and  associates  in  India  re- 
ported cures  of  intestinal  strongyloidiasis  in  17 
of  19  patients  treated  with  various  dosages  of 
thiabendazole. In  Liberia,  57  patients  infected 
with  Strongyloides  were  treated  with  multiple 
doses  of  thiabendazole  in  doses  of  25  to  50 
mg/kg  for  two  to  five  consecutive  days.  Cure 
rates  in  this  study  were  90%  or  greater.  In  the 
same  trial,  a double-blind  placebo-controlled 
study  on  27  cases  of  strongyloidiasis,  thiaben- 
dazole or  its  placebo  was  administered  in  dos- 
age of  25  to  30  mg/kg  twice  daily  for  three 
consecutive  days.  Of  the  thiabendazole-treated 
patients  95%  (19  of  20)  were  cured,  and  none 
of  the  seven  patients  receiving  the  placebo 
showed  improvement.^*  In  70  institutionalized 
mentally  retarded  children  infected  with  Stron- 
gyloides, thiabendazole  administered  25  mg/kg 
once  daily  for  two  days  resulted  in  a 100% 
cure  rate.“^  A mean  cure  rate  of  84.2%  of  596 
patients  infected  with  Strongyloides  stercoralis 
treated  with  thiabendazole  in  doses  ranging 


between  25  and  59  mg/kg  administered  from 
one  to  three  days  has  been  reported. 

Material:  Thiabendazole  was  used  to  treat  in- 
testinal strongyloidiasis  in  six  pediatric  patients 
in  the  Dallas  Methodist  Hospital  Outpatient 
Clinic.  The  patients  were  siblings  ranging  in  age 
from  4 to  11  years.  The  oldest  child,  a girl,  pre- 
sented with  vomiting,  abdominal  cramping  with 
bilateral  flank  pain,  a subjective  sensation  of 
feeling  warm  although  there  was  no  recorded 
temperature  elevation,  and  yellow  stools.  She 
denied  diarrhea,  melena,  or  constipation.  Initial 
physical  examination  revealed  a nonradiating 
grade  2/6  systolic  murmur  along  the  left  ster- 
nal border,  generalized  voluntary  abdominal 
muscle  guarding,  and  hyperactive  bowel  sounds. 
No  abdominal  masses  or  organomegaly  were 
palpated  at  that  time.  Laboratory  values  were: 
hemoglobin,  12.0  gm/100  cc;  leukocytes,  13,- 
000/cu  mm  with  32  eosinophils,  33  lympho- 
cytes, 31  polymorphonuclear  neutrophils,  and  4 
monocytes.  Urinalysis  was  within  normal  limits. 
Examination  of  stool  specimens  revealed  many 
Strongyloides  stercoralis  larvae,  many  Endolimax 
nana  cysts,  and  a few  E.  coli  cysts.  Subsequent- 
ly, the  stools  of  the  patient's  five  siblings  were 
examined;  all  contained  Strongyloides  stercoralis 
larvae  and  three  contained  Endolimax  nana 
cysts.  All  the  siblings  had  significant  eosino- 
philia.  Urinalyses  of  the  five  siblings  were  with- 
in normal  limits.  The  parents’  stools  showed  no 
parasites,  and  results  of  blood  and  urine  exam- 
inations revealed  no  abnormalities. 
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Patient 

Age 

Sex 

WBC/ Differential 

Stool  Specimen 

Clinical 

1 

11 

F 

13,000/ Eosinophils 
Bands 

Segs 

Lymphocytes 

Monocytes 

Hemoglobin 

32 

1 

30 

33 

4 

12.0  gm. 

Strongyloides  larvae 

E.  nana  cysts 

E.  coli  cysts 

G1  complaints 
Hepatomegaly 

Heart  murmur 

2 

10 

F 

6,700/ Eosinophils 
Basophils 

Segs 

Lymphocytes 

Monocytes 

Hemoglobin 

19 

2 

40 

34 

5 

11.6  gm. 

Strongyloides  larvae 

E.  nana  cysts 

Asymptomatic 

No  physical  findings 

3 

9 

Wl 

11,700 ' Eosinophils 
Segs 

Lymphocytes 

Monocytes 

Hemoglobin 

34 

34 

26 

6 

11.2  gm. 

Strongyloides  larvae 

Small,  pale,  & irritable 
Hepatomegaly 

4 

8 

IVI 

11,300/ Eosinophils 
Basophils 

Segs 

Lymphocytes 

Monocytes 

Hemoglobin 

19 

1 

38 

33 

9 

12.0  gm. 

Strongyloides  larvae 

Hepatomegaly 

Asymptomatic 

5 

6 

M 

7,900/ Eosinophils 
Segs 

Lymphocytes 

Monocytes 

Hemoglobin 

24 

43 

24 

9 

10.6  gm. 

Strongyloides  larvae 

E.  nana  cysts 

Pale,  irritable,  restless 
Sleep  disturbed 

No  GI  complaints 

No  physical  findings 

6 

5 

F 

7,500/ Eosinophils 
Basophils 

Segs 

Lymphocytes 

Monocytes 

Hemoglobin 

25 

1 

37 

29 

8 

11.6  gm. 

Strongyloides  larvae 

E.  nana  cysts 

Pale,  irritable,  restless 
Abdominal  cramping 
Diarrhea 

No  physical  findings 

Table  I.  Initial  findings. 


The  first  child  in  whom  the  Strongyloides  in- 
festation was  diagnosed  initially  was  started  on 
therapy  of  enteric  coated  gentian  violet  tablets 
(30  mg),  four  tablets  daily  for  16  days.  After 
seven  days  of  therapy,  the  child  was  brought  to 
the  clinic  with  the  complaint  of  diarrhea,  vom- 
iting, and  persistent  abdominal  cramping.  At 
that  time  physical  examination  revealed  tender- 
ness in  the  right  upper  quadrant  of  the  abdo- 
men, and  the  liver  was  palpable  2 cm  below  the 
right  costal  margin.  The  other  five  siblings  were 
examined  on  that  day  also,  and  the  findings  are 
summarized  in  Table  1. 

After  consultation  with  the  attending  physi- 
cian, Dr.  Jack  Barnett  of  the  University  of  Texas 
Southwestern  Medical  School,  treatment  with 
thiabendazole  was  recommended. 

Methods:  After  permission  for  the  use  of  thia- 
bendazole was  obtained  from  the  parents,  the 
study  was  established  with  the  following  proto- 
col: 

1.  The  children  were  kept  at  home  from 
school  to  prevent  contamination  of  others.  Also, 
they  were  kept  away  from  environments  of  re- 
infestation by  Strongyloides  stercoralis. 

2.  Pretreatment  stool  examination,  complete 
blood  count,  urinalysis,  and  physical  examina- 
tion were  performed  on  each  patient. 

3.  One  oral  administration  of  thiabendazole 


Patient 

Age 

Sex 

Weight  (lb) 

Thiabendazole  given 
(1  dose  only) 

1 

11 

F 

73 

1.7  gm 

2 

10 

F 

62 

1.4  gm 

3 

9 

M 

62 

1.4  gm 

4 

8 

M 

52 

1.25  gm 

5 

6 

M 

50 

1.2  gm 

6 

5 

F 

35 

750  mg 

Table  2.  Thiabendazole,  dosage  50  mg/ kg  body 
weight. 


in  liquid  suspension  at  50  mg/kg  body  weight 
was  given  in  a therapeutic  trial  because  of  pre- 
viously known  high  cure  rates;  low  toxicity  in- 
cidence of  minor  gastrointestinal  disturbances, 
dizziness,  and  macular  eruptions;  and  relative 
safety  of  the  drug  (Table  2). 

4.  Weekly  stool  examinations,  complete 
blood  counts,  and  physical  examinations  for 
four  weeks  following  the  oral  administration  of 
thiabendazole  were  performed  on  each  patient. 

Results:  The  study  was  conducted  in  the  de- 
scribed manner,  and  the  treatment  was  100% 
effective  as  determined  by  stool  examinations 
and  clinical  evaluation.  The  increased  numbers 
of  eosinophils  in  each  child  returned  toward 
normal  by  the  end  of  the  fourth  week.  Side  ef- 
fects of  the  drug  were  minimal;  one  child  de- 
veloped a pruritic  macular  eruption  the  day 
thiabendazole  was  given,  but  this  disappeared 
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Patient 

Initial  Study 

Day  1 

2 

3 

4 

1 

Strongyloides  larvae 

STOOL  SPECIMEN 

* E.  nana 

0 

Giardia 

0 

2 

E.  nana  cysts 

E.  coli  cysts 

Strongyloides  larvae 

<•  0 

0 

larnblia 

0 

0 

3 

E.  nana  cysts 

Strongyloides  larvae 

t 

Giardia 

0 

0 

0 

4 

Strongyloides  larvae 

0 

0 

Giardia 

0 

5 

Strongyloides  larvae 

* 0 

0 

lamblia 

0 

0 

6 

E.  nana  cysts 

Strongyloides  larvae 

0 

0 

0 

0 

1 

E.  nana  cysts 

WHITE 

WBC  13,000 

BLOOD  COUNT,  EOSINOPHILS,  AND 
9,600 

HEMOGLOBIN 

9,800 

8,800 

8,100 

Eosin.  32 

10 

24 

14 

8 

Hgb.  12.0 

12.0 

10.9 

12.0 

12.4 

2 

WBC  6,700 

7,500 

10,600 

7,900 

7,200 

Eosin.  19 

23 

17 

11 

6 

Hgb.  11.6 

10.6 

11.4 

12.8 

12.6 

3 

WBC  11,700 

9,700 

8,300 

7,000 

6,400 

Eosin.  34 

29 

21 

16 

9 

Hgb.  11.2 

9.7 

9.6 

100 

10.4 

4 

WBC  11,300 

8,800 

10,400 

7,200 

6,900 

Eosin.  19 

20 

14 

8 

4 

Hgb.  12.0 

11.8 

11.3 

10.9 

11.4 

5 

WBC  7,900 

7,500 

7,900 

7,100 

6,900 

Eosin.  24 

16 

12 

16 

7 

Hgb.  10.6 

10.8 

10.6 

10.9 

11.2 

6 

WBC  7,500 

7,500 

7,900 

6,900 

6,800 

Eosin.  25 

18 

7 

11 

4 

Hgb.  11.6 

10.6 

11.6 

12.8 

12.9 

*AII  vomited  one  time  on  day  of  administcation  of  thiabendazole. 
tPruritic  macular  eruption  on  day  of  administration  of  thiabendazole. 

Table  3.  Results. 


after  treatment  with  elixir  of  diphenhydramine 
(Benadryl)  and  methdilazine  (Tacaryl)  tablets 
for  24  hours.  Each  child  vomited  one  time  on 
the  day  of  treatment,  but  had  no  further  gastro- 
intestinal complaints.  There  were  no  other  de- 
monstrable side  effects.  The  results  of  the  study 
are  tabulated  in  Table  3. 
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Case  Report:  The  first  case  of  eczema 
vaccinatum  complicating  pemphigus  vul- 
garis is  described.  The  contraindications 
to  the  use  of  smallpox  vaccination  are 
again  emphasized. 

THE  COMPLICATION  OF  Kaposi’s  varicelliform 
eruption  (eczema  vaccinatum,  eczema  herpeti- 
cum,  and  eczema  coxsackium)  is  a well  recog- 
nized entity  in  patients  with  atopic  dermatitis, 
seborrheic  dermatitis,  impetigo,  sycosis  vulgar- 
is, scabies  and  keratosis  follicularis.^’  ^ Eczema 
herpeticum  has  been  described  in  association 
with  both  pemphigus  vulgaris  and  pemphigus 
foliaceus.^-  * Eczema  vaccinatum  has  been  de- 
scribed in  conjunction  with  pemphigus  folia- 
ceus,5  but  never  with  pemphigus  vulgaris,  al- 
though we  know  of  such  cases  that  have  not 
been  reported. 

Case  Report:  The  patient,  a 50-year-old  Latin 
American  man  and  former  farm  laborer,  was  ad- 
mitted with  a history  of  a generalized  eruption 
of  flaccid  vesicles  with  sparing  of  only  the 
palms  and  soles  for  the  previous  two  and  one- 
half  years.  The  lesions  would  heal  with  dyspig- 
mentation.  Many  specialists  had  been  consult- 
ed, and  his  disease  had  been  brought  under  fair 
control  by  means  of  numerous  parenteral  and 
oral  medications  (presumably  corticosteroids). 
About  three  months  before  his  admission  to  The 
University  of  Texas  Medical  Branch  Hospitals, 
the  physician  who  had  the  primary  responsibil- 
ity for  his  care  discontinued  all  medications  be- 
cause the  patient  was  taking  “too  many  medi- 
cines.” The  condition  became  progressively 
worse  with  the  appearance  of  numerous  lesions 
and  more  extensive  involvement.  Approximately 
three  weeks  before  admission,  smallpox  vacci- 
nation was  performed  to  “raise  the  patient’s 
antibody  level.”  A primary  take  with  the  vaccinia 
virus  occurred  on  the  patient’s  right  deltoid  re- 
gion. Concurrent  with  the  vaccination,  the  pa- 
tient’s bullous  eruption  became  much  worse, 
with  oral  involvement  to  the  point  of  continual 
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blood-tinged  salivation  and  inability  to  eat;  flu- 
ids were  the  only  source  of  nourishment.  The 
patient  concomitantly  developed  new  pustular 
lesions  scattered  over  his  scalp,  trunk,  and  ex- 
tremities; two  more  smallpox  vaccinations  were 
given  at  weekly  intervals  before  referral  to  this 
hospital.  Family  history  revealed  no  relative  with 
a similar  eruption. 

Physical  Examination:  The  patient  was  in 
acute  distress  from  oral  mucosal  and  perioral 
ulcerative  lesions  with  a constant  serosanguin- 
eous  salivation  and  expectoration.  There  were 
extensive  eroded,  ulcerated,  and  denuded  areas 
about  the  mouth  and  over  the  tongue  and  buc- 
cal mucous  membrane.  Crusted  and  serosan- 
guineous  material  was  oozing  from  the  nostrils. 
Over  the  face  and  posterior  neck  were  scattered 
deep  vegetative  and  ulcerated  areas.  The  entire 
thorax  and  proximal  extremities  were  covered 
with  scattered  vesiculobullous  lesions  in  all 
stages  of  development,  from  small  (0.5  cm) 
pustules  on  an  erythematous  base  to  large 
crusted  and  ulcerated  plaques  (Fig.  1).  Inter- 
mingled among  these  lesions  were  areas  of  con- 
secutive hyperpigmentation.  The  patient’s  penis 
and  distal  extremities  were  free  of  lesions.  A 
4 cm  eschar  was  present  over  the  right  deltoid 
region  from  the  smallpox  vaccination.  The  re- 
mainder of  the  physical  examination  revealed 
no  other  significant  abnormalities,  and  the  pa- 
tient’s vital  signs  were  within  normal  limits. 

Laboratory  and  X-ray  Findings:  The  chest  x- 
rays  were,  and  remained,  unremarkable;  a gall 
bladder  series,  barium  enema  examination,  and 
upper  gastrointestinal  series  were  normal.  An 
initial  electrocardiogram,  which  later  improved, 
showed  flattened  T waves  and  prolonged  QT  in- 
tervals which  were  suggestive  of  hypokalemia. 
On  admission  the  hemoglobin  was  18.6  gm/ 
100  ml;  hematocrit  54%;  and  white  blood  cell 
count  was  13,500/cu  mm  with  47%  neutro- 
phils, 1%  stabs,  46%  lymphocytes,  and  5% 
eosinophils.  Serum  potassium  on  admission  was 
2.9  mEq/liter,  sodium  142  mEq/liter,  chlor- 
ides 90.5  mEq/liter,  carbon  dioxide  combining 
power  37  mEq/liter,  glucose  105  mg/100  ml, 
blood  urea  nitrogen  25  mg/100  ml,  and  pro- 
tein-bound iodine  4.4  ^ig/100  ml. 


Fig.  1.  Scattered  vesiculobullous  lesions  of  the 
lower  face  and  the  anterior  trunk  are  present 
in  all  stages  of  evolution. 


Fig.  2.  Suprahasilar  bulla  with  acantholysis  was 
present.  Hematoxylin  and  eosin  stain,  X 46. 
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Fig.  3.  Epidermal  cells  with  finely  granular 
intracytoplasmic  inclusion  bodies  are  denoted  by 
arrows.  Hematoxylin  and  eosin  stain,  X 216. 


Viral  Studies:  Hemagglutination  titers  for  vac- 
cinia were  1:40  on  admission  and  1:20  nine 
months  later.  Neutralizing  antibody  titers  for 
vaccinia  were  1:280  on  admission  and  1:40 
nine  months  later.  Attempts  to  grow  and  defi- 
nitely identify  the  vaccinia  virus  were  unsuc- 
cessful. 

Histopathology:  Punch  biopsies  of  the  bullous 
skin  lesions  were  performed.  Both  specimens 
showed  a blend  of  essentially  two  disease  pro- 
cesses. Within  the  epidermis,  there  was  for- 
mation of  a suprabasal  vesicle  with  extension  of 
the  disruptive  process  into  the  periphery  in  the 
form  of  a suprabasal  cleft  (Fig.  2).  Acantholysis 
occurred  and  groups  of  cells  were  floating  off 
into  the  bulla.  The  floor  of  this  bulla  showed 
early  formation  of  villi.  The  upper  dermis  was 
edematous,  capillaries  were  prominent,  and 
large  numbers  of  mononuclear  cells  had  infil- 
trated the  somewhat  deeper  strata  of  the  der- 
mis. All  this  represented  the  picture  seen  in 
pemphigus  vulgaris. 


On  closer  examination,  particularly  of  the 
margin  of  the  bulla  proper,  there  was  some  reti- 
cular degeneration  of  the  epidermis  and  individ- 
ual cells  were  ballooned.  Individual  epidermal 
cells  also  showed  purple  fine  granular  inclu- 
sion bodies  within  their  cytoplasm  (Fig.  3). 


Hospital  Course:  The  patient  was  initially 
treated  with  intravenous  fluids  to  correct  his  de- 
hydration and  hypokalemia.  The  initial  cortico- 
steroid dose  was  100  mg  of  methylprednisolone 
sodium  succinate  daily  combined  with  100  units 
of  ACTH  daily,  and  20  ml  of  vaccinia  immune 
globulin  was  given  within  the  first  24  hours 
after  admission.  Potassium  permanganate  com- 
presses and  Rosen’s  Lotion  with  hydrocortisone 
and  neomycin  were  applied  to  the  cutaneous 
lesions.  Hydrogen  peroxide  was  used  for  the 
oral  mucosal  lesions  initially,  and  fluocinolone 
acetonide  cream  was  applied  to  the  perioral 
lesions.  The  patient  gradually  responded  to  the 
regimen,  and  his  steroids  were  slowly  tapered 
to  16  mg  of  triamcinolone  orally  per  day  on  dis- 
charge. Adjunctive  therapy  consisted  of  oral 
tetracycline,  nystatin,  anabolics,  anticholiner- 
gics, antacids,  and  intermittent  hydrochlorothia- 
zide. The  only  steroid  side  effect  was  a Cushing- 
oid facies.  On  follow-up  in  the  dermatology  out- 
patient clinic,  this  patient  has  had  his  oral  glu- 
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cocorticoid  dose  lowered  to  6 mg  of  triamcino- 
lone daily  without  an  exacerbation  of  his  erup- 
tion. It  should  be  noted  that  this  patient  was 
destitute  as  a result  of  the  described  sequence 
of  events. 

Comments:  This  patient’s  history  and  the  dem- 
onstration of  acantholytic  bullae  with  suprabas- 
al  cleft  formation  indicate  that  he  was  suffering 
from  pemphigus  vulgaris  originally.  Evidence  of 
vaccination  (history  and  eschar),  histopatholog- 
ical  evidence  of  either  vaccinia,  variola,  or  cox- 
sackie  virus  infection  (reticular  degeneration 
and  intracytoplasmic  inclusion  bodies),  and  the 
decrease  in  the  neutralizing  antibody  titer  for 
vaccinia  are  then  proof  that  vaccinia  was  a ma- 
jor contributing  factor  in  the  patient’s  life- 
threatening  illness.  The  concept  of  “primum  nil 
nocete”®  (First:  Do  No  Harm!)  should  guide  the 
practicing  physician  always,  and  at  any  time 
when  vaccination  with  the  vaccinia  virus  is  con- 
templated. Every  vial  of  commercial  smallpox 
vaccine  is  accompanied  by  an  insert  (often  in 
several  languages)'^  in  which  it  is  stated  under 
“Precautions”:  “Smallpox  vaccine  should  be 
used  only  for  immunization  against  smallpox,” 
and,  further  under  “Contraindications”:  “.  . . 
Primary  and  revaccination  with  smallpox  vac- 
cine are  contraindicated:  ...  2.  For  individuals 
of  any  age  with  eczema,  other  skin  conditions, 
wounds  or  burns  . . .”  This  patient  did  have 
such  a skin  disease.  The  use  of  corticosteroids 
and  ACTH  is  presently  well  recognized  for  the 
treatment  of  pemphigus®’  ® (as  is  human  vac- 
cinia! immune  globulin  for  vaccinial  reactions)^® 
and  was  considered  life  saving  in  this  patient. 

This  case  is  reported  for  the  primary  purpose 
of  warning  of  the  dangers  of  indiscriminate  use 
of  the  vaccinia  virus. 
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REPORT  OF  TWO  CASES 

Two  cases  of  myxoglobulosis  are  report- 
ed. One,  which  presented  as  acute  ap- 
pendicitis, was  diagnosed  radiologically 
as  calcified  mucocele  prior  to  surgery. 
The  other  was  found  incidentally  during 
routine  postmortem  examination.  When 
the  globules  of  mucus  are  calcified,  it 
should  be  possible  to  make  a specific 
diagnosis  on  the  basis  of  the  radiological 
examination. 


MYXOGLOBULOSIS  IS  A RARE  type  of  mucocele 
of  the  appendix  characterized  by  clusters  of 
pearly  white  mucous  balls,  which  resemble  frog 
or  fish  eggs,  intermixed  with  mucus.  Mucocele 
is  found  in  0.24%  or  less  of  appendectomy 
specimens;!-^  myxoglobulosis,  as  simple  muco- 
cele of  the  appendix,  is  usually  asymptomatic 
and  is  found  incidentally  at  operation  or  during 
routine  postmortem  examination.  Because  of 
the  low  incidence  of  myxoglobulosis  and  the  in- 
frequency of  symptoms,  we  report  two  cases,  in 
one  of  which  the  patient  presented  with  symp- 
toms of  acute  appendicitis  and  what  seems  to 
be  a pathognomonic  radiological  appearance  of 
myxoglobulosis  on  a plain  film  of  the  abdomen. 

Case  Reports:  Case  1:  A 39-year-old  Latin  Amer- 
ican man  was  admitted  to  Jefferson  Davis  Hos- 
pital, Houston,  in  May,  1957,  with  a four-day 
history  of  right  lower  quadrant  abdominal  pain 
associated  with  nausea,  vomiting,  and  anorexia. 
He  had  no  diarrhea  or  constipation.  Pertinent 
physical  findings  were  limited  to  the  abdomen, 
which  showed  diffuse  direct  and  rebound  ten- 
derness with  muscle  guarding  and  increased 
tenderness  in  the  right  lower  quadrant.  Bowel 
sounds  were  hypoactive.  No  masses  were  palpa- 
ble. Rectal  examination  disclosed  tenderness  on 
the  right  side.  His  blood  pressure  was  120/80 
mm  Hg,  and  his  pulse  rate  was  70  beats  per 
minute.  The  only  significant  laboratory  finding 
was  white  blood  cell  count  of  16,400/cu  mm 
with  80%  neutrophils,  12%  lymphocytes,  7% 
bands,  and  1%  eosinophils.  A roentgenogram 
of  the  abdomen  showed  numerous  slightly  ir- 
regular punctate  densities  varying  from  1 to  3 
mm  in  diameter  clustered  in  a fairly  well-de- 
fined ovoid  area  measuring  approximately  6 X 
4 cm.  Faint  curvilinear  calcification  could  be 
identified  in  the  periphery  of  the  ovoid  area 
(Fig.  1).  Intestinal  gas  distribution  was  not  un- 
usual. The  psoas  shadows  were  poorly  defined 
and  the  renal  shadows  were  normal.  The  radio- 


52 


TEXAS  MEDICINE 


logic  impression  was  calcified  mucocele  of  the 
appendix.  The  clinical  diagnosis  was  acute  ap- 
pendicitis and  an  appendectomy  was  performed. 

Pathologic  examination  of  the  appendix  re- 
vealed it  to  be  extremely  dilated,  hyperemic, 
and  covered  by  fibrinopurulent  exudate  in  its 
distal  half.  It  measured  11  cm  in  length,  1.5  cm 
in  diameter  at  its  proximal  half,  and  4 cm  at 
its  distal  half.  Numerous  pearly  white  mucous 
balls,  resembling  fish  or  frog  eggs,  and  measur- 
ing 2 to  8 mm  in  diameter  were  mixed  with  the 
mucopurulent  material  which  filled  the  appen- 
diceal lumen  (Fig.  2).  The  thickness  of  the  ap- 
pendiceal wall  ranged  from  less  than  1 to  2 mm. 
Microscopic  examination  demonstrated  acute 
suppurative  appendicitis,  focal  calcification  of 
the  appendiceal  wall,  and  either  partial  or  com- 
plete calcification  of  many  of  the  mucous  balls. 
Fusion  of  these  calcified  mucous  balls  resulted 
in  the  formation  of  calcified  masses  6 mm  or 
more  in  size. 

Case  2:  A 78-year-old  Latin  American  man 
who  died  of  pneumonia  in  Jefferson  Davis  Hos- 
pital was  examined  postmortem  and  found  to 
have  a mucocele  of  the  appendix  with  myxo- 
globulosis which  apparently  had  been  asympto- 
matic. He  also  had  a squamous  cell  carcinoma 
of  the  left  lung  with  metastases  to  lymph  nodes, 
and  a second  primary  carcinoma,  a mixed  folli- 
cular and  papillary  cancer  of  thyroid. 

The  distended  appendix  measured  8 cm  in 
length  by  2 cm  in  diameter.  Its  serosal  surface 
was  smooth  and  glistening.  The  walls  were  pa- 
per thin  and  the  lumen  contained  numerous 
spherical,  white,  semitranslucent  mucous  balls 
which  resembled  fish  or  frog  eggs.  The  mucous 
balls  ranged  from  2 to  8 mm  in  diameter  and 
were  intermixed  with  inspissated  mucus  (Fig. 
3).  Microscopic  examination  of  the  appendix  re- 
vealed its  inner  surface  to  be  lined  partly  by  a 
single  layer  of  epithelial  cells,  and  partly  by  nu- 
merous histiocytes  and  foreign  body  multinu- 
cleated  giant  cells.  The  epithelial  cells  ranged 
from  flat  to  tall  columnar  in  type,  with  many 
goblet  cells.  Extensive  areas  of  the  submucosa 
were  filled  and  widened  by  mucus.  In  other 
areas,  oval  or  irregular  mucus-filled  spaces  were 
seen  in  the  submucosa,  some  lined  by  tall  col- 
umnar cells  and  goblet  cells  resembling  dilated 
crypts,  and  others  with  no  lining.  Some  of  these 
mucus-filled  spaces  with  no  lining  were  tra- 
versed by  thin  fibrous  septae  and  were  always 
covered  toward  the  luminal  surface  by  numer- 
ous histiocytes.  The  mucous  balls  were  com- 
posed of  multilayers  of  mucus  with  marbled  ap- 
pearance, and  with  a peripheral  onionskin-like 
layer  (Figs.  4,  5).  Both  the  mucous  balls  and 


Fig.  1.  Plain  roentgenogram  of  abdomen  showing  an 
area  (arrows)  faintly  outlined  by  curvilinear 
calcification  and  within  which  are  numerous  slightly 
irregular  punctate  densities  1 to  3 mm  in  diameter. 
The  surgical  specimen  of  the  appendix  is 
superimposed  to  the  right. 


Fig.  2.  The  cut  surface  of  the  appendix  shows 
numerous  pearly  white  mucous  balls  intermixed 
with  mucus. 
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Fig.  3.  The  appendix  has  been  opened  longitudinally 
and  the  mucus  removed  to  show  balls  which  simulate 
frog  or  fish  eggs  in  appearance. 


Fig.  4.  Photomicrograph  of  the  appendix  shows 
three  intraluminal  mucous  balls. 

Mucicarmine  stain,  X 7.4. 


Fig.  5.  Mucous  ball  showing  cellular,  mucin-negative 
central  portion,  and  multilayered,  mucin-positive 
outer  coat.  Mucicarmine  stain.  X 53. 


the  submucosal  mucus-filled  spaces  contained 
epithelial  cells,  iron-positive  hemosiderin-laden 
macrophages,  and  white  blood  cells.  The  mu- 
cous balls  also  contained  structures  that  re- 
sembled the  previously  described  thin,  fibrous 
septae  in  the  mucus-filled  submucosal  spaces. 
Mucicarmine  stain  showed  mucin  only  at  the 
periphery  of  some  mucous  balls,  but  most  of 
them  contained  mucin  throughout.  Occasional 
lymphoid  aggregates  without  germinal  centers 
were  observed  in  the  mucosa. 

Comment:  Except  for  the  pearly  white  mucous 
balls,  myxoglobulosis  differs  little  from  the 
usual  mucocele.  Both  are  usually  asymptomatic 
and  discovered  as  incidental  findings  in  the 
course  of  operation  or  autopsy.  Occasionally, 
both  have  presented  clinically  as  acute  appendi- 
citis;^' both  lesions  have  resulted  in  pseudo- 
myxoma peritonei.'^'  ® The  prevalence  of  myxo 
globulosis  is  much  lower  than  that  of  mucocele. 
Mucocele  has  been  reported  to  occur  in  0.07% 
to  0.24%  of  appendectomy  specimens^-^  and 
in  0.2%  of  appendices  examined  at  autopsy,® 
whereas  myxoglobulosis  is  said  to  comprise 
only  0.35%  to  7.8%  of  mucoceles.^'  ® 

Myxoglobulosis  and  simple  mucocele  have  a 
similar  pathogenesis.  Three  factors  seem  to  be 
necessary;  stenosis  of  the  proximal  end  of  the 
appendix,  continuous  production  of  mucus,  and 
absence  of  infection. i®  It  has  been  postulated 
that  if  obstruction  is  rapid,  as  by  a fecalith, 
symptoms  of  appendicitis  occur  which  may  lead 
to  an  operation  before  a mucocele  forms,  where- 
as if  the  obstruction  is  gradual  and  no  infection 
occurs,  distension  may  proceed,  limited  only  by 
the  rate  of  production  and  absorption  of  mucus. 
Experimental  observations  bear  out  these  fac- 
tors. Mucocele  with  and  without  myxoglobulosis 
and  pseudomyxoma  peritonei  have  been  pro- 
duced experimentally  in  rabbits  by  ligating  the 
proximal  end  of  the  appendix. 

The  perplexing  problem  related  to  myxoglo- 
bulosis concerns  the  mechanism  of  formation 
of  the  mucous  balls.  Different  explanations  have 
been  given  for  this  phenomenon.®-  Some 

authors  believe  that  the  mucous  balls  are  form- 
ed entirely  in  the  lumen  of  the  appendix  by  a 
combination  of  physical  effects,  such  as  a par- 
ticularly forceful  peristalsis  from  a hypertrophic 
muscularis  together  with  changes  in  internal 
pressure  of  the  mucocele.  Others  have  stated 
that  the  mucous  balls  are  formed  in  blocked 
appendiceal  crypts,  which  enlarge  to  form  small 
diverticula,  and  the  balls  are  then  extruded  into 
the  lumen.  Still  others  have  suggested  that  only 
part  of  the  mucous  balls  are  formed  in  the 
glands  and  that  when  they  gain  access  to  the 
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lumen  of  the  appendix,  they  enlarge  and  be- 
come rounded  off. 

In  case  2,  the  presence  of  the  same  cell  pop- 
ulation in  both  the  mucus-filled  spaces  of  the 
submucosa  and  in  the  center  of  the  mucous 
balls  strongly  suggests  that  the  centers  of  these 
structures  are  formed  in  the  appendiceal  wall, 
either  in  the  crypts  or  in  submucosal  spaces. 
The  presence  of  a less  cellular  peripheral  coat 
covering  the  mucous  balls  plus  the  relative  ab- 
sence of  cells  in  the  mucus  near  the  globules 
suggest  that  the  outer  layers  of  the  mucous 
balls  are  added  in  the  appendiceal  lumen.  Some 
of  the  larger  mucous  balls  seem  to  be  the  result 
of  coalescence  of  two  or  more  smaller  balls. 
Therefore,  we  are  of  the  opinion  that  the  central 
portions  of  the  mucous  balls  are  formed  intra- 
murally,  whether  in  the  crypts  or  in  submucosal 
mucus-filled  spaces  of  the  appendix,  and  when 
they  gain  access  to  the  lumen  of  the  organ,  they 
enlarge  and  become  rounded.  The  submucosal 
mucus-filled  spaces  with  no  lining  probably  rep- 
resent the  dissection  of  the  submucosa  by  mu- 
cus following  rupture  of  crypts. 

The  incidence  of  calcification  of  simple  mu- 
cocele is  unknown.  Judging  by  the  sparcity  of 
reported  cases,  this  phenomenon  seems  to  be 
uncommon.  When  it  occurs,  it  is  usually  the 
wall  of  the  appendix  that  becomes  calcified^^-^* 
and  appears  on  the  roentgenogram  as  a slen- 
der, curvilinear  shadow  of  increased  density. 
Less  frequently,  an  intraluminal  calcified  mass 
has  been  described  to  occur  without  calcifica- 
tion of  its  wall.i^  To  our  knowledge,  only  one 
other  case  of  myxoglobulosis  of  the  appendix 
with  calcification  of  its  contents  and  a radio- 
logic  appearance  similar  to  that  seen  in  our 
case  1 has  been  reported  previously.-®  No  in- 
stance of  calcified  myxoglobulosis  was  men- 
tioned by  Hollstrom  in  his  report  of  cases  col- 
lected and  reviewed  from  the  literature.® 

The  presence  of  a round,  sharply  outlined, 
soft  tissue  shadow,  attached  to  the  cecum  and 
freely  mobile  with  it,  with  or  without  marginal 
calcifications,  plus  the  absence  of  contrast  me- 
dia filling  the  appendix  have  been  described  as 
distinctive  radiologic  features  of  simple  muco- 
cele of  the  appendix. Despite  these  distinctive 
features,  preoperative  radiologic  diagnosis  of 
mucocele  of  the  appendix  is  made  only  occa- 
sionally. 

In  our  opinion,  small  1-10  mm  rounded  cal- 
cifications, in  addition  to  the  radiological  fea- 
tures described,  are  pathognomonic  of  myxo- 
globulosis of  the  appendix. 


Differential  diagnosis  includes  phleboliths  in 
hemangioma  of  intestine  or  mesentery,  psam- 
moma bodies  in  benign  and  malignant  papillary 
tumors  of  ovary  or  a mucinous  adenocarcinoma 
of  cecum,  and  possibly  calcification  in  a degen- 
erated uterine  myoma.  The  fixed  relationship  to 
the  cecum  and  failure  of  the  appendix  to  fill 
should  exclude  all  of  these  lesions  except  a mu- 
cinous adenocarcinoma  of  cecum,  which  would 
not  show  smoothly  rounded  margins  or  curvi- 
linear calcification  peripherally. 
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“The  inconvenience  of  a cold” 


For  a 0L\  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  ..rtus-tj-3  deterrent,  nTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Sup'-;t  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfacil®  (brand  of  thenyidiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 
Zcphiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 
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His  heart  telk  him  he’s  an  invalid. 

You  know  he’s  not. 


Photograph  professionally  posed. 


Contraindications:  History  of  sensitivity  to  meprobamate. 


Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  pafients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis. 


Anxiety  is  expectecJ  in  the  carcdiovascular  patient, 
^ little  may  even  be  desirable. 

3ut  when  anxiety  is  exaggerated  . . . when  it 
nterferes  with  sleep  . . . when  it  aggravates 
:ardiovascular  symptoms,  your  help  may 
oe  needed. 

Maturally,  you’ll  want  to  reassure  the  patient. 

And  perhaps  prescribe  Equanil  (meprobamate) 
as  adjunctive  therapy.  It  helps  relieve  anxiety 
and  tension  specifically,  yet  gently. 

Almost  15  years'  use  has  shown  that  Equanil 
is  usually  well  tolerated  as  well  as  effective. 

Side  effects  are  generally  limited  to  transient 
drowsiness:  serious,  therapy-interrupting 
side  effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  tast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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pink  pill  for 

U.R.I.  symptoms 
is  nothing  to  be 
sneezed  at. 


The  immediate  and  continuous-release 
actions  built  into  each  Novahistine 
Singlet  can  give  most  of  your  patients 
prompt  and  long-lasting  relief  from 
symptoms  of  upper  respiratory  infection, 
including  fever,  aches  and  pains. 

Not  only  does  Novahistine  Singlet 
provide  a vasoconstrictor-antihistamine 
formulation  to  reduce  congestion  and 
help  restore  normal  ciliary  activity;  it 
also  contains  an  antipyretic-analgesic 
compound  to  relieve  the  fever,  aches 
and  pains  that  so  frequently  accom- 


pany upper  respiratory  infections. 

A total  daily  dosage  of  3 or  4 tablets 
will  normally  provide  the  continuous 
relief  your  patient  expects.  Use  with 
caution  in  patients  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution 
ambulatory  patients  that  drowsiness 
may  result. 

Pitman-Moore  Division  of 
The  Dow  Chemical  Company, 
Indianapolis,  Indiana. 


Noi^histine 

decongestant 

l3IllgICl.  analgesic 

(Each  tablet  contains:  phenylephrine  hydrochloride, 

40  mg.;  chlorpheniramine  maleate,  8 mg.; 
acetaminophen,  500  mg.) 
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VAGINAL  CYTOLOGY 

JACK  W.  BAXTER,  M.D. 


Clinical  Medicine:  By  determining  the  rel- 
ative numbers  of  parabasal,  intermedi- 
ate, and  superficial  cells  present  in 
smears  taken  from  the  vagina,  the  level 
and  stage  of  hormonal  activity  can  be 
determined.  This  method  is  helpful  in 
assessing  whether  or  not  a pregnancy 
has  reached  or  passed  full  term;  it  also 
may  forewarn  of  abortion.  In  older  wom- 
en, the  need  for  and  effectiveness  of  hor- 
mone replacement  therapy  can  be  evalu- 
ated. These  and  other  uses  of  vaginal 
cytology  are  discussed. 

DURING  THE  PAST  15  TO  20  years,  exfoliative 
cytology  has  become  an  accepted  screening 
technique  for  the  diagnosis  of  cancerous  uterine 
lesions.  Its  history  is  well  known  by  most  gyne- 
cologists and  the  Papanicolaou  smear  is  one  of 
our  most  useful  tests. 

The  cytogram  or  maturation  index  is  another 
useful  laboratory  procedure.  It  is  simple,  fast, 
and  economical.  It  is  a hormonal  evaluation  of 
the  female  patient  and  has  several  well  defined 
applications. 

There  are  four  different  layers  of  cells  in  the 
vaginal  epithelium.  The  deepest  two  are  the 
basal  and  parabasal  layers.  These  cells  are  oval 
and  relatively  small  with  a large  nucleus.  The 
intermediate  cells  are  larger,  the  nuclei  are 
smaller  and  the  cytoplasm  is  filled  with  glyco- 
gen. The  superficial  layer  is  composed  of  cells 
that  are  acidophilic;  the  nuclei  are  smaller  (less 
than  6 ri.  in  diameter)  and  pyknotic.  When  these 
cells  are  stained  with  Shorrs,  the  cytoplasm  of 
the  superficial  cells  stain  pink  and  the  cyto- 


plasm of  the  intermediate  cells  stain  bluish- 
green. 

Technique  of  Obtaining  the  Slide:  The  smear 
should  be  obtained  before  the  bimanual  exam- 
ination or  taking  tissue  for  the  Papanicolaou 
stain  to  avoid  getting  blood  or  extraneous  cells 
on  the  wall  of  the  vagina.  A dry  speculum  or  one 
wet  with  water  is  introduced  into  the  vagina  and 
the  lateral  wall  is  viewed.  The  smear  is  obtained 
with  a cotton  applicator  on  the  upper  third  of 
the  lateral  wall  of  the  vagina.  These  cells  are 
carefully  rolled  on  a clean  glass  slide  and  im- 
mediately placed  in  a fixing  solution  of  equal 
parts  of  alcohol  and  ether.  The  slide  remains  in 
the  fixer  for  15  minutes  and  then  is  immediate- 
ly stained  with  Shorr’s  single  differential  stain 
for  one  minute.  Then  it  is  washed  with  water 
and  run  through  solutions  of  70%,  94%,  and 
absolute  alcohol  and  then  xylene  and  allowed 
to  drain  dry.  Ten  dips  in  each  of  the  solutions 
are  sufficient.  The  entire  procedure  takes  less 
than  20  minutes.  After  the  slide  is  dry,  it  is 
placed  under  the  microscope  (low  power)  and 
cells  from  at  least  four  areas  are  counted.  At 
least  100  cells  are  counted,  the  superficial,  in- 
termediate and  the  parabasals.  This  is  the  ma- 
turation index  and  should  be  expressed  as 
three  figures — the  number  of  parabasals,  the 
number  of  intermediate  cells,  and  the  number 
of  superficial  cells  in  that  order. 

Interpretation:  For  a woman  of  child-bearing  age 
at  ovulation,  the  count  should  be  0-15-85,  indi- 
cating 85%  superficial  or  estrogen  cells,  15% 
intermediate  progesterone  cells,  and  no  para- 
basals or  menopausal  cells.  It  is  therefore  im- 
portant to  know  the  day  of  the  cycle  in  ascer- 
taining normalcy.  After  menstruation  and  up  to 
ovulation,  the  number  of  superficial  cells  will 
increase  and  the  number  of  intermediate  cells 
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will  decrease;  from  ovulation  on,  the  reverse  is 
true. 

Application  in  Practice:  How  can  we  use  this 
information  in  everyday  office  practice?  First,  in 
menopause,  the  parabasal  cells  will  be  present, 
the  intermediate  cells  will  be  abundant,  and  the 
superficial  cells  scarce.  In  determining  whether 
or  not  a patient  needs  hormones  at  the  time  she 
stops  menstruating  or,  if  she  already  is  receiv- 
ing replacement  therapy,  in  determining  its  ade- 
quacy, the  maturation  index  is  of  great  benefit. 

In  pregnancy,  the  cytogram  can  be  of  great 
value.  Often  as  early  as  a week  after  a missed 
menstrual  period,  navicular  cells  will  appear  on 
the  slide.  These  are  small  cells,  much  like  para- 
basals,  with  a large  eccentric  nucleus,  and  the 
cell  membrane  is  well  defined  and  appears 
doubled.  The  cytoplasm  stains  bluish.  At  the 
same  time,  we  can  tell  if  the  pregnancy  is  a 
“good  one’’  or  not  by  the  number  of  superficial 
cells  in  the  smear.  If  more  than  15%  of  the 
cells  are  of  the  superficial  variety,  the  chances 
of  abortion  or  threatened  abortion  are  greatly 
increased,  and  administration  of  progesterone 
is  in  order  even  though  signs  and  symptoms 
have  not  appeared.  On  the  other  hand,  if  the 
progesterone  influence  is  very  strong  and  only 
a few  superficial  cells  are  present,  progesterone 
will  not  benefit  the  patient  if  she  does  threaten 
to  abort.  Near  the  end  of  pregnancy,  a cytogram 
is  useful  in  determining  whether  the  patient  is 
at  term  or  the  infant  is  postmature.  A few  days 
before  normal  labor  starts  spontaneously,  the 
smear  will  show  a rise  in  superficial  cells  to 
more  than  15%  and  the  clusters  of  intermedi- 
ate cells  will  become  smaller.  The  bacteria  will 
decrease  in  number  and  the  background  will 
convey  a cleaner  impression.  This  type  of  smear 
indicates  that  the  function  of  the  placenta  in  re- 
gard to  progesterone  production  has  decreased. 


Virtually  all  patients  with  a smear  of  this  variety 
will  respond  easily  to  induction  with  intravenous 
Pitocin  without  artificial  rupture  of  the  mem- 
branes. 

In  the  postmature  smear,  the  number  of  su- 
perficial cells  is  increased  considerably.  These 
smears  are  characterized  by  the  presence  of 
parabasal  cells,  which  are  called  the  lactation 
cells  in  the  postpartum  period.  This  indicates 
that  as  far  as  the  vaginal  epithelium  is  con- 
cerned, the  pregnancy  is  hormonologically  ter- 
minated and  that  placental  function  is  exhaust- 
ed. In  the  patient  who  has  a postmature  smear 
but  whose  cervix  is  not  ripe  for  induction,  only 
a very  short  trial  of  labor  should  be  given  before 
cesarean  section  is  considered. 

If  the  smear  indicates  that  the  patient  is  not 
at  term,  even  though  the  cervix  is  ripe,  induc- 
tion will  not  be  easy  and  complications  and 
risks  are  many.  Where  fetal  distress  is  indicated 
by  other  examinations,  such  as  a positive 
Spaulding  sign,  the  vaginal  smear  will  give  a 
proper  prognosis  for  the  type  of  treatment.  If 
the  patient  is  not  at  term,  artificial  induction  of 
labor  will  be  successful  in  only  40-50%  of  the 
cases.  The  vaginal  smear  permits  waiting  with 
a maximum  of  security  for  spontaneous  onset 
of  labor  in  suspected  cases  of  prolonged  preg- 
nancy as  long  as  it  is  not  at  term  and  as  long 
as  there  is  no  other  serious  indication  for  arti- 
ficial induction  of  labor.  It  not  only  allows  the 
reduction  of  risks  of  artificial  induction  of  labor 
to  a minimum,  but  also  the  selection  of  the 
proper  cases  for  such  treatment.  Artificial  in- 
duction should  not  be  tried  as  long  as  the  vagi- 
nal smear  indicates  that  the  pregnancy  is  not 
at  term. 

I am  aware  of  the  article  in  the  Oct.  15,  1967, 
issue  of  the  American  Journal  of  Obstetrics  and 
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Gynecology  in  which  a group  from  Houston  ran 
blind  studies  on  patients  from  the  34th  week  of 
pregnancy  to  delivery  and  could  not  correlate 
the  “at  term’’  smear  with  the  onset  of  labor. 
My  experience  has  been  the  opposite,  and  this 
is  hard  to  explain.  Perhaps  vaginal  infections  or 
cytolysis  affected  their  smears.  They  took 
smears  at  weekly  intervals,  and  it  has  been  my 
experience  that  a smear  indicates  the  onset  of 
labor  within  five  days.  Like  most  laboratory 
tests,  and  all  hormonal  tests,  the  smear  should 
be  interpreted  with  clinical  findings. 

Probably  the  most  useful  manner  in  which 
the  cytogram  can  be  utilized  is  in  pinpointing 
ovulation.  It  becomes  even  more  useful  when  it 
is  correlated  with  other  indications  such  as 
temperature  curve  and  ferning  tests.  All  tests 
of  ovulation  are  based  upon  the  physiology  of 
the  pituitary-ovarian  control  of  the  menstrual 
cycle.  The  follicle-stimulating  hormone  (FSH) 
causes  the  growth  of  numerous  estrogen-secret- 
ing follicles  which  act  upon  the  vaginal  mucosa 
to  produce  maturation  of  the  vaginal  epithelium. 
This  is  reflected  in  the  vaginal  smear  as  a high 
percentage  of  superficial  cells. 

To  ascertain  the  time  of  ovulation  it  is  im- 
portant to  learn  the  vaginal  cytology  of  the  nor- 
mal ovulatory  cycle.  After  menstruation,  the 
cells  usually  appear  as  isolated  cells  with  inter- 
mediate cells  in  predominance — about  70%  to 
30%  superficial.  The  superficial  cells  will  in- 
crease to  about  50%,  the  background  is  clean, 
and  the  cells  are  isolated  and  flat.  The  typical 
ovulation  picture  is  that  of  70-85%  superficial 
cells.  Many  times  erythrocytes  can  be  seen  in 
the  smear  and  this  corresponds  to  the  mittel- 
schmerz  of  the  patient.  The  origin  of  the  blood 
is  probably  from  the  endometrium  and  not  from 
the  ruptured  follicle  itself.  This  usually  lasts  for 
only  about  48  hours.  Immediately  after  ovula- 


tion, there  is  a sharp  decrease  in  superficial 
cells  to  30-40%  and  the  background  appears 
“dirty’’  due  to  the  presence  of  Doderlein  bacilli. 
The  cell  boundaries  curl,  giving  the  so-called 
envelope  appearance.  Placard  formation  begins 
at  this  stage.  From  this  stage  to  the  menses, 
the  picture  is  progressive  as  far  as  increasing 
intermediate  cells  and  decreasing  superficial 
cells  to  the  ratio  of  85%  to  15%  at  the  time  of 
menstruation.  So  it  can  be  seen  that  not  only 
can  a normal  cycle  be  established,  but  also  ovu- 
lation can  be  pinpointed  to  a degree  that  the 
dangers  of  endometrial  biopsy,  however  small, 
can  be  eliminated.  When  correlating  daily 
smears  with  basal  body  temperature  and  fern- 
ing tests,  one  can  adequately  establish  the  time 
of  ovulation.  In  many  cases  where  the  tempera- 
ture curve  did  not  reveal  ovulation,  the  cyto- 
gram did  and  pregnancy  ensued. 

In  anovulatory  cycles,  many  conditions  can 
be  diagnosed  with  a fair  degree  of  accuracy. 
These  cycles  are  either  hypoestrogenic  or  hy- 
perestrogenic.  In  hypoestrogenic  anovulatory 
cycles,  the  vaginal  smear  will  show  predomin- 
ately intermediate  cells  without  the  pattern  of 
placards.  The  superficial  cells  rarely  exceed 
25%.  The  hyperestrogen ic  anovulatory  cycle  is 
in  essence  a persistent  follicle,  and  the  clinical 
picture  is  that  of  hypermenorrhea.  The  smear 
will  show  a maximum  estrogen  effect  that  will 
last  two  weeks  or  more  of  the  cycle. 

The  use  of  the  cytogram  in  hormone  therapy 
in  the  menopause  and  in  pregnancy  has  been 
discussed.  Hormone  therapy  also  is  used  for  a 
variety  of  disorders  in  the  reproductive  years. 
In  cases  of  amenorrhea  or  dysfunctional  bleed- 
ing where  a lack  of  estrogen  has  been  demon- 
strated, estrogen  administration  to  “prime’’  the 
endometrium  is  a common  procedure.  The  cyto- 
gram will  be  a sensitive  indicator  of  the  efficacy 
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of  the  treatment  and  also  of  the  dosage  used. 
In  the  nonpregnant  woman,  the  vaginal  smear 
has  been  shown  to  be  a sensitive  mirror  of  pro- 
gesterone effect  also.  Actually,  the  vaginal  epi- 
thelium has  proved  to  be  more  sensitive  to  both 
estrogen  and  progesterone  than  the  endomet- 
rium, and  also  reactive  to  smaller  doses. 

Duphaston,  or  dydrogesterone,  is  an  interest- 
ing compound.  It  is  a retroprogesterone  which 
is  used  in  any  case  where  progesterone  is  indi- 
cated. However,  it  acts  as  a dissociated  pro- 
gesterone because  it  is  a retroprogesterone  with 
an  extra  double  bond  in  the  structure.  It  will  act 
as  a progesterone  on  the  endometrium,  but  it  is 
not  thermogenic,  is  not  metabolized  as  a preg- 
nanediol,  and  does  not  produce  a progesterone 
effect  on  the  vaginal  smears.  It  will  not  inhibit 
ovulation  nor  will  it  cause  missed  abortions. 
However,  in  cases  of  inadequate  luteal  phases, 
Duphaston  will  give  a prompt  increase  in  the 
progesterone  effect  and  for  that  reason  it  can 
be  followed,  in  threatened  abortion  or  habitual 
abortion,  by  serial  cytograms. 

One  area  in  anovulatory  work-ups  in  which 
vaginal  smears  are  not  useful  is  in  the  admin- 
istration of  Clomid  for  the  induction  of  ovula- 
tion. The  smears  are  useless  in  pinpointing  ovu- 
lation, and  the  basal  body  temperature  must  be 
relied  upon  for  this  purpose. 

Conclusions:  Estrogen  and  progesterone  effects 
can  be  followed  closely  by  cytograms.  Estrogen 
causes  a proliferation  of  the  superficial  layer  of 
the  vaginal  epithelium.  This  means  that  the  vag- 
inal smears  will  show  the  pink  cells  with  pyknot- 
ic  nuclei.  The  cells  are  separated  from  one  an- 
other, lying  flat  alongside  each  other.  The  back- 
ground is  clean,  with  no  bacteria  or  leucocytes. 
Progesterone  effect  will  be  demonstrated  by  the 
proliferation  of  the  intermediate  layer.  These 


cells  are  basophilic;  the  cell  borders  are  curled 
inward  so  that  they  have  an  envelope  appear- 
ance. They  tend  to  lie  in  clusters  so  that  it 
seems  there  is  one  big  area  of  cytoplasm  with 
several  nonpyknotic  nuclei.  The  background  will 
be  filled  with  bacteria  and  probably  leucocytes. 

It  is  no  longer  necessary  to  guess  if  and  when 
our  female  patients  need  hormone  therapy  by 
their  age  or  the  status  of  their  menstrual  pe- 
riods. Serial  cytograms  will  yield  positive  an- 
swers as  to  when  and  how  much  therapy  is 
needed.  I am  convinced  that  with  few  excep- 
tions, the  patient  who  shows  a deficiency  in  es- 
trogenic hormones  should  be  treated  with  hor- 
mones for  as  long  as  the  maturation  index  sug- 
gests, for  she  will  be  a happier  and  healthier 
woman.  Even  in  young  adults  with  complexion 
problems,  the  administration  of  hormones,  if  in- 
dicated, will  yield  gratifying  results. 

There  are  several  fine  points  in  the  technique 
that  need  to  be  followed  if  a diagnostic  smear 
is  to  be  obtained.  First,  the  vagina  should  be 
free  from  infection.  Second,  as  soon  as  the 
smear  is  obtained  and  while  it  is  still  wet,  it 
should  be  placed  in  the  fixing  solution,  and 
third,  when  the  slide  is  taken  out  of  the  fixer,  it 
must  not  be  allowed  to  dry  before  staining.  If 
these  simple  precautions  are  taken,  I am  sure 
you  will  find  many  uses  for  the  cytogram  or  ma- 
turation index  in  everyday  office  practice. 


Dr.  Baxter,  10919  Katy  Freeway,  Houston  77024. 


Volume  65,  February,  1969 


65 


COLPOSCOPIC  AND 
CYTOLOGIC  EVALUATION 
OF  THE 

PREGNANT  CERVIX 


THOMAS  A.  WALKER,  M.D.;  WAYNE  F.  BADEN,  M.D. 


Clinical  Medicine:  Cytology  tells  the  phy- 
sician that  an  abnormality  is  present. 
Colposcopy  locates  the  abnormal  area 
for  biopsy.  Histopathologic  study  of  the 
biopsy  specimen  establishes  the  diagno- 
sis, and  proper  diagnosis  is  mandatory 
for  definitive  therapy. 

SINCE  EXFOLIATIVE  CYTOLOGY  has  assumed  a 
routine  role  in  the  practice  of  obstetrics,  malig- 
nant and  premalignant  lesions  of  the  cervix  are 
being  discovered  more  and  more  frequently  dur- 
ing pregnancy.  This  frequent  detection  of  abnor- 
mal cells  in  vaginal  smears  indicates  the  value 
of  cytologic  screening  rather  than  an  increasing 
incidence  of  cervical  abnormalities;  and  urgent 
demands  for  localizing  all  lesions,  definitive  di- 
agnoses, and  adequate  therapy  are  reflected. 

If  a patient’s  vaginal  smear  persistently  con- 
tains abnormal  cells,  decisive  histopathologic 
studies  require  that  representative  segments  of 
cervical  tissue  be  examined,  and  cold  knife  con- 
ization (cone  biopsy)  is  the  most  accurate  and 
frequently  employed  method  for  obtaining  the 
specimens.  Technical  difficulties,  however,  may 
compromise  the  amount  or  the  localization  of 
abnormal  tissue  in  the  pregnant  woman’s  patu- 
lous, frequently  dilated,  distorted,  vascularized, 
and  congested  cervix;  and,  as  pregnancy  pro- 
gresses, true  conization  is  less  likely  to  be 
achieved.^'  ^ This  potentially  dangerous  proce- 
dure is  not  without  its  own  complications;  he- 
morrhage, infection,  abortion  or  premature  la- 
bor, cervical  imcompetence,  cervical  stenosis, 
cervical  laceration  at  delivery,  secondary  am- 
nionitis,  and  other  adverse  responses  have  been 
provoked.^® 


Many  abnormal  cervices  are  evaluated  and 
managed  by  quadrant  (blind)  biopsies  which 
may,  and  frequently  do,  miss  the  entire  lesion. 
Also,  a blind  biopsy  of  normal,  everted,  glandu- 
lar epithelium  which  appears  eroded  is  deceiv- 
ing, and  an  area  of  dysplasia  may  be  missed.® 

A valuable  adjunct  to  the  biopsy  technique  is 
Schiller’s  test  in  which  the  cervical  tissues  are 
treated  with  a solution  of  iodine  (Lugol’s  solu- 
tion) and  the  unstained,  abnormal  areas  are  dif- 
ferentiated. Whereas  such  cervical  staining  with- 
out colposcopy  affords  some  distinction,  biopsy 
sites  remain  difficult  to  choose  in  a large  patu- 
lous cervix  with  extensive  glandular,  unstained 
epithelium. 

The  frequent  discussions  and  the  controversy 
regarding  the  various  biopsy  methods  indicate 
the  dilemma  incurred  in  selecting  cervical  spec- 
imens for  histopathologic  study.  We  recommend 
that  colposcopy  be  used  in  conjunction  with  ex- 
foliative cytology  in  a comprehensive  effort  to 
provide  the  pregnant  woman  with  optimal  med- 
ical care.  The  colposcope  is  not  just  a research 
tool  to  be  used  for  special  occasions.  Its  rou- 
tine use  augments  the  histologic,  pathologic, 
and  physiologic  study  of  the  cervix  and  the  va- 
gina. The  real  value  of  the  procedure  lies  in  its 
ability  to  localize  and  delineate  lesions  which 
cannot  be  visualized  otherwise. 

Scott  and  White  Series:  For  the  past  three  years 
at  Scott  and  White  Clinic,  colposcopy*  has  been 
employed  conjointly  with  exfoliative  cytology 
during  the  pregnant  woman’s  initial  clinical  in- 
vestigation. Each  survey  includes  the  usual  case 
history  and  physical  examination  with  its  pelvic 
review  and  careful  evaluation  of  the  cervix.  After 
the  cervix  is  visualized  grossly  and  Papanico- 

•Using  tha  Leisegang  and  Moeller  colposcopes. 
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Cytology 

Abnormal 

Colposcopy 

None 

Mild 

Dysplasia 

Moderate 

Severe 

Carcinoma 

In  Situ  Microinvasive 

Class  1 

9 

3 

3 

2 

0 

1 



Class  2 

15 

2 

2 

C 

1 

2 

— 

Class  3 

14 

3 

2 

1 

5 

3 

— 

Class  4 

0 

1 

0 

3 

0 

4 

— 

Class  5 

1 

0 

0 

0 

0 

1 

— 

Total 

47 

9 

7 

14 

6 

11 

— 

Cold  Knife 

Conization 

(During  Pregnancy) 

10 

0 

0 

0 

1 

9 

2 

Table  1.  Biopsy  findings  in  47  pregnant  women. 


laou’s  smear  is  taken  from  the  endocervical  re- 
gion with  a cotton-tipped  applicator  and  from 
the  exocervix  with  an  Ayers  stick,  the  vagina  is 
cleansed  with  acetic  acid  (2%)  to  prepare  it  for 
colposcope  visualization.  When  abnormal  areas 
are  seen  through  the  colposcope  (10X-20X  mag- 
nification), they  can  be  biopsied  immediately  or 
biopsy  can  be  delayed  until  an  obvious  infection 
is  treated.  With  treatment,  some  infected  cervi- 
ces will  revert  to  normal,  visually  and  cytologi- 
cally;  and  biopsy  will  become  less  mandatory. 

If  a previous  vaginal  smear  contained  abnor- 
mal cells,  the  pregnant  cervix  should  be  exam- 
ined colposcopically,  treated  with  Lugol’s  solu- 
tion, and  biopsied  under  colposcopic  visualiza- 
tion. When  a cytologic  report  is  not  available  at 
the  time  of  colposcopic  examination,  abnormal 
areas  can  be  biopsied  immediately  or  biopsy 
may  be  delayed  until  cytologic  evaluation  is 
completed.  If  the  abnormality  is  benign,  the  pa- 
tient’s progress  can  be  followed  by  repeated 
cytologic  studies  and  colposcopic  examinations. 

In  our  series  of  more  than  300  pregnant 
women,  colposcopy  was  employed  at  least  once 
during  each  patient’s  clinical  investigation. 
When  viewed  with  the  colposcope,  108  of  these 
patients’  cervices  appeared  abnormal;  and  ab- 
normal cells  were  detected  in  23  of  their  vagi- 
nal smears.  The  cervices  of  all  of  the  patients 
with  abnormal  cytology  findings  required  subse- 
quent biopsies  (Table  1).  Of  the  24  patients 
with  normal  cytologic  but  abnormal  colposcopic 
findings  who  had  biopsies,  10  had  minimal  or 
no  dysplasia,  but  14  had  definite  dysplastic 
changes.  Three  had  carcinoma  in  situ.  The  trend 
was  that  the  more  abnormal  the  exfoliated  cell- 
ular changes,  the  more  abnormal  the  colpo- 
scopic and  biopsy  findings. 


Nine  of  11  patients  with  carcinoma  in  situ 
and  1 with  severe  dysplasia  had  conization  pri- 
or to  delivery.  Microinvasion  accompanied  2 of 
the  instances  of  carcinoma  in  situ;  and  the  other 
preliminary  diagnoses,  established  by  punch 
biopsy  (including  the  case  of  severe  dysplasia), 
were  confirmed  by  histopathologic  studies  of 
the  cone  specimens.  When  specimens  were 
studied  postpartum,  the  women  who  had  coni- 
zation for  carcinoma  in  situ  had  not  developed 
invasive  lesions;  however,  postpartum  coniza- 
tion disclosed  carcinoma  in  situ  in  2 of  the  pa- 
tients who  had  severe  dysplasia  during  preg- 
nancy. 

Discussion:  The  more  frequently  the  colposcope 
is  used,  the  better  acquainted  the  examiner  be- 
comes with  the  variations  of  normal  and  abnor- 
mal cervical  tissue.  Hence,  as  more  experience 
is  gained,  a certain  amount  of  skill  is  developed 
in  evaluating  the  more  severe  lesions.  For  ex- 
ample, colposcopic  magnification  of  the  subtle 
changes  in  the  squamous  epithelium  is  of  defi- 
nite value  in  selecting  the  site  of  biopsy  when  a 
large  lesion  is  found.  Colposcopy,  however,  is 
not  a technique  for  determining  the  degree  of 
malignancy  of  a cervical  lesion.  Always,  the  di- 
agnosis is  left  to  the  pathologist  who  studies  the 
biopsy  specimen. 

The  amount  of  dysplastic  change  in  a speci- 
men can  be  classified  in  many  different  ways; 
mild  (grade  1),  moderate  (grade  2),  severe 
(grade  3),  and  carcinoma  in  situ.  We  assume 
that  dysplasia  is  a continuous  process  which 
may  be  spontaneously  reversible  in  an  early 
stage;  however,  as  the  lesion  progresses  both  in 
size  and  severity,  it  becomes  more  irreversible 
until  such  time  as  it  becomes  frankly  malignant. 
This  concept  of  malignant  degeneration  is  in 
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Benign  Lesions 

Observe  routinely  during  pregnancy 
and  postpartum. 

Dysplasia:  1-2-3 

Reexamine  routinely  during  pregnancy 
and  postpartum. 

Carcinoma  in  Situ 

Cold  knife  conization  to  rule  out  mi- 
croinvasion. 

Microinvasive  Carcinoma 

Depends  on  duration  of  gestation. 
Depends  on  patient's  educated  de- 
cision. 

1st  Trimester 

Procedure:  Vaginal  hysterectomy, 
total  abdominal  hysterectomy,  or 
cesarean  hysterectomy  later  if  pa- 
tient elects. 

2nd  Trimester 

Procedure:  Treat  the  lesion  (radia- 
tion vs.  hysterectomy;  or  elective 
cesarean  section,  later). 

3rd  Trimester 

Procedure:  Cesarean  hysterectomy 
when  viable. 

Invasive  Carcinoma 

Treat  the  lesion  unless  in  3rd  tri- 
mester and  patient  insists  on  having 
her  baby. 

Cytology 

Colposcopy 

Procedure 

Class  1 

Negative 

None.  Observe  in  one  year. 

Positive 

Observe.  (Recheck  cytology  and  colpo- 
scopy during  pregnancy  and  postpar- 
tum.) 

Class  2 

Negative 

None. 

Positive 

Colposcopically  guided  biopsy  (excise 
if  possible). 

Dysplasia:  1-2-3,  Reexamine  routine- 
ly. 

Carcinoma  in  situ:  Cold  knife  coni- 
zation to  rule  out  invasion. 

Class  3 

Negative 

Reexamine  routinely. 

Positive 

Same  as  for  class  2. 

Class  4 

Negative 

Cold  knife  conization  (?). 

Positive 

Same  as  for  class  2. 

Class  5 

Negative 

Cold  knife  conization. 

Positive 

Same  as  for  class  2. 

Table  2.  Suggested  guidelines  for  management.  Table  3.  Suggested  therapy. 


agreement  with  that  of  Richart."  Dysplasia  is  a 
neoplasm  which  occupies  the  early  part  of  the 
continuum  from  normal  cervical  epithelium 
through  carcinoma  in  situ  to  invasive  carcino- 
ma. Perhaps  this  concept  of  dysplasia  and  car- 
cinoma in  situ  better  describes  the  lesions  of 
the  cervix  and  will  become  the  standard  method 
of  reporting. 

Some  guidelines  (Table  2)  have  been  helpful 
in  the  management  of  the  pregnant  patient  and 
her  cervix  (Table  3).  If  the  results  of  the  cyto- 
logic and  the  colposcopic  examinations  are  in 
the  normal  range,  further  studies  need  not  be 
performed  during  pregnancy.  However,  if  the 
cytologic  results  are  normal  but  the  colposcopic 
examination  shows  an  abnormality,  biopsy 
should  be  obtained  at  the  discretion  of  the  ex- 
aminer. If  the  cervix  appears  normal  through 
the  colposcope  but  the  vaginal  smear  contains 
abnormal  cells  (class  3),  the  evidence  cannot 
be  ignored  and  the  cytologic  and  colposcopic 
examinations  should  be  repeated  at  regular  in- 
tervals. 

An  infrequent  but  serious  problem  is  pre- 
sented when  abnormal  cytology  (class  4 or  class 
5)  coexists  with  normal  colposcopic  findings. 
Such  a patient  may  have  a definite  lesion;  and, 
certainly,  cold  knife  conization  must  be  consid- 
ered. Once  carcinoma  in  situ  is  diagnosed,  in- 
terruption of  pregnancy  is  unnecessary  if  the 
underlying  stroma  has  not  been  invaded.  The 
concept  of  microinvasion  or  early  stromal  in- 
vasion, generally  less  than  5 mm,  may  tempor- 
ize ultimate  therapy  to  the  extent  of  allowing 


pregnancy  to  continue  until  viability  is  reached, 
particularly  when  the  lesion  is  diagnosed  during 
the  third  trimester. 

In  the  field  of  obstetrics  and  gynecology,  phy- 
sicians are  in  a unique  position  to  examine  nor- 
mal, healthy  women;  and  it  behooves  us  to  prac- 
tice preventive  medicine  in  all  of  its  aspects. 
Treating  or  removing  a dysplastic  lesion  may 
prevent  a future  cancer  and  can  be  accom- 
plished best  by  combining  colposcopy  with  ex- 
foliative cytology. 

With  minimal  training  and  daily  use,  staining 
the  cervix  with  Lugol’s  solution  and  colposcopic 
visualization  add  only  two  or  three  minutes  to 
the  time  required  for  a routine  physical  examin- 
ation. Then,  if  abnormal  areas  are  found,  they 
can  be  biopsied  immediately;  frequently,  the  bi- 
opsy reports  will  be  returned  as  rapidly  as  the 
cytology  reports. 
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when  relief 
means  so  much 
in  keeping 
your  G.U. 
patient  comfortable 

URISED 


czaNAi- 


Clinically 
effective 
for  G.U.  Therapy'^ 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy’’  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands.  R.X,:  New  York  St.  J.  Med.  61:2598-2602, 
1961;  (2)  Renner,  MJ.,  et  al.:  Hosp.  Topics  39:71-73,  1961;  (3)  Haas, 

Jr..  J.,  and  Kay,  L.  L.:  Southwest  Med.  42:30-32,1961;  (4)  Marshall,  W.: 

Clin.  Med.  7:499-502,  I960:  (5)  Strauss  B.:  Clin.  Med.  4:307-310,  1957. 


Each  Blue-Coated  Tablet  contains  Active: 

Atropine  Sulfate  0.03  mg.  Methylene  Blue  . . 5.4  mg. 

Hyoscyamine  0.03  mg.  Phenyl  Salicylate  18.1  mg. 

Methenamine  40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 


SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 


CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 


DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 
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ANESTACOnTM  • CYSTOSPAZ®  • MANDACONTM  . URISED® 
URISEDAMINE*  • UTRASUL®  Tablets  and  Suspension 


A 35-YEAR-OLD  WHITE  MAN  sought  medical 
aid  because  of  pain  in  the  lower  back.  At  the 
age  of  30,  he  began  to  experience  occasional 
mild  backache  and  stiffness,  but  he  suffered 
little  distress  until  19  months  prior  to  admis- 
sion when,  on  a job  requiring  frequent  lifting, 
severe  low  back  pain  developed  and  he  was  in- 
capacitated for  several  weeks.  Thereafter,  he 
suffered  daily  lumbar  discomfort,  and  noted  a 
gradual  straightening  of  this  portion  of  his 
spine  accompanied  by  some  limitation  of  mo- 
tion. In  the  year  preceding  admission,  transient 
episodes  of  paresthesia  in  the  right  leg  occurred 
after  prolonged  standing,  and  his  course  was 
marked  by  several  brief  but  severe  bouts  of 
acute  low  back  pain.  This  pain  did  not  radiate  to 
the  legs,  and  there  was  no  muscle  weakness  in 
the  extremities. 

The  joints  of  the  appendicular  skeleton  were 
asymptomatic.  At  the  time  of  admission  he  com- 
plained only  of  backache  and  stiffness.  His 
mother  had  noted  the  onset  of  back  pain  at  age 
50,  and  later  developed  acute  pains  in  the  lower 
extremities,  but  there  v^as  no  other  history  of 
arthritis  in  the  family. 

Physical  examination  revealed  a lean,  dark- 
complexioned  Caucasian  in  no  acute  distress 
who  appeared  older  than  35  years.  In  the  sun- 
exposed  areas,  his  skin  was  tan,  dry,  and  scaly. 
The  pinnae  were  dusky,  bluish,  and  slightly  nod- 
ular along  the  upper  margins.  There  was  brown- 
ish discoloration  of  the  sclera  in  the  nasal  as- 
pect of  the  left  eye.  Signs  of  joint  disease  were 
found  only  in  the  spine.  The  spinous  processes 
were  prominent  throughout  the  lumbar  region. 


and  there  was  a loss  of  the  lumbar  lordotic 
curve.  The  range  of  motion  was  limited  in  all 
directions  and  particularly  during  lateral  and 
rotational  maneuvers.  These  acts  were  perform- 
ed slowly,  with  notable  stiffness,  but  without 
pain.  Excursion  of  the  rib  cage  was  reduced. 

Laboratory  findings  were  essentially  normal. 
A freshly  voided  urine  specimen  was  amber  col- 
ored, showed  a trace  of  albumin,  0-3  WBCs  and 
0-2  RBCs  per  high  power  field. 

Radiologic  examination  (Fig.  1)  showed  de- 
structive changes  in  the  lumbar  spine  indicative 
of  a rare  hereditary  metabolic  disease.^ 

The  films  were  interpreted  as  showing  pro- 
nounced and  unifonu  narrowing  of  all  the  inter- 
vertebral discs  in  the  lumbar  and  lower  thoracic 
spine,  with  calcification  of  the  disc  substance  in 
each  of  these  joints.  This  radiographic  appear- 
ance is  unique,  and  virtually  establishes  the  di- 
agnosis of  ochronotic  spondylitis. 

The  essential  elements  of  this  distinctive  pat- 
tern, as  seen  in  this  patient,  are;  (1)  calcifica- 
tion of  the  fibrocartilaginous  discs  (Figs.  1 and 
2);  and  (2)  narrowing  of  these  joints  (Figs.  1 
and  2a).  But  while  the  changes  which  occur  lo- 
cally within  each  disc  are  of  diagnostic  impor- 
tance, it  is  when  the  spine  is  viewed  as  a whole 
that  the  features  which  truly  distinguish  this 
form  of  spondylitis  become  apparent:  (1)  These 
articular  changes  are  not  confined  to  two  or 
three  levels,  but  are  widely  and  evenly  distrib- 
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Fig.  I. 


uted  through  the  cervical,  thoracic,  and  lumbar 
spine.  (2)  In  the  thoracolumbar  region,  where 
the  joints  are  narrowed,  the  changes  are  strik- 
ingly uniform  in  the  sense  that  each  joint  is  af- 
fected in  an  almost  identical  manner. 

Ancillary  signs  of  diagnostic  importance  are 
also  evident  in  this  patient.  There  is  consider- 
able diminution  in  the  lumbar  lordotic  curva- 
ture, and  the  so-called  “vacuum  phenomenon,” 
manifest  as  a thin,  radiolucent  cleft  within  each 
joint  space,  is  present,  providing  added  proof 
that  disintegration  of  articular  tissue  has  oc- 
curred throughout  this  region.  Attention  is  also 
directed  to  the  notable  paucity  of  juxta-articular 
osteophyte  formation  which,  in  the  presence  of 
such  severe  degenerative  disc  disease,  suggests 


a paradox,  but,  this,  too,  is  characteristic  of  this 
disorder. 

As  shown  in  Fig.  2,  the  lower  cervical  discs 
are  calcified,  but  not  narrowed.  Calcification  in 
the  articular  fibrocartilage  is  the  earliest  sign  of 
ochronotic  spondylitis,  and  usually  appears  at 
about  age  30  in  the  male.  Narrowing  of  the  joint 
space  occurs  later  as  the  articular  tissue  loses 
its  structural  integrity.  This  process  begins  in 
the  lumbar  region,  where  the  stress  of  weight- 
bearing is  greatest,  and  progresses  upward.  At 
this  stage  of  development,  ochronosis  can  easily 
be  differentiated  from  other  spinal  disorders, 
for  no  other  entity  produces  concomitant  nar- 
rowing and  calcification  of  multiple  contiguous 
discs. 
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Other  forms  of  spondylitis  exhibit  some  of 
the  features  of  ochronosis.  For  example,  calcifi- 
cation of  the  disc  substance,  the  result  of  de- 
generative change,  is  not  uncommon  in  the  el- 
derly, and  so-called  “discitis,”  a childhood  dis- 
ease of  unknov\/n  etiology,  may  produce  calcifi- 
cation at  multiple  levels. ^ However,  unlike  the 
changes  in  ochronosis  which  extend  uniformly 
throughout  the  thoracolumbar  spine,  the  lesion 
produced  by  the  common  type  of  degenerative 
disc  disease  is  often  solitary  or  limited  to  two 
or  three  scattered  foci.  Similarly,  although 
“discitis”  may  affect  several  contiguous  joints, 
only  a few  are  usually  involved,  and  large  por- 
tions of  the  spine  remain  normal.  As  in  ochrono- 
sis, some  calcium  may  be  present  in  the  discs 
of  the  thoracic  and  lumbar  spine  in  older  pa- 
tients with  the  chondrocalcinosis  of  pseudogout, 
but  the  two  entities  can  be  distinguished  radio- 
graphically by  differences  in  the  quantity  and 
distribution  of  the  calcium  within  the  disc.  In 
ochronosis  there  is  extensive  calcification  which 
is  clearly  visible  throughout  most  of  the  fibro- 
cartilage,  whereas,  in  pseudogout,  only  small 
deposits  of  calcium  pyrophosphate  are  present, 
and  these  are  confined  to  the  extreme  periphery 
of  the  annulus  fibrosis.  The  other  prominent 
feature  of  ochronotic  spondylitis,  narrowing  of 
the  joint  space,  also  occurs  in  the  common  type 
of  degenerative  disc  disease.  However,  the  fact 
that  the  latter  rarely  involves  more  than  a few 


segments,  and  usually  produces  large  osteo- 
phytes, serves  to  distinguish  it  from  the  meta- 
bolic disorder.  Since  ochronosis  does  not  cause 
visible  changes  in  the  apophyseal  joints,  calci- 
fication of  the  paraspinal  ligaments,  or  destruc- 
tion of  the  sacroiliac  joints,  it  is  easily  differen- 
tiated from  the  spondylitis  associated  with  rheu- 
matoid arthritis  and  similar  related  entities. 
Furthermore,  none  of  this  group  of  diseases 
produces  calcification  of  the  fibrocartilaginous 
disc. 

Ochronotic  arthropathy  occurs  as  a result  of 
the  deposition  of  oxidized,  polymerized,  homo- 
gentisic  acid  in  articular  cartilage  where  it 
causes  this  tissue  to  lose  its  normal  elasticity. 
Because  of  this  altered  physical  state,  the  carti- 
lage is  more  easily  damaged  by  mechanical 
stress,  and  the  degenerative  processes  which 
occur  with  aging  are  accelerated.  Cartilage 
which  is  impregnated  with  this  substance  ap- 
pears heavily  pigmented,  as  if  dipped  in  black 
ink.  Under  the  microscope,  however,  the  pig- 
ment granules  appear  yellow-brown  in  color 
(Greek:  ochros,  meaning  yellow. The  pigment 
is  also  deposited  in  extra-articular  sites  but  its 
presence  in  these  tissues  rarely  causes  import- 
ant functional  derangement.  Although  it  is  a 
metabolic  disease,  the  disorder  gains  its  mor- 
bid clinical  expression  in  the  form  of  a painful, 
crippling  joint  disease,  and  its  effect  on  the  in- 


Volume  65,  February,  1969 


73 


tervertebral  discs  and  the  cartilage  of  the  large 
diarthrodial  joints  is  devastating. 

This  inborn  metabolic  defect  is  probably 
transmitted  by  a single  recessive  autosomal 
gene  which  acts  to  prevent  the  synthesis  of 
homogentisic  acid  oxidase.  In  the  absence  of 
this  enzyme,  the  metabolic  pathway  traced  in 
the  degradation  of  tyrosine  to  its  end  products, 
fumaric  and  acetoacetic  acid,  is  interrupted. 
Since  this  enzmye  block  occurs  midway  in  the 
catabolic  process,  just  after  the  formation  of 
homogentisic  acid,  large  amounts  of  this  degra- 
dative  product  are  continually  elaborated.  Most 
of  it  is  rapidly  excreted  in  the  urine,  but  the 
substance  has  a high  affinity  for  cartilage  and 
connective  tissue  throughout  the  body  wherein 
it  gradually  accumulates.  Homogentisic  acid  is 
a reducing  substance,  and  its  presence  in  the 
urine  is  responsible  for  the  earliest  clinical 
manifestation  of  the  disorder.  Although  the 
urine,  when  freshly  voided,  is  normal  in  color, 
if  it  is  left  standing  and  allowed  to  become  al- 
kaline, it  slowly  turns  dark.  This  change,  caused 
by  the  oxidation  of  homogentisic  acid,  occurs 
quickly  if  alkali  is  added.  This  was  noted  by 
earlier  investigators  who  sought  to  identify  the 
unknown  substance  which  they  called  “alkap- 
ton,”  a hybrid  word  of  Arabic  and  Greek  origin 
meaning  “to  suck  up  (oxygen)  greedily  in  al- 
kali.’’! 


It  is  unfortunate  that  the  disease  has  ac- 
quired two  names.  Each  has  semantic  deficien- 
cies, for  both  were  coined  before  the  funda- 
mental nature  of  the  disorder  was  known,  and 
the  fact  that  they  refer  to  the  same  entity  was 
unsuspected  for  nearly  40  years.  The  term 
ochronosis  cannot  properly  be  applied  until  late 
childhood  when  discoloration  of  the  tissue  be- 
gins. Alkaptonuria,  however,  is  present  at  birth 
and  persists.  Strictly  speaking,  it  is  not  a dis- 
ease but  an  asymptomatic  condition  which,  in 
children,  constitutes  the  only  detectable  mani- 
festation of  the  disorder.  With  rare  exception, 
the  patient  is  unaware  of  his  illness  until  late 
in  his  third  decade  of  life,  for,  in  spite  of  the 
fact  that  homogentisic  acid  causes  urine  to  turn 
dark  on  standing,  this  phenomenon  usually  goes 
unnoticed  by  the  fastidious  in  this  era  of  mod- 
ern plumbing. 

By  age  35,  however,  symptoms  of  a chronic, 
progressive  disease  appear  as  ochronotic  fibro- 
cartilage  of  the  spine  begins  to  disintegrate. 
Typically,  these  changes  are  accompanied  by 
stiffness,  postural  distortion,  and  a dull  aching 
sensation.  The  incidence  of  rupture  of  the  nu- 
cleus pulposus  is  high,  and  some  patients  ex- 
perience acute  episodes  of  severe  pain  because 
of  this  complication.  Degeneration  of  the  discs 
continues  relentlessly  through  the  lumbar  and 
thoracic  regions,  and  the  joint  spaces  become 
progressively  more  narrow  so  that,  after  many 
years,  fusion  of  the  vertebral  centra  may  occur. 
Then  the  spine,  although  rigid,  is  no  longer 
painful. 

The  large  peripheral  joints  are  affected  later 
in  life.  Symptoms  of  pain  and  stiffness  appear 
before  there  is  radiographic  evidence  of  dis- 
ease, and  the  changes  observed  resemble  those 
of  degenerative  arthritis.  There  is  narrowing  of 
the  joint  space  and  juxta-articular  bony  sclero- 
sis, but,  as  in  the  spine,  osteophyte  formation 
is  not  a prominent  feature.  Calcification  of  ar- 
ticular cartilage  like  that  seen  in  the  interverte- 
bral disc  is  not  described,  but  calcification  of 
the  regional  tendons  occurs  in  some  patients. 
The  onset  of  peripheral  arthritis  is  usually  de- 
layed until  about  the  age  of  50.  Thus,  it  begins 
after  nearly  a decade  of  symptomatic  spondy- 
litis. Eventually,  however,  the  changes  produced 
in  the  knees,  shoulders,  and  hips  cause  far 
greater  disability  than  the  spinal  disorder,  for 
the  process  of  degeneration  in  these  diarthro- 
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dial  joints  progresses  until  the  patient  is  inca- 
pacitated.^ 

The  symphysis  pubis  is  commonly  involved, 
as  it  was  in  this  patient  (not  illustrated).  The 
changes  usually  precede  those  of  peripheral  ar- 
thropathy, and  may  cause  painful  symptoms. 
Initially,  there  is  slight  demineralization  of  the 
pubis  immediately  adjacent  to  the  cartilage. 
This  is  soon  followed  by  bony  sclerosis  and  then 
by  narrowing  of  the  joint. ^ The  roentgenologic 
appearance  is  much  like  that  described  in  post- 
operative osteitis  pubis.  Unlike  the  interverte- 
bral discs,  the  fibrocartilage  of  the  symphysis 
does  not  calcify. 

Evidence  of  ochronosis  can  be  found  in  a 
number  of  extra-articular  sites,  for  example,  the 
skin,  the  eyes,  ears  and  throat,  the  circulatory 
system,  and  urogenital  organs.  Pigmentation, 
not  only  of  the  dermis,  but  of  the  sweat  glands 
and  sweat  occurs  so  that  clothing,  particularly 
in  the  axillary  region,  may  become  stained. 
Discoloration  of  the  sclera,  cornea,  and  con- 
junctiva may  begin  during  the  first  decade  of 
life.  Darkening  of  the  cartilages  of  the  ears  pro- 
duces a bluish  tint  in  young  adults.  Calcium  in 
the  pinna  can  occasionally  be  demonstrated  ra- 
diographically, and  small  amounts  were  present 
in  the  cartilage  of  the  ears,  as  well  as  the  nose, 
in  this  patient.  Changes  in  the  laryngeal  carti- 
lages may  cause  hoarseness,  but  symptoms  are 
rare.  Pigment  is  deposited  in  the  endocardium, 
heart  valves,  and  aortic  intima,  and  in  myocard- 
ial scars.  Although  it  has  been  suggested  that 
the  disease  somehow  causes  early  arteriosclero- 
sis, this  has  not  been  confirmed.  The  alkaline 
secretions  of  the  prostate  cause  rapid  polymeri- 
zation of  homogentisic  acid,  and  particles  of 
pigment  accumulate  in  the  ducts  to  provide  nidi 
for  stone  formation.  Thus,  the  incidence  of  pro- 
static calculi  is  high,  and  these  concretions  may 
be  visible  on  x-ray  films.  Soft,  black  renal  cal- 
culi are  also  described,  and  obstructive  uro- 
pathy  is  not  rare  in  older  patients. 

Darkening  of  the  urine  can  be  produced  by 
liver  disease,  porphyria,  by  the  presence  of  he- 
moglobin or  myoglobin,  and  by  certain  drugs 
such  as  phenol  which,  if  absorbed  over  a long 
period  of  time,  may  cause  discoloration  of  the 
skin  and  cartilage.  In  such  instances,  however, 
the  cause  is  usually  clinically  evident,  and  iden- 


tification of  the  pigment  by  chemical  means  is 
unnecessary. 3 Homogentisic  acid  reduces  the 
copper  in  Benedict’s  solution  and  if  alkapton- 
uria is  unsuspected,  the  reaction  may  errone- 
ously be  interpreted  as  being  indicative  of  gly- 
cosuria. Unlike  glucose,  however,  homogentisic 
acid  causes  the  solution  to  turn  brownish-black, 
and  the  precipitate  is  brown.  The  presence  of 
alkaptonuria  can  be  confirmed  by  adding  so- 
dium hydroxide  to  fresh  urine  which  promptly 
turns  black.  More  precise  methods  are  also 
available,  and  a substance  with  the  characteris- 
tics of  homogentisic  acid  was  identified  in  this 
patient’s  urine  by  means  of  paper  chromatog- 
raphy. 
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Healthy  sexuality  depends  on  good  learn- 
ings and  attitudes  acquired  from  birth 
onward,  and  parents  need  sound  infor- 
mation, knowledge,  and  insight  into  what 
constitutes  good  family  life  education.  A 
better  program  in  the  schools  can  pre- 
pare the  parents  of  tomorrow  to  provide 
better  sex  education  in  the  family.  Prob- 
lems indicating  the  need  for  adequate 
sex  education  are  reviewed.  Awareness 
of  the  need  should  move  parents,  physi- 
cians, and  community  leaders  to  work 
toward  an  appropriate  and  well-support- 
ed plan  to  include  sex  education  in  the 
school  curriculum.  The  purpose  is  to 
evolve  a society  of  emotionally  healthy, 
knowledgeable  human  beings  who  have 
developed  skills,  attitudes,  values,  and 
standards  necessary  to  make  the  choices 
that  lead  to  responsible  personhood  and 
the  foundation  of  stable  and  satisfactory 
marriage  and  parenthood. 

Sex  education  is  not  confined  to  a limited 
set  of  facts,  it  is  the  life-long  acquisition  of 
knowledge  designed  to  teach  the  individual  what 
it  is  to  be  a man  or  a woman. ^ 

Sex  education  is  character  education.  “It 
consists  of  instruction  to  develop  understand- 
ing of  the  physical,  mental,  emotional,  social, 
economic,  and  psychological  phases  of  human 
relations  as  they  are  affected  by  male  and  fe- 


male relationships  . . . more  than  anatomical 
and  reproductive  information,  it  emphasizes 
attitude  development  and  guidance  related  to 
associations  between  the  sexes.  It  implies  that 
man’s  sexuality  is  integrated  into  his  total  life 
development  as  a health  entity  and  a creative 
energy. Sexuality  is  everything  that  makes 
you  what  you  are — male  or  female.  Nothing  so 
affects  us  as  our  gender  and  our  acceptance  of 
it.  Happiness,  success  in  the  community,  ad- 
justment as  a family  member,  and  fulfillment 
in  life  are  enhanced  by  one’s  fitting  into  his  sex 
role.^  Healthy  sexuality  depends  on  the  good 
learnings  and  attitudes  one  acquires  from  birth 
throughout  life.  To  insure  healthy  learnings,  in- 
dividuals dealing  with  children  must  have  a 
good  sex  education.  All  of  us  have  an  obligation 
to  use  our  gift  of  sexuality  with  intelligence  and 
responsibility.  If  we  honor  and  respect  sexuality, 
our  children  will  sense  its  promise  of  warmth 
and  love  that  exist  to  be  included  in  mature 
sexual  expression.  Information  about  sex  is  no 
substitute  for  a knowledge  and  sense  of  the 
power  of  sexuality.'^  Ignorance,  not  knowledge, 
causes  sex  misadventures.  Family  life  education 
including  sex  education  has  as  its  directive  to 
channel  sexual  forces  toward  responsible  per- 
sonhood and  successful  marriage  and  parent- 
hood. 

Problems:  What  are  some  of  the  problems  that 
indicate  irresponsible  attitudes  toward  sex  and 
a need  for  sex  education? 

Freedom:  Young  people  today  have  greater 
freedom  of  choice  and  activity.  We  have  done 
away  with  chaperones,  conventions  of  conduct, 
and  close  family  relationships.  All  of  us  are 
bombarded  daily  with  blatant  messages  via  the 
communications  media.  Children  have  unsuper- 
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vised  out-of-school  time,  easy  access  to  cars, 
alcohol,  and  drugs.  Obviously  they  also  are  free 
to  make  mistakes;  therefore,  they  need  factual 
knowledge,  understanding,  and  orientation  so 
that  they  may  have  an  array  of  choices,  delin- 
eating each  result,  to  help  strengthen  and  guide 
them. 

Teen-age  marriages  have  increased  500%  since 
1940,  and  a high  proportion  of  the  girls  are 
pregnant  before  marriage.  More  girls  marry 
at  age  18  than  any  other  age.  The  rate  of  di- 
vorce for  teen-age  marriages  is  three  times  as 
high  as  for  persons  who  marry  at  age  21  to  25.® 
Teen-age  parents  produce  a higher  percentage 
of  premature  babies;  more  of  their  babies  are 
born  ill  due  to  lack  of  prenatal  care;  and  there 
is  a rise  of  26%  in  the  death  rate  of  these 
babies.®  Most  teen-agers  are  psychologically, 
socially,  and  educationally  unprepared  for  mar- 
riage or  parenthood.  Early  marriages  seriously 
curtail  schooling  and  job  preparation  and  affect 
the  next  generation  because  the  asset  a parent 
can  be  to  his  children  depends  on  the  educa- 
tional level  attained  by  the  parent.  We  can  only 
speculate  on  how  many  scientists,  teachers,  and 
professionals  were  never  found  or  educated  be- 
cause their  ignorance  and  lack  of  understand- 
ing about  sex  involved  them  in  early  pregnan- 
cies and  marriages  which  prevented  further 
education. 

Divorce  appears  to  be  increasing.  In  1960 
in  the  United  States,  460,000  children’s  lives 
and  futures  were  affected  by  divorce.®  Texas 
has  one  of  the  five  highest  divorce  rates  in  the 
nation.  In  1967  there  were  65,273  divorce 
cases  filed;  none  of  these  is  closed  until  the 
youngest  child  reaches  18.  Our  romance-cen- 


tered culture  has  conditioned  youth  to  expect 
to  enjoy  marriage  without  giving  them  adequate 
preparation.  Contrary  to  what  we  would  like  to 
believe,  few  children  receive  realistic  sex  in- 
struction in  the  home.  They  must  depend  on 
their  junior  high  or  high  school  education  to 
give  them  the  necessary  background  in  human 
reproductive  biology  and  interpersonal  relations. 

Illegitimacy:  It  is  estimated  that  in  the  U.S. 
there  are  200,000  to  300,000  illegitimate  ba- 
bies born  each  year.  About  90,000  of  these 
babies  have  teen-age  mothers.  More  is  known 
about  contraception  than  ever  before.  Why  do 
we  now  have  more  out-of-wedlock  pregnancies? 
In  Texas  in  1966,  one  out  of  every  twelve  births 
was  to  an  unmarried  mother;  one-half  of  these 
mothers  were  teen-agers. 

Abortion:  Planned  Parenthood  World  Popu- 
lation estimates  that  nearly  1,000,000  illegal 
abortions  are  done  each  year  in  this  country 
and  that  1,000  or  more  women  may  die  in  the 
process.  An  estimated  180,000  abortions  oc- 
cur in  high  school  students. 

ILmotional  Instability:  It  is  estimated  that  each 
year,  10,000  battered  children  are  seen  in  emer- 
gency rooms.  One-fourth  of  them  die,  and  one- 
fourth  are  permanently  maimed."  Is  it  possible 
that  this  syndrome  results  when  one  emotion- 
ally unstable  child  tries  to  rear  his  own  child? 
All  of  our  medical  and  social  experience  indi- 
cates that  pregnancy  is  safest  and  best  between 
the  ages  of  20  and  30,  that  all  pregnancies 
should  be  wanted  and  planned,  and  that  they 
should  come  to  a home  of  love. 

Promiscuity:  Promiscuous  and  homosexual 
behavior  is  increasing.  Attention  is  drawn  to  the 
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“teen-age  copulation  explosion”  where  there  is 
“an  increasing  incidence  of  sexual  intercourse 
among  young  people  and  a drop  in  the  age  of 
the  first  experience,  the  latter  often  being  be- 
tween 12  and  16  years  of  age.  Thereafter,  many 
have  repeated  experiences,  often  with  a suc- 
cession of  partners.”® 

enereal  disease  is  increasing.  In  1964,  Texas 
had  6,169  teen-agers  15-19  to  become  infected 
with  venereal  disease,  which  was  more  than  any 
other  state;  these  cases  represented  10%  of 
the  US  total  reported  in  persons  under  20  years 
of  age.  Young  people  from  10  to  24  years  of 
age  account  for  50%  of  the  new  cases  of  in- 
fectious syphilis  and  a sizable  portion  of  new 
gonorrhea  cases  in  the  US  today.®  Of  every  35 
Americans  under  25,  one  is  suffering  from  ve- 
nereal disease.  It  is  the  most  widespread  adult 
communicable  ailment.  Gonorrhea  is  50  times 
more  prevalent  than  polio.®  Hospitalization  of 
our  syphilitic  insane  costs  $49  million  annually. 
In  one  large  city,  one  infected  girl  led  public 
health  investigators,  in  a chain  of  contacts,  to 
141  persons  who  had  been  exposed;  their  av- 
erage age  was  18.4  years. 

Sex  crimes  are  increasing. 

Suicide:  The  rising  suicide  rate  amang  ado- 
lescents gives  cause  for  thought.  It  ranks  third 
as  a cause  of  death  in  the  15-19  year  age  group, 
outranked  only  by  accidents  and  cancer.®  Is 
there  a relationship  between  anxiety  about  un- 
resolved sexual  problems  and  rising  suicide 
rates?  Is  ignorance  added  to  immaturity  and 
emotional  instability  sometimes  too  much  for 
these  young  people  to  bear? 

Learning  About  Family  Life:  Since  1915  when 
the  National  Congress  of  Parents  and  Teachers 
recommended  that  family  life  education  become 
a part  of  the  curriculum,’®  there  has  been  a 


growing  awareness  of  the  need  in  our  schools. 
Today,  with  few  exceptions,  educators,  parent 
groups,  religious  leaders,  medical  authorities, 
psychologists,  sociologists,  and  jurists  are  in 
complete  agreement  that  family  life  education, 
including  adequate  sex  education,  is  essential 
to  the  healthy  emotional  development  of  chil- 
dren. The  child  receives  sex  information  at  an 
early  age  and  from  many  sources — TV,  radio, 
motion  pictures,  picture  magazines,  and  news- 
papers. He  may  see  pictures  of  the  birth  of  a 
baby  in  a magazine,  observe  many  forms  of 
love-making  on  television  and  at  the  movies, 
hear  jokes  about  sex  on  the  radio,  and  read 
about  sex  crimes  in  the  paper.  To  counteract 
the  impact  of  misinformation,  the  combined  ef- 
forts of  the  home,  school,  and  church  are  re- 
quired in  order  to  provide  children  with  scien- 
tific information,  sound  sex  attitudes,  and  de- 
sirable standards  of  conduct. 

Sex  education  begins  in  infancy;  its  founda- 
tion is  laid  with  the  way  the  parents  treat  each 
other  and  in  turn  treat  the  baby.  Love  is  basic. 
Respect  and  love  for  one  another  characterize  a 
home  where  meaningful  sex  education  can  oc- 
cur.” How  a baby  is  held  and  cuddled,  facial 
expressions  of  the  parents,  and  tone  of  their 
voices  indicate  how  they  feel  about  the  baby. 
Each  person  who  comes  in  contact  with  a child 
supplies  sex  education.  It  may  be  verbal  or  non- 
verbal. Often  actions  speak  louder  than  words. 
There  is  no  way  in  which  a parent  or  teacher  can 
avoid  giving  sex  education.  As  we  grow,  every 
happening  registers  on  our  subconscious  mind 
— later  this  happening  may  determine  how  we 
act  or  feel  without  our  being  able  to  remember 
the  event  on  a conscious  level.  Attitudes  in  the 
area  of  feelings  about  sex  are  deeply  set  by  the 
age  of  six.  What  those  feelings  will  be  depends 
largely  on  who  does  the  first  teaching  and  how. 
What  sexuality  means  to  a parent  or  a teacher 
and  how  he  feels  about  himself  are  important. 
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If  they  believe  that  God  created  male  and  fe- 
male for  a purpose  and  that  their  ultimate  goal 
is  to  help  evolve  better  and  healthier  men  and 
women  into  our  society,  and  into  rich  family 
relationships  with  successful  marriage  and  par- 
enthood, they  can  approach  the  area  with  not 
only  interest  but  challenge.  A parent  has  the 
first  responsibility  for  answering  the  preschool 
child’s  questions  honestly  and  frankly,  without 
emotion,  using  correct  anatomical  terminology, 
and  answering  only  the  question  that  was  asked. 
There  are  really  few  questions  about  sex,  we 
just  notice  them  more.  Parents  do  not  give  chil- 
dren sex  information  once  and  for  all.  Learning 
involves  repetition  and  enlarging  on  the  knowl- 
edge as  the  child  is  able  to  understand  more. 
The  child  needs  help  in  keeping  his  attitudes 
straight.  A better  program  in  the  schools  would 
prepare  the  next  generation  of  parents  to  play 
a better  sex  education  role  in  the  family.  Each 
of  us  can  only  be  a product  of  that  which  we 
have  learned.  In  our  technological  society,  a 
high  degree  of  training  is  required  for  all  pur- 
suits except  marriage.  It  is  astounding  to  com- 
pare the  amount  of  education  and  training  re- 
quired for  a driver’s  license  with  that  required 
for  a marriage  license.  It  is  important  that  par- 
ents of  tomorrow  gain  the  knowledge  and  in- 
sight that  will  help  them  establish  homes  where 
wholesome  attitudes  can  be  developed. 

Role  of  Schools:  Schools  are  the  only  agencies 
for  education  of  the  masses  of  children;  they 
can  help  the  child  through  sound  education, 
wholesome  recreation,  and  the  example  and 
guidance  of  teachers.  Teachers  knov/  their  pu- 
pils, and  a capable  teacher  can  weave  a good 
program  into  and  from  many  situations.  A valu- 
able program  of  sex  education  is  one  that  is 
linked  with  the  rest  of  the  school  instruction 
and  not  solely  the  concern  of  biology  and  hy- 
giene. No  teacher  should  teach  in  this  area  who 
does  not  feel  secure  and  competent.  Instruction 


should  be  started  in  kindergarten  and  continued 
throughout  the  elementary  and  high  school 
years  and  higher  education  which  must  include 
the  training  of  all  our  “care-givers.”  It  is  a com- 
prehensive subject  requiring  continuity,  fre- 
quent reemphasis,  and  longitudinal  participa- 
tion. While  some  schools  have  added  sex  educa- 
tion or  family  living  education,  for  the  most 
part  there  is  too  little  information,  and  it  is 
often  too  late. 

^^ental  retardates  also  need  education  for 
family  living,  but  it  must  be  geared  to  their 
understanding  and  needs.  They  should  be  coun- 
seled not  to  reproduce,  and  means  to  this  end 
should  be  easily  obtainable.  Have  we,  as  a 
profession,  faced  the  need  for  a permissive 
sterilization  law  in  Texas? 

To  develop  a successful  curriculum,  the  com- 
munity must  want  it;  the  PTA  must  want  it;  the 
clergy  must  want  it;  the  business  men  must 
want  it;  and  the  medical  society  must  want  it. 
They  must  have  a common,  thorough  under- 
standing of  purposes  and  objectives.  It  must 
have  community  approval,  cooperation,  and 
push.  A course  which  maintains  approval  and 
support  will  be  under  careful  evaluation  and 
revision  from  its  beginning,  so  that  the  needs 
of  the  community  will  be  met.  One  of  the  best 
sources  of  support  for  a program  is  and  should 
be  the  county  medical  society. ^ Bringing  church 
groups  into  preplanning  can  sidestep  many 
objections. 

Austin  Program:  The  Austin  Independent  School 
District  has  recently  developed  such  a program. 
The  School  Health  Committee  of  the  Travis 
County  Medical  Society  introduced  the  subject 
to  the  School  Health  Advisory  Council,  which 
acts  only  in  an  advisory  capacity  and  includes 
representatives  from  the  medical  profession, 
optometric  society,  Travis  County  Health  Unit, 


Volume  65,  February,  1969 


79 


^^The  children  are  interested  in  the  right  facts.^^ 


dental  society,  Austin  League  of  Women  Voters, 
City  Council  and  PTA  as  well  as  representatives 
from  the  Austin  Independent  School  District  in- 
cluding the  assistant  director  of  instruction; 
counselor  coordinator;  directors  of  pupil  per- 
sonnel; supervisor  of  primary  education;  super- 
visor of  physical,  safety,  health,  and  outdoor 
education;  supervisor  of  science  and  business 
education;  a consultant  in  special  education; 
and  a physical  education  teacher. 

Previous  discussions  concerning  sex  educa- 
tion were  summarized.  Two  films,  “The  Miracle 
of  Reproduction”  and  “The  Innocent  Party” 
were  shown  and  discussed.  Statistics  relevant 
to  Austin  were  cited;  these,  together  with  figures 
showing  the  increase  of  venereal  disease  in 
Texas,  emphasized  the  need  for  increased  edu- 
cation and  awareness.  The  council  adopted  a 
resolution  calling  for  “instruction  in  sex  educa- 
tion to  begin  in  the  public  schools  in  Septem- 
ber 1966,  or  as  soon  thereafter  as  possible.” 
The  school  administration  was  interested  in 
whether  the  community  was  ready  for  and  want- 
ed such  a program.  On  March  2,  at  a meeting 
of  the  city  PTA  council,  the  presidents  were 
asked  to  discuss  the  matter  with  their  organiza- 
tions and  take  a written  poll  of  members  on 
their  opinion  of  the  proposal.  Parents  in  more 
than  half  of  the  city’s  public  schools  overwhel- 
mingly endorsed  the  proposal.  With  the  chal- 
lenge of  the  community,  the  PTA,  the  clergy, 
and  the  medical  society  to  develop  this  pro- 
gram, Superintendent  Irby  Carruth  appointed 
an  advisory  committee  to  gather  information 
and  formulate  policies  as  well  as  the  program 
itself.  Favorable  publicity  in  the  local  newspaper 
can  be  crucial,  and  the  Austin  American  States- 
man was  most  helpful  during  these  develop- 
ments. 

Dr.  T.  P.  Baker,  director  of  instruction,  was 
chairman  of  the  advisory  group.  Other  mem- 


bers were  Mrs.  Ben  Fruchter,  psychologist  and 
former  city  PTA  president;  Dr.  Georgia  Legett, 
physician  and  PTA  member;  Father  Walter  J. 
Dalton,  pastor  of  St.  Austin’s  Catholic  Church; 
Dr.  Bernice  Moore,  sociologist  with  the  Hogg 
Foundation  for  Mental  Health  at  The  University 
of  Texas;  Dr.  Edmund  Hindsman,  educational 
psychologist  and  director  of  the  new  Southwest 
Educational  Development  Laboratory;  Dr.  Rob- 
ert Ledbetter,  marriage  counselor  and  Method- 
ist minister,  and  PTA  member;  Dr.  Henry  Bow- 
man, professor  of  sociology  and  author  of  a 
textbook,  “Marriage  for  Moderns.”  A profes- 
sional committee  composed  of  school  supervis- 
ors and  teachers  worked  parallel  to  the  advisory 
group.  Sex  education  material  already  in  the 
curriculum  was  reviewed;  the  committee  met 
almost  monthly  during  the  1966-67  school 
year.  Information  was  collected  and  read,  films 
were  reviewed  and  discussed. 

In  August,  1966,  a workshop  on  physical  as- 
pects and  attitudes  and  values  for  fourth,  fifth, 
and  sixth  grade  teachers  was  held  and  enthusi- 
astically received.  Two-thirds  of  the  teachers 
present  indicated  that  the  material  presented 
had  been  very  helpful,  that  they  felt  the  pro- 
gram was  needed,  and  that  they  wished  “ex- 
plicit instructions”  as  to  what  and  when  to 
teach.  Some  of  their  comments  were; 

“If  we  give  them  all  the  details  and  facts,  it 
seems  to  me  we  should  also  give  them  realistic 
‘safety  signs’  to  go  by  while  trying  to  develop 
normal  boy-girl  relationships.  This  would  in- 
volve understanding  the  lives  of  the  people  in 
low-income  school  districts  as  well  as  in  aver- 
age and  upper-income  districts.” 

“We  (Austin)  need  to  get  going.  It’s  too  late 
to  wait  until  7-8-9  grade.” 
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“At  one  school  we’ve  covered  practically  all 
the  material  covered  in  the  session;  however, 
I’m  confident  that  I now  have  a better  ap- 
proach.’’ 

“Study  of  the  reproductive  system  can  easily 
follow  along  with  that  of  the  digestive  system.” 

“I  feel  that  I could  teach  any  area  of  this 
frankly  and  without  embarrassment.” 

Numerous  sex  education  programs  were  pre- 
sented to  the  adult  community.  Physicians  were 
called  on  and  responded  most  helpfully.  The 
members  of  the  advisory  committee  were  called 
on  repeatedly  for  talks.  In  the  spring  of  1967,  a 
pilot  program  in  two  junior  high  schools  was 
completed.  An  in-service  seminar  on  “Human 
Development”  for  elementary  head  teachers 
and  principals  met  every  two  weeks  for  five 
sessions.  Speakers  and  discussers  included  Dr. 
Ledbetter,  Dr.  Bowman,  myself,  and  science 
supervisors  and  teachers  at  the  elementary 
level.  Teachers  were  selected  to  work  with 
supervisors  from  the  elementary,  junior  high, 
and  senior  high  levels  to  develop  units  on  sex 
education.  These  units  were  written  for  intro- 
duction into  the  curriculum  in  the  fall  of  1967. 
On  Aug.  31,  1967,  an  all-day  workshop  was 
held  for  each  academic  level.  Speakers  included 
Dr.  P.  Clift  Price,  pediatrician  and  president  of 
Travis  County  Medical  Society,  and  Dr.  Led- 
better, who  spoke  to  the  primary  and  intermedi- 
ate teachers.  The  day  was  spent  orienting  teach- 
ers and  going  through  the  guide  and  the  philos- 
ophies behind  the  program.  The  curriculum  for 
grades  1-6  is  “Human  Growth  and  Develop- 
ment;” in  the  first  three  grades  it  is  a part  of 
the  social  studies,  science,  and  health  pro- 
grams, and  in  grades  4-6  it  is  part  of  the  health 
unit.  In  4th  grade  it  is  called  “Growth  Brings 
Changes”;  in  5th,  “Growing  Within  and  With- 
out”; and  in  6th,  “Becoming  a Person.”  At 


junior  high  level,  the  unit  “Responsible  Person- 
hood”  is  taught  as  a part  of  life  science  in  the 
8th  grade.  “Human  Development”  is  the  unit 
taught  in  health  education  at  11th  grade  level. 
The  units  were  introduced  without  fanfare. 

Programs  and  discussion  groups  for  school 
principals  and  counselors,  school  faculties,  and 
parent-teacher  associations  have  been  in  de- 
mand. Each  school  has  tried  to  keep  parents 
informed;  parents  are  eager  and  grateful. 
Churches  have  developed  their  programs  for 
the  purpose  of  adult  as  well  as  student  educa- 
tion. In  the  spring  of  1968,  a six-part  night 
seminar  to  inform  all  interested  parents  was 
sponsored  by  an  elementary  school  PTA.  Teach- 
ers at  each  level  explained  what  is  being  taught; 
physician  consultants  were  present.  The  finale 
was  a demonstration  of  a “mock  sex  education 
class”  at  high  school  level. 

In  one  faculty  discussion  group,  a long-time 
6th  grade  teacher  commented,  “I  said,  ‘I  am 
not  going  to  teach  sex  education.’  My  elemen- 
tary science  supervisor  said,  ‘You  will  teach  it.’ 
Well,  I taught  it,  and  it  is  a most  rewarding 
unit.  The  children  are  interested  in  the  right 
facts.  Their  questions  are  factual  and  uncolored 
by  emotion.” 

The  elementary  science  supervisor  said,  “Ev- 
ery community  should  be  doing  it,”  and  the 
junior  high  science  supervisor  reported,  “The 
students  are  so  interested  in  their  own  role  and 
emotional  development  that  it  is  hard  to  get 
them  into  the  reproductive  system.  Tell  those 
communities  that  haven’t  started  to  ‘get  with 
it’.” 

Students  and  parents  appreciate  an  interest- 
ed, concerned  adult  who  can  talk  with  students, 
supply  them  with  knowledge,  and  guide  them 
in  developing  standards  that  can  help  them  use 
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their  sexuality  with  responsibility.  The  young 
adolescent  tries  to  establish  his  identity  and 
independence  apart  from  his  family,  and  it  is 
necessary  that  he  receive  knowledge  and  guid- 
ance from  an  objective  source  outside  his  home. 
The  school,  church,  or  youth  agency  can  best 
provide  youth  this  opportunity  for  discussion 
with  their  peers  so  that  they  can  internalize 
knowledge  related  to  their  own  sexuality. vVith 
a good  health  educator  teaching  human  devel- 
opment in  the  11th  grade,  immeasurable  re- 
sults can  be  achieved.  This  is  not  a final  cur- 
riculum, for  it  must  be  evaluated  and  updated 
each  year  to  satisfy  the  needs  of  the  students 
of  the  community. 

What  Physicians  Can  Do:  Some  people  believe 
that  the  physician  is  the  best  sex  educator.  It 
is  impossible  for  the  medical  profession  to  take 
on  sex  education  in  the  schools,  but  we  do  need 
to  be  sure  that  ample  education,  including  a 
thorough  treatment  of  human  biology,  is  started 
in  the  elementary  school  and  continued  through 
higher  levels.  Such  education  is  the  most  ef- 
fective tool  the  physician  can  offer  as  an  aid  to 
his  fellow  man  in  combating  our  social  prob- 
lems. Most  of  our  patients  either  are  or  will  be- 
come parents:  here  is  a tremendous  opportunity 
for  prevention.  No  amount  of  formal  education 
can  equal  that  which  a child  absorbs  from  liv- 
ing with  parents  who  are  comfortably  adjusted 
to  their  respective  sexual  roles.  We  can  dis- 
pense information,  correct  fallacious  attitudes, 
and  teach  that  sexuality  is  a part  of  every  hu- 
man life.  As  consultants,  we  can  furnish  infor- 
mation and  alleviate  the  anxieties  of  teachers, 
ministers,  and  interested  laymen  who  are  more 
frequently  in  contact  with  the  students.  Every 
physician  has  an  obligation  to  keep  informed 
and  up  to  date  on  the  various  facets  of  sex  and 
marriage  so  that  his  community  as  well  as  his 
patients  may  benefit  from  such  knowledge.  The 
physician’s  involvement  in  this  aspect  of  com- 
munity life  can  be  one  of  his  most  rewarding 
efforts. 
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Siecus  (Sex  Information  and  Education  Council  of  the  United 
States,  1855  Broadway,  New  York,  N.Y.  10023)  will  furnish 
material  and  help  in  developing  sex  education  at  all  levels. 
It  is  a new  organization  working  "to  the  end  that  human  be- 
ings may  be  aided  toward  responsible  use  of  the  sexual  fac- 
ulty and  toward  the  assimilation  of  sex  into  their  individual 
life  patterns  as  a creative  and  re-creative  force.’’ 

The  American  School  Health  Association  has  published  a 
suggested  program  for  kindergarten  through  grade  12  in  the 
May  1967  issue  of  the  Journal  of  School  Health,  "Growth  Pat- 
terns and  Sex  Education,"  A.  O.  DeWeese,  M.D.,  515  East  Main 
Street,  Kent,  Ohio.  $2.50. 

"Parent  to  Child  About  Sex"  is  a new  film  recommended  by 
the  American  Academy  of  Pediatrics  and  American  College  of 
Obstetrics  and  Gynecology,  and  is  suitable  for  showing  to 
parents,  high  school  and  college  students,  church  groups, 
YMCA  and  YWCA  groups,  service  clubs,  teacher  education 
classes,  and  physician  and  nurse  training  classes.  It  is  avail- 
able from  the  Texas  Medical  Association’s  film  library. 
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THE 

BIBLICAL 

ENDORSEMENT  OF 
CONTRACEPTIVE 
METHODS 

HARVEY  A.  ROSENSTOCK,  M.D. 

RABBI  CARL  KLEIN,  Ph.D. 

One  can  find  evidence 
for  Biblical  endorsement 
of  many  contraceptive 
methods.  Sanctioned  al- 
most without  reservation 
is  the  use  of  oral  con- 
traceptives by  women. 

Sterilization  procedures 
are  generally  interdicted 
except  for  most  extenu- 
ating circumstances 
such  as  avoiding  the 
violation  of  Onanistic 
prohibitions  or  the  jeop- 
ardizing of  life.  Finally, 
as  a means  for  allowing 
a husband  and  his  wife 
to  consummate  their 
mutual  love,  there  is  an 
abundance  of  Biblical 
precedent  to  support  ac- 
ceptance of  contracep- 
tive methods. 
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THE  NEW  MORALITY  AND  modern  permissive- 
ness, so-called,  have  left  unchanged  the  cen- 
turies-old Biblical  endorsement  of  contraceptive 
methods.  It  would  be  unusual  for  a physician 
not  to  be  confronted  almost  daily  with  questions 
concerning  contraceptives.  Interestingly,  I have 
found  that  the  discussions  have  focused  not  so 
much  on  the  efficacy  of  the  method  nor  even  on 
the  possible  untoward  effects,  but  rather  cov- 
ertly on  the  possible  transgression  of  a Biblical 
or  ethical  injunction.  Many  patients,  eager  to 
accept  a contraceptive  method  notwithstanding 
an  opposing  church  directive,  evade  the  con- 
flict with  conscience  by  having  their  physician 
ascertain  their  “need."  In  terms  of  Berne’s 
transactional  analysis,  these  people  may  be 
thought  of  as  deliberate  and  convenient  victims 
of  the  Wooden  Leg  Game.^-  - There  is  no  need 
for  such  doctor-patient  ploys,  for  Scripture  does 
condone  rather  than  condemn  divers  contra- 
ceptive parameters.  While  these  tenets  are 
based  on  Pentateuchal  and  Mishnaic  (Talmudic) 
law  and  therefore  particularly  pertinent  to  Ju- 
daism, to  all  those  whose  religious  convictions 
hold  the  Old  Testament  dear,  the  ensuing  dis- 
cussion will  be  applicable. 

“P’ru  oorvu"  (Be  fruitful  and  multiply)  is  the 
first  of  the  613  commandments  in  the  Torah 
(Genesis  1:28).  Some  have  unfortunately  linked 
this  commandment  directly  with  others  (Genesis 
38:8;  Leviticus  18:18)  whereby  man  is  encour- 
aged to  marry  his  brother’s  widow — provided 
that  she  is  childless — lest  the  family  lineage 
not  be  perpetuated.  Only  misinterpretation  of 
this  leviratic  tradition  (Deuteronomy  25:5-10) 
would  have  man  enter  into  this  marriage  for 
indifferent  propagation  as  an  obligatory  observ- 
ance of  the  first  commandment. 

Central  to  the  understanding  of  all  Pentateu- 


chal law  is  the  acceptance  of  the  supremacy  of 
individual  and  public  health  as  elaborated  by 
the  Mosaic  Code.®-  ^ In  fact,  it  would  be  a trans- 
gression to  insist  on  the  observance  of  a ritual 
law  at  the  risk  of  one’s  health. Human  sexuality 
was  never  synonymous  with  procreation  alone. 
Talmudic  and  Biblical  laws  have  always  accent- 
uated the  sanctification  of  marriage  and  the 
divinity  of  an  observant  family  unit  imbued  with 
compassion  and  mutual  respect.**®  Intimacy 
was  hallowed  by  numerous  statutes  such  as 
those  requiring  the  exercise  of  self-restraint 
during  menses  — Niddah  — (Leviticus  18:19) 
and  during  the  ensuing  days  of  ritual  purifica- 
tion — Taharah  (Leviticus  12:1-8).  This  was  in- 
deed a rhythm  method  but  one  circumscribed 
about  respect  for  womanhood.  The  sanctifica- 
tion concept  of  Jewish  marriage”  and  the  con- 
sideration of  the  sexual  act  as  a hallowed  ex- 
pression of  supreme  love  leave  impotent  the 
theme  of  those  who  decry  contraceptives  and/ 
or  cite  the  first  commandment  and  participate 
in  perfunctory  propagation. 

Oral  contraceptives  which  do  not  result  in 
sterility  are  not  interdicted  by  any  Pentateuchal 
or  Talmudic  law,  expressed  or  implied.  In  Gene- 
sis 1:28  man  is  first  blessed  and  then  com- 
manded to  “be  fruitful  and  multiply."  Should 
man  expand  his  family  to  such  an  extent  that 
the  siblings  must  undergo  critical  deprivation, 
or  to  the  point  that  he  can  no  longer  fulfill  his 
duty  toward  his  children  as  given  in  Deuteron- 
omy 6:4-9,  he  has  deliberately  violated  more 
than  the  first  commandment — voluntarily  re- 
linquishing his  “blessing." 

A husband’s  obligation  to  his  wife,  including 
the  repeated  consummation  of  their  mutual 
love,  eliminates  abstinence  as  a tenable  con- 
cept.Certainly  coitus  interruptus  is  expressly 
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prohibited  as  a masturbatory  activity  (Genesis 
38:9-10).“  Thus,  in  order  to  fulfill  the  Biblical 
mandates  already  elucidated,  acceptable  con- 
traceptive methods  were  not  prohibited  for 
women  but  indirectly  accepted  as  a means  of 
protection  from  pregnancy  for  reasons  of  health 
or  otherwise. 

Even  in  Talmudic  days,  the  use  of  an  intra- 
vaginal  cotton-like  sponge^-  as  a receptaculum 
seminis  was  widespread.  Intrauterine  contra- 
ceptive devices  (lUD's) — clearly  more  sanitary 
and  more  efficacious — can  hardly  be  condemn- 
ed on  Biblical  grounds  when  the  design  is  a 
moral  one.  Furthermore,  should  the  health  of 
one’s  spouse  be  conceivably  endangered  by  the 
altered  physiology  which  accompanies  preg- 
nancy, there  is  no  question  as  to  the  raison 
d’etre  of  reversible  contraceptive  methods. 

Permanent  contraceptive  methods,  or  sterili- 
zation, are  condoned  only  in  specific  circum- 
stances. The  Halachic  (Talmudic)  Responsa  in- 
volved is  beyond  the  scope  of  this  article;  how- 
ever, certain  generalizations  are  in  order:  (1) 
Male  sterilization,  (vasectomy)  is  largely  inter- 
dicted. (2)  A wife  may  use  measures  to  prevent 
conception  if  she  had  already  any  issue  of  her 
marriage;  for  health  reasons  she  may  use  con- 
traceptives even  if  she  be  nulliparous.  (3)  While 
the  use  of  oral  contraceptives  is  categorically 
permitted,  women  may  not  undergo  surgical 
sterilization,  except  as  a genuine  requisite  for 
the  maintenance  of  health.  These  concepts  are 
in  accordance  with  the  Mishna,  Gemora,  Tosef- 
ta,  Rambam,  and  Chatam  Sofer. 

Medical  sterilization  was  known  to  occur  after 
the  imbibition  of  a potion  which  the  Talmud 


referred  to  as  the  “root  drink.’’  Primarily  em- 
ployed as  a remedy  for  jaundice,  this  potion 
consisted  of  Alexandrian  gum  of  spina  aegyptia 
mixed  with  the  garden  crocus  and  liquid  alum. 
When  taken  with  beer,  the  recipient  often  be- 
came sterile. This  medicament  could  be  taken 
by  either  sex — irrespective  of  parity — if  one’s 
health  were  jeopardized  by  “jaundice”;  how- 
ever, as  a contraceptive,  only  the  female  was 
permitted  its  use.  This  was  because  procreation 
was  in  one  sense  considered  uniquely  a male 
obligation^  which,  until  fulfilled,  rendered  all 
forms  of  contraception  verboten. 
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MD's  race 

Legislative 

Challenges 


The  year  1969  brings  numerous 
legislative  challenges  to  the  physi- 
cians of  Texas.  With  both  the  91st 
Congress  and  the  61st  Texas  Legis- 
lature in  session  and  considering 
several  bills  of  concern  to  medicine, 
physicians  are  faced  with  much  de- 
cision making  and  objective  evalua- 
tion. Seeking  information  that  would 
aid  that  decision  making  and  eval- 
uation, 598  physicians  and  guests 
gathered  in  Austin,  Jan.  18,  to  at- 
tend the  Texas  Medical  Association 
Conference  on  Legislation. 

Five  featured  speakers  and  par- 
ticipants on  two  panel  sessions 
sought  to  draw  physicians’  attention 
to  their  particular  responsibilities 
and  privileges  in  relation  to  events 
taking  place  around  them.  Speakers 
also  provided  current  information  on 
Congressional  and  Legislative  activi- 


Dr.  G.  V.  Brindley,  Jr., 
Texas  Medical  Association 
President,  urges  medical 
statesmanship. 


ties  with  regard  to  subjects  of  medi- 
cal interest. 

The  five  principal  speakers  were 
Dr.  Walter  Judd,  Washington,  DC., 
vice  chairman,  American  Medical  As- 
sociation Judicial  Council:  the  Hon. 
Omar  Burleson  of  Anson,  Represent- 
ative, 17th  Congressional  District  of 
Texas;  the  Hon.  Ralph  Wayne,  Plain- 
view,  Representative,  79th  Legisla- 
tive District  of  Texas,  substituting 
for  Lt.  Gov.  Ben  Barnes  who  became 
ill;  Calvin  D.  Johnson,  Upper  Marl- 
boro, Md.,  director  of  customer  rela- 
tions, Remington  Rand  Division  of 
Sperry  Rand  Corporation;  and  Dr. 
G.  V.  Brindley,  Jr.,  Temple,  Presi- 
dent, Texas  Medical  Association. 

Dr.  Brindley:  TMA  President,  Dr.  G. 
V.  Brindley,  Jr.,  addressing  the  open- 
ing session,  called  for  "feasible, 
practical  solutions”  to  the  problems 
facing  medicine  "that  will  win  popu- 
lar and  legislative  approval.” 

"Medical  statesmanship  and  ded- 
ication will  be  required  of  each  of 
us,”  he  pointed  out. 

Dr.  Brindley  emphasized  that  phy- 
sicians "must  intelligently  and  con- 
scientiously analyze  our  health  care 
system;  retain  and  improve  the  best 


Bottom  Left.  Keynote  speaker  Dr.  Walter  H.  Judd, 
told  Conference  attendees  that  intelligent  leadership  M'ill 
help  save  an  important  patient — America. 

Top  right.  Medical  issues  before  the  9 1st  Congress 
were  di.scussed  by  a panel  group  at  the  Conference. 
Panelists  were,  left  to  right,  front  row.  Dr.  John 
Adams  (Ph.D.),  Washington,  D.C.,  and  Dr. 

Russell  L.  Deter,  El  Paso;  second  row,  C.  Darrell 
Coover,  and  Dr.  A.  Re.x  Kirkley,  both,  Washington, 
D.C.,  and  Dr.  Charles  Ma.x  Cole,  Dallas.  Dr.  Cole, 
TMA  President-elect,  served  as  session  moderator. 

Bottom  right.  Popular  speaker  Calvin  D.  Johnson 
urged  TMA  members  to  work  for  the  election  of 
candidates  who  would  work  for  medicine. 


Top.  Substituting  for  scheduled  Lt.  Gov.  Ben 
Barnes,  Texas  Rep.  Ralph  Wayne  of  Plainview 
stated  that  Texas  has  big  steps  to  take  in  keeping  pace 
with  the  medical  needs  of  its  citizenry. 

Center  Left.  Three  members  of  an  afternoon  panel 
of  discussants  were  Texas  Rep.  Jack  Ogg,  Houston; 
Philip  R.  Overton,  Austin;  and  Dr.  Weldon  H. 

Kolb,  LaMarque.  speaking.  Subject  of  panel  considera- 
tion was  Medical  Issues  Before  the  61st 
Texas  Legislature. 

Center  right.  Listening  to  Dr.  Kolb’s  speech  were 
panel  speakers  H.  Doyl  Taylor,  Chicago;  Dr.  Hugh 
Savage,  Fort  Worth;  and  Dr.  Vernie  Stembridge, 

Dallas. 

Bottom.  United  States  Congressional  Rep.  Omar 
Burleson  outlined  important  issues  facing  the 
91st  Congress  for  Conference  attendees. 
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of  our  present  methods;  adopt  prom- 
ising new  ideas;  and  work  construc- 
tively to  guide,  direct,  counsel  and 
produce  a system  of  medicine  which 
will  provide  superior  health  care  for 
all." 

Dr.  Judd:  Stressing  that  "we  must 
try  to  influence  our  patients’  envi- 
ronment for  the  better  for  his  bene- 
fit,” Dr.  Walter  H.  Judd  keynoted  the 
Conference’s  opening  session. 

Dr.  Judd,  who  served  in  the  US 
House  of  Representatives  for  20 
years,  said  every  citizen  should 
"join  a political  party.  Then  you  can 
help  select  and  elect  qualified  can- 
didates.” 

He  also  encouraged  physicians  to 
be  willing  to  become  candidates  for 
public  office.  "It  is  the  intelligent 
leadership  of  good  men  and  women 
like  you,”  he  continued,  "that  will 
help  save  an  important  patient — 
our  country.” 

Representative  Burleson:  US  Con- 
gressman, Rep.  Omar  Burleson  told 
TMA  members  he  predicts  a big  ef- 
fort will  be  made  in  Congress  to 
eliminate  the  waste  and  overlap  in 
more  than  1,000  federal  government 
public  assistance  programs. 

Representative  Burleson,  who 
made  headlines  last  year  by  resign- 
ing all  other  committee  assignments 
to  accept  a spot  on  the  powerful 
House  Ways  and  Means  Committee, 
estimates  that  these  programs  cost 
more  than  $20  billion  annually. 

Because  pressures  on  Congress 
for  increased  federal  spending  are 
so  great,  “we  need  men  who  are 
willing  to  face  up  to  the  serious  is- 
sues of  fiscal  responsibility,”  the 
Congressman  emphasized. 

Mr.  Johnson:  "In  elections,  battle 
for  the  people  who  are  battling  for 
you,”  Calvin  D.  Johnson  urged  TMA 
members  attending  the  Conference 
on  Legislation. 

Johnson,  contemporary  public 
speaker,  is  a former  Congressman 
from  Illinois  and  presently  a busi- 
ness executive. 

Representative  Wayne:  In  the  area  of 
health  services,  Texas  must  take  big 
steps  "simply  to  keep  pace  with  the 
needs  of  a vibrant  and  dynamic  citi- 
zenry,” Legislator  Ralph  Wayne  told 
the  Conference’s  closing  session. 

Wayne,  presenting  for  the  most 
part  the  speech  of  Lt.  Gov.  Ben 
Barnes  who  had  become  ill,  dis- 
cussed some  proposals  of  the  Leg- 
islative Budget  Board  including 
funds  for  a new  medical  school  at 
Houston  and  a dental  school  at  San 
Antonio. 

"In  addition,  the  Budget  Board  re- 
commendation would  furnish  enough 
money  to  our  state  medical  schools 


so  that  the  first-year  enrollment 
could  be  increased,”  he  said. 

Barnes  also  supports  allocation 
of  funds  to  Baylor  College  of  Medi- 
cine for  each  student  who  is  a bona 
fide  Texas  resident,  Wayne  stated. 

Departing  from  prepared  remarks, 
Wayne  encouraged  his  audience  to 
“talk  to  your  legislators.” 

"Our  biggest  problem  is  a lack  of 
communication,”  the  Plainview  leg- 
islator said.  "Help  us  to  better  un- 
derstand your  problems.” 

Morning  Panel:  Panelists  participat- 
ing in  the  session  on  Medical  Issues 
Before  the  91st  Congress  presented 
a factual,  yet  sobering,  picture  on 
legislation  which  medicine  can  ex- 
pect for  the  next  four  years. 

Dr.  A.  Rex  Kirkley,  acting  mana- 
ger of  AMA’s  Washington  Office,  re- 
minded the  audience  that  President 
Nixon  will  be  dealing  with  both 
Houses  of  Congress  controlled  by 
the  opposition  party. 

Although  Secretary  of  Health,  Ed- 
ucation, and  Welfare  Robert  Finch 
is  not  particularly  friendly  to  organ- 
ized medicine.  Dr.  Kirkley  feels  that 
predictions  are  difficult  because 
“subcabinet  appointments  in  HEW 
will  show  how  Mr.  Nixon  plans  to 
treat  medicine.” 

C.  Darrell  Coover,  also  a staff 
member  of  AMA’s  Washington  of- 
fice, said  that  health  care  legislation 
“may  be  introduced  at  a little  slower 
pace  than  in  the  90th  Congress.” 

Many  bills  not  passed  during  last 
year’s  session  probably  will  be  re- 
introduced, he  pointed  out. 

As  in  the  last  two  years,  the  Nel- 
son hearings  on  drugs  will  continue. 
Dr.  John  Adams  (Ph.D.),  a vice  pres- 
ident of  the  Pharmaceutical  Manu- 
facturers Association,  said. 

“Our  greatest  fear  right  now,”  he 
continued,  “is  that  drug  legislation 
will  be  introduced  in  state  legisla- 
tures as  a result  of  ‘fallout’  from  the 
national  level.” 

In  discussing  rising  health  care 
costs.  Dr.  Russell  L.  Deter,  chairman 
of  the  TMA  Special  Committee  on 
Health  Care  Costs,  pointed  out  that 
“medical  care  cost  cannot  be  con- 
trolled by  the  medical  profession 
alone  ...  or  by  any  one  group.” 
Dr.  Deter  said  that  cost  of  care  will 
continue  to  rise  as  long  as  new  life- 
saving techniques  are  developed. 
However,  groups  like  the  TMA’s  Spe- 
cial Committee  on  Health  Care  Costs 
are  attempting  to  pinpoint  ways  to 
“slow  down  spiraling  costs,”  he  said. 

Afternoon  Panel:  “Medical  education 
in  Texas  is  providing  only  half  of  the 
needed  physicians  for  the  state,”  Dr. 
Weldon  G.  Kolb,  chairman,  TMA 
Council  on  Medical  Education  and 
Hospitals,  pointed  out  during  a panel 


discussion  on  Medical  Issues  Before 
the  61st  Texas  Legislature. 

To  help  correct  this  situation,  the 
Coordinating  Board,  Texas  Colleges 
and  Universities,  has  recommended 
expansion  of  existing  medical 
schools,  creation  of  two  new  ones, 
and  state  aid  to  Baylor  College  of 
Medicine,  Dr.  Kolb  said. 

H.  Doyl  Taylor,  director,  AMA  De- 
partment of  Investigation,  reviewed 
a soon-to-be  released  report  spon- 
sored by  HEW  which  severely  criti- 
cizes the  practice  of  chiropractic. 

The  AMA’s  position  that  chiro- 
practic is  a “health  hazard”  is  en- 
tirely supported  in  this  independent 
study,  Taylor  said. 

Because  of  the  attention  focused 
on  Houston  as  a result  of  the  re- 
cent series  of  heart  transplant  oper- 
ations, a Legislative  Interim  Com- 
mittee on  Organ  Transplantation  was 
organized.  Rep.  Jack  Ogg  told  the 
audience. 

Representative  Ogg,  transplanta- 
tion committee  chairman,  said  that 
the  basis  for  legislation  to  be  intro- 
duced in  this  session  of  the  Legis- 
lature is  the  Uniform  Anatomical 
Gift  Act,  with  minor  alterations. 

Legislation  to  liberalize  existing 
abortion  laws  also  will  be  introduced 
in  the  legislature  this  term.  Dr.  Hugh 
W.  Savage  said. 

Dr.  Savage,  chairman  of  TMA’s 
Special  Committee  to  Study  the 
Abortion  Laws  of  Texas,  said  that 
the  bill  will  be  patterned  along  the 
lines  of  Colorado’s  recently  enacted 
law. 

In  the  concluding  talk.  Dr.  Vernie 
A.  Stembridge  stressed  the  import- 
ance of  having  a statewide  medical 
examiner  system. 

Dr.  Stembridge,  professor  of  path- 
ology at  Southwestern  Medical 
School,  explained  that  in  ruling  on 
deaths  of  an  unexplained  or  unat- 
tended nature,  medical  judgment  is 
necessary. 

Often,  he  said,  justices  of  the 
peace  or  coroners  who  are  not  medi- 
cal examiners  do  not  possess  this 
ability. 

Other  Events:  In  addition  to  the  pro- 
gram on  legislation,  several  other 
activities  took  place  during  the  Con- 
ference weekend.  New  and  transfer 
TMA  members  attended  an  Orienta- 
tion Program  Jan.  18.  Association 
committees,  councils,  and  boards 
conducted  business  meetings  which 
culminated  in  the  Jan.  19  meeting 
of  the  Executive  Board.  The  Wo- 
man’s Auxiliary  to  TMA  held  business 
meetings.  Great  American  Reserve 
Insurance  Co.  sponsored  an  evening 
hospitality  hour,  and  Austin’s  Green 
Pastures  restaurant  catered  a noon 
luncheon,  both  on  Jan.  18. 
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SECTIONS,  COMMIHEES,  ORGANIZATIONS  SCHEDULE 
SPECIAL  PROGRAMS  FOR  102ND  TMA  ANNUAL  SESSION 


Texas  Medical  Association  scien- 
tific sections,  committees,  and  Tex- 
as medically-related  organizations 
will  present  numerous  informative 
special  programs  for  members  in 
attendance  at  the  TMA  102nd  Annual 
Session  May  1-4  in  San  Antonio. 

Scientific  Section  Programs:  Twelve 
scientific  section  meetings  will  fea- 
ture approximately  125  speakers  on 
numerous  subjects.  Three  of  the  12 
programs  are  complete  and  contain 
scheduled  special  features: 

1.  Symposium  on  Nutrition  in  In- 
fancy and  Childhood,  Section  on  Pe- 
diatrics, Friday,  May  2.  The  sym- 
posium will  feature  three  related 
papers:  hypoglycemia  — diagnosis 
and  treatment.  Dr.  Stanley  E.  Craw- 
ford, San  Antonio;  present  status  of 
nutrition  in  premature  and  newborn. 
Dr.  Theodore  C.  Panos,  Little  Rock; 
and  present  status  of  formulas  in 
nutrition.  Dr.  James  Sweeney,  San 
Antonio.  Dr.  Sweeney  will  serve  as 
moderator. 

2.  Postgastrectomy  Syndromes, 
Section  on  Digestive  Diseases,  Fri- 
day, May  2.  The  program  will  con- 
sist of  six  related  papers;  patient 
selection  and  prediction.  Dr.  Kermit 
B.  Knudsen,  Temple;  postgastrecto- 
my anemias,  Maj.  John  J.  Costanzi, 
Lackland  Air  Force  Base;  postgas- 
trectomy diarrhea  with  or  without 
steatorrhea.  Dr.  W.  Crockett  Chears, 
Jr.,  Dallas;  postgastrectomy  recur- 
rent ulceration  of  hemorrhage.  Dr. 
Dolph  L.  Curb,  Houston;  postgas- 
trectomy osteomalacia.  Dr.  Richard 
L.  Eddy,  Temple;  and  postgastrec- 
tomy dumping  syndromes.  Dr.  Ev- 
erett D.  Kiefer,  Laconia,  N.H. 

3.  Symposium  on  Mental  Health, 
Section  on  Nervous  and  Mental  Dis- 
eases and  Texas  Department  of  Men- 
tal Health  and  Mental  Retardation, 
Saturday,  May  3.  Program  features 
include  panel  presentations  on  the 
future  of  residential  treatment  of 
children  and  on  drug  abuse  and 
such  papers  as  utilization  of  com- 
munity services  and  resources  in 
mental  health,  directions  for  new 
management  of  mental  illness,  meta- 
bolic disorders  and  their  relationship 
to  mental  retardation,  the  unit  sys- 
tem— a new  approach  in  state  hos- 
pital care,  and  mental  health  as  a 
public  health  problem.  Participants 


include  Dr.  John  E.  Meeks,  Dallas; 
Drs.  Beverly  J.  Sutton,  John  Kinross- 
Wright,  Gary  E.  Miller,  and  Horace 
Cromer,  all  of  Austin;  Drs.  Gordon 
L.  Farrell,  William  A.  Cantrell,  and 
Joseph  C.  Schoolar,  all  of  Houston; 
Dr.  George  A.  Constant,  Victoria;  Dr. 
Bernard  A.  Rappaport,  Wichita  Falls; 
Dr.  Jaime  Quintanilla,  Amarillo;  Dr. 
Alberto  C.  Serrano,  San  Antonio;  Dr. 
Jules  V.  Coleman,  New  Haven, 
Conn.;  Dr.  W.  L.  Treuting,  Pittsburgh; 
Dr.  Daniel  X.  Freedman,  Chicago; 
and  Dr.  Robert  B.  White,  Galveston. 

Other  scientific  sections  are  on 
general  practice,  internal  medicine, 
obstetrics  and  gynecology,  ophthal- 
mology, otolaryngology,  pathology, 
public  health,  radiology,  and  surgery. 

Committee  Programs;  Six  Associa- 
tion committees  will  sponsor  special 
programs  at  the  1969  Annual  Ses- 
sion. Three  of  these  programs  are 
complete: 

1.  Conference  on  Medical  Aspects 
of  Automotive  Safety,  TMA  Commit- 
tee on  Transportation  Safety  and 
American  Medical  Association  com- 
mittee on  the  medical  aspects  of 
automotive  safety,  Thursday,  May  1. 
Special  feature  of  the  conference  is 
a Symposium  on  Driver  Limitation 
with  six  speakers;  Dr.  Paul  W.  Gikas, 
Ann  Arbor,  Mich.,  classification  of 
visual  standards;  Dr.  William  K.  Kel- 
ler, Louisville,  Ky.,  personality,  atti- 
tude, and  motivation  in  crash  causa- 
tion; Dr.  Richard  C.  Dillihunt,  Port- 
land, Me.,  motorcycle  injuries;  Dr. 
Harold  A.  Fenner,  Jr.,  Hobbs,  N.M., 
better  crash  data  as  a preventive 
tool;  Dr.  Abraham  J.  Mirkin,  Cumber- 
land, Md.,  medical  disabilities  and 
driver  limitation;  and  Dr.  Paul  L. 
Weygandt,  Akron,  Ohio,  correctable 
driver  limitation  problems.  Dr.  Fen- 
ner will  preside  at  the  symposium. 

2.  Conference  on  School  Health, 
“Sex  Education  in  the  Public 
Schools,”  TMA  Committee  on  School 
Health,  Thursday,  May  1.  Six  speak- 
ers and  their  topics  will  include;  Ger- 
ald Sanctuary,  New  York  City,  Sex 
Information  and  Education  Council 
of  the  United  States,  what  is  sex 
education?;  Dr.  Georgia  Legett,  Aus- 
tin, the  physician's  role  in  develop- 
ing school  family  life  education  pro- 
grams; Miss  Betty  Wright,  Austin, 


Austin  High  School,  the  school’s  role 
in  developing  and  conducting  cur- 
riculum in  family  life  education; 
Robert  E.  Ledbetter,  Jr.,  Austin,  mar- 
riage and  family  counselor,  the  com- 
munity’s role  in  supporting  a sex 
education  program;  and  Julius  Truel- 
son.  Fort  Worth,  superintendent. 
Fort  Worth  Independent  School  Dis- 
trict, what  can  we  do?  In  addition, 
a panel  will  discuss  what  youth 
wants  to  know  about  sex  education. 

3.  Symposium  on  Cardiovascular 
Diseases,  Problems  of  Progress  in 
Cardiovascular  Diseases,  TMA  Com- 
mittee on  Cardiovascular  Diseases 
and  Texas  Heart  Association,  Thurs- 
day, May  1.  In  addition  to  several 
non-related  papers  on  cardiovascular 
disease,  the  program  will  feature  a 
session  on  Transplantation — Current 
Status.  Speakers  and  topics  are  Dr. 
Stephen  Ritzman,  Galveston,  immu- 
nology of  transplantation;  Dr.  Wil- 
liam T.  Butler,  Houston,  immuno- 
suppression— azothyoprine,  cortico- 
steroids, and  ALG  (axiolinguogingi- 
val);  Dr.  Harry  E.  Sarles,  Galveston, 
immunosuppression — lymph  deple- 
tion; Dr.  Temple  W.  Williams,  Jr., 
Houston,  infection  control;  Drs.  Den- 
ton A.  Cooley,  Grady  L.  Hallman,  Jr., 
and  Robert  D.  Bloodwell,  all  of  Hous- 
ton, heart  transplantation;  Dr.  Ar- 
thur C.  Beall,  Jr.,  George  P.  Noon, 
and  Donald  L.  Bricker,  all  of  Hous- 
ton, lung  transplantation;  Dr.  Paul 
C.  Peters,  Dallas,  kidney  transplan- 
tation; Dr.  Lawrence  Brettschneider, 
Denver,  liver  transplantation. 

Other  TMA  committees  sponsoring 
special  Annual  Session  programs  in- 
clude; (1)  Committee  on  Medicine 
and  Religion,  Thursday,  May  1,  "Ma- 
chine Medicine,”  a panel  program 
on  the  moral,  ethical,  and  physio- 
logical problems  of  maintaining  life 
by  use  of  machines,  and  the  relat- 
ed question  of  who  decides  when  to 
turn  off  the  machine;  and  (2)  Com- 
mittee on  Medical  History,  Thurs- 
day, May  1,  “What  Is  a Doctor?,”  a 
speech  by  Dr.  Roberto  Calderon, 
Managua,  Nicaragua. 

Related  Organization  Programs:  Five 
medically-related  organizations  will 
present  special  programs  at  the 
102nd  TMA  Annual  Session.  Two  of 
these  programs  are  complete: 

1.  Symposium  on  the  Hand,  Tex- 
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as  Industrial  Medical  Association, 
Texas  Physical  Medicine  and  Reha- 
bilitation Society,  and  Texas  Trau- 
matic Surgical  Society,  Thursday, 
May  1.  Speakers  and  topics  will  in- 
clude Dr.  Royce  C.  Lewis,  Jr.,  Lub- 
bock, management  of  crush  injuries 
of  the  hand;  Dr.  Alexander  D.  Rap- 
tou,  Dallas,  conservative  manage- 
ment of  the  rheumatoid  arthritic 
hand;  Dr.  Robert  J.  Duran,  Colum- 
bus, Ohio,  evaluation  of  the  injured 
hand  and  management  of  tendon  in- 
juries; Dr.  Hal  Weathersby  (Ph.D.), 
Dallas,  some  interesting  studies  on 
the  function  of  the  intrinsic  muscles 
of  the  hand;  Dr.  John  M.  Herring, 
San  Antonio,  splints,  braces,  and 
prosthetic  replacements  for  the 
hand;  and  Dr.  L.  Lee  Lankford,  Dal- 
las, injuries  due  to  high  pressure  in- 
jection of  foreign  material  into  the 
hand. 

2.  Conference  on  Rehabilitation 
of  the  Cardiovascular  Patient,  Texas 
Heart  Association  and  the  TMA  Com- 
mittees on  Cardiovascular  Diseases, 
Rehabilitation,  and  Workmen's  Com- 
pensation and  Industrial  Health, 
Wednesday,  April  30.  Four  panels 
will  discuss  the  subjects  of  rehabili- 
tation of  the  cardiovascular  patient, 
evaluation,  problems  of  placing  car- 
diac rehabilitees,  and  rewards  of 
placing  cardiac  rehabilitees.  Partici- 
pants will  include  Smith  Pettigrew, 
Dr.  Richard  D.  Burk,  Dr.  E.  Lowell 
Berry,  and  Edward  M.  Krusen,  Dal- 
las; Dr.  Hugh  H.  Hanson,  Dr.  David 
Cardus,  Dr.  David  J.  Turell,  Newton 
Gresham,  Dr.  F.  W.  Wilson,  Hous- 
ton; Dr.  Charles  A.  Berry,  Dickinson, 
Tex.;  Drs.  George  W.  Jones  and  Wil- 
liam J.  Block,  San  Antonio;  Dr.  Ed- 
ward F.  Thomas,  Amarillo;  and  Dr. 
E.  Peter  Garber,  Galveston. 

Other  organizations  sponsoring 
special  programs  are  The  Texas 
Academy  of  General  Practice,  United 
Cerebral  Palsy  of  Texas,  Inc.,  and 
the  Texas  Commission  on  Alcoholism 
in  cooperation  with  The  University 
of  Texas  Division  of  Extension. 

Headquarters:  Headquarters  for  the 
Annual  Session  scientific  meetings 
are  the  San  Antonio  Convention  Cen- 
ter and  the  Hilton  Palacio  del  Rio. 
Business  sessions  headquarters  will 
be  in  the  St.  Anthony  Hotel,  and  the 
Auxiliary  to  TMA  will  convene  in  the 
Menger  Hotel.  Other  hotels  with 
rooms  reserved  for  TMA  members 
are  La  Quinta  Motor  Inn,  La  Posada 
Motor  Hotel,  Gunter  Hotel,  Crockett 
Hotel  and  Motor  Inn,  El  Tropicano 
Motor  Hotel,  Holiday  Inn-Downtown, 
Wayfarer  Motel,  and  Sheraton-San 
Antonio  Motor  Inn.  For  information 
on  obtaining  reservations,  see  p.  97. 


Anson  Jones  Award 
Winners  Announced 

Winners  of  the  1969  Anson  Jones 
award  were  announced  on  Feb.  1. 
The  award  is  given  annually  by  Texas 
Medical  Association  for  excellence  in 
reporting  health  information  to  the 
public. 

Winners  were  announced  in  all 
seven  categories.  Awards  went  to 
three  Texas  newspapers,  one  maga- 
zine, one  radio  station,  and  two 
television  stations. 

Winners  and  their  categories  are: 

1.  Daily  newspapers  in  cities  of 
300,000  population  or  more.  Miss 
Marjorie  Clapp,  medical  writer,  San 
Antonio  Light: 

2.  Daily  newspapers  in  cities  with 
less  than  200,000  population,  Roy 
Bode,  reporter,  Odessa  American: 

3.  Weekly,  bi-weekly,  semi-weekly 
newspapers,  J.  W.  Cooke,  editor, 
Rockdale  Reporter: 

4.  Magazines,  company  publica- 
tions and  trade  journals,  Mrs.  Mary 
Callaway,  editor.  The  Soathlander, 
Southland  Life  Insurance  Company; 

5.  Radio  Stations,  Park  Watson, 
program  director,  KOCA  Radio.  Kil- 
gore; 

6.  Television  stations — best  con- 
tinuing effort,  Mrs.  Mary  Peterson, 
public  service  director,  KTRK-TV, 
Houston;  and 

7.  Television  stations — best  sin- 
gle effort,  Lee  Webb,  news  director, 
KFDA-TV,  Amarillo. 

Anson  Jones  award  winners  re- 
ceive a cash  prize,  a copper  plaque, 
and  a certificate.  Entries  are  judged 
on  the  basis  of  accuracy,  signifi- 
cance, quality,  public  interest,  and 
impact.  Final  winners  were  selected 
by  the  seven  physician-members  of 
the  TMA  Council  on  Public  Relations 
and  Public  Service.  Print  media 
entries  received  preliminary  judging 
by  Garth  Jones,  Austin  Bureau 
Chief,  The  Associated  Press;  Dr.  C. 
Richard  King  (Ph.D.),  associate  pro- 
fessor of  journalism.  The  University 
of  Texas  at  Austin;  and  Mrs.  Marilyn 
Baker,  managing  editor,  Texas  Medi- 
cine. Broadcast  media  entries  were 
screened  by  a special  committee  of 
the  Texas  Association  of  Broadcast- 
ers. 

Awards  will  be  presented  at  the 
Friday  General  Meeting  Luncheon, 
May  2,  at  the  TMA  102nd  Annual 
Session  in  San  Antonio. 

The  award,  established  in  1956 
and  named  for  the  third  President  of 
the  Texas  Republic  and  an  early  Tex- 
as physician,  is  given  (1)  to  recog- 
nize the  communication  of  accurate, 
well  prepared  medical  information  to 
the  public  in  order  to  maintain  high 


health  standards  in  the  state,  (2)  to 
encourage  more  publications  and 
radio  and  television  stations  to  de- 
velop regular  coverage  of  medical 
subjects,  and  (3)  to  give  physicians 
an  opportunity  to  show  appreciation 
to  those  who  are  helping  to  convey 
health  information  to  the  public. 

Entries  are  submitted  to  the  coun- 
ty medical  society  in  the  county  in 
which  the  publication  or  broadcast 
station  is  located.  The  county  so- 
ciety then  forwards  these  entries  to 
the  TMA  Headquarters  in  Austin. 


Trustees  Report  TMA 
Ends  1968  Year  in  Black 

The  Board  of  Trustees  for  Texas 
Medical  Association  reported  a small 
margin  of  revenues  over  expendi- 
tures during  1968. 

Dr.  Elliott  Mendenhall,  chairman 
of  the  Board  of  Trustees,  noted  in 
presenting  a report  to  the  Executive 
Board  on  Jan.  19,  that  the  $1,728 
difference  was  “an  extremely  thin 
margin,  particularly  considering  that 
the  Association’s  operating  budget 
is  approaching  $700,000.” 

“Nevertheless,”  he  added,  “the 
Trustees  are  pleasantly  surprised  by 
the  fact  our  1968  financial  report 
will  not  be  written  in  red  ink.  Last 
January,  the  Trustees  received  a 
rather  gloomy  forecast  of  an  antici- 
pated deficit  . . . however,  a great 
dedication  on  the  part  of  the  Trus- 
tees and  the  staff  . . . enabled  us  to 
turn  what  we  felt  was  certain  to  be 
a deficit  into  a slight  surplus  for  the 
year.” 

The  Trustees  reported  that  they 
are  certain  that  the  Association’s 
cost  of  doing  business  will  continue 
to  rise  just  as  it  has  in  private  of- 
fices. “This  escalation,”  Dr.  Menden- 
hall noted,  “is  due  essentially  to  the 
greater  utilization  of  TMA  services 
by  our  members,  the  broadening 
activities  of  the  Association  as  re- 
flected by  the  appointment  of  five 
more  new  Committees  in  1968,  and 
the  inflationary  spiral  which  last 
year  alone  resulted  in  an  increase 
of  almost  5%  in  the  cost  of  living.” 

It  is  anticipated  that  a dues  in- 
crease for  regular  members  will  per- 
mit a more  adequate  margin  of  rev- 
enue over  expenditures  in  1969. 
Membership  dues  have  increased 
from  $50  to  $55,  as  authorized  by 
the  TMA  House  of  Delegates  in 
1964,  and  as  voted  upon  by  the 
Board  of  Trustees  in  1968. 


Volume  65,  February,  1969 


93 


An  [nviable  Record  of . 


fir 


'DIVIDEND  PAYMENTS 


TEXAS  MEDICAL  ASSOCIATION 
GROUP  DISABILITY 
INSURANCE  PROGRAM 


1961 

$156,659.00 

1962 

154,311.00 

1963 

165,097.00 

1964 

194,355.00 

1965 

168,933.00 

1966 

1 32,376.00 

1967 

181,466.00 

1968 

197,209.00 

GRAND  TOTAL 
PillD  IN  CASH 
PR0RATA  TO 
INSURED 
MEMBERS 


TOTAL ...  $1 ,350^6.00 


An  Enviable  Record 


15%  bonus  paid  on  claims  under  the  3 year  sickness  plan 
3 year  sickness  plan  extended  to  5 year  sickness  plan 
20%  bonus  paid  on  claims  under  the  5 year  sickness  plan 
20%  bonus  paid  on  claims  under  the  5 year  sickness  plan 
Long-term  sickness  benefits  added  to  the  5 year  sickness  plan 
Coverage  for  private  flying  added  to  all  policies 
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UNDERWRITTEN  BY: 


LUMBERMENS  MUTUAL  CASUALTY  CO. 
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FAIR  SELECTION  OF  PROFESSIONAL  LIABILITY  INSURANCE 
AVAILABLE  TO  TEXAS  PHYSICIANS,  TMA  SURVEY  FINDS 


Although  professional  liability  in- 
surance is  becoming  more  difficult 
to  purchase,  Texas  physicians  still 
have  a fair  selection  of  firms  and 
policies  among  which  to  secure  cov- 
erage, according  to  a report  com- 
piled by  the  Texas  Medical  Associa- 
tion. 

The  report  presents  the  results 
of  a survey  conducted  late  in  1968 
by  the  Association  staff  under  the 
direction  of  the  TMA  Committee  on 
Professional  Insurance.  Question- 
naires and  covering  letters  were  sent 
to  28  insurance  companies  through- 
out the  United  States  asking  if  they 
offered  professional  liability  insur- 
ance. The  study  came  about  in  re- 
sponse to  numerous  inquiries  from 
physicians  asking  for  names  of  com- 
panies offering  this  type  of  insur- 
ance. 

Throughout  the  nation,  many  in- 
surance companies  have  come  to 
believe  that  professional  liability  in- 
surance involves  too  great  a risk  and 
is  unprofitable.  Seventeen  insurance 
companies,  however,  are  providing 
professional  liability  insurance  to 
Texas  physicians.  Nine  companies 
offer  coverage  without  unusual  re- 
strictions but  subject  to  individual 
underwriting  requirements,  and  eight 
companies  provide  insurance  with 
certain  limitations. 

No  restrictions:  The  nine  companies 
which  write  professional  liability  in- 
surance without  specific  restrictions 
or  limitations  are  American  Univer- 
sal Insurance  Co.,  Fidelity  General 
Insurance  Co.;  Glens  Falls  Insurance 
Co.;  Lloyd’s,  London;  St.  Paul  Fire 
and  Marine  Insurance  Co.;  The  Con- 
tinental Insurance  Co.;  The  Medical 
Protective  Co.;  The  Travelers  Insur- 
ance Co.;  and  Triton  Insurance  Co. 

More  than  7,000  TMA  members 
have  liability  insurance  policies  with 
Medical  Protective  Co.,  the  only  firm 
which  specializes  only  in  profession- 
al liability  insurance.  This  company 
underwrites  coverage  for  physicians 
in  all  specialties  and  renews  policies 
without  limitations  or  restrictions  in 
coverage  except  in  individual  cases 


as  dictated  by  underwriting  require- 
ments. 

Several  companies  stipulate  that 
physicians  eligible  for  coverage  must 
be  members  of  TMA.  One  agency, 
the  Carl  W.  Ohiin  Agency  of  Denver, 
which  writes  coverage  through  the 
Triton  Insurance  Co.,  claims  to  offer 
professional  liability  insurance  to 
the  physician  who,  because  of  ad- 
verse claim  history,  age,  or  medical 
specialty,  is  experiencing  difficulty 
in  obtaining  malpractice  coverage 
through  the  standard  markets. 

Coverage  Restrictions:  The  eight 
companies  offering  restricted  cov- 
erage are  Aetna  Life  & Casualty  Co., 
Employers  Insurance  of  Wausaw, 
General  Accident  Group  of  Insurance 
Companies,  Insurance  Company  of 
North  America;  Pacific  Indemnity 
Co.,  The  Hartford  Insurance  Group, 
United  States  Fire  Insurance  Co., 
and  The  Western  Casualty  and  Sure- 
ty Co. 

These  restrictions  can  be  roughly 
divided  into  two  groups:  (1)  restric- 
tions related  to  field  of  practice,  and 
(2)  restrictions  related  to  other  in- 
surance business  from  the  physi- 
cian. 

In  the  first  group  are  several  com- 
panies which  will  underwrite  profes- 
sional liability  coverage  but  limit 
participation  only  to  physicians  in 
specific  specialties.  The  Pacific  In- 
demnity Co.  underwrites  profession- 
al liability  insurance  on  a group 
basis  to  members  of  the  American 
College  of  Obstetricians  and  Gyne- 
cologists. Employers  Insurance  Com- 
pany of  Wausau  offers  a special 
group  policy  for  interns  and  resi- 
dents in  training.  When  their  train- 
ing is  complete,  they  are  eligible  to 
purchase  coverage  directly  with  the 
company.  The  United  States  Fire  In- 
surance Co.  will  not  provide  cover- 
age for  physicians  who  do  surgery. 
And  the  Western  Casualty  and  Sure- 
ty Co.  does  not  underwrite  neuro- 
surgeons, cardiac  surgeons,  plastic 
surgeons,  or  anesthesiologists. 

In  the  second  group  are  insur- 
ance companies  who  are  not  basi- 
cally interested  in  underwriting  pro- 


fessional liability  insurance  but  will 
do  so  for  present  customers  and  for 
physicians  who  will  purchase  other 
casualty  or  liability  coverage  from 
them.  Aetna  Life  & Casualty  Co. 
presently  underwrites  professional 
liability  insurance  for  almost  10  per- 
cent of  the  TMA  membership.  The 
company  states  that  it  plans  to  keep 
the  market  open  to  present  clients 
but  is  not  interested  in  increasing 
its  writings.  Aetna  does  not  require 
the  physician  to  purchase  unrelated 
lines  of  insurance  but  does  encour- 
age its  salesmen  to  be  account 
salesmen  "in  the  interest  of  sound 
insurance  programming." 

The  Western  Casualty  and  Surety 
Co.  requires  collateral  lines  of  in- 
surance with  professional  liability 
coverage;  United  States  Fire  Insur- 
ance Co.  requires  "other  business"; 
and  the  General  Accident  Group  of 
Insurance  Companies  offers  policies 
"on  a very  selective  basis  as  an  ac- 
commodation to  our  agents.”  The  In- 
surance Company  of  North  America 
provides  this  coverage  only  as  part 
of  a practitioner’s  total  personal  ac- 
count, and  The  Hartford  Insurance 
Group  reserves  this  coverage  for 
physicians  and  surgeons  who  are 
regular  clients. 

Survey  Results:  Results  of  the  sur- 
vey show  that  Association  members 
still  have  a fair  selection  of  firms 
for  professional  liability  insurance. 
Some  areas  of  the  country  are  con- 
sidered "high  risk"  areas  and  have 
fewer  companies  from  which  to 
choose.  For  example,  California  re- 
portedly has  only  two  companies 
still  writing  this  type  of  coverage. 

The  insurance  industry  reports  in- 
creased claim  activity,  higher  aver- 
age claim  costs,  and  an  increase  of 
underwriting  losses. 

Copies  of  responses  from  individ- 
ual insurance  companies,  names  and 
addresses  of  agents,  and  insurance 
agencies  representing  the  companies 
offering  professional  liability  poli- 
cies are  available  upon  request  from 
Texas  Medical  Association,  1801  N. 
Lamar  Blvd.,  Austin  78701. 
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COMMIHEE  SUGGESTS  COST  CONTROL  MEASURES 


Means  by  which  physicians  can 
assist  in  reducing  costs  of  health 
care  were  suggested  by  the  Texas 
Medical  Association’s  Committee  on 
Health  Care  Costs,  and  approved  by 
the  Executive  Board  in  January. 

In  resolution  form,  the  Commit- 
tee pointed  out  that  “the  increase  in 
prices  of  major  components  of 
health  care  are  complex  and  largely 
beyond  the  control  of  the  physi- 
cian,” and  that  "a  goal  of  medicine 
has  always  been  to  provide  quality 
health  care  at  a reasonable  cost  to 
patients.”  The  resolution  suggested 
the  following  ways  in  which  physi- 
cians could  help  to  reduce  health 
care  costs: 

a.  The  physician  and  his  patient 
should  seek  to  reduce  the  number 
of  days  of  hospitalization  to  the  ab- 
solute minimum  compatible  with 
good  quality  care. 

b.  Whenever  possible,  the  physi- 
cian should  utilize  extended-care  fa- 
cilities, nursing  homes,  and  home- 
care  services. 

c.  The  physician  should  stimulate 
pre-payment  mechanisms  on  a vol- 
untary basis  and  encourage  all  in- 
surance carriers  to  provide  compre- 
hensive coverage  for  out-of-hospital 
services,  including  those  both  before 
and  after  hospitalization. 

d.  The  physician  should  support 
the  principle  of  income  tax  credits 
without  graduation  for  health  insur- 
ance. 

e.  The  physician  should  take  the 
rising  prices  of  multiple  diagnostic 
testing  procedures  into  account  when 
measuring  their  proper  place  on  a 
price-benefit  scale. 

f.  The  physician  should  keep  his 
charges  on  a basis  of  usual,  cutom- 
ary,  and  reasonable  fees,  with  ef- 
fective self-discipline  and  peer  re- 
view to  consider  the  size  of  the  fee 
charged  and  the  appropriateness  of 
the  service  rendered. 

h.  The  physician  should  partici- 
pate in  local  and  regional  voluntary 
health  planning  to  ensure  that  the 
best  medical  care  will  be  provided 
at  a reasonable  cost. 

i.  The  physician  should  continue 
to  search  for  ways  to  increase  his 
own  productivity  and  efficiency  so 
that  professional  services  can  be 
produced  most  economically. 

].  A statewide  program  on  patient 
education  should  be  established  to 
help  patients  know  how  they  can 
help  to  control  health  care  cost. 

In  addition,  the  resolution  called 
for  TMA  to  publish  an  informational 
bulletin  on  health  care  costs,  but 


the  request  was  referred  to  the 
Board  of  Trustees  for  study.  The 
resolution  also  requested  that  the 
Texas  Medical  Association  ask  the 
Governor  of  Texas  to  call  a state- 
wide conference  on  health  care  costs 
to  be  attended  by  physicians,  repre- 
sentatives of  hospitals,  nursing  and 
insurance  industries,  and  represent- 
atives of  health  care  consumers. 


SANA  Representatives 
Invited  to  TMA  Meetings 

The  Executive  Board  of  the  Texas 
Medical  Association,  meeting  in  Aus- 
tin on  Jan.  19,  voted  to  invite  rep- 
resentatives of  the  Student  Ameri- 
can Medical  Association  chapters  at 
Texas  medical  schools  to  attend 
various  TMA  meetings  throughout 
the  year. 

Specifically,  the  Board  approved 
a recommendation  of  the  Council  on 
Medical  Education  and  Hospitals 
that  each  SAM  A chapter  be  request- 
ed to  appoint  four  representative 
members,  subject  to  the  approval  of 
the  deans  of  the  medical  schools,  to 
attend  meetings  of  three  TMA  Coun- 
cils, including  the  Council  on  Public 
Relations  and  Public  Service,  the 
Council  on  Medical  Education  and 
Hospitals,  and  the  Council  on  Medi- 
cal Service  and  Insurance. 

SAMA  representatives  would  be 
welcomed  to  all  three  major  meet- 
ings of  the  councils  throughout  the 
year,  but  a specific  recommendation 
also  was  sent  to  the  Board  of  Trus- 
tees to  seek  travel  funds  for  stu- 
dents to  attend  the  January  meet- 
ing of  the  councils. 

The  Executive  Board  further  called 
upon  practicing  physicians  to  estab- 
lish more  personal  liaison  with  medi- 
cal students  at  all  levels. 


Board  Defines  Usual, 
Customary,  Reasonable 

Definitions  of  the  terms  “usual, 
customary,  and  reasonable  fees” 
were  recommended  by  the  Board  of 
Councilors  and  approved  by  the  Tex- 
as Medical  Association’s  Executive 
Board,  meeting  in  Austin  in  January. 

The  definitions  had  previously 
been  adopted  by  the  American  Med- 
ical Association  and  were  recom- 
mended so  that  there  would  be  no 
misinterpretation  of  the  meaning  of 


these  terms  in  regard  to  charges  of 
ethical  or  unethical  conduct. 

The  definitions  are  as  follows: 

Usual. — The  “usual”  fee  which  is 
charged  for  a given  service  by  an 
individual  physician  in  his  personal 
practice  (that  is,  his  own  usual  fee.) 

Customary. — The  range  of  usual 
fees  charged  by  physicians  of  simi- 
lar training  and  experience  for  the 
same  service  within  a given  specific 
limited  geographic  or  socioeconomic 
area. 

Reasonable. — ^A  fee  which  meets 
the  previous  two  criteria,  or,  in  the 
opinion  of  the  responsible  local  med- 
ical association’s  review  committee, 
is  justifiable  in  the  specific  circum- 
stances of  the  particular  case  in 
question. 


Trustees  Expand  Scope 
Of  S.  E.  Thompson  Fund 

The  Board  of  Trustees  for  Texas 
Medical  Association  has  reported 
that  58  loans  amounting  to  $27,800 
were  granted  to  Texas  medical  stu- 
dents during  1968. 

Since  the  Dr.  S.  E.  Thompson 
Fund  was  inaugurated,  the  Trustees 
have  awarded  810  loans  amounting 
to  $371,332  to  medical  students. 
The  fund  is  now  entering  its  tenth 
year.  During  meetings  on  Jan.  17-19, 
the  Trustees  voted  to  make  medical 
students,  interns,  and  residents  eli- 
gible for  loans  during  1969.  Al- 
though each  of  these  groups  had 
been  eligible  at  some  time  in  the 
past,  great  demand  had  made  it 
necessary  to  limit  eligibility  to  sec- 
ond, third,  and  fourth-year  medical 
students.  A greater  amount  of  mon- 
ey now  in  the  fund  makes  it  possi- 
ble for  loans  to  be  granted  to  first 
year  students  as  well  as  interns  and 
residents. 


"The  great  advances  come 
from  challenging  the  accepted  concepts." 


96 


TEXAS  MEDICINE 


TEXAS  MEDICAL  ASSOCIATION  102nd  ANNUAL  SESSION 
MAY  1-4, 1969 


FEATURING 


32  GUEST  SPEAKERS 


plus  150  special  and  TMA-member  speakers 


12  SECTION  MEETINGS 


Digestive  Diseases,  General  Practice,  Internal 
Medicine,  Nervous  and  Mental  Diseases, 
Obstetrics  and  Gynecology,  Ophthalmology, 
Otolaryngology.  Pathology,  Pediatrics,  Public 
Healthy  Radiology,  and  Surgery 


2 GENERAL  MEETINGS 

190  SCIENTIFIC  AND 
TECHNICAL  EXHIBITS  I 

PHYSICIANS’  AND  WIVES’ 

ART  EXHIBITION 

FILM  PROGRAM 

20  CURBSTONE  CONSULTATIONS 


Informal  round-table  discussions  on  medical 
r: 

topics — Now  expanded  to  two  late  afternoon 
periods! 


7 CONTINENTAL  BREAKFAST 
ROUNDTABLES 


Enjoy  coffee  and  rolls  with  the  guest  speakers! 

A new  program  feature  this  year,  these  informal 
presentations  will  include  a 20  minute  lecture 
by  the  guest  speaker,  plus  50  minutes  of 
questions  and  answers  and  informal  discussion 
with  the  speaker.  .s 


28  RELATED  & SPECIAL 
SOCIETY  PROGRAMS 

10  SPECIAL  PROGRAMS 


^^^^Rehabilitation  of  the  Cardiovascular 
Patient  Conference 

Texas  Academy  of  General  Practice  Seminar 

Symposium  on  Alcoholism 

Symposium  on  Cardiovascular  Diseases: 
Problems  of  Cardiovascular  Progress 

Medical  History  Dinner  and  Program: 

■ What  is  a Doctor.’ 

Symposium  on  Moral  and  Medical  Aspects 
of  Transplants 

i Conference  on  Medical  Aspects  of 
Automotive  Safety 

Conference  on  School  Health: 

Sex  Education  in  the  Public  Schools 

United  Cerebral  Palsy  of  Texas  Symposium 
Symposium  on  Mental  Health 

a a-  ■ BM 


. ENTERTAIN  MENT_i  SPORTS 


Golf  and  Tennis  Tournaments,  Skeet  and 
Trap  Shooting,  Fraternity  and  Alumni  Parties, 
Class  Reunions 


MAKE  YOUR 

RESERVATIONS 

NOW! 

Select  your  first,  second 
and  third  choice  of 
hotels  and  motels  from 
the  list  below,  complete 
the  housing  request 
form,  and  mail  it  to  the 
TMA  Housing  Bureau. 
Preferences  will  be 
honored  as  far  as  pos- 
sible, and  confirmation 
of  reservations  will  be 
send  directly  to  you 
from  the  hotel  or  motel. 


SAN  ANTONIO  HOTELS  and  MOTELS 


1 —  Hilton  Palacio  del  Rio 
Sc/enti*f/c  Sessions 
Headquarters 

2 —  St.  Anthony  Hotel 
Business  Sessions 
Headquarters 

3 —  Menger  Hotel 

Auxiliary  Headquarters 

4 —  La  Quinta  Motor  Inn 

5 —  La  Posada  Motor  Hotel 


6 —  Gunter  Hotel 

7 —  Crockett  Hotel  and 
Motor  Inn 

8 —  El  Tropicano  Motor  Hotel 

9 —  Holiday  Inn — Downtown 

10 —  Wayfarer  Motel 

11 —  Sheraton-San  Antonio 
Motor  Inn 


TEXAS  MEDICAL  ASSOCIATION 
102nd  ANNUAL  SESSION 
MAY  1-4,  1969 


SEE  DETAILS  INSIDE 


PLAN  NOW  TO  AHEND 
THE  SOUTHWEST’S 
LARGEST  and 
FINEST 
ANNUAL 

MEDICAL  MEETING 


TEXAS  MEDICAL  ASSOCIATION 
MAY  1-4,  1969 


32  GUEST  SPEAKERS 


- > 


HARRY  E.  BACON,  M.D. 

Philadelphia,  proctology 

F.  LEE  BAILEY,  LL.B. 

Boston,  attorney  at  law 

JOHN  H.  BLAND,  M.D. 

Burlington,  Vt.,  internal  medicine 

ROBERTO  CALDERON,  M.D. 

Managua,  Nicaragua,  radiology 

REUBEN  M.  CHERNIACK,  M.D. 

Winnipeg,  Manitoba,  Canada,  Internal  medicine 

JULES  V.  COLEMAN,  M.D. 

New  Haven,  Conn.,  psychiatry 

DENTON  A.  COOLEY,  M.D. 

Houston,  thoracic  surgery 

ROBERT  J.  DURAN,  M.D. 

Columbus,  Ohio,  plastic  and  reconstructive  surgery 

DANIEL  X.  FREEDMAN,  M.D. 

Chicago,  psychiatry 

PAULW.  GIKAS,  M.D. 

Ann  Arbor,  pathology  and  trallic  safety 


JOHN  BERNARD  HENRY,  M.D. 

Syracuse,  pathology 

ARTHUR  JAMPOLSKY,  M.D. 

San  Francisco,  ophthalmology 

B.  J.  KENNEDY,  M.D. 

Minneapolis,  medical  oncology 

EVEREn  D.  KIEFER,  M.D. 

Boston,  gastroenterology 

KERMIT  E.  KRANTZ,  M.D. 

Kansas  City,  obstetrics  and  gynecology 

DAVID  M.  LIHLE,  M.D. 

Hartford,  Conn.,  anesthesiology 

IAN  MACNAB,  M.D. 

Toronto,  Ontario,  Canada,  orthopaedic  surgery 

JACK  H.  MENDELSON,  M.D. 

Chevy  Chase,  Md.,  psychiatry 

COL  ROBERT  MOSER,  M.C.,  USA 

Washington,  O.C..  internal  medicine 

THEODORE  C.  PANOS,  M.D. 

Little  Rock,  pediatrics 


SPECIAL  LUNCHEON  SPEAKERS 


MICHEL  PORTMANN,  M.D. 

Bordeaux.  France,  otolaryngology 

REES  B.  REES,  M.D. 

San  Francisco,  dermatology 

GERALD  SANCTUARY 

New  York.  Sex  Information  and  f.rt- 
Council  of  the  United  States 

HAROLD  G.  SCHEIE,  M.D. 

Philadeiphie.  ophthalmology 

J.  EDWIN  SEEGMILLER,  M.D. 

Bethesda,  Md.,  rheumatology 
and  hereditary  diseases 

DAVID  J.  SENCER,  M.D. 

Atlanta,  public  health 

PETER  V.  SIEGEL,  M.D. 

Washington,  D.C.,  aviation  medicin 

MAX  L SOM,  M.D. 

New  York,  laryngology  and 
head  and  neck  surgery 

L PAUL  WOODWARD.  M.D. 

San  Diego,  orthopedic  surgery 


CHARLES  B.  SHUMAN 

Chicago 

President,  American  Farm  Bureau  Federation 


HON.  JOHN  G.  TOWER  ■ 

Washington,  D.C. 

United  Stales  Senator  from  Texas 


anorectal 

disorders” 


This  Rectopath  Model 

may  help  you  explain 
certain  anorectal  disorders 
to  some  of  your  patients. 

It  is  yours  on  request. 


See  next  page  for  details. 


“anorectal 

disorder” 


includes  a range  of  problems 
For  symptomatic  relief 
in  some  of  these  disorders 
consider  a member  of 
the  Anusol  Family... 


One  suppository  morning 
and  evening  and  after 
each  bowel  movement. 


ANUSOC 

soothing,  palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 

Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  ( 1 .7.5%),  benzyl  benzoate 
(1.2%),  Peruvian  balsam  (1.8%),  zinc  oxide  (1 1.0%),  and  boric 
acid  (5.0%),  plus  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUSOL-HC* 

prompt  reduction  of  inflammation  plus  the 
soothing  effects  of  regular  Anusol. 

Each  ANUSOL-EIC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula,  10  mg.  hydrocortisone  acetate. 

Precautions:  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 

ANUGESIC 

when  severe  pain  recjuires  prompt  relief, 
pramoxine  HCl  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains:  61  mg.  bismuth  sub- 
gallate. 47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate,  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients:  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil,  and  certified  coloring  in  a cacao  butter  base. 

Precautions:  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 

Also  available:  anusol®  ointment  and  anugesic®  ointment 


Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J. 


The  Rectopath  Model 
is  available  from  your 
Warner-Chilcott  repre- 
sentative or  upon  request 
from  Warner-Chilcott 
Labs.,  Morris  Plains, 
New  Jersey  07950. 
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GENERAL  NEWS 


BAYLOR  REORGANIZES,  CHANGES  NAME 


The  Baylor  University  Board  of 
Trustees  in  January  unanimously 
ratified  a charter  establishing  a nevw, 
non-profit  corporation  to  operate 
Baylor  College  of  Medicine,  elected 
32  prominent  Texans  to  its  first  gov- 
erning body,  and  deleted  the  word 
University  from  the  present  name  of 
the  school. 

Under  the  provisions  of  the  char- 
ter, the  corporation  is  empowered 
“to  establish,  own,  maintain  and 
conduct  a college  for  the  advance- 
ment of  learning,  education,  and  in- 
struction in  medicine  and  scientific 
fields,  to  conduct  research  in  medi- 
cal and  scientific  fields,  and  for  the 
advancement  of  education,  research, 
and  service  in  human  health.” 

The  newly  appointed  Trustees  are: 

W.  Leland  Anderson,  president, 
Texas  Medical  Center;  Daniel  C.  Ar- 
nold, attorney;  Isaac  Arnold,  Sr., 
businessman;  Hugh  Buck,  attorney; 
Marvin  K.  Collie,  attorney;  Dr.  Rus- 
sell H.  Dilday,  Jr.,  pastor,  Tallowood 
Baptist  Church;  W.  S.  Parish,  III, 
businessman.  All  the  preceding  are 
from  Houston. 

Others  are  Mrs.  W.  W.  Fondren, 
Fondren  Foundation;  Herbert  J. 
Frensley,  president.  Brown  & Root; 
S.  Marcus  Greer,  president.  First 
City  National  Bank;  Milton  T.  Greg- 
ory, Quintana  Oil  Co.;  Earl  C.  Hank- 
amer,  independent  oilman;  Leon  Ja- 
worski,  attorney;  Hugh  J.  Liedtke, 
president,  Pennzoil;  S.  Maurice  Mc- 
Ashan,  Jr.,  chairman  of  the  board, 
Anderson,  Clayton  & Co.  All  are 
from  Houston. 

Also,  Dr.  Abner  V.  McCall,  presi- 
dent, Baylor  University,  Waco;  L.  F. 
McCollum,  chairman  of  the  board. 
Continental  Oil  Co.,  Houston;  A.  G. 
McNeese,  president,  Bank  of  the 
Southwest,  Houston;  Dr.  B.  J.  Mar- 
tin, pastor.  South  Main  Baptist 
Church,  Pasadena;  Leopold  Meyer, 
chairman  of  the  board,  Texas  Chil- 
dren’s Hospital,  Houston;  Carloss 
Morris,  Houston  attorney;  Frank  H. 
Newman,  Jr.,  Houston  engineer;  J. 
Newton  Rayzor,  Houston  business- 
man; Willard  L.  Russell,  Houston  at- 
torney; and  Eddy  C.  Scurlock,  Austin 
independent  oilman. 

Additional  trustees  are,  all  of 
Houston,  A.  Frank  Smith,  attorney; 
R.  E.  (Bob)  Smith,  businessman; 
Henry  J.  N.  Taub,  businessman;  Gail 
Whitcomb,  attorney;  John  Whitmore, 
president,  Texas  National  Bank  of 
Commerce;  Mrs.  H.  C.  Wiess,  busi- 
nesswoman; and  Barry  York,  chair- 
man of  the  board,  St.  Luke’s  Epis- 
copal Hospital. 


The  new  charter  permits  unlimited 
expansion  of  the  Board’s  size  while 
opening  membership  to  non-Texans. 
Each  trustee  will  have  one  vote  on 
matters  needing  Board  approval. 

One  fourth  of  the  members  will 
always  be  elected  by  the  Baylor  Uni- 
versity Board  and  will  serve  three- 
year  terms.  The  other  three  fourths 
will  serve  initially  for  three  years 
and  thereafter  will  constitute  a self- 
perpetuating  body  with  the  authority 
to  elect  its  successors  for  whatever 
terms  it  deems  best. 

All  assets  now  owned  by  Baylor 
University  and  used  by  the  College 
of  Medicine  will  become  assets  of 
the  new  corporation.  In  addition,  the 
charter  specifies  that  any  dissolu- 
tion, merger,  or  consolidation  of  the 
corporation  must  be  approved  by  a 
majority  of  its  trustees  and  by  a 
majority  of  the  Baylor  University 
trustees. 

The  charter  also  requires  that 
two-thirds  of  the  corporation  board 
and  of  the  Baylor  University  board 
approve  amendments  to  the  charter. 

The  Baptist  General  Convention  of 
Texas,  which  owned  the  College  of 
Medicine,  gave  its  approval  for  the 
new  incorporation  last  November 
after  medical  school  officials  re- 
quested the  separation. 

The  College  of  Medicine,  the  only 
private  medical  school  in  Texas,  has 
been  asked  by  the  Coordinating 
Board,  Texas  College  and  University 
System,  to  consider  doubling  the 
size  of  its  student  body  to  provide 
the  citizens  of  Texas  with  more  phy- 
sicians. 

Texas  currently  ranks  32nd  in  the 
nation  in  number  of  entering  medi- 
cal students  per  100,000  population. 
An  increase  at  Baylor  and  at  the 
three  state  medical  schools  could 
put  the  state  sixth  in  the  nation, 
near  its  population  rank. 

The  Coordinating  Board  is  sug- 
gesting that  the  Legislature  provide 
Baylor  with  funds  to  cover  the  costs 
of  the  increased  enrollment  and  to 
help  with  the  construction  of  addi- 
tional necessary  facilities  to  accom- 
modate the  increase. 

Baptists  are  opposed  to  the  ac- 
ceptance of  tax  money  to  help  pay 
costs  at  their  educational  institu- 
tions. 

The  board  also  approved  the  sale 
of  two  Baylor  owned  properties,  and 
approved  a recommendation  that 
the  Waco  architectural  firm  of  Bush 
and  Dudley  be  employed  to  draw 
plans  for  a new  communications 
building. 


Flanders,  chairman  of  the  board’s 
committee  for  new  classroom  build- 
ings recently  resigned  his  position 
as  pastor  of  First  Baptist  Church  of 
Waco  to  take  a faculty  position  in 
Baylor’s  Department  of  Religion.  As 
a faculty  member  he  is  ineligible  to 
serve  as  a trustee. 

Trustee  chairman.  Judge  Frank  M. 
Wilson,  appointed  trustee  Earl  Har- 
rison as  chairman  of  the  new  class- 
room buildings  committee.  The  ap- 
pointment became  effective  Feb.  1. 


Legal  Pharmaceuticals 
Require  Proper  Labeling 

A properly  labeled  container  is  the 
only  means  by  which  law  enforce- 
ment officers  may  determine  if  a 
person  is  in  legal  possession  of  a 
legend  item  pharmaceutical  or  leg- 
end item  pharmaceutical  sample, 
according  to  Joseph  H.  Arnette,  Aus- 
tin, secretary,  Texas  State  Board  of 
Pharmacy. 

Section  3 of  the  Texas  Dangerous 
Drug  Law  declares  that  delivery  of 
any  dangerous  drug  is  unlawful  un- 
less the  drug’s  container  is  properly 
labeled. 

In  the  case  of  an  original  pre- 
scription, proper  labeling  consists  of 
(1)  name  and  address  of  the  owner 
of  the  establishment  from  which  the 
drug  was  dispensed;  (2)  date  on 
which  the  prescription  for  the  drug 
was  filled;  (3)  number  of  the  pre- 
scription as  filed  in  the  prescription 
files  of  the  pharmacist  who  filled  the 
prescription;  (4)  name  of  the  prac- 
titioner who  prescribed  the  drug;  (5) 
name  and  address  of  the  patient; 

(6)  directions  for  use  of  the  drug  as 
contained  in  the  prescription;  and 

(7)  if  the  drug  is  prescribed  for  an 
animal,  a statement  showing  the 
species  of  the  animal. 

A dangerous  drug  delivered  by  a 
practitioner  in  the  course  of  his 
practice  is  properly  labeled  when  the 
label  includes  the  following:  (1)  di- 
rections for  use  of  the  drug;  (2) 
name  and  address  of  practitioner; 
(3)  name  and  address  of  patient; 
and  (4)  in  the  case  of  an  animal,  a 
statement  showing  species  of  the 
animal. 


1968  Index  Available 

The  index  to  the  1968  volume 
(Vol.  64)  of  Texas  Medicine  is  now 
available  upon  request  from  Texas 
Medicine,  1801  N.  Lamar  Blvd., 
Austin  78701. 
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DIA-quel 


DIA  -QUEL  actually  tastes  good 

DIA-quel  contains  the  only  therapeutically  active  ingredient  of  paregoric- 
tincture  of  opium.  This  has  been  combined  with  homatropine  methylbromide  and 
pectin  to  make  a sensible  antidiarrheal  formula. 

By  leaving  out  paregoric’s  outdated  preservative— bitter-tasting  camphor— we’ve 
produced  an  antidiarrheal  that  is  good-tasting,  as  well  as  effective  and 
prompt-acting  in  acute,  nonspecific  diarrheas  and  their  accompanying  “cramps.” 
It  is  DIA-quel,  a clear,  red  liquid  with  a pleasant  cherry  flavor. 


Each  teaspoonful  (5  ml.)  of  DIA-quel  Liquid  contains: 

Tincture  of  Opium . . . 0.03  ml.— Equivalent  to  0.75  ml.  of  paregoric. 

(Warning:  May  be  habit  forming) 

To  reduce  hypermotility  and  frequency. 

Homatropine  Methylbromide...  0.15  mg. 

A safe  dose  for  mild  spasmolysis  to  curb  cramping  and  griping. 

Pectin...  24. mg. 

Demulcent,  adsorbent.  Helps  form  stools. 

Alcohol  10%  by  volume. 


In  case  you’re  curious,  back  in  the  1700’s  paregoric  was 
being  used  for  diarrhea,  but  since  the  state  of  the  pharma- 
ceutical art  was  extremely  primitive,  fungus  growth  in 
the  medication  was  a problem.  Bitter-tasting  camphor 
was  added  to  prevent  such  growth  and  anise  oil  was 
added  in  an  attempt  to  cover  up  the  camphor  taste. 
DIA-quel  Liquid  is  a modern  formulation  that  does  not 
contain  either  of  these  outdated  ingredients. 

Caution:  With  use  of  DIA-quel  Liquid  observe  the  usual 
precautions  associated  with  opium  derivatives  and  anti- 
cholinergics. 

Dosage:  Usual  adult  dosage:  1 or  2 tablespoonfuls  (15 
or  30  ml.)  t.i.d.  or  q.i.d.  Usual  children’s  dosage  (Clark’s 
rule):  Vz  to  2 teaspoonfuls  (2.5  to  10  ml.)  t.i.d.  or  q.i.d. 

How  Supplied:  In  4 fl.  oz.  (1 18  ml.)  band-sealed  bottles. 


DIA-quel  is  a Federally  exempt  narcotic  (Class  X)  prep- 
aration. Where  state  law  permits,  no  prescription  is 
necessary. 

For  a complimentary  sample  of  DIA-quel,  simply  mail 
your  request  to  us  on  a signed  prescription  blank. 


DIA  -QUEL 


LIQUID 


I INTERNATIONAL  PHARMACEUTICAL  CORE 

Warrington,  Pennsylvania  18976 
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Medical,  Basic  Science 
Examinations  Upcoming 

The  Texas  State  Board  of  Exam- 
iners in  the  Basic  Sciences  will  hold 
its  next  examination  Friday  and  Sat- 
urday, April  11-12  in  Dallas,  Hous- 
ton, Galveston,  and  San  Antonio. 

Applications  for  the  examination 
must  be  complete  and  in  the  Board 
office  by  March  14.  An  application 
is  not  considered  complete  until  all 
necessary  information  and  docu- 
ments required  of  examinees  is  com- 
pleted and  in  the  applicant’s  file. 

Certificate  acquired  by  examina- 
tion is  the  only  one  which  is  valid 
for  reciprocity  with  other  state  basic 
science  boards.  The  Texas  Basic  Sci- 
ence Board  has  reciprocity  with  Ala- 
bama, Alaska,  Arizona,  Arkansas, 
Colorado,  Iowa,  Kansas,  Michigan, 
Minnesota,  Nebraska,  Nevada,  New 
Mexico,  Oklahoma,  Oregon,  South 
Dakota,  Tennessee,  Washington, 
Rhode  Island,  and  Wisconsin. 

Applications  and  inquiries  should 
be  addressed  to  Mrs.  Betty  Ander- 
son, Executive  Secretary,  Texas 
State  Board  of  Examiners  in  the 
Basic  Sciences,  1012  State  Office 
Bldg.,  Austin  78701. 

The  Texas  State  Board  of  Medi- 
cal Examiners  will  hold  examinations 
and  consider  reciprocity  applications 
June  23-25  at  the  Hotel  Texas  in 
Fort  Worth. 

Complete  examination  applica- 
tions for  graduates  of  United  States 
medical  schools  must  be  filed  by 
May  23;  and  graduates  of  foreign 
medical  schools  must  file  applica- 
tions for  examination  by  April  23. 
Applicants  for  reciprocity  must  be 
filed  by  April  23. 

Dr.  M.  H.  Crabb,  Secretary,  Texas 
State  Board  of  Medical  Examiners, 
1612  Summit  Ave.,  Suite  303,  Fort 
Worth  76102,  should  receive  appli- 
cations and  requests  for  further  in- 
formation. 

Admissions  to  Hospitals 
Continues  Upward  Trend 

Use  of  the  nation’s  hospitals  by 
Medicare  patients  continues  to  in- 
crease, according  to  a report  pub- 
lished by  the  American  Hospital  As- 
sociation. 

Statistics  published  in  the  Hospi- 
tal Indicators  section  of  Hospitals, 
Journal  of  the  American  Hospital 
Association,  show  that  the  number 
of  persons  65  and  older  admitted  to 
hospitals  in  July,  1968,  was  10.5% 
greater  than  the  number  admitted  in 
July,  1967. 

According  to  Hospital  Indicators, 


there  were  486,710  patients  65  and 
over  admitted  to  hospitals  last  July, 
while  the  total  number  admitted  in 
July,  1967,  was  440,334.  In  July, 
1966  (the  first  month  of  Medicare), 
total  admissions  of  the  over-65 
group  numbered  438,373. 

Hospital  Indicators,  a monthly 
measurement  of  hospital  utilization 
in  the  US,  shows  that  total  admis- 
sions of  patients  of  all  ages  in- 
creased 3.5%  in  July,  1968,  over 
the  number  admitted  in  July,  1967. 
Patients  were  admitted  at  the  rate  of 
more  than  77,000  a day  in  July. 

The  number  of  outpatient  visits 
continued  to  climb — from  8,810,297 
in  July,  1967,  to  9,579,223  in  July, 
1968. 

Total  expenses  incurred  by  hos- 
pitals in  serving  both  inpatients  and 
outpatients  increased  by  $48  million 
over  the  June  total  of  $1.20  billion. 

Nurse  Examiners  Board 
Cites  Six  Offenders 

Six  persons  have  been  cited  by 
the  Board  of  Nurse  Examiners  for 
the  State  of  Texas  for  having  incom- 
plete, inaccurate,  or  false  creden- 
tials. Employers  are  warned  that 
these  six  persons  are  not  licensed 
to  practice  nursing  in  Texas. 

The  six  persons  and  brief  back- 
ground of  each  are: 

1.  Lilly  Marie  Naug  Hilde,  who 
claims  licensure  in  Minnesota  and 
graduation  from  a hospital  in  Oslo, 
Norway,  but  who  was  not  a register- 
ed nurse  in  Norway  and  whose  li- 
cense to  practice  nursing  in  Minne- 
sota has  been  revoked. 

2.  Jane  Della  Stokes  Stepp,  whose 
credentials  are  false  and  whose 
claimed  license  number  was  issued 
to  a completely  different  person. 

3.  Ola  Mancil  (or  Mancile  Tilley), 
who  poses  as  a registered  nurse  but 
who  has  not  established  the  fact 
that  she  did  graduate  from  an  ac- 
credited school  for  professional 
nurses  in  Alabama  and  who  has  no 
current  license  from  another  state. 

4.  Katherine  or  Kay  Day  (or  Kath- 
erine or  Kay  Graham,  Pittman,  or 
Galbreath),  who  is  not  a licensed 
registered  nurse  in  Texas  and  who 
does  not  hold  certificate  to  practice 
nursing  in  Texas; 

5.  Barbara  Ellen  Hudson  Whita- 
ker of  Dallas,  whose  license  number 
406  has  been  declared  null  and  void 
and  who  has  not  acknowledged  mail 
addressed  to  her  by  the  Board.  Mrs. 
Barbara  Ellen  Hudson  Whitaker  of 
Lubbock  legally  holds  re-registration 
number  38243.  Anyone  employing 
the  former  person  is  asked  to  con- 
tact the  Board  of  Nurse  Examiners. 


6.  Anna  Morie  Mosconi  Brockel- 
man  or  Keeley,  who  is  not  licensed 
as  a registered  nurse  in  Texas,  Colo- 
rado, or  Florida,  as  claimed. 

Applications  Trend  Up 
For  Medicai  Schools 

More  applications  were  submitted 
to  US  medical  schools  for  entering 
classes  in  1967-1968  than  in  any 
previous  year,  according  to  the  As- 
sociation of  American  Medical  Col- 
leges. Approximately  52%  of  the 
applicants  were  offered  admission, 
the  association  stated  in  the  Nov. 
5,  1968,  issue  of  “Datagrams.” 

In  all,  93,332  applications,  repre- 
senting 18,724  applicants,  were  sub- 
mitted. This  figure  represents  an 
increase  of  3%  over  the  previous 
year  and  of  30%  over  the  year 
1960-1961.  Accepted  applicants 
numbered  9,702,  and  all  but  385 
actually  enrolled.  These  were  re- 
placed by  other  applicants  until  all 
available  openings  were  filled.  New 
medical  school  places  available,  539, 
were  made  possible  by  four  new 
medical  schools  (University  of  Ari- 
zona College  of  Medicine,  Tucson; 
Brown  University  Program  in  Medi- 
cal Science,  Providence,  R.L;  Uni- 
versity of  Hawaii  School  of  Medicine, 
Honolulu;  and  Pennsylvania  State 
University  College  of  Medicine,  Her- 
shey  Medical  Center,  Hershey,  Pa.) 
and  by  expansion  of  90  existing 
medical  schools. 

The  association  predicts  contin- 
ued growth  in  medical  school  appli- 
cations. Three  conditions  will  favor 
this  growth;  (1)  substantial  increase 
in  the  age  group  eligible  for  appli- 
cation to  medical  school,  (2)  rise  in 
the  number  of  students  in  under- 
graduate science  programs,  and  (3) 
the  relatively  favorable  Selective  Ser- 
vice deferment  status  of  medical  stu- 
dents as  compared  with  other  gradu- 
ate students. 

The  opening  of  five  additional 
medical  schools  which  began  enroll- 
ment in  1968  is  expected  to  fur- 
ther aid  application  growth.  These 
schools  are  The  University  of  Texas 
Medical  School  at  San  Antonio; 
University  of  California  School  of 
Medicine,  Davis;  University  of  Cali- 
fornia, San  Diego  School  of  Medi- 
cine, La  Jolla;  University  of  Connec- 
ticut School  of  Medicine,  Farming- 
ton;  and  Mount  Sinai  School  of  Med- 
icine, City  University  of  New  York. 

In  1967  the  number  of  examinees 
rose  to  22,288,  and  approximately 

20.000  individuals  applied  for  the 
1968-1969  entering  class.  About 

23.000  are  expected  to  apply  for 
medical  school  in  1969. 
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Cancer  Researchers  Ask 
Aid  of  Texas  Physicians 

Texas  physicians  have  been  asked 
to  aid  cancer  research  of  physicians 
in  Nebraska. 

The  Medical  Genetics  Section  of 
the  Department  of  Preventive  Medi- 
cine and  Public  Health  at  Creighton 
University  School  of  Medicine,  Oma- 
ha, Neb.,  is  studying  patients  show- 
ing an  increased  incidence  of  any 
histological  variety  of  cancer  in  their 
families.  Of  particular  interest  is  the 
cancer  family  syndrome,  character- 
ized by  (1)  increased  frequency  of 
adenocarcinoma  of  all  sites,  particu- 
larly of  the  colon  and  endometrium, 
(2)  early  age  at  onset  of  cancer,  (3) 
increased  occurrences  of  multiple 
primary  malignant  neoplasms,  and 
(4)  autosomal  dominant  inheritance. 

To  date,  the  researchers  have  in- 
vestigated six  families  fulfilling  all 
of  these  criteria;  and  findings  have 
been  reported  in  Lynch,  H.  T.,  and 
Krush,  A.  J.:  Heredity  and  Adeno- 
carcinoma of  the  Colon,  Gastroenter- 
ology 53:517  (Oct.)  1967.  The  re- 
searchers have  also  corresponded 
with  physicians  in  Europe  who  have 
described  two  separate  and  nonre- 
lated  families  which  also  fulfill  the 
criteria. 

Physicians  with  patients  known  to 
have  a familial  cancer  background, 
may  write  to  Dr.  Henry  T.  Lynch, 
Chairman,  Department  of  Preventive 
Medicine  and  Public  Health,  Creigh- 
ton University  School  of  Medicine, 
657  N.  27th  St.,  Omaha,  Neb. 
68131. 

The  researchers  will  seek  gene- 
alogical and  medical  investigation  of 
the  entire  kindred  in  each  case.  All 
information  obtained  will  be  shared 
with  family  physicians  in  order  to 
facilitate  cancer  control. 

AAPS  Essay  Contest 
March  Deadline  Nearing 

Deadline  for  submission  of  en- 
tries at  the  local  level  in  the  Asso- 
ciation of  American  Physicians  and 
Surgeons,  Inc.,  (AAPS),  23rd  Annual 
Essay  Contest  is  March  1.  The  three 
winning  entries  at  the  local  level 
must  be  submitted  to  the  state  com- 
mittee by  March  15,  and  the  three 
state  winners  are  due  for  submis- 
sion to  AAPS  on  April  1. 

County  medical  societies  and  aux- 
iliaries sponsoring  the  annual  AAPS 
Essay  Contest  have  been  urged  by 
the  association  to  employ  every 
available  means  to  place  contest  in- 
formation directly  in  the  hands  of 
students.  If  enough  association 


"packaged  libraries”  are  not  imme- 
diately available,  materials  can  be 
ordered  from  the  AAPS  Headquar- 
ters in  Chicago. 

Contest  essay  topics,  as  previous- 
ly, are  "The  Advantages  of  Private 
Medical  Care”  and  "The  Advantages 
of  the  American  Free  Enterprise 
System.”  First  prize  at  the  national 
level  is  $1,000. 

Inquiries  about  the  contest  may 
be  addressed  to  Dr.  Thomas  G.  Dor- 
rity.  Chairman,  AAPS  Essay  Contest 
Committee,  Suite  1000,  230  N.  Mich- 
igan Ave.,  Chicago  60601,  or  to  Dr. 
Lowell  B.  Baker,  1805  Crawford  St., 
Houston  77002,  Texas  state  contest 
chairman. 

Surgery  Chair  Endowed 
At  San  Antonio  School 

The  chancellor  and  Board  of  Re- 
gents of  The  University  of  Texas 
System  have  announced  the  estab- 
lishment of  the  Dr.  Witten  B.  Russ 
Chair  in  Surgery  at  The  University 
of  Texas  Medical  School  at  San  An- 
tonio. The  chair  was  endowed  by 
Semp  Russ,  San  Antonio  oilman,  in 
memory  of  his  brother. 

The  minimum  amount  required 
for  endowment  of  a chair  is  $400,- 
000. 

Dr.  Russ,  a medical  leader,  civic 
worker,  and  rugged  individualist, 
was  born  in  Kingston,  La.,  Sept.  18, 
1874.  At  the  time  of  his  death  in 
1964,  the  90-year-old  physician  was 
San  Antonio's  oldest  practicing  doc- 
tor of  medicine.  One  of  seven  chil- 
dren, Dr.  Russ  moved  with  his  fam- 
ily to  San  Antonio  in  1890.  He  at- 
tended the  old  San  Antonio  Acade- 
my, The  University  of  Texas,  and  in 
1898  received  his  M.D.  from  the 
University  of  Pennsylvania  School  of 
Medicine,  at  Philadelphia. 

Beginning  his  medical  practice  in 
San  Antonio  in  1901,  Dr.  Russ  start- 
ed as  a general  practitioner  but  later 
limited  his  practice  to  surgery.  In 
1902,  he  helped  organize  the  Physi- 
cians and  Surgeons  Hospital,  now  a 
part  of  San  Antonio’s  Baptist  Me- 
morial Hospital. 

Dr.  Russ  was  elected  president  of 
the  Texas  Medical  Association  in 
1909,  when  he  was  35;  before  this, 
he  had  helped  organize  the  Bexar 
County  Medical  Society  and  served 
as  its  second  president  in  1904.  In 
1948  he  was  elected  to  emeritus 
membership  in  the  Texas  Medical 
Association.  He  was  a trustee  of  the 
Association  from  1920  until  1946 
and  was  an  American  Medical  Asso- 
ciation delegate  for  nine  years.  He 
had  served  as  councilor  of  the  Fifth 
District  and  was  a former  chairman 
of  the  Section  of  Surgery. 


He  was  a member  of  the  Ameri- 
can Medical  Association,  a founding 
member  of  the  Southwestern  Surgi- 
cal Congress,  a member  of  the 
Southern  Surgical  Society,  and  a 
past  president  of  the  Texas  Surgical 
Society.  Dr.  Russ  was  one  of  the  or- 
ganizers of  the  International  Assem- 
bly of  Southwest  Texas. 

One  time  president  of  the  San  An- 
tonio Board  of  Health,  Dr.  Russ  was 
largely  responsible  for  enactment  of 
state  laws  creating  a State  Board  of 
Medical  Examiners  and  setting  up  a 
State  Board  of  Health,  of  which  he 
was  later  a member.  During  his  ca- 
reer, he  was  instrumental  in  the 
adoption  of  other  medical  laws  such 
as  the  Medical  Practice  Act,  the  Tu- 
berculosis Sanitorium  Law,  the  Ana- 
tomical Law,  and  the  Pure  Food  and 
Drug  Act. 

Dr.  Russ  was  a Fellow  of  the 
American  College  of  Surgeons  and 
one  of  the  Founders  Group  of  the 
American  Board  of  Surgery.  For  a 
number  of  years  he  was  a lecturer 
in  surgery  at  The  University  of  Tex- 
as Medical  Branch  at  Galveston. 

During  World  War  I,  Dr.  Russ  was 
a major  in  the  Army  Medical  Re- 
serve Corps  and  was  assigned  as 
medical  aide  to  the  governor;  later 
he  went  on  active  duty.  In  World 
War  II,  he  served  as  senior  surgeon 
with  the  US  Public  Health  Service. 

Dr.  Russ  wrote  a collection  of  es- 
says, letters  and  speeches,  entitled 
A Doctor  Looks  at  Life.  The  book 
was  published  in  1952  and  re-issued 
in  1961. 

Semp  Russ  came  to  San  Antonio 
in  1890.  He  is  a graduate  of  The 
University  of  Texas  School  of  Law. 

In  endowing  the  position  Mr.  Russ 
said,  “I  am  very  pleased  to  be  able 
to  establish  this  memorial  to  my 
brother.  He  was  a physician  who 
cared  for  and  about  people.  Hope- 
fully, this  chair  will  advance  the  art 
of  surgery  and  help  to  train  physi- 
cians equally  as  concerned  and  ded- 
icated as  he.” 

The  first  person  to  occupy  the 
new  surgical  chair  is  Dr.  J.  B.  Aust, 
presently  professor  and  chairman  of 
the  medical  school’s  Department  of 
Surgery. 

Dr.  Aust,  a resident  of  San  An- 
tonio since  1966,  received  his  sur- 
gical training  at  The  University  of 
Minnesota  under  Dr.  Owen  H.  Wan- 
gensteen, a pioneer  surgeon  and 
contemporary  of  Dr.  Russ. 

Other  endowed  faculty  positions 
of  the  new  medical  school  previous- 
ly announced  include  the  Dr.  and 
Mrs.  T.  J.  Walthall  Chair  in  Ear,  Nose 
and  Throat,  and  the  Freeman  Heart 
Association  Professorship  in  Cardio- 
vascular Disease. 
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AN  mPimANT  FACTW 
H L0NG‘7Bm  WmAPf! 


LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

TWf  SPARTANS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
CITIZENS  WERE  ASSIGNED 

SPECIAL  EXERCISES! 


yOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


^ IS  GREATEST  IN  THE  MONTHS: 
JANUARY- FEBRUARY  mo  MAY- JUNE 


'rCost  of 

mm  mmrms 


xsrn  OVERWEIGHT  PEOPLE 
ARE  LEAST 
INTERESTED 

diet  in 

1,3  Vufi  DECEMBER.^ 


6 APPROXIMATELY 
ONE-HALF  THAT  OF 
OTHER  LEADING 
. APPETITE 
>aJPPRESSANTS. 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety... helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 
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methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
I I ’I  I ’A  T)  CJ®  suppresses  appetite  and  helps  offset  emo- 

A AZ/TN  A/\AA0  tlonal  reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company, 
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GENERAL  NEWS 


Most  New  Texas  Nurses 
Licensed  by  Reciprocity 

More  Texas  nurses  have  been  li- 
censed by  means  of  reciprocity  in 
the  last  ten  years  than  by  Texas  ex- 
amination. according  to  statistics 
compiled  by  the  Board  of  Nurse  Ex- 
aminers for  the  State  of  Texas.  Total 
nurses  registered  from  other  states 
by  reciprocity  from  Jan.  1,  1959, 
through  Dec.  31,  1968,  was  10,893, 
with  5,423  of  these  nurses  being 
registered  by  endorsement.  Gradu- 
ates of  Texas  schools  of  nursing 
registered  by  examination  for  the 
ten-year  period  numbered  7,160.  In 
1968,  1,003  nurses  were  registered 
by  reciprocity,  658  by  endorsement, 
and  923  by  Texas  examination. 

Re-registrations  of  registered 
nurses  has  increased  every  year  of 
the  period  with  38,273  in  1968  as 
compared  to  27,532  in  1959.  Total 
registration  of  nurses  in  1968,  in- 
cluding re-registrations,  reciprocity 
registrations,  endorsement  registra- 
tions, and  examinations,  was  40,859 
as  compared  to  a total  of  29,074  in 
1959. 

Most  nurses  licensed  by  reciproc- 
ity in  Texas  since  Jan.  1,  1962,  have 
come  from  18  states;  Pennsylvania, 
542;  Illinois,  509;  New  York,  507; 
Louisiana,  457;  Ohio,  453;  Missouri, 
393;  Oklahoma,  371;  California,  306; 
Kansas,  302;  Minnesota,  265;  Ten- 
nessee, 250;  Indiana,  234;  Arkansas, 
220;  Massachusetts,  217;  Iowa,  200; 
Michigan,  182;  Alabama,  178;  and 
New  Jersey,  176.  In  1968  the  five 
states  sending  the  most  reciprocity/ 
endorsement  licensed  nurses  were 
New  York,  115;  Illinois,  111;  Penn- 
sylvania, 98;  Ohio,  94;  and  Oklaho- 
ma, 83. 

Reciprocity/endorsement  licensed 
nurses  from  foreign  countries  are 
most  frequently  from  Canada  and 
second  most  frequently  from  Eng- 
land and  Wales.  Actual  numbers 
from  these  countries  for  the  past 
seven  years  are  Canada,  116;  Eng- 
land and  Wales,  28. 

States  most  popular  with  nurses 
trained  in  Texas  but  seeking  reci- 
procity licenses  for  other  states 
since  Jan.  1,  1962,  were  California, 
411;  Louisiana,  347;  Oklahoma  294; 
New  Mexico,  273;  and  Colorado, 
264. 

A study  was  also  made  of  Texas 
nursing  graduates  as  to  what  pro- 
grams they  followed  for  their  train- 
ing. In  1961  hospital  diploma  pro- 
grams dominated  the  field  with  478 
graduates  as  compared  with  170 
graduates  in  the  baccalaureate  pro- 
gram. The  trend  over  the  eight-year 
period  seemed  to  show  a gradual 


swing  to  a larger  percentage  but 
still  a minority  of  graduates  coming 
from  baccalaureate  programs.  In 
1968,  513  graduates  had  taken  hos- 
pital diploma  training  programs,  and 
324  had  taken  baccalaureate  train- 
ing programs,  with  86  having  taken 
an  associate  degree  program. 


Medical  Research  Areas: 
Texas  Schools  Progress 

A new  Institute  for  Biomedical  Re- 
search at  The  University  of  Texas  is 
undertaking  research  in  such  areas 
as  cancer,  anemia,  muscular  dys- 
trophy. hormones,  malaria,  and  mal- 
nutrition. 

Directing  the  new  institute,  estab- 
lished in  the  College  of  Pharmacy 
at  UT  Austin,  is  Dr.  Karl  Folkers 
(Ph.D.),  who  joined  the  University 
this  fall. 

Dr.  Folkers  has  worked  with  anti- 
biotics and  with  isolation  and  syn- 
thesis of  many  important  vitamins. 

He  came  to  Texas  from  California 
where  he  was  president  of  the  Stan- 
ford Research  Institute  and  profes- 
sor of  chemistry  at  Stanford  Univer- 
sity. Before  going  to  Stanford,  he 
had  distinguished  himself  in  medi- 
cinal research  with  Merck  & Co., 
Inc.,  where  he  worked  from  1934  to 
1963. 

A staff  of  about  18  persons,  in- 
cluding organic  chemists,  pharma- 
cologists, biologists,  and  students, 
is  now  being  organized  to  handle 
the  research  at  UT,  according  to  Dr. 
Folkers. 

Associated  with  him  in  directing 
the  institute  will  be  Dr.  Jean  Schol- 
ler  (Ph.D.),  professor  of  pharmacol- 
ogy, who  came  with  Dr.  Folkers  from 
California. 


Continuation  of  important  studies 
in  diarrheal  diseases  has  been  as- 
sured at  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las through  a grant  of  $172,434 
from  The  John  A.  Hartford  Founda- 
tion, Inc.,  of  New  York  City. 

The  diarrheal  disease  study  unit 
at  Southwestern  was  created  three 
years  ago  by  an  earlier  Hartford 
Foundation  grant  of  $122,011.  The 
new  grant,  extending  the  work  for 
another  three  years,  was  announced 
jointly  by  the  foundation’s  president, 
Ralph  W.  Burger,  and  Dr.  Charles  C. 
Sprague,  dean  of  the  medical  school. 

The  investigators  are  Dr.  John  D. 
Nelson,  associate  professor  of  pedi- 
atrics, and  Dr.  Kenneth  C.  Haltalin, 
assistant  professor  of  pediatrics. 


Drs.  Nelson  and  Haltalin  have 
conducted  studies  into  various  types 
of  diarrheal  diseases,  especially 
shigellosis.  They  are  currently  study- 
ing the  effects  of  malnutrition  on 
susceptibility  to  diarrheal  diseases. 
They  have  authored  12  major  papers 
on  their  studies  that  have  appeared 
in  scientific  journals. 

Diarrheal  diseases  and  particu- 
larly shigellosis  are  important  causes 
of  death  in  much  of  the  southern 
and  western  United  States,  and  are 
the  principal  cause  of  death  among 
children  in  many  parts  of  the  world. 
Recently  diarrheal  disease  has  been 
recognized  as  a major  preventable 
cause  of  mental  retardation  and 
central  nervous  system  problems  in 
this  country. 

A possible  result  of  the  studies 
would  be  to  determine  that  supple- 
mentation of  the  diet  by  one  or  two 
single  food  elements  might  serve  to 
help  protect  a child  against  shigel- 
losis and  perhaps  other  types  of  di- 
arrheal disease  as  effectively  as  any 
vaccine. 

In  studies  in  guinea  pigs,  the  Dal- 
las investigators  have  determined 
that  a lack  of  the  vitamin  folic  acid 
in  the  diet  makes  the  animals  sus- 
ceptible to  fatal  infection,  while 
healthy  animals  on  a full  diet  are 
resistant. 

Further  studies  are  under  way  to 
determine  other  types  of  nutritional 
deficiencies  that  contribute  to  diar- 
rheal disease. 


Seven  investigators  on  the  faculty 
of  The  University  of  Texas  South- 
western Medical  School  at  Dallas 
have  received  grants-in-aid  to  sup- 
port basic  chemical  research  in  the 
amount  of  $222,000  from  the  Rob- 
ert A.  Welch  Foundation  of  Houston. 

The  Robert  A.  Welch  Foundation 
was  established  in  1954  by  the  will 
of  Robert  Alonzo  Welch,  a Houston- 
ian, who  died  in  1952. 

Grants  to  Southwestern  are:  Dr. 
Donald  S.  Wiggins  (Ph.D.),  chemical 
mechanisms  of  protein  metabolism, 
$60,000;  Dr.  Ezio  A.  Moscatelli 
(Ph.D.),  biochemistry  of  sphingo- 
lipids,  $24,000;  Dr.  Joseph  J.  Los- 
palluto  (Ph.D.),  formation  and  break- 
down of  macroglobulin  antibodies, 
$12,000;  Dr.  Pentti  K.  Siiteri  (Ph.D.), 
ultra-micro  analysis  of  steroid  hor- 
mones in  biological  tissues,  $45,000; 
Dr.  C.  Peter  Fawcett  (Ph.D.)  and  Dr. 
Samuel  MacDonald  McCann,  isola- 
tion and  identification  of  some  hypo- 
thalmic  releasing  factors,  $45,000; 
and  Dr.  Morton  D.  Prager  (Ph.D.), 
enzymes  as  inhibitors  of  tumor 
growth,  $36,000. 


Volume  65,  February,  1969 


109 


UT  Professor  Publishes 
Index  of  Medicinal  Plants 

A 272-page  index  of  Texas  plants 
with  reputed  medicinal  and  poison- 
ous properties  has  been  compiled 
by  Dr.  Henry  M.  Burlage  (Ph.D.), 
professor  of  pharmacy  and  pharma- 
ceutical chemistry,  The  University  of 
Texas  at  Austin. 

Because  of  its  geographic  loca- 
tion and  its  diversified  climate  and 
topography,  Texas  has  many  plant 
species  which  have  been  used  as 
medicines  by  various  Indian  tribes 
inhabiting  this  section  of  the  North 
American  Continent,  according  to 
Texas  Pharmacy,  December,  1968, 
journal  of  the  Texas  Pharmaceutical 
Association.  Many  poisonous  species 
also  exist. 

Dr.  Burlage’s  book  lists  more  than 
1,200  plants  according  to  families. 
A monograph  of  each  plant  includes 
the  botanical  name,  synonyms,  habi- 
tats, parts  and  preparations  used, 
and  other  information.  Dr.  Burlage 
obtained  his  information  from  more 
than  100  literary  sources  covering 
a wide  range  of  publication  dates. 

Indexes  of  plant  families:  alpha- 
betic listing  of  authors;  botanical 
nomenclature;  common  and  generic 
names;  Latin  names  of  genera  and 
species;  therapeutic  and  other  uses, 
poisonous  properties:  and  Indian, 
Spanish  and  other  non-English 
names  are  included. 

Copies  of  the  index  may  be  or- 
dered from  Dr.  Burlage,  702  E.  43rd 
St.,  Austin  78751.  Price  is  $7  plus 
Texas  sales  tax. 

Physical,  Occupational 
Therapists  Offered  Aid 

To  help  meet  the  growing  need 
for  trained  physical  and  occupational 
therapists.  Kappa  Delta  Phi  sorority 
and  the  National  Easter  Seal  Society 
are  making  available  supplemental 
aid  scholarships  for  students  con- 
tinuing their  training  in  those  fields 
during  the  1969  academic  year. 

To  be  eligible,  applicants  must  be 
United  States  citizens  enrolled  or 
accepted  in  a certificate  course  or 
in  the  senior  year  or  clinical  training 
period  of  a degree  course  in  physi- 
cal or  occupational  therapy  at  a 
school  approved  for  training  by  the 
American  Medical  Association. 

Applications  must  be  received  by 
May  15  and  must  be  accompanied 
by  a letter  stating  the  reasons  for 
interest  in  pursuing  a career  in 
physical  or  occupational  therapy.  A 
letter  of  acceptance  from  the  school 
the  applicant  plans  to  attend,  tran- 


scripts of  all  preliminary  training 
above  the  high  school  level,  and 
professional  references. 

Applicants  will  be  evaluated  with 
consideration  to  scholastic  achieve- 
ment, financial  need,  references,  and 
letters  of  application. 

Application  forms  are  available 
from  the  Scholarship  Coordinator, 
National  Easter  Seal  Society  for 
Crippled  Children  and  Adults,  2023 
W.  Ogden  Ave.,  Chicago  60612. 

Standards  Bureau  Tests 
Hospital  Floor  Material 

Hospitals,  unlike  most  buildings, 
where  the  type  of  flooring  used  is 
not  critical,  must  have  floors  that 
meet  severe  requirements.  Factors 
that  must  be  considered  include  the 
generation  of  static  electricity  in  the 
operating  room;  slip  hazard,  noise, 
soil  and  bacteria  transportation,  and 
fire  hazard  in  other  hospital  areas. 

To  develop  performance  criteria 
for  hospital  floor  coverings,  the  Na- 
tional Bureau  of  Standards  recently 
conducted  a field  study  and  labora- 
tory evaluation  of  their  performance. 
Several  tests  were  also  devised  to 
obtain  data  lacking  in  the  open  liter- 
ature on  wheeled  vehicle  resistance 
and  resilience  of  floor  coverings  as 
related  to  fatigue.  This  work  was 
carried  out  by  W.  C.  Wolfe  and  L.  F. 
Skoda  of  the  NBS  Institute  for  Ap- 
plied Technology  (US  Department  of 
Commerce)  and  was  sponsored  by 
the  US  Public  Health  Service. 

The  main  portion  of  the  field 
study  dealt  with  comparisons  be- 
tween carpet  and  tile  flooring.  The 
field  study  included  reports  from 
staff  members  of  10  hospitals  in 
the  United  States  and  1 in  Canada, 
plus  data  from  an  NBS  staff-observed 
hospital  and  foodstore  installation. 

In  general  it  was  found  that  car- 
pet reduced  noise,  there  were  less 
slips  and  falls  with  carpets,  and  in 
the  cases  where  falls  did  occur  there 
was  less  injury.  There  was  no  evi- 
dence of  increased  soil  or  greater 
transportation  of  bacteria  when  car- 
pet was  used.  Some  difficulty  was 
experienced,  however,  in  rolling 
heavy-wheeled  equipment  over  car- 
pet; and  in  areas  of  a great  deal  of 
spillage,  or  “dirty”  areas,  carpets 
were  not  satisfactory. 

Several  laboratory  tests  were  de- 
vised during  the  course  of  the  study 
to  provide  data  not  available  from 
the  field  study. 

The  relative  values  for  energy  of 
compression  were  about  as  expect- 
ed. Firm  materials,  such  as  asphalt 
and  vinyl  asbestos  tile,  showed  low 
energy  values,  while  relatively  high 


energy  values  were  obtained  with 
soft  materials,  such  as  carpets  with 
rubber  cushions.  However,  the  ener- 
gy values  were  all  low;  none  were 
more  than  a fraction  of  a foot  pound 
(1  foot  pound  = 1.36  joule). 

This  agrees  with  results  from  a 
study  on  the  pressures  on  the  hu- 
man foot  during  walking  [Holden,  T. 
S.,  and  Muncey,  R.  W.,  Pressures  on 
the  Human  Foot  During  Walking, 
Australian  Journal  of  Applied  Science, 
4:405  (1953)].  In  this  study  it  was 
found  that  pressure  variations  due 
to  changes  in  floor  surface  were 
almost  nonexistent,  the  only  notice- 
able effect  being  the  disappearance 
of  a small  impact  peak  when  the 
subject  changed  from  ordinary  floors 
(concrete,  wood)  to  lawn.  Surpris- 
ingly, the  curve  obtained  for  a rela- 
tively soft  floor-like  cork  tile  was 
almost  identical  with  the  curves  for 
wood  and  cement. 

AMA  Publication  Shows 
11,760  Texas  Physicians 

The  number  of  physicians  in  Tex- 
as totaled  11,760  as  of  Dec.  31, 

1967,  according  to  the  American 
Medical  Association  Distribution  of 
Physicians,  Hospitals,  and  Hospital 
Beds  in  the  U.S.,  1967,  published  in 

1968.  Of  these  physicians,  10,644 
were  in  solo,  partnership,  group,  or 
other  practice;  304  were  interns, 
1,068  were  residents  and  fellows; 
412  were  full  time  hospital-based 
physicians;  468  were  on  the  faculty 
of  medical  schools;  65  were  in  ad- 
ministration; 102  were  in  research; 
and  481  were  inactive. 

When  classified  according  to  spe- 
cialty the  distribution  picture  looked 
as  follows:  general  practice,  3,266; 
medical  specialties,  2,333;  surgical 
specialties,  3,300;  and  other  spe- 
cialties, 2,380.  The  most  popular 
medical  specialty  in  Texas  is  internal 
medicine,  1,275;  and  pediatrics  is 
next,  with  682.  The  medical  special- 
ty with  fewest  practitioners  in  Texas 
is  pediatric  allergy,  with  4. 

More  physicians  chose  general 
surgery  than  any  other  surgical  spe- 
cialty, 1,040;  with  the  next  most 
populous  surgical  specialty  being 
obstetrics  and  gynecology  with  739 
practitioners.  The  least  populous 
surgical  specialty  is  colon  and  rectal 
surgery,  with  39  practitioners. 

Psychiatrists  lead  the  fields  of 
other  specialties  in  numbers,  having 
526  practicing  psychiatrists  in  the 
state.  Radiologists  were  next  with 
449.  Forensic  pathology  was  the 
least  practiced  specialty  with  only 
one  practitioner  listed  in  the  state 
by  the  AMA  survey. 
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Accidental  Falls  Second 
Highest  Death  Cause 

More  than  20,000  people  in  the 
United  States  die  annually  from  in- 
juries sustained  in  accidental  falls, 
according  to  statisticians  of  Metro- 
politan Life  Insurance  Co.  This  toll, 
exceeded  only  by  that  from  motor 
vehicle  accidents,  represents  a death 
rate  of  10  per  100,000  population. 

National  Health  Survey  data  indi- 
cate that  12  million  persons  each 
year  are  injured  seriously  enough  in 
falls  to  require  at  least  one  day  of 
restricted  activity  or  medical  atten- 
tion, a record  unmatched  by  any 
other  type  of  accident.  Moreover, 
about  3 million  persons  in  the 
United  States  have  an  impairment 
of  the  back,  limb,  or  other  part  of 
the  body,  which  resulted  from  an  ac- 
cidental fall. 

The  death  rate  from  falls  increas- 
es with  age,  ranking  fifth  as  a cause 
of  accidental  fatalities  at  ages  under 
25,  third  at  ages  25-44,  second  at 
ages  45-74  and  first  at  ages  75  and 
over.  At  the  advanced  ages,  75  and 
over,  the  number  of  persons  killed 
in  falls  is  three  and  a half  times  that 
killed  in  motor  vehicle  accidents. 

About  5,700  deaths  due  to  acci- 
dental falls,  or  more  than  a fourth 
of  all  such  accidental  fatalities,  oc- 
cur in  falls  on  the  same  level,  that 
is,  the  floor,  ground,  sidewalk  or 
street.  A large  proportion  of  these 
victims  are  elderly  persons  walking 
about  or  going  from  one  area  to  an- 
other. Physical  weakness  or  impair- 
ment is  often  a contributing  factor. 
Falls  on  stairs  cause  about  2,000 
deaths  annually,  falls  from  ladders 
result  in  more  than  300  deaths,  and 
more  than  3,000  additional  fatalities 
are  attributed  to  other  falls  from  one 
level  to  another. 

Falls  in  and  about  the  home  take 
approximately  10,000  lives  and  in- 
jure nearly  7 million  others.  These 
figures  reflect  the  great  amount  of 
time  spent  at  home  by  elderly  peo- 
ple and  young  children.  Residential 
institutions,  with  their  large  aged 
population,  are  reported  as  the  site 
of  some  3,000  fatal  falls  a year.  An- 
other 1,000  persons  die  in  falls  on 
streets  and  highways.  Nearly  600 
fatalities  each  year  result  from  falls 
in  factories,  mines,  quarries,  and 
other  industrial  sites. 

Fatal  accidental  falls  in  the  home 
often  involve  injuries  to  the  head. 
This  is  indicated  by  a review  of  the 
1964-1965  death  claim  records  of 
persons  aged  15-64  and  insured  by 
Metropolitan  Life,  who  died  in  acci- 
dental falls  in  the  home.  Over  70% 
of  the  231  victims  sustained  cranio- 
cerebral injuries. 


PERSONALS 


Dr.  Marvin  D.  Siperstein,  profes 
sor  of  internal  medicine  at  The  Uni- 
versity of  Texas  Southwestern  Medi- 
cal School  at  Dallas,  is  one  of  ten 
American  physicians  to  receive  the 
Modern  Medicine  Distinguished 
Achievement  Award.  Dr.  Siperstein 
received  the  award  for  research  in 
diabetes  and  cancer. 

New  president  of  the  Private  Clin- 
ics and  Hospitals  Association  of 
Texas  is  Dr.  Guy  G.  Shaw  of  Kauf- 
man. Dr.  Shaw  was  installed  at  the 
association’s  December,  1968,  meet- 
ing in  Houston. 

Dr.  Chauncey  D.  Leake  (Ph.D.) 
former  executive  vice  president  of 
The  University  of  Texas  Medical 
Branch  at  Galveston  and  presently 
senior  lecturer  at  The  University  of 
California  School  of  Medicine  in  San 
Francisco,  was  lead-off  speaker  for 
a winter  series  of  Sunday  afternoon 
lectures  being  presented  by  The  Uni- 
versity of  Texas  Medical  School  at 
San  Antonio.  Dr.  Leake  spoke  on 
"Medical  Practitioners,  A Historical 
Survey,”  on  Jan.  12. 

Dr.  Philip  O’Bryan  Montgomery, 
Jr.,  professor  of  pathology  at  The 
University  of  Texas  Southwestern 
Medical  School,  has  been  named 
associate  dean  of  the  school.  Dr. 
Montgomery  was  named  assistant 
professor  of  pathology  at  South- 
western in  1952,  associate  profes- 
sor in  1953,  and  professor  in  1961. 

New  officers  of  the  Southeast 
Texas  Health  Foundation  include 
Dr.  James  B.  Ivers,  Beaumont,  pres- 
ident; Dr.  David  W.  Quick,  Beau- 
mont, president-elect;  Dr.  L.  C.  Car- 
ter, Port  Arthur,  vice  president;  and 
Dr.  George  E.  McClothlen,  Orange, 
vice  president.  Newly  elected  board 
members  are  Drs.  J.  C.  Crager, 
Beaumont,  and  C.  W.  Drawhorn,  Port 
Neches.  Dr.  Thomas  A.  Lombardo, 
Beaumont,  is  immediate  past  presi- 
dent. 

Dr.  Curtis  Jordan  of  Palestine  has 
returned  from  two  months  volunteer 
duty  in  South  Vietnam.  The  Ameri- 
can Medical  Association  sponsors 
AMA  Physicians  for  Viet  Nam  in  or- 
der to  render  medical  aid  to  the 
war-torn  country’s  civilian  popula- 
tion. 

Re-elected  secretary  of  the  Amer- 
ican Academy  of  Orthopaedic  Sur- 
geons at  the  academy’s  annual 
meeting  in  January  was  Dr.  John  J. 
Hinchey  of  San  Antonio. 


Dr.  Robert  H.  Mitchell  of  Plain- 
view  has  been  nominated  vice  pres- 
ident of  the  American  Heart  Associ- 
ation, representing  the  Southwest 
region. 

Dr.  Alfredo  Gutierrez,  Jr.,  mayor 
of  Del  Rio,  has  been  appointed  to 
the  Texas  Department  of  Mental 
Health  and  Mental  Retardation  Ad- 
visory Committee  of  the  Information, 
Education,  and  Referral  Service.  The 
appointment  was  made  by  Commis- 
sioner of  Mental  Health  and  Mental 
Retardation  Dr.  John  Kinross-V\/right 
in  December,  1968. 

The  Wilson  County  G.  1.  Forum 
named  Dr.  John  V.  Blake,  Jr.,  of 
Floresville  "Man  of  the  Year”  in  De- 
cember, 1968.  Dr.  Blake,  a veteran 
of  World  War  II,  was  cited  for  ser- 
vice to  the  community  and  for  de- 
velopment of  major  steps  toward 
bringing  modern  medical  facilities  to 
the  community. 

Cornell  University  Medical  College 
has  appointed  Dr.  William  T.  Lha- 
mon  to  the  newly  established  Bark- 
lie  McKee  Henry  Professorship  of 
Psychiatry.  Dr.  Lhamon,  currently 
chairman  of  the  Department  of  Psy- 
chiatry at  Cornell,  was  previously 
chairman  of  the  Department  of  Psy- 
chiatry at  Baylor  University  College 
of  Medicine  in  Houston. 

Chancellor  Harry  Ransom  of  The 
University  of  Texas  System  has  an- 
nounced the  promotion  of  Dr.  R. 
Lee  Clark  of  Houston  to  the  presi- 
dency of  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor 
Institute  at  Houston.  Dr.  Clark  pre- 
viously held  the  title  of  director  of 
the  hospital  and  tumor  institute.  The 
promotion  was  approved  by  the  UT 
System  Board  of  Regents  on  Dec. 
15,  1968. 

Dean  of  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las, Dr.  Charles  C.  Sprague,  has 
been  elected  to  the  executive  coun- 
cil of  the  Association  of  American 
Medical  Colleges.  Also  named  to  the 
executive  council  was  Dr.  Carleton 
B.  Chapman,  formerly  associated 
with  Southwestern  and  now  dean  of 
the  Dartmouth  Medical  School,  Han- 
over, N.H. 

Dr.  Chai  Ho  Ahn,  staff  physician 
at  the  East  Texas  Tuberculosis  Hos- 
pital in  Tyler,  has  recently  returned 
from  a one-month  trip  to  Korea,  his 
native  land.  He  rendered  medical  aid 
to  an  isolated  group  of  South  Kore- 
ans in  a mountainous  region  of  the 
country.  Tyler  area  physicians  do- 
nated supplies  for  the  trip  and  help- 
ed in  preparations  for  the  journey. 
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Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  PDR. 
Contraindications:  Glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction. 
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disease,  warn  vehicle  or  machine  operators  of  possible  drowsiness. 

Usage  m Pregnancy:  Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only 
when  potential  benefits  have  been  weighed  against  possible  hazards. 

Note  The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  uptake; 
discontinue  'Ornade'  one  week  before  these  tests. 

Adverse  Reactions : Drowsiness ; excessive  dryness  of  nose,  throat  or  mouth  ; nervousness ; 
insomnia.  Other  known  possible  adverse  reactions  of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia, 
headache,  incoordination,  tremor,  difficulty  in  urination.  Thrombocytopenia,  leukopenia  and 
convulsions  have  been  reported 
Supplied:  Bottles  of  50  capsules. 

One  capsule  q12h  lor  round-the-clock  relief 

® Trademark  Each  capsule  contains  8 mg.  of  Teldrin^  (brand  of 
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TEXAS  MEDICINE 


TEXAS  PUBLIC  HEALTH  ASSOCIATION 

Two  general  assemblies,  two  concurrent  general  meetings,  sec- 
tion meetings,  exhibits,  and  four  allied  meetings  will  highlight 
the  Texas  Public  Health  Association  44th  annual  meeting  at  the 
Baker  Hotel,  Dallas,  Feb.  28-2(5. 

Meeting  speakers  will  include  Drs.  Lester  Ki'eslow  of  Berkeley, 
Calif.,  president,  American  Public  Health  Association;  Dr.  J.  E. 
Peavy,  Austin,  Commissioner,  Texas  State  Dei)artment  of 
Health;  Dr.  G.  V.  Brindley,  Jr.,  Temple,  President,  Texas  Med- 
ical Association;  Dr.  Fratis  L.  Duff,  Austin,  director.  Planning 
Coordination,  Texas  State  Department  of  Health;  Dr.  W.  R. 
Ross,  San  Antonio,  director,  San  Antonio  Metropolitan  Health 
District;  and  Dr.  Hal  J.  Hewlett,  director,  Dallas  City  Health 
Department. 

Topics  to  be  considered  include  comprehensive  health  services, 
the  Texas  plan  for  comprehensive  health  services,  model  cities 
and  neighborhood  centers,  comprehensive  health  planning,  and 
model  cities  and  neighborhood  centers. 

Joseph  N.  Murphy,  Jr.,  Box  5192,  Austin  78703,  is  association 
secretary-treasurer. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS 


M.  D.  ANDERSON  HOSPITAL  AND  TUMOR  INSTITUTE 
SYMPOSIUM  ON  FUNDAMENTAL  CANCER  RESEARCH 

“Genetic  Concepts  and  Neoplasia”  will  be  the  topic  of  the  23rd 
annual  symposium  on  fundamental  cancer  research,  March  5-7, 
at  the  Shamrock-Hilton  Hotel  in  Houston.  The  symposium  is 
sponsored  annually  by  The  University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute  at  Houston. 

Scientific  sessions  and  their  chairmen  will  be  heredity,  chromo- 
somes and  neoplasia.  Dr.  W.  M.  Court  Brown,  director,  Edin- 
burgh, Scotland,  Medical  Research  Council;  interactions  between 
the  genetic  apparatus  and  exogenous  agents.  Dr.  Hans  F.  Stich 
(Ph.D.),  biology  professor,  McMaster  University,  Ontario, 
Canada,  and  Dr.  T.  C.  Hsu  (Ph.D.),  section  chief  of  cell  biology 
and  biology  professor,  M.  D.  Anderson;  genetics  and  somatic 
cells.  Dr.  Alexander  Bearn,  professor  and  senior  physician. 
Rockefeller  University,  New  York;  and  repair  of  genetic  de- 
fects, Dr.  K.  Lemone  Yielding,  biochemistry  professor.  Univer- 
sity of  Alabama  Hospitals  and  Clinics,  Birmingham. 

Dr.  David  E.  Anderson  (Ph.D.),  The  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Institute  at  Houston,  Texas  Med- 
ical Center,  Houston  77025,  is  symposium  chairman. 

DALLAS  SOUTHERN  CLINICAL  SOCIETY 

Nineteen  guest  speakers  will  highlight  the  38th  annual  spring- 
clinical  conference  of  the  Dallas  Southern  Clinical  Society, 
March  17-19  at  the  Statler-Hilton  Hotel  in  Dallas.  Other  pro- 
gram features  include  scientific  and  technical  exhibits,  panel 
discussions,  roundtable  luncheons,  and  postgraduate  lectures. 
Guest  speakers  are  Drs.  John  S.  Strauss,  dermatology,  William 
H.  Crosby,  hematology,  Robert  E.  Scully,  pathology,  and  Robert 
E.  Wise,  radiology,  all  of  Boston;  Drs.  J.  W.  Eschbach,  Jr., 
medicine,  and  Joel  W.  Baker,  surgery,  both  of  Seattle,  Wash.; 
Drs.  William  Likoff,  medicine,  and  Sylvan  E.  Stool,  otolaryngol- 
ogy, both  of  Philadelphia;  Drs.  James  B.  Sidbury,  Jr.,  pediatrics, 
and  David  C.  Sabiston,  Jr.,  surgery,  both  of  Durham,  N.C.;  Drs. 
William  H.  Spencer,  ophthalmology,  and  Edwin  J.  Wylie,  sur- 
gery, San  Francisco;  Drs.  Stewart  A.  Fish,  Memphis,  and  Dr. 
John  D.  Thompson,  Atlanta,  Ga.,  both  obstetrics-gynecology;  Dr. 
Graham  Clark,  ophthalmology.  New  York  City;  Dr.  Edmond  J. 
McDonnell,  orthopedic  surgery,  Baltimore;  Dr.  Joseph  Ogura, 
otolaryngology,  St.  Louis;  Dr.  Dana  L.  Farnsworth,  psychiatry, 
Cambridge,  Mass.;  and  Dr.  Victor  A.  Politano,  urology,  Miami. 
Millard  J.  Heath,  433  Medical  Arts  Bldg.,  Dallas  75301,  is  so- 
ciety executive  officer. 


TEXAS  ASSOCIATION  OF  OBSTETRI- 
CIANS & GYNECOLOGISTS  will  meet 
March  7-8  at  the  St.  Anthony  Hotel  in 
San  Antonio.  The  scientific  progrram  will 
feature  two  out-of-state  guest  speakers.  Dr. 
Kenneth  J.  Ryan.  Cleveland.  Ohio,  speak- 
ing on  diabetes  and  pregnancy,  and  Dr. 
Griff  T.  Ross,  Bethesda,  Md.,  speaking  on 
hormonal  events  during  the  menstrual 
cycle.  The  following  Texas  physicians  will 
also  appear  on  the  program:  Drs.  Ray- 
mond H.  Kaufman,  Bao  Jen  Jing,  Robert 
R.  Franklin.  Herman  L.  Gardner,  Leon  J. 
Daily,  and  Alan  L.  Kaplan,  all  of  Houston  ; 
Drs.  E.  B.  Mendel,  Kenneth  M.  Talkington, 
Harry  B.  Macey,  Jr.,  William  P.  Devereux, 
James  T.  Downs,  III,  and  Paul  C.  Mac- 
Donald, all  of  Dallas:  Drs.  Carl  J.  Pauer- 
stein,  Joseph  N.  Seitchik.  and  Joseph  W. 
Goldzieher,  all  of  San  Antonio;  Dr.  Robert 
J.  Seymour.  Galveston  : Dr.  Frank  J.  Lee, 
Wichita  Falls : and  Dr.  Dennis  M.  Voul- 
garis,  Wharton,  Tex.  Program  topics  will 
be  an  evaluation  of  the  estrogen  test : 
mycoplasma  hominis  in  the  vagina  and  its 
role  as  an  infectious  agent ; relationship 
of  geophagia  and  amylophagia  to  iron  defi- 
ciency, helves  genitalis,  management  of 
carcinoma  of  the  vulva:  acute  puerperal 
mastitis:  and  clinical  endocrinology  today. 
In  addition  to  the  scientific  program,  such 
social  events  as  a golf  tournament,  cock- 
tail party,  banquet,  luncheon,  and  hospi- 
tality room  are  planned.  Dr.  J.  L.  Jinkins. 
Jr.,  Suite  1)21,  200  University  Blvd.,  Gal- 
veston 77550,  is  association  secretary-treas- 
urer. 

TEXAS  UROLOGICAL  SOCIETY  will  meet 
jointly  with  the  Louisiana  Urological  So- 
ciety Feb.  28-March  2 at  the  Royal  Coach 
Inn  in  Beaumont.  Speakers  and  topics  to 
be  presented  include  Dr.  John  P.  Smith, 
Columbus,  Ohio,  testicular  tumors  in  chil- 
dren, and  renal  trauma  in  children ; Dr. 
C.  J.  Robson,  Toronto,  Ontario,  Canada, 
radical  surgery  in  hypernephroma,  and  ret- 
roperitoneal fibrosis ; Dr.  James  H.  De- 
Weerd,  Rochester,  Minn.,  combined  radio- 
therapy and  surgical  attempts  on  infiltrat- 
ing bladder  cancer,  and  systemic  manifes- 
tations of  hypernephroma;  and  Dr.  F. 
Brantley  Scott,  Houston,  urodynamics  in 
children,  and  urinary  incontinence.  Four 
physicians.  Dr.  Russell  Scott  of  Houston, 
John  P.  Smith,  James  H.  DeWeerd,  and 
Jorgen  Schlegel  of  New  Orleans,  will  par- 
ticipate on  a panel  discussion,  “What’s 
New  in  Urology.”  Dr.  James  L.  Petry, 
3115  Procter  St.,  Port  Arthur  77640,  is 
society  secretary. 
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MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


THE  CHILDREN’S  HOSPITAL  RE- 
SEARCH FOUNDATION.  San  Antonio, 
will  present  its  Seventh  Annual  Teaching 
Conference,  March  22-23,  in  San  Antonio. 
Giiest  speakers  and  their  topics  will  be  Dr. 
David  E.  Smith,  Los  Angeles,  management 
of  the  adolescent  dimg  abuse  patient:  Dr. 
Clark  D.  West,  Cincinnati,  glomerulone- 
phritis— recent  advances  in  diagnostic 
studies  and  approaches  to  treatment,  and 
renal  transplantation  in  children  ; and  Dr. 
Mary  Allen  Engle,  New  York  City,  arrhy- 
thmias in  children.  The  second  conference 
day  will  be  devoted  to  “Sunday  Seminars” 
on  cardiovascular  disorders,  renal  and  meta- 
bolic diseases,  hematology  and  oncology, 
and  neurologic  problems.  The  conference, 
which  is  accredited  for  eight  hours  by  the 
American  Academy  of  General  Practice,  is 
sponsored  annually  by  a grant  from  Merck, 
Sharp  & Dohme.  Dr.  Leo  J.  Geppert,  519 
W.  Houston  St.,  P.O.  Box  7330,  Station  A, 
San  Antonio  78207,  is  chief  of  Pediatrics 
Service  at  the  hospital. 

TEXAS  ACADEMY  OF  GENERAL  PRAC- 
TICE. VALLEY  CHAPTER,  will  hold  the 
second  annual  Medical-Surgical  Conference 
of  the  Rio  Grande  Valley,  March  21-23  at 
the  McAllen  Civic  Center  in  McAllen,  Tex. 
Speakers  and  their  topic  areas  are  Dr.  A. 
R.  Kirkley,  Washington,  D.C.,  American 
Medical  Association  : Dr.  Demetrio  Sodi- 
Pallares.  Mexico  City,  cardiology;  Dr.  Ivan 
Kuhl,  McAllen,  dermatology;  Drs.  Edgar  A. 
Haunz,  Grand  Forks,  N.D..  and  Garner 
Klein,  Harlingen,  Tex.,  internal  medicine : 
Drs.  L.  G.  Cigarroa,  Laredo,  Robert  J. 
Coffey,  Washington,  D.C..  and  S.  S.  Evans, 
McAllen,  general  surgery:  Dr.  William  J. 
McGanity,  Galveston,  obstetrics-gynecology  : 
Dr.  Bruce  M.  Cameron,  Houston,  orthope- 
dics : Dr.  Heinz  F.  Eichenwald,  Dallas,  pe- 
diatrics : Dr.  Stanford  Glanz,  Corpus  Chris- 
ti,  plastic  and  reconstructive  surgery ; Dr. 
George  A.  Constant,  Victoria,  psychiatry: 
and  Dr.  John  R.  Derrick,  Galveston,  thor- 
acic and  cardiovascular  surgery.  Planned 
social  activities  will  include  trips  into  the 
neighboring  city  of  Reynosa,  Mexico.  Dr. 
Carlos  D.  Godinez,  60fi  S.  Broadway,  Mc- 
Allen 78539,  is  conference  director. 

ASSOCIATION  FOR  CHILDREN  WITH 
LEARNING  DISABILITIES  will  conduct 
its  sixth  annual  convention  at  the  Tarrant 
County  Convention  Center  in  Fort  Worth, 
March  6-8.  Speaking  of  learning  disabili- 
ties as  related  to  legislation,  education, 
speech  and  language,  physical  movement, 
juvenile  delinquency  and  medicine  will  be 
Dr.  Herbert  G.  Birch,  New  York  City;  Dr. 
Jeanne  McCrae  McCarthy  (Ph.I).),  Hoff- 
man Estates,  111.,  Dr.  Edward  C.  Frierson 
(Ph.D.),  Nashville,  Tenn.  ; and  Dr.  Sylvia 
O.  Richardson,  Cincinnati.  Lectures,  ques- 
tion and  answer  sessions,  workshops, 
round  table  discussion,  and  model  class- 


rooms, and  motion  pictures  will  be  includ- 
ed in  convention  activities.  Joseph  B.  Hall, 
P.O.  Box  8456,  Fort  Worth  76112,  is  con- 
vention chairman. 

THE  UNIVERSITY  OF  TEXAS  M.  D. 
ANDERSON  HOSPITAL  AND  TUMOR 
INSTITUTE  AT  HOUSTON  will  sponsor  a 
symposium,  “Anesthesia  for  the  Cancer 
Patient,”  Feb.  21-23.  Collaborating  insti- 
tutions are  Memorial  Sloan-Kettering  Can- 
cer Center  in  New  York  City  and  the  Tex- 
as Society  of  Anesthesiologists.  The  sym- 
posium, to  be  held  at  the  Shamrock  Hilton 
Hotel,  will  emphasize  preoperative,  intra- 
operative, and  postoperative  anesthetic  care 
of  patients  with  cancer.  Newer  drugs  and 
techniques  and  the  management  of  respira- 
toi*y  and  circulatory  problems  of  major 
surgical  procedures  will  also  be  discussed. 
Speakers  will  include  Drs.  Arthur  I.  Hol- 
leb,  C.  Paul  Boyan,  and  Rita  Jacobs,  all  of 
New  York  ; Drs.  Leroy  VanDam  and  Henry 
K.  Beecher,  both  of  Boston ; Dr.  A.  H. 
Giesecke,  Jr.,  of  Dallas;  and  Drs.  Walter 
Mannheimer,  James  M.  Fenstermacher, 
Charles  H.  Williams,  and  Dr.  Arthur 
Keats,  all  of  Houston.  Dr.  William  S.  Der- 
rick, The  Univei*sity  of  Texas  M.  D.  An- 
derson Hospital  and  Tumor  Institute  at 
Houston,  Texas  Medical  Center,  Houston 
77025,  is  symposium  chairman. 

TEXAS  SOCIAL  WELFARE  ASSOCIA- 
TION’S 58th  annual  conference  will  take 
place  Feb.  23-26  at  the  Convention  Center 
in  San  Antonio.  Theme  of  the  conference 
is  relevant  planning  in  a time  of  rebellion 
and  reaction.  The  conference  will  consist 
of  4 general  sessions,  40  smaller  ses- 
sions covering  areas  of  concern  and  ad- 
ventures in  practice,  continuous  showing 
of  related  films,  associate  organization 
meetings,  films,  and  entertainment  activi- 
ties. Speakers  will  include  Marc  Chevalier, 
director.  Title  XIX  Division,  Texas  State 
Department  of  Public  Welfare;  Dr.  Jack- 
son  Day.  Austin  : Dr.  William  B.  Beach, 
Jr.,  Sacramento,  Calif. ; and  Drs.  Robert  H. 
Barnes,  Stanley  E.  Crawford,  Joseph  Seit- 
chik,  Robert  L.  Leon,  and  Manuel  J.  Otero, 
all  of  San  Antonio.  Speech  topics  to  be 
covered  include:  involving  the  uninvolved, 
the  challenge  of  relevance  to  those  who 
would  help,  and  democratic  alternatives  to 
reaction  and  rebellion.  Warren  B.  Goodwin, 
901  Perry-Brooks  Bldg.,  Austin  78701,  is 
association  executive  director. 

AMERICAN  ACADEMY  OF  ALLERGY 
will  celebrate  its  25th  anniversary  during 
the  1969  annual  meeting  to  be  held  March 
17-19  at  the  Americana  Hotel,  Bal  Har- 
bour. Fla.  Two  scientists  will  speak  on  the 
general  subject,  “Man  and  His  Environ- 
ment.” The  meeting  will  be  preceded  by 
a two-day  postgraduate  course  on  basic 
concepts  in  human  hypersensitivity  and  on 


allergy — 1969.  Additional  program  informa- 
tion can  be  obtained  by  writing  James  O. 
Kelley,  academy  executive  secretary,  756 
N.  Milwaukee  St.,  Milwaukee  53202. 

NEW  ORLEANS  GRADUATE  MEDICAL 
ASSEMBLY  will  hold  its  32nd  annual  meet- 
ing March  10-13  at  the  Roosevelt  Hotel  in 
New  Orleans.  The  program  will  include  50 
informative  discussions  on  topics  of  cur- 
rent medical  interest,  a clinicopathologic 
conference,  medical  motion  pictures,  round 
table  luncheons,  and  technical  exhibits  ; and 
it  is  acceptable  for  3^/^  prescribed  hours 
and  28  elective  hours  by  the  American 
Academy  of  General  Practice.  Nineteen 
speakers  and  their  general  topics  are: 
Dr.  Henry  K.  Beecher,  Boston,  anes- 
thesiology; Dr.  Norman  D.  Nigro,  Detroit, 
colon  and  rectal  surgery : Dr.  Rudolph  L. 
Baer,  New  York  City,  dermatology ; Drs. 
W.  H.  J.  Summerskill,  gastroenterology, 
and  Raymond  V.  Randall,  internal  medi- 
cine, both  of  Rochester,  Minn.  ; Dr.  Ed- 
ward J.  Kowalewski,  Akron,  Pa.,  general 
practice;  Dr.  John  G.  Masterson,  Hines, 
III.,  gynecology;  Dr.  Ray  W.  Gifford,  Jr., 
Cleveland,  internal  medicine ; Dr.  William 
J.  German,  New  Haven,  Conn.,  neurosur- 
gery; Dr.  Robert  A.  Kinch,  Montreal,  Que- 
bec, Canada,  obstetrics  ; Dr.  John  R.  Lynn, 
Dallas,  ophthalmology ; Dr.  A.  B.  Sirbu, 
San  Francisco,  orthopedic  surgery ; Dr. 
Douglas  P.  Bryce,  Toronto,  Ontario,  Can- 
ada, otorhinolaryngology;  Dr.  A.  James 
French,  Ann  Arbor,  Mich.,  pathology ; Dr, 
Ix)uis  Gluck.  Miami,  Fla.,  pediatrics : Dr. 
Wilma  C.  Diner,  Little  Rock,  radiology; 
Dr.  James  D.  Hardy,  Jackson,  Miss.,  sur- 
gery; Dr.  John  W.  Kirklin,  Birmingham, 
Ala.,  surgery;  and  Dr.  Russell  Scott,  Jr., 
Houston,  urology,  Mrs.  Irma  B.  Sherwood, 
Room  1538,  1430  Tulane  Ave.,  New  Or- 
leans 70112,  is  assembly  executive  secretary. 

SOUTH  CENTRAL  ASSOCIATION  OF 
BLOOD  BANKS  will  hold  its  11th  annual 
meeting  at  the  Fontainebleau  Motor  Hotel 
in  New  Orleans,  March  20-22.  Subjects  to 
be  discussed  include  component  therapy 
and  the  clinician,  computerization  of  donor 
files,  total  quality  control,  personnel  rela- 
tions, human  chimerism,  and  pitfalls  in 
patient  identification.  Texans  on  the  pro- 
gram are  Dr.  E.  Richard  Halden,  Jr.,  Fort 
Worth,  medical  director.  Carter  Blood  Cen- 
ter : Mrs.  Beth  Keller,  Fort  Worth ; Dr. 
George  Peacock,  Dallas,  resident  patholo- 
gist, Parkland  Memorial  Hospital ; and  Dr. 
L.  Ruth  Guy  (Ph.D.),  Dallas,  associate 
director.  Parkland  Memorial  Hospital  Blood 
Bank.  Program  features  are  a clearing- 
house workshop,  a seminar  on  “Complica- 
tions of  Blood  Transfusions”  ; general  and 
scientific  sessions.  Mrs.  Elsie  Howard, 
2109  Commerce  St.,  Dallas  75201,  is  asso- 
ciation executive  director. 
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the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
and  easy-to-take  as  the  first! 

Optimal  neutralization^  — provided  by  the  combination  of  aluminum  and  mag- 
nesium hydroxides. 

Unfailing  good  taste  — confirmed  by  87.5%  of  1 04  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets. 2 

Concomitant  relief  of  G.  I.  gas  distress  — provided  by  the  proven  antiflatulent 
action  of  simethicone^. 

Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  twoteaspoonsful 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

References:  1.  Merck  & Co.,  Merck  Chemical  Division:  Antacid  Literature  Survey,  Rahway.  New  Jersey. 
(MM3041 , R-1286-K  REV  463.)  2.  Danhof,  I.E.,  report  on  file.  3.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1 966. 
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AMERICAN  MEDICAL  ASSOCIATION 
and  AMERICAN  BAR  ASSOCIATION  will 

MORE 

jointly  sponsor  a 1969  National  Medicolegal 
Symposium,  at  Ceasar’s  Palace  in  Las  Ve- 
gas, March  13-15.  Subjects  to  get  consid- 
eration are:  who  wants  to  pay  unneces- 

HIGHLIGHTS 

sary  taxes?- — the  case  for  planning;  risks 
and  rewards  of  professional  corporations ; 
getting  away  with  murder — a medical  vig- 

OF 

nette:  disability — what  kind  and  how 
much?;  life,  death,  and  human  transplan- 
tation ; how^  to  avoid  malpractice  liability  ; 

COMING 

and  pre-trial  screening  of  malpractice 
claims.  Registration  fee  of  $40  covers  four 
half-day  sessions  and  one  luncheon.  Regis- 
trations and  reiiuests  for  further  informa- 

MEETINGS 

tion  should  be  sent  to  American  Bar  As- 
sociation Division  of  Legal  Practice  and 

ALSO  IN  FEBRUARY 

Education,  1155  E.  60th  St.,  Chicago  60637. 

AMERICAN  MEDICAL  ASSOCIATION’S 

Council  on  Rural  Health  will  sponsor  a 

22nd  National  Conference  on  Rural  Health 

March  21-22  in  Philadelphia.  Conference 
theme  will  be  “Meeting  Rural  Health  Needs 
in  Our  Changing  Times.”  Topics  to  be 

■ AMERICAN  COLLEGE  OF  PHYSICIANS  POST- 
GRADUATE COURSE,  Infectious  Disease-Antibiotics, 
Immunology  Organ  Transplantation,  and  Clinical  Virol- 
ogy, Houston,  Feb.  19-22,  1969.  Dr.  Edward  C.  Rosenow, 
Jr.,  4200  Pine  St.,  Philadelphia  19104,  Exec.  Dir. 

discussed  include  health  education  as  a 
foundation  for  healthful  living,  planning 
for  rural  health  services,  systematic  ap- 
proach to  emergency  medical  services,  and 

AMERICAN  COLLEGE  OF  RADIOLOGY,  Atlanta,  Ga.. 
Feb.  18-22,  1969.  William  C.  Stronacb,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 

the  changing  role  of  the  nurse.  Discussion 
groups  will  take  up  such  topics  as  migrant 
health  programs  that  work,  mental  health 
services  for  rural  areas,  techniques  for 
community  health  action,  and  preparing 
communities  for  medical  emergencies.  Two 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS 
AND  COLLEGE  OF  AMERICAN  PATHOLOGISTS,  Los 
Angeles,  Feb.  23-28,  1969.  Dr.  William  D.  Dolan,  5129  N. 
16th  St.,  Arlington,  Va.  22205,  Sec.-Treas. 

symposia  will  consider  health  manpower 
for  the  changing  rural  community  and 
changing  methods  in  delivery  of  rural 
health  care. 

AMERICAN  PSYCHIATRIC  ASSOCIA- 
TION’S Committee  on  Psychiatry  and 

■ BAYLOR  UNIVERSITY  COLLEGE  OF  MEDICINE, 
postgraduate  coui’se.  Advances  in  Infectious  Disease  and 
Immunology,  Houston,  Feb.  19-22,  1969.  Dr.  Vernon 
Knight,  Baylor  University  College  of  Medicine,  Houston 
77025,  Dir. 

Medical  Practice  will  sponsor  its  Eighth 

Colloquium  on  Postgraduate  Training  of 

Physicians  in  Psychiatry,  March  22-23  in 
Pittsburgh’s  Hilton  Hotel.  Colloquium  theme 
will  be  ‘‘Problems  and  Issues  in  Communi- 

■  SOUTHWESTERN  MEDICAL  ASSOCIATION,  El 
Paso,  February,  1970.  Bob  Reid,  723  Mills  Bldg.,  El  Paso 
79901,  Exec.  Sec. 

cation  and  Collaboration  between  Psychia- 
trists and  Other  Physicians.”  Leading  dis- 
cussions will  be  Dr.  Maynard  Shapiro,  Chi- 
cago, president,  American  Academy  of 

General  Practice;  and  Dr.  Frank  Kiesler, 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, Dallas.  Feb.  24,  1969.  Dr.  R.  E.  Johnson,  Box 
4905,  Midland  79702,  Sec.-Treas. 

Grand  Rapids,  Minn.,  director,  Northland 

Mental  Health  Center.  Dr.  Rex  A.  Pitten- 
ger,  1700  18th  St.  NW,  Washington,  D.C., 

20009,  is  colloquium  coordinator. 

NEW  YORK  UNIVERSITY  will  present 
an  advanced  seminar  for  physicians  and 
other  professional  workers  in  family  plan- 

■  TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES,  Feb.  21-22,  1969.  Mrs.  Betty  Ander- 
son, 1012  Sam  Houston  State  Office  Bldg.,  201  E.  14tb 
St.,  Austin  78701,  Exec.  Sec. 

ning  agencies  will  be  held  Feb.  26-28  in 

ALSO  IN  MARCH 

New  York  City.  Lectures  and  discussion 
will  deal  with  such  subjects  as  demographic 
and  cultural  aspects  of  family  planning : 
progress  and  research  in  medical  aspects 
of  conception  control  ; legal  aspects  of  con- 

AMERICAN ACADEMY  OF  ALLERGY,  Bal  Harbour. 
Fla.,  March  15-19,  1969.  Dr.  Paul  P.  VanArsdel,  Jr.,  Uni- 
versity of  Washington  School  of  Medicine,  Seattle  98105, 
Sec. 

traception,  sterilization,  and  abortion  ; and 
the  relationship  between  sex  and  family 
planning.  Mrs.  Harry  Mervin,  New  York 

University,  Washington  Square,  New  York 

City  10003,  is  information  officer. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, San  Francisco,  March  31-April  2,  1969.  Dr.  Thom- 
as B.  Ferguson,  Suite  311,  7710  Carondelet  Ave.,  St. 
Louis  63105,  Sec. 

THIRD  BIENNIAL  SEMINAR  ON  PRE- 
MATURITY for  physicians,  nurses,  and 
social  workers  will  be  sponsored  by  Arizona 

State  Department  of  Health,  Arizona  State 

Pediatric  Society,  and  Advisory  Committee 
on  Prematurity,  Feb.  22-23  at  the  West- 

■  AMERICAN  COLLEGE  OF  PHYSICIANS  Postgradu- 
ate Course,  Physiological  Concepts  of  Clinical  Disease, 
Dallas,  March  3-6,  1969.  Dr.  Edward  C.  Rosenow,  Jr.. 
4200  Pine  St.,  Philadelphia  19104,  Exec.  Dir.  (See  p.  125 
for  course  details.) 

ward  Ho  Hotel  in  Phoenix.  Dr.  Arnold  J. 

Rudolph  of  Houston  will  be  one  of  five 
guest  speakers.  His  presentations  will  be 
the  transitional  nursery  and  physical  diag- 
nosis in  the  nursery.  Other  discussion  top- 

AMERICAN COLLEGE  OF  PHYSICIANS,  postgraduate 
course.  Recent  Advances  in  Cardiovascular  Disease,  New 
York  City,  March  17-21,  1969.  Dr.  Edward  C.  Rosenow, 
Jr.,  4200  Pine  St.,  Philadelphia  19104,  Exec.  Dir. 

ics  will  include  management  of  the  new- 
born in  the  delivery  room,  nursing  con- 
cepts in  newborn  intensive  care,  and 
disseminated  intravascular  coagulation  dis- 
orders in  the  newborn.  Dr.  Frederic  W. 

Baum.  Room  617  Goodrich  Bldg.,  14  N. 

Central  Ave.,  Phoenix,  Ariz.  85004,  is 
seminar  information  officer. 

■ AMERICAN  ELECTROENCEPHALOGRAPHIC  SO- 
CIETY, postgraduate  course.  Current  Problems  in  Elec- 
troencephalography : Advances  Toward  Their  Solution, 
Houston,  March  12-15,  1969.  Dr.  Peter  Kellaway,  Baylor 
University  College  of  Medicine,  Texas  Medical  Center, 
Houston  77025,  Information  Officer.  (See  p.  125  for 
course  details.) 
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AMERICAN  MEDICAL  ASSOCIATION  THIRD  NA- 
TIONAL CONGRESS  ON  THE  SOCIO-ECONOMICS  OF 
HEALTH  CARE,  Chicago,  March  28-29,  1969.  Dr.  Charles 
L.  Hudson,  535  N.  Dearborn  St.,  Chicago  60610,  Dir., 
AMA  Division  of  Health  Service. 

■ HOUSTON  SOCIETY  OF  CLINICAL  PATHOLO- 
GISTS, Ninth  Annual  Pathology  Radiology  Seminar, 
Houston,  March  29,  1969.  Dr.  Don  B.  Singer,  Depart- 
ment of  Pathology,  Texas  Children’s  Hospital,  Houston 
77025,  Chm. 

■ NINTH  DISTRICT  MEDICAL  SOCIETY,  Hempstead, 
Tex.,  March  20,  1969.  Dr.  W.  H.  Bridges,  1105  Decker 
Dr.,  Baytown  77520,  Sec.-Treas. 

■ SCOTT  AND  WHITE  MEMORIAL  HOSPITAL,  An- 
nual Pediatrics  Postgraduate  Conference,  Temple,  March 
28-29,  1969.  Dr.  N.  C.  Hightower,  Scott  and  White  Me- 
morial Hospital,  Temple  76501,  Dir. 

■ SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDI- 
CINE, San  Antonio,  March  7-9,  1969.  Dr.  Herbert  C. 
Allen,  Jr.,  100  Hermann  Professional  Bldg.,  Houston 
77025,  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION  and  TEXAS  NURS- 
ES ASSOCIATION,  Third  Conference  of  Physicians  and 
Nurses,  Salado,  Tex.,  March  29-30,  1969.  Mrs.  Lillian  E. 
Taubert,  R.N.,  434  S.  Main,  Suite  205,  San  Antonio 
78204,  Exec.  Dir.,  Texas  Nurses  Association. 

■ TEXAS  NURSING  HOME  ASSOCIATION,  Spring 
Meeting,  Austin,  March  23-25,  1969.  John  M.  Crawford, 
Jr.,  6225  US  Highway  290  E.,  Austin  78723,  Exec.  Dir. 

■ TEXAS  TUBERCULOSIS  ASSOCIATION,  McAllen, 
Tex.,  March  28-29,  1969.  Mrs.  Pauline  K.  Mathis,  2406 
Manor  Rd.,  P.O.  Box  6158,  Austin  78702,  Exec.  Dir. 

■ THE  UNIVERSITY  OF  TEXAS  SOUTHWESTERN 
MEDICAL  SCHOOL,  postgraduate  course.  Psychological 
Concepts  of  Clinical  Disease,  Dallas,  March  3-6,  1969.  Dr. 
Donald  W.  Seldin,  The  University  of  Texas  Southwestern 
Medical  School  75235,  Dir.  (See  p.  125  for  course  details.) 


APRIL 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Boston,  Ap- 
ril 21-23,  1969.  Dr.  Robert  G.  Frazier.  1801  Hinman  Ave., 
Evanston,  HI.  60204,  Exec.  Dir. 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION.  Chicago,  April  24-26,  1969. 
Creston  C.  Herold,  30  N.  Michigan  Ave.,  Chicago  60602, 
Exec.  Dir. 

AMERICAN  COLLEGE  OF  ALLERGISTS.  Washington, 
D.C.,  April  13-18,  1969.  Eloi  Bauers,  2100  Dain  Tower, 
Minneapolis,  Minn.  55402  Exec.  Vice  Pres. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Bal  Harbour,  Fla.,  April  28-May  1, 
1969.  American  College  of  Obstetricians  and  Gynecolo- 
gists, Meeting  Services  Department,  79  W.  Monroe,  Chi- 
cago 60603. 

■ AMERICAN  DERMATOLOGICAL  ASSOCIATION, 
Scottsdale,  Ariz.,  April  17-22,  1969.  Dr.  Barrett  Kennedy, 
1542  Tulane  Ave.,  New  Orleans,  La.  70112,  Sec. 

■ AMERICAN  INDUSTRIAL  HEALTH  CONFERENCE, 
Houston,  April  21-24,  1969.  American  Industrial  Health 
Conference,  55  E.  Washington  St.,  Chicago  60602. 


AMERICAN  PEDIATRIC  SOCIETY,  Atlantic  City.  N.J., 
April  30-May  1,  1969.  Dr.  Charles  D.  Cook,  333  Cedar  St.. 
New  Haven,  Conn.  06510,  Sec.-Treas. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  Chicago,  April  11-12,  1969.  Frank  K.  Wool- 
ley,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago  60601, 
Exec.  Dir. 

■ BAYLOR  UNIVERSITY  COLLEGE  OF  MEDICINE, 
postgraduate  course.  Surgical  Treatment  of  Vascular  Le- 
sions, Houston,  April  17-19,  1969.  Dr.  Michael  E.  De- 
Bakey,  Baylor  University  College  of  Medicine,  Texas  Med- 
ical Center,  Houston  77025,  Dir. 

■ EIGHTH  DISTRICT  MEDICAL  SOCIETY,  Bay  City. 
Tex.,  April,  1969.  Dr.  William  Nicholson,  304  W.  Broad, 
Freeport  77541,  Sec.-Treas. 

■ INDUSTRIAL  MEDICAL  ASSOCIATION,  Houston, 
April  21-24,  1969.  Howard  N.  Schulz,  55  E.  Washingrton 
St.,  Chicago,  111.  60602,  Exec.  Dir. 

JOHNS  HOPKINS  UNIVERSITY,  Health  Services  Re- 
search Seminar,  Baltimore,  April  13-18,  1969.  Dr.  John 
W.  W'illiamson,  Department  of  Medical  Care  and  Hospi- 
tals, Johns  Hopkins  University  School  of  Hygiene  and 
Public  Health,  Seminar  Office,  550  N.  Broadway,  Room 
207,  Baltimore  21205,  Seminar  Coordinator. 

■ ST.  LUKE’S  EPISCOPAL  HOSPITAL  and  BAYLOR 
UNIVERSITY  COLLEGE  OF  MEDICINE,  Fifth  Annual 
Orthopaedic  Symposium,  Houston,  April  17-19,  1969.  Dr. 
W.  Malcolm  Cranberry,  Kelsey-Seybold  Clinic,  6624  Fan- 
nin St.,  Houston  77025,  Section  of  Orthopedic  Surgery. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATION,  Chi- 
cago, April  30-May  4,  1969.  Russell  F.  Staudacher,  2635 
Flossmoor,  Flossmoor,  HI.  60422,  Exec.  Dir. 

■ TEXAS  DENTAL  ASSOCIATION,  Dallas,  April  27-30, 
1969.  Bill  Howard,  3707  Gaston  Ave.,  Dallas  75246,  Exec. 
Dir. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION. 
Houston,  April  21-24,  1969.  Dr.  G.  E.  McGlothlen,  P.O. 
Box  336,  Bridge  City,  Tex.  77611,  Sec.-Treas. 

■ TEXAS  SURGICAL  SOCIETY,  Galveston,  April  12-15, 
1969.  Dr.  Jesse  E.  Thompson,  3434  Swiss,  Dallas  75204, 
Sec. 

■ THE  UNIVERSITY  OF  TEXAS  M.  D.  ANDERSON 
HOSPITAL  AND  TUMOR  INSTITUTE,  postgraduate 
course.  The  Diagnosis,  Evaluation,  and  Treatment  of 
Lung  Cancer,  Houston,  April  7-9,  1969.  Dr.  Clifton  F. 
Mountain,  The  University  of  Texas  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute,  Houston  77025,  Chairman. 

MAY 

AEROSPACE  MEDICAL  ASSOCIATION,  San  Fran- 
cisco, May  5-8,  1969.  Dr.  Merrill  H.  Goodwin,  Aerospace 
Medical  Association,  Washington  National  Airport,  Wash- 
ington, D.C.  20001,  Exec.  Vice  Pres. 

■ AMERICAN  ACADEMY  OF  PEDIATRICS,  TEXAS 
CHAPTER,  San  Antonio,  May  2,  1969.  Dr.  Robert  L. 
Mathis,  4119  Montrose  Blvd.,  Houston  77006,  Sec.-Treas. 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
TEXAS  CHAPTER,  San  Antonio,  May  4,  1969.  Dr. 
Daniel  E.  Jenkins.  1200  Moursund  Ave.,  Houston  77025, 
Sec.-Treas. 
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■ AMERICAN  COLLEGE  OF  SURGEONS,  SOUTH 
TEXAS  CHAPTER,  Houston,  May,  1969.  Dr.  August  F. 
Herff,  Jr.,  820  M&S  Tower,  San  Antonio  78205,  Sec. 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION, Washington,  D.C.,  May  14-17,  1969.  Dr.  H.  D. 
Janowitz,  11  E.  100th  St.,  New  York  City  10029,  Sec. 

AMERICAN  OPHTHALMOLOGICAL  SOCIETY,  Hot 
Springs,  Va.,  May  26-28,  1969.  Dr.  Samuel  D.  McPherson, 
Jr.,  1110  W.  Main  St.,  Durham,  N,C.  27701,  Sec.-Treas. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  Miami 
Beach,  Fla.,  May  5-9,  1969.  Dr.  Robert  S.  Garber,  Car- 
rier Clinic,  Belle  Mead,  N.J.  08502,  Exec.  Sec. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION,  TEXAS 
DISTRICT  BRANCH.  San  Antonio,  May  1-4,  1969.  Dr. 
Irvin  M.  Cohen,  641  Hermann  Professional  Bldg.,  Hous- 
ton 77025,  See. 

AMERICAN  THORACIC  SOCIETY,  Miami  Beach,  Fla., 
May  24-26,  1969.  Robert  G.  Weymueller,  1780  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION,  San  Fran- 
cisco. May  12-15,  1969.  William  P.  Didusch,  1120  N. 
Charles  St.,  Baltimore  21201,  Exec.  Sec. 

■ FLYING  PHYSICIANS  ASSOCIATION,  TEXAS 
CHAPTER,  San  Antonio,  May  1,  1969.  Dr.  Robert  L. 
Schoenvogel,  401  Sycamore,  Brenham  77833,  Sec.-Treas. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEX- 
AS DIVISION,  San  Antonio,  May,  1969.  Dr.  Thomas  L. 
Hill,  Kings  Daughters  Clinic,  Temple  76501,  Sec. 

NATIONAL  CONFERENCE  ON  BREAST  CANCER, 
Washington,  D.C.,  May  8-10,  1969.  Dr.  Roald  N.  Grant, 
219  E.  42nd  St.,  New  York  10017,  Coordinator. 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS,  Milwaukee,  May  14-16,  1969.  Miss  Margaret 
S.  Banks,  79  Madison  Ave.,  New  York  10016,  Admin. 
Asst. 


■ SEVENTH  ANNUAL  BAYLOR  ALUMNI  DAY,  Bay- 
lor University  College  of  Medicine,  Houston,  May,  1969. 
Mr.  Russell  Clem  and  Dr.  Herbert  Fred,  Baylor,  Houston 
77025,  Coordinators. 

■ SOUTHWEST  FOUNDATION  FOR  RESEARCH  AND 
EDUCATION,  19th  Annual  Southwestern  Conference  on 
Diseases  in  Nature  Transmissible  To  Man.  San  Antonio, 
May  22-23,  1969.  Dr.  S.  S.  Kalter  (Ph.D.),  P.O.  Box 
2296,  San  Antonio  78206,  Conference  Chairman. 

■ TEXAS  ACADEMY  OF  GENERAL  PRACTICE,  sym- 
posium, Surgery — When  and  How  to  Do  It,  Laredo,  Tex., 
May  17-18,  1969.  Donald  C.  Jackson,  1905  N.  Lamar 
Blvd.,  Austin  78705,  Exec.  Sec. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  San  Antonio. 
May  1,  1969.  Dr.  C.  F.  MUler,  Box  1338,  Waco  76703, 
Sec.-Treas. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, San  Antonio,  May  1,  1969.  Dr.  Reinhold  E. 
Johnson,  Box  4905,  Midland  79701,  Sec.-Treas. 


■ TEXAS  DERMATOLOGICAL  SOCIETY,  San  Antonio, 
May  3,  1969.  Dr.  Coleman  Jacobson,  3707  Gaston  Ave., 
Dallas  75246,  Sec.-Treas. 

■ TEXAS  DIABETES  ASSOCIATION,  San  Antonio,  May 
4,  1969.  Dr.  Holbrooke  S.  Seltzer,  4600  S.  Lancaster, 
Dallas  75216,  Sec.-Treas.  and  Prog.  Chm. 

■ TEXAS  HOSPITAL  ASSOCIATION,  DaUas,  May  17- 
21,  1969.  O.  Ray  Hurst,  P.O.  Box  4553,  Austin  78751, 
Exec.  Dir. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION,  San 
Antonio,  May  1,  1969.  Dr.  George  E.  McGIothlen,  P.O. 
Box  336,  Bridge  City,  Tex.,  Sec.-Treas. 

■ TEXAS  MEDICAL  ASSOCIATION,  San  Antonio,  May 
1-4,  1969.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  San 
Antonio,  May  2-3,  1969.  Dr.  John  Kuppinger,  613  W. 
Fillmore,  Harlingen  78550,  Sec. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION,  San  An- 
tonio, May  3,  1969.  Dr.  Ray  Lawson,  2828  Lemmon  Ave., 
Dallas  75204,  Sec.-Treas. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION,  San 
Antonio,  May  2-3,  1969.  Dr.  Charles  Engelking,  224-34  W. 
Beauregard,  San  Angelo  76902,  Sec. 

■ TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  San  Antonio,  May  1,  1969.  Dr.  Robert 
M.  Izard,  Jr.,  P.O.  Box  68,  Gonzales,  Tex.  78629,  Sec.- 
Treas. 

■ TEXAS  PROCTOLOGIC  SOCIETY,  San  Antonio,  May, 
1969.  Dr.  James  M.  Hampton,  448  Hermann  Professional 
Bldg.,  Houston  77025,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  San 
Antonio,  May  3-4,  1969.  Dr.  Presley  Chalmers,  2310 
Gramercy,  Houston  77026,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  ATHLETIC  TEAM  PHYSI- 
CIANS, San  Antonio,  May  2,  1969.  Dr.  Stonie  R.  Gotten, 
2601  Welborn,  Dallas  75219,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC.,  San 
Antonio,  May  4,  1969.  Dr.  Jack  L.  Smith,  3166  Stagg  Dr., 
Beaumont  77701,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  San 
Antonio,  May  3,  1969.  Dr.  FVank  Dunton,  3601  Swiss 
Ave.,  Dallas  75204,  Sec.-Treas. 

■ TEXAS  TRAUMATIC  SURGICAL  SOCIETY,  San  An- 
tonio, May  1,  1969.  Dr.  C.  M.  Ashmore,  5124  Richmond 
Rd.,  Bellaire  77401,  Sec.-Treas. 

■ THE  UNIVERSITY  OF  TEXAS  MEDICAL  BRANCH 
AT  GALVESTON  and  TEXAS  HEART  ASSOCIATION, 
Galveston,  May  18,  1969.  Dr.  Leonard  C.  Harris,  2607 
Meadow  Lane,  La  Marque  77568,  Information  Officer. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  INC.,  San  Antonio,  May  3,  1969.  Mr.  WaUy 
Christensen,  1919  Lavaca,  Austin  78701,  Exec.  Dir. 
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TEXAS  MEDICINE 


li  ■ ' 


See  next  page  for  prescribing  information 


You’ve  made  it 
one  of  your  specific 
in  acute  otitis  medie 

DECLOMYCIN  acts  against  many  strains  of  j 
H.  influenzae,  pneumococci  and  streptococci,  thi 
most  common  invaders.  In  otitis  media,  where  it 
is  difficult  to  isolate  the  causative  organism,  this! 
coverage  may  be  important.  However,  some  straiii 
may  be  resistant  and  other  pathogens  can  be 
involved.  | 

You've  found  the  high  serum  levels  of 
DECLOMYCIN  important,  too.  Its  prolonged  acti(| 
permits  convenient  300  mg  b.i.d.  or  150  mg 
q.i.d.  administration. 

When  specimens  are  obtainable,  your  culture 
studies  will  indicate  the  usefulness  of 
DECLOMYCIN. 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system-ano- 


rexia, nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolii 
pruritus  ani.  Skin-maculopapular  and  erythematous  rashes;  a rl 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensiti^ 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney-  rise  in  BU 
apparently  dose-related.  Transient  increase  in  urinary  output,  sorr 
times  accompanied  by  thirst  (rare).  Hypersensitivity  reactions-ur 
caria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental  staining (y 
low-brown)  in  children  of  mothers  given  this  drug  during  the  latter  hi 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonatal  pe 
od,  infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seen 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontin 
medication  and  institute  appropriate  therapy.  Demethylchlorteti 
cycline  may  form  a stable  calcium  complex  in  any  bone-formingtiss 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Shoj 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorptiort 
impaired  by  the  concomitant  administration  of  high  calcium  contj 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococl 
infections  should  continue  for  10  days,  even  though  symptoms  hi 
subsided.  | 

Capsules:  150  mg;  Tablets:  film  coated,  31 
mg,  150  mg  and  75  mg  of  demethylchlorteti 
cycline  HCI.  3? 


DECLOMYCIN 

DEMErHYLCHLORTETKACYCLINE 


I 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


heavenly  relief 
for  unearthly  cough 

Benyliri 

EXPECTORAIVT 


4' 


Each  Ruidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENY LIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENY  LIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENY  LIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
16  oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieve 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


‘Empirin’* 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 


Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 


'B.W.  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  are  available  on  oral 

prescription,  where  State  law  permits. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
T\ickahoe,  N.Y. 


MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


JUNE 

AMERICAN  MKDICAE  WOMEN'S  ASSOCIATION  (In- 
terim) Sausalito,  Calif.,  June  U)-‘21,  IDfil).  Miss  (lertrude 
F.  Cnnroy,  1710  liroailway.  New  York  10010,  E.\ec. 
Officer. 

AMERICAN  ORTHOPAEDIC  ASSOCIATION.  Hot 
Springs,  Va..  June  23-26,  1969.  Dr.  Sam  W.  Banks,  29 
E.  Madison  St..  Chicago  60602,  Sec. 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
TEXAS  CHAPTER,  Lubbock,  June  6-8,  1969.  Jesse  W. 
Hofacket,  3615  19th  St..  Lubbock  79410,  Chairman. 

AMERICAN  PROCTOLOGIC  SOCIETY,  Boston.  June 
16-19,  1969.  Dr.  John  E.  Ray,  320  W.  Lafayette,  Detroit 
48226,  Sec. 

AMERICAN  RHEUMATISM  ASSOCIATION.  Boston, 
June  19-20,  1969.  Margaret  M.  Walsh,  1212  Avenue  of  the 
Americas,  New  York  10036,  Exec.  Sec. 

SOUTHWESTERN  SURGICAL  CONGRESS.  Lake  Ta- 
hoe, June  2-5,  1969.  Dr.  Jack  A.  Barney,  301  Pasteur 
Bldg.,  Oklahoma  City  73103,  Sec.-Treas. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Fort  Worth,  June  23-25,  1969.  Dr.  M,  H.  Crabb,  1612 
Summit  Ave.,  Suite  303,  Foi-t  Worth  76102,  Sec. 

UNITED  STATES  - MEXICO  BORDER  PUBLIC 
HEALTH  ASSOCIATION,  Santa  Fe.  N.M..  June,  1969. 
Dr.  Jorge  Jimenez  Gandica,  501  US  Court  House,  El 
Paso  79901,  Sec. 


JULY 

AMERICAN  MEDICAL  ASSOCIATION,  New  York,  July 
13-17,  1969.  Dr.  F.  J.  L.  Blasingame,  535  N.  Dearborn 
St.,  Chicago  60610,  Elxec.  Vice  Pres. 

■ POSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH 
TEXAS,  Houston,  July  21-23,  1969.  Mrs.  W.  H.  Dahme, 
209  Jesse  H.  Jones  Library  Bldg.,  Houston  77025,  Exec. 
Sec. 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver. 
July  17-19,  1969.  Kenneth  L.  Smith,  American  National 
Bank  Bldg.,  818  17th  St.,  Denver  80202,  Sec. 

■ TEXAS  PHARMACEUTICAL  ASSOCIATION,  Austin, 
July  20-23,  1969.  Luther  Parker,  Austin  Savings  Bldg., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  REHABILITATION  ASSOCIATION,  El  Paso. 
July,  1969.  Mrs.  Sharon  Estep,  P.O.  Box  20194,  Austin 
78767,  Sec.-Treas. 


AUGUST 

AMERICAN  CONGRESS  OF  REHABILITATION  MED- 
ICINE. Chicago,  Aug.  17-22,  1969.  Creston  C.  Herold,  30 
N.  Michigan  Ave.,  Chicago  60602,  Exec.  Dir. 

AMERICAN  HOSPITAL  ASSOCIATION.  Chicago.  Aug. 
18-21,  1969.  Dr.  Edwin  L.  Crosby,  840  N.  Lake  Shore  Dr., 
Chicago  60611,  Exec.  Officer. 


SEPTEMBER 

AMERICAN  ACADEMY  OP  GENERAL  PRACTICE, 
Philadelphia.  Sept.  26-Oct.  3,  1969.  Dr.  Mac  F.  Cahal 
(J.D.),  Volker  Blvd.  at  Brookside,  Kansas  City.  Mo., 
Exec.  Dir. 

AMERICAN  DIETETIC  ASSOCIATION.  Washington, 
D.C.,  Sept.  8-12,  1969.  Demi  Costas,  620  Michigan  Ave., 
Chicago  60611,  Public  Relations  Director. 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION.  Phil- 
adelphia, Sept.  18-22,  1969.  David  Littler,  420  Lexington 
Ave.,  Suite  417,  New  York  10017,  Exec.  Sec. 

■ TEXAS  HEART  ASSOCIATION.  Houston.  Sept.  23-28. 
1969.  Jim  R.  Rose,  P.O.  Box  25041,  Houston  77005,  Act- 
ing Executive  Director. 


■ TEXAS  PEDIATRIC  SOCIETY,  Corpus  Christi,  Sept. 
26-27,  1969.  Dr.  P.  A.  Cato,  1016  E.  32nd  St.,  Austin 
78706,  Sec. 


OCTOBER 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Chicago,  Oct.  12-17,  1969.  Dr.  C. 

M.  Kos,  15  Second  St.,  SW,  Rochester,  Minn.  66901.  Exec. 
Sec.-Treas. 

B AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Dallas,  Oct.  13-17,  1969.  Joseph  J.  Gar- 
vey, 4 E.  Clinton  St.,  Joliet,  111.,  60434,  Exec.  Sec. 

B AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Houston,  Oct.  19-22,  1969.  Daniel  Weiss,  33  W.  60th  St., 
New  York  City  10023,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  San  Francisco, 
Oct.  6-10,  1969.  Dr.  John  Paul  North,  55  E.  Erie  St,, 
Chicago  60611,  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  San 
Francisco,  Oct.  25-29,  1969.  John  W.  Andes,  516  Busse 
Hwy.,  Park  Ridge,  III.  60068,  Elxec.  Sec. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS,  Dallas,  Oct.  17-18. 
1969.  William  E.  Russell,  4429  N.  Central  Expressway, 
Dallas  75205,  Exec.  Dir. 

OKLAHOMA  CITY  CLINICAL  CONFERENCE,  Okla- 
homa City,  Oct.  27-29,  1969.  Mrs.  Alma  O’Donnell,  2809 
NW  Exijressway,  Oklahoma  City  73112,  Exec.  Sec. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lub- 
bock, Oct.  11,  1969.  Mrs.  Carlie  Umphres,  Box  3276,  Am- 
arillo 76106,  Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION.  Asheville, 

N. C.,  Oct.  5-7,  1969.  Dr.  Nat  T.  Winston,  Jr.,  300  Cor- 
dell Hull  Bldg..  436  6th  Ave.  N.,  Nashville,  Tenn.  37219. 

■ TEXAS  ACADEMY  OF  GENERAL  PRACTICE,  San 
Antonio,  Oct.  12-15,  1969.  Donald  C.  Jackson,  1905  N. 
Lamar  Blvd.,  Austin  78705,  Exec.  Sec. 


NOVEMBER 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  Hous- 
ton,  Nov.  16-20,  1969.  Miss  Lois  J.  James,  Suite  1322, 
30  N.  Michigan.  Chicago  60602,  Exec.  Officer. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City. 
Nov.  6-8,  1969.  Lane  W.  Adams,  219  E.  42nd  St.,  New 
York  City  10021,  Exec.  Vice  Pres. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION.  Phila- 
delphia. Nov.  10-14,  1969.  Dr.  Berwyn  F.  Mattison,  1740 
Broadway,  New  York  City  10019,  Exec.  Dir. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Nov,  30-Dec.  5,  1969.  Dr.  Reynold  F.  Brown, 
433  California  St..  San  Francisco  94104,  Chm.  Bd.  of 
Directors. 

SOUTHERN  MEDICAL  ASSOCIATION.  Atlanta.  Ga.. 
Nov.  10-13,  1969.  Robert  F.  Butts,  2601  Highland  Ave., 
Birmingham,  Ala.  35205,  Exec.  Dir. 

B TEXAS  NURSING  HOME  ASSOCIATION.  Houston. 
Nov.  5-7,  1969.  John  Crawford.  6225  Hwy.  290-E..  Austin 
78723,  Exec.  Dir. 


DECEMBER 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs. 
Va.,  December.  1969.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center,  Durham.  N.C.  27706.  Sec. 

B TEXAS  ACADEMY  OF  INTERNAL  MEDICINE.  Hous- 
ton, Dec.  6,  1969.  Dr.  O.  R.  Hollan,  703  Nix  Professional 
Bldg.,  San  Antonio  78205,  Sec. 

B TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, Fort  Worth,  Dec,  5-6,  1969.  Dr. 

James  H.  Scruggs,  2223  Austin  Ave.,  Waco  76701,  Sec. 
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Can  you  save  a year 
of  your  son’s  life? 


For  the  gifted  high  school  student  who  plans 
a professional  career  — as  a doctor,  lawyer, 
engineer  or  businessman  — Schreiner  offers  an 
“accelerated  honors  program”  which  makes  it 
possible  for  him  to  pursue  his  education  at 
his  own  pace  — ahead  of  the  crowd. 

This  fully  accredited  program  permits  the 
exceptional  student  to  complete  the  last  two 
years  of  high  school  and  the  first  two  years 
of  college  in  three  years  ...  to  reduce  the 
time  he  must  spend  in  pre-professional 
studies  . . . and  to  save  a year  of  his  life  for 
more  advanced  academic  pursuits. 

Our  College  Preparatory  Department  offers 
grades  9 through  12,  and  our  Junior  College 
Department  offers  degree  programs  in  Pre-Law, 
Pre-Medical,  Engineering,  Business 
Administration,  and  Liberal  Arts. 

Enrollment  is  limited  to  400  students. 


For  further  information,  write  or  call  The  Registrar, 


Sct|reiitei* 


Box  P,  Kerrville,  Texas  78028 


Telephone  AC  512  / CL  7-8412 


^aAomiAt 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . 0.60% 

Chlorobutanol  0.16% 

Tripelennamine  Hcl  0.50% 

In  Isotonic  Solution 


T/adomtdt 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Inirredients : 

Phenylephrine  Hcl 0.26% 

Phenylpropanolamine  Hcl  . . 0.60% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


Vdsoiiusi 


.. . 


W 

0- 


(ANTIHISTAMINIC) 


Vdsomist 


< ANTIHISTAMINIC 


OECO«rOgaT<MIT 
...  WAS-  AKTlHMTAKttW*^ 


2^: 


ttl^?^'*!****  Hci 


. 


^ ».»«v 


USE : Temporary  relief  of  nasal 
coneestion  due  to  colds  and  hay 
fever. 


DIRECTIONS : Adults  and  ChU- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  ox. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 


HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 

Our  Integrity  is  Your 
Guarantee 
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TEXAS  MEDICINE 


Clinical  Disease:  Physiological  Con- 
cepts of  Clinical  Disease  will  be  the 
subject  of  a postgraduate  course  to 
take  place  at  The  University  of  Tex- 
as Southwestern  Medical  School  in 
Dallas  March  3-6.  The  course  will  be 
sponsored  by  the  American  College 
of  Physicians. 

Guest  faculty  will  include  Dr.  Ben- 
jamin Burrows,  University  of  Arizona 
College  of  Medicine,  Tucson;  Dr. 
David  M.  Kipnis,  Washington  Univer- 
sity School  of  Medicine,  St.  Louis, 
Mo.;  Dr.  John  Ross,  Jr.,  University 
of  California,  San  Diego  School  of 
Medicine;  and  Dr.  William  B. 
Schwartz,  Tufts  University  School  of 
Medicine,  Boston.  Also,  25  members 
of  the  Southwestern  faculty  will  be 
program  participants.  All  sessions 
will  be  held  in  the  auditorium  of 
Children’s  Medical  Center. 

Each  of  eight  sessions  will  include 
several  lectures,  concluding  with  a 
panel  discussion.  General  topics  are 
edema  and  hypertension;  disorders 
of  acid-base  balance;  diabetes  mel- 
litus;  endocrine  disorders;  liver  and 
gastroenterology;  immunologic  dis- 
ease; cardiovascular  disease;  and 
pulmonary  disease. 

Registrations  and  requests  for  in- 
formation should  be  addressed  to 
Dr.  Edward  C.  Rosenow,  Jr.,  Ameri- 
can College  of  Physicians,  4200  Pine 
St.,  Philadelphia  19104. 

Pediatrics;  The  University  of  Texas 
Medical  Branch  at  Galveston  an- 
nual postgraduate  course  in  pedi- 
atrics will  take  place  March  13-14. 
Emphasizing  practical  pediatrics,  the 
course  will  cover  problems  in  pedi- 
atric cardiology,  fluid  balance,  me- 
tabolism, ophthalmology,  and  ortho- 
pedics. 

Guest  lecturers  will  be  Drs.  Jerold 
F.  Lucey,  Burlington,  Vt.,  professor 
of  pediatrics.  University  of  Vermont 
College  of  Medicine,  and  Dr.  W.  H. 
Missildine,  Columbus,  Ohio,  associ- 
ate professor  of  pediatrics  and  psy- 
chiatry, Ohio  State  University  Col- 
lege of  Medicine. 

Registration  fee  is  $25.  Dr.  M.  M. 
Nichols,  chairman.  Pediatric  Post- 
graduate Committee,  The  University 
of  Texas  Medical  Branch,  Galveston 
77550,  is  the  source  of  further  in- 
formation. 

Electroencephalography:  American 
Electroencephalographic  Society, 
Baylor  College  of  Medicine,  and 
Methodist  Hospital  will  present  a 
postgraduate  course  on  “Current 
Problems  in  Electroencephalography: 
Advances  Toward  Their  Solution,” 
March  12-15  at  the  Methodist  Hos- 
pital, Texas  Medical  Center,  Hous- 
ton. 


POSTGRADUATE 

COURSES 


Faculty  members  will  include  Dr. 
Reginald  G.  Bickford,  University  of 
California,  San  Diego  School  of  Med- 
icine; Dr.  Roger  J.  Broughton,  Uni- 
versity of  Ottawa  Faculty  of  Medi- 
cine, Ottawa,  Ontario,  Canada;  Dr. 
Gian  Emilio  Chatrian,  University  of 
Washington  School  of  Medicine,  Se- 
attle; Dr.  Eli  S.  Goldensohn,  Neuro- 
logical Institute  of  Columbia  Univer- 
sity, New  York  City;  Dr.  Donald  W. 
Klass,  Mayo  Clinic,  Rochester,  Minn.; 
Dr.  Isabelle  Rapin,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  Uni- 
versity, New  York  City;  Drs.  David 
D.  Daly  and  Robert  L.  Maulsby,  The 
University  of  Texas  Southwestern 
Medical  School,  Dallas;  and  staff  of 
Baylor  College  of  Medicine. 

The  course  is  designed  for  phy- 
sicians who  have  some  background 
and  experience  in  clinical  electro- 
encephalography (EEG)  and  who 
wish  to  expand  their  knowledge  and 
experience  in  certain  specialized 
areas.  Practical  demonstrations  will 
be  emphasized.  Subjects  to  get  con- 
sideration are:  the  comatose  patient, 
special  electrodes  and  recording 
techniques,  activation  techniques, 
neurophysiological  basis  of  the  EEG, 
problems  of  interpretation  of  EEG’s 
in  children,  the  sensory  evoked  re- 
sponse, and  potential  practical  ap- 
plication of  computers. 

Fee  for  the  course  is  $100  and 
includes  lunch  on  each  of  the  three 
course  days.  Deadline  for  registra- 
tion is  Feb.  25.  Interested  persons 
should  write  Dr.  Meyer  L.  Proler, 
Course  Registrar,  Department  of 
Neurophysiology,  Methodist  Hospi- 
tal, Texas  Medical  Center,  Houston 
77025. 

Laboratory  Training:  Laboratory 
training  courses  are  being  sponsored 
by  the  Laboratory  Branch  of  the 
Communicable  Disease  Center  of  the 
US  Public  Health  Service.  Courses 
extend  through  June  and  will  take 
place  in  Atlanta,  Ga. 

Courses  and  dates  (with  closing 
dates  for  registration  in  parenthesis) 
include;  laboratory  methods  in  en- 
terovirology,  April  4-11  (Feb.  10); 
laboratory  methods  in  medical  my- 
cology (refresher),  April  7-11  (Feb. 
10):  laboratory  methods  in  medical 
mycology  (advanced),  April  14-18 
(Feb.  17):  laboratory  methods  in 
medical  parasitology,  part  1,  intes- 
tinal parasites,  April  14-May  9 (Feb. 


17);  laboratory  methods  in  medical 
parasitology,  part  2;  blood  parsites. 
May  12-23  (March  17);  clinical 
chemistry  instrumentation.  May  12- 
23  (March  17);  management  of  sci- 
entific services  for  public  health 
laboratories.  May  19-23  (March  24); 
laboratory  diagnosis  by  serologic 
methods,  June  2-13  (April  7);  and 
isolation  and  salmonellae  from  food 
products  and  animal  feeds,  June  16- 
27  (April  21). 

Additional  information  may  be  ob- 
tained from  the  Bureau  of  Disease 
Prevention  and  Environmental  Con- 
trol, National  Communicable  Disease 
Center,  Atlanta,  Ga.  30333. 

Gastroenterology:  The  Institute  of 
Gastroenterology,  Good  Samaritan 
Hospital,  and  Veterans  Administra- 
tion Hospital  in  Phoenix,  Ariz.,  are 
co-sponsoring  a postgraduate  con- 
tinuation course  in  gastroenterology, 
at  the  Del  Webb  Towne  House  Feb. 
21-22  in  Phoenix. 

Further  information  and  registra- 
tion forms  are  available  from  Dr. 
David  C.  H.  Sun,  Good  Samaritan 
Hospital,  1033  E.  McDowell  Rd., 
Phoenix,  Ariz.  85002. 

Respiratory  Insufficiency:  Manage- 
ment and  care  of  respiratory  insuffi- 
ciency will  be  the  subject  of  a post- 
graduate course  April  9-11  at  the 
University  of  Colorado  School  of 
Medicine.  Tuition  and  registration 
fees  are  $75,  and  the  course  is  lim- 
ited to  250.  Inquiries  and  registra- 
tion should  be  directed  to  The  Office 
of  Postgraduate  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  E.  Ninth  Ave.,  Den- 
ver, Colo.  90220. 

The  symposium  for  physicians  is 
designed  to  review  modern  methods 
of  respiratory  care  for  patients  both 
acutely  and  chronically  ill.  Emphasis 
is  directed  toward  patients  with 
chronic  airway  obstruction  and  is 
oriented  toward  both  intensive  and 
rehabilitative  care.  Aspects  of  man- 
agement of  respiratory  insufficiency 
including  postoperative  states,  trau- 
ma, poisonings,  and  neurological 
emergencies,  will  also  be  considered. 

Otolaryngology:  The  Department  of 
Otolaryngology,  Illinois  Eye  and  Ear 
Infirmary,  and  the  College  of  Medi- 
cine, University  of  Illinois  at  the 
Medical  Center,  will  conduct  a post- 
graduate course  in  laryngology  and 
bronchoesophagology,  April  14-25  in 
Chicago. 

Interested  registrants  should  write 
to  the  Department  of  Otolaryngol- 
ogy, College  of  Medicine,  University 
of  Illinois  at  the  Medical  Center, 
P.O.  Box  6998,  Chicago  60680. 
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MEDICINE  IN  LITERATURE 


CONTACT  LENSES,  STRABISMUS,  RETINAL  DETACHMENT  STUDIED 


Corneal  and  Scleral  Contact  Lenses: 
Proceedings  of  the  International 
Congress,  Louis  J.  Girard,  ed.,  512 
pp.,  illus.,  St.  Louis,  The  C.  V. 
Mosby  Co.,  1967,  $29.50. 

HOUSTON  HOSTED  the  first  interna- 
tional medical  congress  on  contact 
lenses  March  20-24,  1966.  The  De- 
partment of  Ophthalmology,  Baylor 
University  College  of  Medicine,  and 
The  Eyes  of  Texas,  Inc.,  Sight  Foun- 
dation, sponsored  the  congress.  This 
book,  \which  contains  the  proceed- 
ings of  this  meeting,  was  not  de- 
signed to  be  a fitting  manual;  but 
it  does  contain  much  material  use- 
ful to  any  ophthalmologist  who  fits 
contact  lenses  or  who  treats  con- 
tact lens  patients. 

Many  subject  areas  are  well  cov- 
ered, particularly  problem  areas  of 
contact  lens  management:  for  ex- 
ample, aphakia,  keratoconus,  con- 
tact lenses  after  keratoplasty,  con- 
tact lens  in  high  myopia,  and  man- 
agement of  the  presbyopic  patient 
with  single  vision  and  bifocal  con- 
tact lenses. 

Also  included  is  much  useful  in- 
formation about  therapeutic  scleral 
lenses,  a new  technique  of  rapid 
two-day  corneal  contact  lens  adap- 
tion, the  new  soft  lenses,  new  de- 
velopments in  keratometry,  tools 
for  altering  contact  lenses,  and  many 
other  subjects.  This  is  a splendid 
book  that  belongs  in  the  library  of 
every  practicing  ophthalmologist. 

ALFRED  L.  BURDEN,  JR.,  M.D., 
San  Antonio. 

Strabismus  in  Childhood,  Herbert  M. 
Katzin,  and  Geraldine  Wilson,  84 
pp.,  illus.,  St.  Louis,  The  C.  V. 
Mosby  Co.,  1968,  $3.95. 

A JOINT  VENTURE  by  an  ophthal- 
mologist and  a nurse  orthoptist,  this 
book  is  written  primarily  for  parents 
of  children  with  strabismus.  Ques- 
tions concerning  this  visual  problem 
are  answered.  The  book  will  enable 
these  parents  to  better  cooperate 
with  their  doctor  and  orthoptic  tech- 
nician in  the  treatment  of  their 
child. 

Many  terms  used  in  strabismus 
are  defined;  and  by  fairly  simple 
language  and  illustration  the  anat- 


omy, etiology,  and  treatment  of  the 
various  tropias  is  explained.  Orthop- 
tic treatment  is  stressed  as  a pre- 
operative and  postoperative  help. 

Ophthalmologists  stressing  orth- 
optics or  having  an  orthoptic  techni- 
cian nearby  will  find  the  book  useful 
in  educating  the  parents  of  a child 
with  strabismus. 

R.  M.  ROTHEN,  M.D., 
Austin. 

Atlas  of  Strabismus,  Gunter  K.  von 
Noorden,  and  A.  Edward  Mau- 
menee,  188  pp.,  illus.,  St.  Louis, 
The  C.  V.  Mosby  Co.,  1967, 
$17.50. 

THIS  SUPERBLY  illustrated  book 
(115  illustrations;  29  in  color)  is 
more  than  an  atlas.  The  text  is  most 
comprehensive  and  covers  the  field 
from  basic  principles  of  function,  to 
handling  the  most  confusing  squint 
problem.  A medical  “classic,”  this 
book  should  be  in  the  library  of  the 
busy  practitioner  as  well  as  that  of 
the  first  year  resident. 

DAN  A.  RUSSELL,  JR.,  M.D., 
San  Antonio. 

New  and  Controversial  Aspects  of 
Retinal  Detachment,  International 
Symposium  Proceedings,  Alice 
McPherson,  ed.,  509  pp.,  illus.. 
New  York,  Hoeber  Medical  Divi- 
sion, Harper  & Row,  Publishers, 
1968. 

THIS  BOOK  PRESENTS  the  proceed- 
ings of  the  International  Symposium 
of  New  and  Controversial  Aspects  of 
Retinal  Detachment  held  in  Houston 
in  June,  1965.  The  book  is  broad  in 
scope  and  contains  a thorough  con- 
sideration on  morphology,  pathol- 
ogy, etiology,  classification,  exam- 
ination, treatment,  complications, 
and  results. 

This  work  is  a valuable  store- 
house of  information  and  has  much 
to  offer  all  ophthalmologists. 

JOHN  Y.  HARPER,  JR.,  M.D., 
San  Antonio. 

Heritable  Disorders  of  Connective 
Tissue,  Victor  A.  McKusick,  ed.  3, 
499  pp.,  illus.,  St.  Louis,  The  C. 
V.  Mosby  Co.,  1966,  $18.50. 


IT  HAS  BEEN  ten  years  since  some 
of  this  material  was  first  published 
as  a series  of  articles  in  the  Journal 
of  Chronic  Diseases.  In  the  interval, 
understanding  of  these  diseases 
from  both  the  clinical  and  the  bio- 
logic points  of  view  has  increased 
appreciably. 

One  objective  of  this  book,  and  of 
the  clinical  investigations  on  which 
it  is  based  is  a synthesis  of  the 
scattered  information  that  several 
conditions  have  in  common  two 
facts:  that  they  are  (1)  generalized 
disorders  of  connective  tissue  and 
(2)  heritable,  even  if  not  inherited  in 
the  individual  instance.  The  book's 
second  objective  is  to  demonstrate 
that  clinical  investigation  of  patho- 
logic states  is  as  legitimate  a meth- 
od as  any  other  for  studying  biology. 

Diagnostic  Procedures  in  Gastroen- 
terology, Charles  H.  Brown,  ed., 
438  pp.,  illus.,  St.  Louis,  The  C. 
V.  Mosby  Co.,  1967,  $19.75. 

THE  GASTROENTEROLOGY  STAFF 
of  Cleveland  Clinic  has  prepared  a 
complete,  detailed  explanation  of 
all  the  current  diagnostic  tests  and 
procedures  pertaining  to  gastroen- 
terology. In  addition,  there  is  a com- 
plete tabulation  of  all  the  necessary 
equipment,  preparation,  and  proce- 
dure from  the  nurse’s  standpoint. 
Also  included  is  a very  complete  diet 
list  for  gastroenterological  condi- 
tions plus  special  hints  and  recipes. 
Inclusion  of  the  newer  procedures 
and  current  modern  specialized 
treatment  add  additional  value  to 
the  internist  and  the  gastroenterol- 
ogist. 

The  volume  is  well  illustrated  with 
figures,  photographs,  and  colored 
plates. 

AARON  E.  LANDY,  M.D., 
San  Angelo. 

Handbook  of  Physical  Therapy,  Rob- 
ert Shestack,  ed.  2,  212  pp..  New 
York,  Springer  Publishing  Co., 
Inc.,  1967,  $4. 

THE  ROLE  of  physical  medicine  in 
the  therapeutic  armamentarium  has 
witnessed  an  upsurge  in  recent 
years.  This  book  should  help  train 
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the  doctor  in  the  value  of  new  meth- 
ods, their  contraindications,  and 
even  in  their  practical  applications. 
The  information  that  the  author 
gives  should  prove  valuable  not 
only  to  the  physical  therapist  but 
also  to  the  physician  who  in  the 
course  of  his  practice  makes  use  of 
physical  therapy. 

NEW  BOOKS 
IN  TMA  LIBRARY 

Assoc,  for  Research  in  Nervous  and 
Mental  Disease:  Infections  of  the 
Nervous  System,  vol.  44  (Research 
Publications),  H.  M.  Zimmerman 
(ed.),  Baltimore,  The  Williams  & 
Wilkins  Co.,  1968. 

Brodsky,  I.,  Kahn,  S.  B.,  and  Moyer, 
J.  H.,  Ill,  eds.:  Cancer  Chemother- 
apy, New  York,  Grune  & Stratton, 
Inc.,  1967. 

Ciba  Foundation  Study  Group  No. 
32:  Cystic  Fibrosis,  Ruth  Porter 
and  Maeve  O’Connor  (eds.),  Bos- 
ton, Little,  Brown  and  Co.,  1968. 
Ciba  Foundation  Symposium:  Hear- 
ing Mechanisms  in  Vertebrates.  A. 
V.  S.  de  Reuck  and  Julie  Knight 
(eds.),  Boston,  Little  Brown  and 
Co.,  1968. 

Ciba  Foundation  Symposium:  The 
Mentally  Abnormal  Offender,  A. 
V.  S.  de  Reuck  and  Ruth  Porter 
(eds.),  Boston,  Little,  Brown  and 
Co.,  1968. 

Ciba  Foundation  Symposium:  Syste- 
mic Mycoses,  G.  E.  W.  Wolsten- 
holme  and  Ruth  Porter  (eds.), 
Boston,  Little,  Brown  and  Co., 
1968. 

Collins,  R.  D.:  Illustrated  Manual  of 
Laboratory  Diagnosis,  Philadelphia, 
J.  B.  Lippincott  Co.,  1968. 

Katzin,  H.  M.,  and  Wilson,  G.,  Stra- 
bismus in  Childhood,  St.  Louis, 
The  C.  V,  Mosby  Co.,  1968. 
Liechty,  R.  D.,  and  Soper,  R.  T.: 
Synopsis  of  Surgery,  St.  Louis,  The 
C.  V.  Mosby  Co.,  1968. 

McKusick,  V.  A.:  Mendelian  Inheri- 
tance in  Man:  Catalogs  of  Autoso- 
mal Dominant,  Autosomal  Reces- 
sive, and  X-linked  Phenotypes,  ed. 
2,  Baltimore,  Johns  Hopkins 
Press,  1968. 

Neimark,  P.  G.:  A Doctor’s  Approach 
to  Sensible  Dieting  and  Weight 
Control,  Chicago,  Budlong  Press 
Co.,  1968. 


PAMPHLETS 


Health  Quackery — Cancer,  fourth 
of  a series  of  pamphlets  warning  of 
the  alleged  "new  remedies,”  "secret 
remedies,”  and  other  deceptive 
"treatments”  which  cost  the  public 
millions  of  dollars  each  year,  has  re- 
cently been  published  by  the  Amer- 
ican Medical  Association. 

In  addition  to  listing  cancer’s  sev- 
en warning  signs,  the  pamphlet 
contains  descriptions  of  many  un- 
proven cancer  "remedies.”  Among 
those  mentioned  are  the  Hoxsey 
Method,  employing  the  use  of  cor- 
rosive or  caustic  agents;  vaccines 
and  serums  such  as  "krebiozen” 
and  "laetrile”:  and  machines  and 
devices  without  therapeutic  value. 

Copies  are  available  from  the  AMA 
Order  Handling  Dept.,  535  N.  Dear- 
born St.,  Chicago  60610,  at  various 
costs. 

An  all-time  high  of  more  than 
3,200  opportunities  to  practice  med- 
icine was  processed  in  1967,  ac- 
cording to  the  “Seventh  Annual  Sta- 
tistical Report”  of  the  American 
Medical  Association’s  Physicians’ 
Placement  Service. 

The  report  also  stated  that  re- 
quests by  physicians  seeking  loca- 
tions numbered  2,546.  The  majority 
of  the  openings  were  for  private 
practice  situations  and  most  of  the 
physicians  applying  were  seeking  op- 
portunities of  this  nature. 

Single  copies  of  the  report  may 
be  obtained  free  of  charge  by  writ- 
ing the  AMA’s  Physicians’  Place- 
ment Service,  535  N.  Dearborn  St., 
Chicago  60610. 

The  AMA  Committee  on  Medico- 
legal Problems  has  produced  Leav- 
ing Your  Body  To  Medical  Science, 
a pamphlet  providing  information 
for  anyone  wishing  to  dispose  of  all 
or  part  of  his  body,  after  death,  for 
the  purpose  of  research  and  medi- 
cal study  or  therapy. 

The  16-page  brochure,  reprinted 
from  an  article  in  The  Journal  of  the 
American  Medical  Association,  in- 
cludes a discussion  of  the  legal  as- 
pects of  such  a situation,  a sug- 
gestion as  to  the  procedure  to  be 
followed,  a list  of  states  which  have 
thus  far  enacted  donation  laws,  a 
list  of  donee  institutions  and  sev- 
eral appropriate  forms  designed  to 
accomplish  the  donor’s  desires. 

The  booklet  was  revised  in  Janu- 
ary, 1968,  to  indicate  additional 
states  which  have  enacted  laws 
authorizing  such  donations.  Copies 
are  available  without  charge  from 


the  AMA  Order  Handling  Dept.,  535 
N,  Dearborn  St.,  Chicago.  To  facili- 
tate handling,  the  code  "LAW-23” 
should  be  indicated  on  each  request. 

Realizing  the  need  to  educate  the 
public  on  the  effectiveness  of  safety 
belts,  the  American  Medical  Associ- 
ation’s committee  on  the  medical 
aspects  of  automotive  safety  has 
released  its  new  pamphlet.  Safety 
Belts  Save  Lives. 

Based  on  the  former  pamphlet  of 
the  same  title,  the  new  pamphlet 
stresses  that  safety  belts  should 
include  both  the  conventional  lap 
belt  and  some  type  of  shoulder  har- 
ness, preferably  one  that  holds  both 
shoulders,  although  the  cross  shoul- 
der strap  currently  in  wide  use  is 
adequate. 

Copies  may  be  obtained  from 
AMA  Order  Handling  Dept.,  535  N. 
Dearborn  St.,  Chicago  60610,  at 
various  costs. 

“There  is  only  one  pain  that  is 
easy  to  bear  and  that  is  the  pain  of 
others.”  So  begins  the  new  bro- 
chure, Pain,  which  explores  the  na- 
ture of  pain  and  man’s  attempts 
through  the  ages  to  endure  it,  cure 
it,  explain  it,  and,  at  times,  to  use  it 
for  his  own  purposes.  Issued  by  the 
National  Institute  of  General  Medi- 
cal Sciences,  a component  of  the 
National  Institutes  of  Health,  the 
brochure  explains  why  pain,  a uni- 
versal experience,  defies  universal 
definition. 

Single  copies  may  be  obtained 
without  charge  from  the  Information 
Office,  National  Institute  of  General 
Medical  Sciences,  National  Institutes 
of  Health,  Bethesda,  Md.  20014. 
Quantity  orders  may  be  purchased 
at  15  cents  a copy,  $11.25  a 100, 
from  Superintendent  of  Documents, 
Government  Printing  Office,  Wash- 
ington, D.C.  20402. 

The  Early  Years  of  Marriage,  by 
Richard  H.  and  Margaret  G.  Klemer, 
is  a Public  Affairs  Pamphlet  that 
offers  guidance  for  this  important 
period.  The  pamphlet  is  available 
for  25  cents  from  the  Public  Affairs 
Committee,  381  Park  Ave.  S.,  New 
York  10016. 

From  their  many  years  of  counsel- 
ing successful  and  unsuccessful 
marriage  partners,  the  Klemers  have 
concluded  that  three  factors  charac- 
terize a good  marriage:  (1)  under- 
standing, (2)  determination,  and  (3) 
realistic  expectations.  They  discuss 
these  three  qualities  and  show  how, 
for  example,  they  affect  the  sexual 
relationship  and  family  spending — 
two  common  areas  of  marital  dis- 
cord. 
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DR.  W.  P.  KILLINGSWORTH 

Past-president  of  the  Jefferson 
County  Medical  Society,  Dr.  Winfred 
Price  Killingsworth,  died  in  Houston 
Nov.  24,  1968,  of  a coronary  occlu- 
sion. He  was  62. 

The  son  of  the  late  Arthur  M.  and 
Effie  Weaver  Killingsworth,  he  was 
born  in  Tupelo,  Miss.,  on  Dec.  5, 
1905.  He  received  a bachelor  of 
arts  degree  from  the  University  of 
Mississippi  in  Oxford,  Mass.,  in  1928 
and  did  postgraduate  work  at  The 
University  of  Texas  at  Austin  in 
1930.  He  received  his  doctor  of 
medicine  degree  from  Baylor  Univer- 
sity College  of  Medicine,  then  in 
Dallas,  in  1934.  He  served  a gen- 
eral rotating  internship  at  Robert 
Packer  Hospital  in  Sayre,  Pa.,  in 
1935  and  served  as  assistant  resi- 
dent in  1936-1937  at  Children’s  Hos- 
pital of  Philadelphia  in  Philadelphia, 
Pa.,  and  at  Children's  Memorial  Hos- 
pital in  Chicago  in  1937-1938.  In 
addition.  Dr.  Killingsworth  was  a vol- 
unteer student  in  surgical  pathology 
and  hematology  at  Mayo  Clinic  in 
Rochester,  Minn. 

He  entered  private  pediatric  prac- 
tice in  Port  Arthur,  Tex.,  in  1939  and 
practiced  there  until  he  entered  mil- 
itary service  in  1942.  He  attended 
medical  field  service  school  in  Car- 
lisle Barracks,  Pa.,  in  1943  and  took 
a tropical  medicine  course  at  Army 
Medical  Center  in  Washington,  D.C. 
He  was  stationed  with  the  Head- 
quarters Third  US  Army  Surgeon’s 
Office  as  army  medical  inspector 
and  chief  of  preventive  medicine 
from  1943  to  1945.  While  serving  in 
the  European  theater  of  operations, 
he  was  given  a temporary  license  to 
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practice  medicine  in  Great  Britain  in 
1944  and  was  promoted  to  lieuten- 
ant colonel  in  the  US  Army  Medical 
Corps  before  his  discharge  in  1945. 
He  was  awarded  the  Croix  de  Guerre 
medal  by  the  French  government.  In 
1946,  Dr.  Killingsworth  returned  to 
private  practice  in  Port  Arthur  and 
was  on  the  staffs  of  St.  Mary’s  Hos- 
pital in  Port  Arthur  and  of  City  Me- 
morial Hospital  in  Nacogdoches.  He 
was  student  health  physician  for 
Stephen  F.  Austin  State  College  in 
Nacogdoches  before  going  to  Lufkin 
in  April  of  1968.  He  had  also  been 
director  of  medical  services  at  New- 
berry State  Hospital,  Newberry, 
Mich.  He  had  authored  numerous 
scientific  articles. 

A member  of  the  Angelina  County 
Medical  Society,  he  also  belonged  to 
Texas  Medical  Association,  Ameri- 
can Medical  Association,  Texas  Pe- 
diatric Society,  American  Academy 
of  Pediatrics,  American  College  of 
Physicians,  Association  of  Military 
Surgeons  of  the  US,  Southern  Medi- 
cal Association,  and  Texas  Society 
of  Athletic  Team  Physicians.  He  also 
was  active  in  the  American  Legion 
in  Port  Arthur,  the  Port  Arthur  So- 
ciety for  Crippled  Children  and 
Adults,  Inc.,  the  Masonic  Lodge,  the 
Knights  of  Columbus,  and  the  Vet- 
erans of  Foreign  Wars.  Dr.  Killings- 
worth was  a 32nd  degree  Mason. 

Survivors  include  his  wife,  the 
former  Barbara  Ann  Dorr,  of  Lufkin; 
a daughter,  Mrs.  Howard  Brown,  Jr., 
of  Jackson,  Miss.;  two  sons,  Charles 
P.  of  Galveston  and  James  M.  of 
Nacogdoches:  and  his  mother,  Mrs. 
Effie  Killingsworth  of  Tupelo,  Miss. 

DR.  S.  B.  MARTIN 

Corpus  Christi  general  practition- 
er, Dr.  Sterling  Beverly  Martin,  68, 
died  Nov.  9,  1968. 

Born  in  Clayton,  Ala.,  Jan.  23, 
1900,  he  was  the  son  of  James  La- 
Fayette  and  Maggie  Jones  Martin. 
He  received  a B.S.  degree  from  the 
University  of  Alabama  in  1922  and 
an  M.D.  degree  from  Emory  Univer- 
sity School  of  Medicine  in  Atlanta, 
Ga.,  in  1928.  His  internship  was 
served  at  Hillman  Hospital  in  Bir- 
mingham, Ala.,  in  1928-1929;  and 
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his  residency,  at  Memorial  Hospital 
in  Montgomery,  Ala.,  in  1929-1930. 

Dr.  Martin  was  a member  of  the 
Nueces  County  Medical  Society,  Tex- 
as Medical  Association,  American 
Medical  Association,  and  the  Ameri- 
can Academy  of  General  Practice.  He 
served  in  the  167th  Infantry,  42nd 
Division,  as  a private  in  1917.  He 
began  officers’  training  in  1918  at 
Camp  Pike  in  Little  Rock,  Ark.,  and 
was  a member  of  the  ROTC  for  four 
years  at  the  University  of  Alabama. 
He  served  in  the  US  Army  Reserve 
Corps  for  five  years  attaining  the 
rank  of  second  lieutenant.  He  was 
a Methodist  and  a member  of  the 
Kiwanis  International. 

Dr.  Martin  was  married  to  the 
former  Nan  Nix  Rayburn  of  Gunters- 
ville,  Ala.,  now  of  Corpus  Christi. 
She  survives,  along  with  a daughter, 
Mrs.  Forrest  Allen,  also  a Corpus 
Christi  resident. 


DR.  A.  G.  OWEN 

Dr.  Arthur  George  Owen,  born  in 
Donnellson,  Iowa,  on  Dec.  10,  1890, 
died  in  a Houston  hospital  on  Nov. 
9,  1968.  Cause  of  death  was  car- 
cinoma of  the  lungs.  He  was  77. 

Dr.  Owen,  the  son  of  Arthur  and 
Lucinda  Judy  Owen,  was  a graduate 
of  Texas  A&M  University  in  College 
Station,  Tex.,  where  he  obtained  a 
bachelor  of  science  degree  in  civil 
engineering.  In  1937,  he  received 
his  M.D.  degree  from  Baylor  Univer- 
sity College  of  Medicine,  then  in 
Dallas.  Internship  was  served  at 
Robert  B.  Green  Memorial  Hospital 
in  San  Antonio  from  July,  1937,  to 
June,  1938.  In  1938,  Dr.  Owen  be- 
gan practice  in  Houston  where  he 
was  on  the  staffs  of  Methodist,  St. 
Joseph,  Hermann,  Memorial  Baptist, 
and  St.  Elizabeth’s  hospitals  until 
his  retirement  in  1954. 

A former  member  of  Harris  Coun- 
ty Medical  Society,  Dr.  Owen  was 
elected  to  inactive  membership  in 
Texas  Medical  Association  in  1955. 
He  was  a member  of  Washington- 
Burleson  Counties  Medical  Society, 
Postgraduate  Medical  Assembly  of 
South  Texas,  and  Alpha  Omega  Al- 
pha honorary  medical  fraternity. 
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Dr.  Owen  is  survived  by  his  wife, 
the  former  Emolene  Hinds  of  Hous- 
ton. 


DR.  D.  W.  JORDAN 

Dr.  Dowdell  Wylie  Jordan,  76,  re- 
tired Brady,  Tex.,  physician,  died 
Nov.  19,  1968,  at  his  home  in 
Brady.  Cause  of  death  was  arterio- 
sclerotic heart  disease  with  conges- 
tive heart  failure. 

Born  in  Oglesby,  Tex.,  on  March 
19,  1892,  he  was  the  son  of  Doudle 
McDonald  and  Melinda  Jones  Jor- 
dan. He  earned  a B.S.  degree  from 
Baylor  University  in  Waco  in  1915 
and  his  M.D.  from  The  University  of 
Texas  Medical  Branch  at  Galveston 
in  1920.  He  served  internship  and 
residency  at  Scott  and  White  Hos- 
pital in  Temple,  Tex.  He  practiced 
in  Temple  for  nine  years  and  was 
on  the  staffs  of  King’s  Daughters 
Hospital  and  Santa  Fe  Memorial 
Hospital.  In  February,  1929,  Dr.  Jor- 
dan moved  to  Brady  where  he  con- 
tinued his  practice  until  his  retire- 
ment in  1962. 

For  more  than  25  years,  Dr.  Jor- 
dan served  as  medical  advisor  to  the 
local  Selective  Service  System,  and 
he  had  served  as  chairman  of  the 
board  of  the  Brady  Independent 
School  District.  Before  his  retire- 
ment, Dr.  Jordan  was  a partner  in 
the  operation  of  Brady  Hospital  and 
Clinic  and  of  a local  drug  store. 

Elected  to  honorary  Texas  Medi- 
cal Association  membership  in  1968, 
Dr.  Jordan  belonged  to  the  Kimble- 
Mason  - Menard  - McCulloch  Counties 
Medical  Society  which  he  had  served 
as  president,  vice-president,  and  sec- 
retary-treasurer. He  was  a member 
of  American  Medical  Association  and 
of  Phi  Beta  Pi  medical  fraternity.  He 
was  a deacon  of  the  First  Christian 
Church  of  Brady. 

Surviving  are  his  wife,  the  former 
Ruth  Kathryn  Burrow  of  Brady;  a 
daughter,  Mrs.  Tom  Sumners  of  San 
Antonio;  a son.  Dr.  D.  Wylie  Jordan 
of  Austin;  and  two  sisters,  Mrs.  W. 
Guy  Draper  of  Temple  and  Mrs.  Ce- 
cil R.  DeJernett  of  Dallas. 


DR.  B.  J.  BERGER 

Pioneer  Dallas  pediatrician.  Dr. 
Benjamin  J.  Berger,  died  there  on 
Nov.  2,  1968.  He  was  74. 

Dr.  Berger  was  born  Feb.  19, 
1894,  in  Franklin,  Iowa,  the  son  of 
Henry  and  Lena  S.  Berger.  He  at- 
tended the  College  of  Emporia,  in 
Emporia,  III.,  the  University  of  Kan- 
sas School  of  Medicine  in  Kansas 
City,  Kan.,  and  obtained  his  medical 
degree  from  Harvard  Medical  School, 
Boston,  in  1920.  From  1920  to  1924 
he  served  an  internship  at  Boston 
Floating  Hospital  for  Infants  and 
Children  and  served  residencies  at 
Boston  City  Hospital  in  Boston,  and 
at  St.  Louis  Children's  Hospital  in 
St.  Louis. 

In  1924,  Dr.  Berger  moved  to  Dal- 
las where  he  practiced  until  his 
retirement  in  1964. 

Dr.  Berger  was  a member  of  the 
American  Medical  Association,  Dallas 
County  Pediatric  Society,  and  Texas 
Pediatric  Society,  and  was  elected  to 
honorary  membership  in  1964  to  the 
Dallas  County  Medical  Society  and 
to  honorary  membership  in  Texas 
Medical  Association  in  1965.  He  was 
also  a member  of  the  American 
Academy  of  Pediatrics.  He  belonged 
to  Rotary  International  and  to  High- 
land Park  Presbyterian  Church. 

Surviving  Dr.  Berger  is  his  wife, 
the  former  Josephine  Gillett  King- 
man,  of  Dallas;  a son.  Dr.  Gillett 
Berger  of  Odessa,  Tex.;  and  two 
daughters,  Mrs.  R.  V.  Walker  and 
Mrs.  Rawles  Fulgham,  both  of  Dal- 
las. 


DR.  C.  S.  STEWART 

San  Antonio  pediatrician.  Dr.  C. 
Scott  Stewart,  42,  died  in  San  An- 
tonio on  Oct.  12,  1968.  Cause  of 
death  was  metastasis  cylindroma  of 
the  lung  from  left  submaxillary 
gland. 

Born  Dec.  4,  1925,  in  St.  Paul, 
Minn.,  Dr.  Stewart  was  the  son  of 
Charles  Alfred  and  Ruth  VanEngelen 
Stewart.  He  attended  Centenary  Col- 
lege of  Louisiana  in  Shreveport,  Tu- 
lane  University  in  New  Orleans,  La., 
and  received  his  medical  degree  in 
1949  from  Baylor  University  College 
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of  Medicine  in  Houston.  After  serv- 
ing an  internship  at  Hermann  Hos- 
pital, Houston,  Dr.  Stewart  served 
residencies  at  Santa  Rosa  General 
Hospital,  San  Antonio,  and  at  Her- 
mann Hospital,  Houston.  He  prac- 
ticed in  San  Antonio  from  1952  un- 
til his  death. 

Dr.  Stewart  belonged  to  the  Bex- 
ar County  Medical  Society,  Texas 
Medical  Association,  and  American 
Medical  Association,  and  was  a fel- 
low of  the  American  Academy  of  Pe- 
diatrics. He  had  served  as  secretary 
to  the  San  Antonio  Pediatric  Society 
and  was  medical  director  of  Cerebral 
Palsy  Association  of  Bexar  County. 
He  was  also  a member  of  St.  Pauls 
Episcopal  Church,  where  he  served 
as  vestryman. 

Dr.  Stewart  served  in  the  US  Navy 
from  1943  to  1945  as  an  ensign  and 
attained  the  rank  of  lieutenant  col- 
onel in  the  Texas  National  Guard 
while  in  San  Antonio. 

Surviving  Dr.  Stewart  are  his  wife, 
the  former  Patricia  Lander  Colwell; 
a son,  Scott  Van;  a daughter.  Holly 
Patricia;  and  his  father,  Charles 
Stewart.  All  reside  in  San  Antonio. 

DR.  C.  M.  COLE 

Dr.  Charles  Mason  Cole,  Bryan 
general  practitioner,  died  there  on 
Nov.  22,  1968.  Cause  of  death  was 
acute  pneumonia.  He  was  70. 

The  son  of  Noah  B.  and  Lula 
Davis  Cole,  Dr.  Cole  was  born  Dec. 
7,  1897,  in  Bryan.  He  received  a 
B.S.  degree  from  Texas  A&M  Univer- 
sity in  College  Station,  Tex.,  in  1921 
and  an  M.D.  degree  from  the  Uni- 
versity of  Louisville  School  of  Medi- 
cine in  Louisville,  Ky.,  in  1929.  His 
internship  was  served  at  Louisville 
City  Hospital  in  1929-1930. 

Dr.  Cole  practiced  medicine  in 
Bedias,  Tex.,  from  1930  to  1939;  in 
Madisonville,  Tex.,  from  1939  to 
1944;  in  Pecos,  Tex.,  from  1944  to 
1946;  and  in  Bryan  from  1947  until 
his  death.  He  served  as  director  of 
the  Brazos  County  Health  Unit  from 
1959  to  1968.  He  served  in  the  US 
Army  in  1918  and  was  stationed  at 
Edgewood,  Md. 

Dr.  Cole  served  as  secretary  to  the 
Brazos-Robertson  Counties  Medical 


Society  and  had  been  president  of 
the  Walker-Madison-Trinity  Counties 
Medical  Society.  In  1963,  he  was 
elected  to  honorary  membership  in 
Texas  Medical  Association.  He  was 
a member  of  the  First  Baptist 
Church  of  Bryan. 

Surviving  Dr.  Cole  are  his  wife, 
the  former  Ruth  McAdams,  of  Bryan; 
and  a son,  Charles  M.  Cole,  Jr.,  of 
Sherman,  Tex. 

DR.  D.  C.  ENLOE 

General  practitioner  and  surgeon. 
Dr.  David  Carl  Enloe,  died  Nov.  5, 
1968,  in  Sherman,  Tex.,  where  he 
had  practiced  for  more  than  45 
years. 

The  son  of  the  late  John  D.  and 
Nancy  Barnes  Enloe,  Dr.  Enloe  was 
born  June  19,  1895,  in  Colmesneil, 
Tex.  He  attended  Sam  Houston  Nor- 
mal School  in  Huntsville,  Tex.  (now 
Sam  Houston  State  College),  and 
received  his  M.D.  degree  from  The 
University  of  Texas  Medical  Branch 
at  Galveston  in  1922.  His  internship 
and  residency  were  served  at  St. 
Elizabeths  Hospital  in  Washington, 
D.C. 

In  1923,  Dr.  Enloe  came  to  Sher- 
man where  he  was  on  the  staff  of 
Wilson  N.  Jones  Memorial  Hospital 
until  his  death.  He  was  a veteran  of 
World  War  1. 

A past  president  of  Grayson  Coun- 
ty Medical  Society,  Dr.  Enloe  was 
also  a member  of  the  Texas  Medi- 
cal Association,  American  Medical 
Association,  American  College  of 
Surgeons,  International  College  of 
Surgeons,  and  Texas  Surgical  So- 
ciety. He  was  a past  president  of 
Rotary  International  in  Sherman  and 
was  a member  of  the  official  board 
of  the  First  Methodist  Church.  He 
was  a Mason. 

Surviving  Dr.  Enloe  are  his  wife, 
the  former  Frances  Hall,  Sherman; 
a daughter,  Mrs.  R.  F.  Kayser,  Jr., 
Shreveport,  La.;  two  brothers.  Dr. 
Jewett  Enloe,  Bryan,  Tex.,  and 
George  Enloe,  Chester,  Tex.;  and 
four  sisters,  Mrs.  B.  A.  Woods,  Kirby- 
ville,  Tex.,  Mrs.  Alvin  Crews  and 
Miss  Betty  Enloe,  both  of  Colmes- 
neil, and  Mrs.  Maurice  Courtney, 
Bryan. 


DR.  COLE 


DR.  ENLOE 


DR.  J.  P.  JERNIGAN 

Brig.  Gen.  James  Powell  Jernigan 
died  at  his  home  in  Arlington,  Va., 
on  Sept.  14,  1968.  He  was  stationed 
with  the  office  of  the  Surgeon  Gen- 
eral, US  Air  Force,  in  Washington, 
D.C.,  as  chief  of  the  consultants.  He 
was  a member  of  the  Bexar  County 
Medical  Society,  and  from  1959  to 
1964  he  was  director  of  professional 
services  at  Wilford  Hall  Hospital  at 
Lackland  Air  Force  Base  in  San  An- 
tonio. 

Dr.  Jernigan  was  born  in  Rector, 
Ark.,  on  March  31,  1914,  the  son  of 
Julia  Herrn  and  George  C.  Jernigan. 
He  received  his  B.S.  degree  from 
Ouachita  Baptist  University  in  Arka- 
delphia.  Ark.,  in  1936,  and  an  M.D. 
degree  from  the  University  of  Arkan- 
sas School  of  Medicine  in  Little  Rock 
in  1940.  He  then  served  internship 
and  residency  at  University  Hospital, 
Little  Rock.  He  was  certified  by  the 
American  Board  of  Surgery  in  1952. 

After  serving  four  years  with  the 
US  Army  Medical  Corps  in  World 
War  II,  Dr.  Jernigan  retained  his  re- 
serve commission  and  was  recalled 
to  active  duty  during  the  Korean 
Conflict.  He  was  transferred  to  the 
Air  Force  and  remained  on  active 
duty  until  his  death. 

Past  president  of  the  Society  of 
Air  Force  Clinical  Surgeons,  he  was 
the  recipient  of  the  Legion  of  Merit, 
Air  Force  Commendation  Ribbon, 
and  Bronze  Star.  He  was  a member 
of  the  American  Medical  Associa- 
tion, Texas  Medical  Association, 
American  College  of  Surgeons,  Aero- 
space Medical  Association,  and  San 
Antonio  Surgical  Society.  He  was  the 
author  of  numerous  scientific  arti- 
cles. While  in  San  Antonio,  he  was 
a member  of  Manor  Baptist  Church. 

Dr.  Jernigan  was  married  to  the 
former  Virginia  P.  Gibson  of  Bastrop, 
La.  She  survives,  as  do  two  daugh- 
ters, Mrs.  Jack  Gupton  of  Vacaville, 
Calif.,  and  Miss  Janet  Jernigan  of 
Arlington,  Va.;  one  son,  James  P. 
Jernigan,  a premedical  student  at 
the  University  of  Arkansas,  Fayette- 
ville; a brother,  Col.  George  C.  Jer- 
nigan, Montgomery,  Ala.;  and  a sis- 
ter, Mrs.  Charles  D.  Ridgley  of  San 
Antonio. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D. 

Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

TraudI  E.  Jordan-Diener,  Ph.D 
R.  A.  Mitchell,  M.  S. 

A.  N.  Griffin,  M.A. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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TOTAL  MANAGEMENT  SERVICE  NOW  OFFERED 
TO  HEALTH  CARE  INVESTORS  AND  FACILITY  OWNERS. 

Offering  the  same  control  and  supervision  that  we  provide  our  company-owned  facilities. 

For  information,  contact:  C.  B.  FRANCIS,  2303  W.  NORTH  LOOP,  AUSTIN,  Ph.  512  454-2725 


francisT 

HOSPiTELS 

INCORPORATED 


FRANCIS?^ 

I CONVALESCENT 
CENTERS 


FRANCIS  HOSPITELS  — WACO:  Francis  Hosoitel 

FRANCIS  CONVALESCENT  CENTERS  — AUSTIN:  Ratirement,  Inc.: 

FORT  WORTH:  Francis  Convalescent  Center; 

CORPUS  CHRISTI:  Francis  Convalescent  Center; 

LONGVIEW:  Highland  Pines;  SAN  ANTONIO:  San  Pedro  Manor 

FRANCIS  MANAGEMENT— PORT  ARTHUR:  The  Golden  Triangle  Convalescent 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis— “The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN  JINE  TEST 

(Rosenthal) 

The  LEDERTINErht  Applicator  with  the  Blue  Handle 

Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  tor  details  or  write  Medical  Advisory  Dept., 
Lederle  Laboratories,  Pearl  River.  New  York  10965.  406-8 


( Phenylketonuria  ) 


Testing  is  indicated  on  every  child  be- 
fore the  age  of  eight  weeks.  This  may 
be  done  by  using  the  ferric  chloride, 
dipstick,  or  Guthrie  tests  at  the  proper 
times.  If  the  test  is  positive  a serum 
phenylalanine  level  will  confirm  the  di- 
agnosis. Treatment  consists  of  a spe- 
cial diet  which  prevents  development 
of  mental  retardation. 

— Committee  on  Public  Health 
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nmo  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 

IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


( LTRZ3 ) 


ACHROMYCIN’  V 

TETRACYCLINE 

Contraindications:  Hypersensitivity 
to  tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower 
closes  are  indicated;  during  pro- 
longed therapy  consider  serum 
level  determinations.  Photody- 
namic reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treat- 
ment if  skin  discomfort  occurs. 


The  first  400  mg.  Trocinate  tablet 
usually  relieves  discomfort 
so  promptly  that 
Diarrhea  ceases  to  be  a bother 

Trocinate  has  no  known  therapeutic  value 
other  than  relaxing  smooth  muscle  by  direct 
action  when  coming  in  contact  with  the  spas- 
tic muscle  cell.  Trocinate  has  none  of  the 
troublesome  side-effects  of  anticholinergic 
drugs.  Trocinate  relieves  the  discomfort  of 
diarrhea  by  decreasing  both  peristalsis  and 
muscle  tone.  Trocinate  is  metabolized  by  the 
body  and  eliminated  in  the  urine  as  harmless 
degradation  products.  Normal  intestinal  func- 
tion is  resumed. 

The  action  of  Trocinate  is  prompt,  making 
the  spacing  of  dosage  easy.  Often  one  or  two 
400  mg.  tablets  are  sufficient  to  control  diar- 
rhea. The  recommended  dosage  in  spasm  of 
the  G.  I.  and  G.  U.  tract  is  400  mg.  q.  4 h. 
A prescription  of  twelve  (12)  400  mg.  tablets 
will,  in  most  cases,  allow  the  patient  to  have 
a few  to  keep  in  reserve. 

Literature  and  samples  available 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufaclurers  of  ethical  pharmaceuticals  since  1856 
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Precautions:  Nonsusceptible  organ- 
isms may  overgrow;  treat  superin- 
fection appropriately.  Tetracycline 
may  form  a stable  calcium  com- 
plex in  bone-forming  tissue  and 
may  cause  dental  staining  during 
tooth  development  (last  half  of 
pregnancy,  neonatal  period,  in- 
fancy, early  childhood). 

Side  Effects:  Gastrointestinal- 
anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Sk/n— maculo- 
papular  and  erythematous  rashes; 
exfoliative  dermatitis;  photosensi- 
tivity; onycholysis,  nail  discolora- 
tion. /(/dney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— 
urticaria,  angioneurotic  edema, 
anaphylaxis,  /ntracran/a/— bulging 
fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hy- 
poplasia. S/ood— anemia,  thrombo- 
cytopenic purpura,  neutropenia, 
eosinophilia.  Z./Ver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medi- 
cation and  treat  appropriately. 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 

359-8 
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TEXAS  MEDIC 


Suspected  tetracycline-sensitive  infection? 

While  waiting  for  the  results  of  the  sensitivity  test, 
start  the  therapy  likely  to  succeed... 


Although  of  course  it  can’t  replace  routine 
sensitivity  testing,  your  prescription  for 
ACHROM Y CIN®  V,  in  a way,  provides  the 
ultimate  test  of  therapy  under  rigorous  in  vivo 
conditions. 

Because  ACHROM  Y CIN®  V is  effective  in 
treating  so  many  common  inf  ections— caused  by 
strains  of  tetracycline-sensitive  organisms— 
doesn’t  stat  dosage  of  this  time-tested  antibiotic 
make  good  sense? 

^ Prescribing  Information 


ACHROMYCIN*  V 


TETRACYCLINE 

The  price  differential 
is  inconsequential. 
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Photoprotective  Agent 

Trisoralen'  Tablets 

TRIOXSALEN  — ELDER 


BEFORE— Normal  epidermis 
before  Trisoralen  therapy 


AFTER -Epidermis  follow- 
ing Trisoralen  therapy 


• Provides  added  epidermal  dimensions  of  protection 
for  light  sensitive  skin.  Often  enhances  pigmentation 
in  vitiligo. 

• Develops  compact  adherent  melanin-saturated  stratum 
corneum. 

• Thickens  stratum  corneum,  stratum  lucidum,'-^  and 
Malpighian  layers. 

• Increases  melanin  concentration  with  retention  in  epi- 
dermal layers. 

• Six  times  the  LD50  of  methoxsalen  — only  half  the 
dosage  of  methoxsalen,  due  to  2X  activity. 

• No  liver  injury  reported  to  date. 


CONTRAINDICATIONS:  Diseases  associated  with  photo- 
sensitivity,  such  as  porphyria,  acute  lupus  erythema- 
tosus, or  leukoderma  of  infectious  origin.  Not  to  be 
used  concomitantly  with  other  photosensitizers. 

To  date,  the  safety  of  this  drug  in  young  persons 
(12  and  under),  has  not  been  established  and  is,  there- 
fore, contraindicated. 

DOSAGE;  Adults  and  children  over  12  years:  two  tab- 
lets daily  as  directed  in  brochure. 

SUPPLIED:  Bottles  of  28  and  100  coated  tablets. 


References:  (1)  Becker.  Jr..  S.  W.:  J.A.M.A.  173: 
1483-1485.  1960;  (2)  Pathak.  M.  A.,  and  Fitzpatrick. 
T.  B.:  J.  Investig.  Dermat.  32:509-518.  1959;  (3) 
Pathak.  M.  A.,  Fellman,  J.  H..  and  Kaufman, 
K.  D.:  33:165-183.  1960. 

Write  for  literature  and  clinical  supply  of  Trisoralen 

PAUL  B.  ELDER  COMPANY  • Bryan,  Ohio. 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee.  M.D. 

Charles  H.  Wilson.  M.D..  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Mark  E.  Huff,  Jr.,  M.D. 

ORAL  SURGERY 
R.  A.  MitcheU,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed.  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  III,  M.D.,  F.A.A.P. 

Joseph  BUder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 

MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worsen,  Jr.,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kahle.  M.D. 

Frank  J.  Lee.  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare;  vesiculatlon.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25's. 


330-8/6135 
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Aerial  ambulance  service  by  Avia  Jet 
did  not  originate  as  an  afterthought. 

Careful  planning  was  employed  to  in- 
sure the  comfort  and  safety  of  the 
patient.  Equally  careful  planning  went 
into  consideration  of  the  physician's 
requirements  for  the  patient.  Profession- 
al service  performed  by  professionals, 
that  is  the  hallmark  of  Avia  Jet. 

MEMBER  OF  AMBULANCE  ASSOCIATION  OF  AMERICA 
AND  TEXAS  AMBULANCE  INSTITUTE 
$500,000  PER  SEAT  LIABILITY  INSURANCE 


DALLAS,  TEXAS,  75235 


3300  LOVE  FIELD  DRIVE 

Volume  65.  February,  1969 


CALL  COLLECT  214/358-4371 
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ONCOLOGY 

Oscar  L.  Morphis,  M.D.,  F.A.C.R, 

Radiation  Therapy 
Radium  Therapy 

Norris  Gilfillan,  M.D.,  F.A.C.S.  Tom  B.  Bond,  M.D.,  F.A.C.R. 

Chemotherapy  Consultant 

Hours  by  Appointment 

1550  West  Rosedale,  Suite  620  Fort  Worth  ED  6-2028 


Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 

of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

James  Rountree,  M.  D.  Co-Owners  F.  E.  Seale,  M.  D. 


HIGHLAND  HOSPITAL 

Ashctille,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Aecredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psycho- 
therapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social  ser- 
vice work  with  families,  family  therapy,  and  an  extensive  and  well  organized  activities  program,  including  occu- 
pational therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment 
program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School  Pro- 
gram is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact;  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704  - 253-2761 
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now 
she  can 
cope*** 


thanks  to 


SODIUM® 


the  '^daytime  sedative^^  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  gr.)  to  30  mg.  (3^  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  04  gr.), 

30  mg.  (H  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  04  gr.),  30  mg.  ()4  gr.). 


McNEIL) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa, 


Warnings:  Lomotil  should  be  used  with  caution  in 
patients  taking  barbiturates  and  with  caution,  if  not 
contraindicated,  in  patients  with  cirrhosis,  advanced 
liver  disease  or  impaired  liver  function. 
Precautions:  Lomotil  is  a Federally  exempt  narcotic 
with  theoretically  possible  addictive  potential  at 
high  dosage;  this  is  not  ordinarily  a clinical  prob- 
lem. Use  Lomotil  with  considerable  caution  in 
patients  receiving  addicting  drugs.  Recommended 
dosages  should  not  be  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children.  Should  ac- 
cidental overdosage  occur,  signs  may  include  severe 
respiratory  depression,  flushing,  lethargy  or  coma. 


hypotonic  reflexes,  nystagmus,  pinpoint  pupils,, 
tachycardia;  continuous  observation  is  necessary. 
Adverse  Reactions : Side  effects  reported  with 
Lomotil  therapy  include  nausea,  sedation,  dizziness, 
vomiting,  pruritus,  restlessness,  abdominal  discom- 
fort, headache,  angioneurotic  edema,  giant  urticaria,, 
lethargy,  anorexia,  numbness  of  the  extremities, 
atropine  effects,  swelling  of  the  gums,  euphoria, 
depression  and  malaise.  Respiratory  depression  and 
coma  may  occur  with  overdosage. 

Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are  as  follows: 


diarrheas... 

• careful  supervision 

• electrolyte  replacement 

• specific  anti-infective  therapy 

and... 

LOMOTIE 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of. liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

( Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 

LOMOTIL,  in  conjunction  with  specifically  indicated  medical 
management,  may  be  lifesaving  in  children  with  severe 
diarrhea. 

Lomotil  lowers  the  excessive  intestinal  propulsion  characteristic 
of  diarrhea.  This  reduction  of  precipitate  intestinal  flow  allows  a 
normal  or  more  nearly  normal  reabsorption  of  fluid  and  electrolytes 
and  counteracts  the  dehydration  so  hazardous  to  children. 

Moreover,  eight  years’  experience  has  demonstrated  that  Lomotil 
controls  diarrhea  with  a minimum  of  unwanted  secondary  actions. 

Senra  del  Valle  and  his  associates^  conducted  a study  of  477 
children  with  diarrhea,  most  of  whom  were  hospitalized  with  the 
disorder.  Lomotil,  used  in  407  of  the  children,  shortened  the  dura- 
tion of  the  diarrhea. 

Grinszpan,  Goldstein  and  DivitO“  used  Lomotil  in  20  children 
with  diarrhea  and  also  reported  a prompt  disappearance  of  diarrhea. 
Harris  and  Beveridge’^  in  a double-blind  study  of  50  children  with 
diarrhea,  however,  found  no  clear  pattern  to  suggest  that  Lomotil 
influenced  the  course  of  the  condition. 

Michener,  Brown  and  TurnbulB  added  evidence  supporting  the 
beneficial  effects  of  Lomotil  in  80  children,  concluding  that  Lomotil 
was  highly  useful  in  controlling  abdominal  cramping,  diarrhea  and 
hypermotility. 


Children:  Total  Daily  Dosage 

3-6  mo.  ...  1/2  tsp.*  t.i.d.  (3  mg.)  i i H 
6-12  mo. . . 1/2  tsp.  q.i.d.  (4  mg.)  ] * ] 

1- 2 yr 1/2  tsp.  5 times  daily  (5  mg.)  S | | J 

2- 5yr 1 tsp.  t.i.d.  (6  mg.)  | | 

5-8yr 1 tsp.  q.i.d.  (8  mg.)  I i|  I | 

8-12yr.  ...  1 tsp.  5 times  daily  (10  mg.)  | | ^ ^ I 

Adults: ....  2 tsp.  5 times  daily  (20  mg.)  ||Jl  11. 

or  2 tablets  q.i.d.  o.  00 

^ *Based  on  4 cc.  per  teaspoonfui. 

Maintenance  dosage  may  be  as  low 
as  one-fourth  the  initial  daily  dosage. 


References: 

I.  Senra  del  Valle,  A.;  Linfante  de  Rufinelli,  E.  B.; 

Brumetti,  E.,  and  Rossi,  R.  H.:  El  chlorhidrato  de 
difenoxilato  en  las  diarreas  infantiles,  Sem.  Med.  (Buenos 
Aires)  727:475-484  (Oct.  4)  1965.  2.  Grinszpan,  I.  L.; 
Goldstein,  A.,  and  Divito,  J.:  El  chlorhidrato  de  difenoxilato 
en  las  diarreas  infantiles,  Sem.  Med.  (Buenos  Aires) 
725:758-763  (Aug.  27)  1964.  3.  Harris,  M.  J.,  and  Beveridge, 

J. :  Diphenpxylate  in  the  Treatment  of  Acute  Gastro-Enteritis 
in  Children,  Med.  J.  Australia  2:921-922  (Nov.  27)  1965. 

4.  Michener,  W.  M.;  Brown,  C.  H.,  and  Turnbull,  R.  B.,  Jr.: 
Ulcerative  Colitis  in  Children.  II.  Medical  and  Surgical 
Therapy,  Amer.  J.  Dis.  Child.  708:236-242  (Sept.)  1964. 
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Research  in  the  Service  of  Medicine 
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Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 


Prescribing  information— Composition;  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg..  Amino- 
phylline,  195  mg.  Indications;  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications;  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions;  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage;  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied;  Bottles  of  100  and  500  tablets. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


1. SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20x 

**'Sexuat  impoti'nce  treatment  with  methyl  testosterone  — thyroid  (ANDROID)  a Cannot  bG  disputGd. 

double  blind  study''  - Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS-Methyl  testosterone  is  not  to  be  used  in  malignancy  of  reproductive  organs  in 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease,  hypertension  unless  the 
metabolic  rate  is  low. 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyfdid* 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed, role  of 
chemotherapy 


Choice  of  4 strengths 


a/so  available  with  ESTROGEN 


Android-E 


Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg 

Ethinyl  Estradiol  0.02  mg 

Thyroid  Ext.  (1/6  gr.)  10  mg 

Thiamine  Hydrochloride  ....  10  mg 

Glutamic  Acid  50  mg 


Android 


Android-HP  Android-X 


Android-Plus 


HIGH  POTENCY 


EXTRA  HIGH  POTENCY 


Each  yellow  tablet  contains: 
Methyl  Testosterone  . 2.5  mg. 
Thyroid  Eit.  (1/6  gr.)  . 10  mg. 


Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 


Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500.  1000. 


Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 


Thyroid  Ext.  (V2  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL 10  mg. 


Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Write  (or  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

' 2500  W.  6th  St.,  Los  Angeles.  Calil.  90057 


^(BRCjinP 


Each  orange  tablet  contains: 
Methyl  Testosterone  12.5  mg. 


Thyroid  Ext.  (1  gr.)  . 64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 


Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


REFER  TO 


WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 


Methyl  Testosterone  . 2. 5 mg. 
Thyroid  Ext.  (V4  gr.)  ..  15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyndoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 


Available:  Bottles  of  60,  500. 


INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen  — only  steroid  effect  remains. 
Geriatrics,  post-operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE:  One 
tablet  t i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month  CONTRA  INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  m latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands.  . 


For  the  treatment  of  the  aging  patient 

apathy 

irritability 

forgetfulness 

confusion 


1 


Cerebro-Nicin 


capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


POOR 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

FAIR 


GOOD 


CEREBRO-NICIN^'  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

■ *A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  JrnI,.  of 
the  Amer.  Ger.  Soc.  June,  1964  ;.  _ _ 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole. 100  mg . 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCl 25  mg. 

1-Glutamic  Acid 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 0 mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100.  500,  1000  capsules. 

Also  elixir  pint  bottles. 

CONTRAINDICATIONS;  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  shou  Id  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa 
tions  of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  It  the 
patient  Is  forewarned  to  expect  the  reaction. 

[PDR 

Write  for  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  CO. 
l2500W.6th  St„Los  Angeles, Calif. 90057 
Write  for  Product  Catalog 
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HOMESTEAD 

CHILD 

PLACEMENT  AGENCY 

and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

ED  5-5942 

ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 

Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 

TMA 
102  nd 
Annual 
Session 

May  1-4 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
James  W.  Buice,  M.D.,  M.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
James  A.  Holland,  M.D.,  M.A.C.R. 

Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  D.A.B.R. 


Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R, 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 


Claude  Williams,  M.D.,  M.A.C.R. 
DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


100  Medical  Tower  Bldg.  — ED  6-8681 


Offices: 


1217  West  Cannon  — ED  6-8627 


TRAVIS  CLINIC  AND  THE 

NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 

STAFF 

General  Sureery : 

Internal  Medicine: 

Pediatrics : 

L.  L.  Travis,  M.D. 

J.  T.  Boyd.  M.D. 

M.  L.  Gray,  M.D. 

J.  S.  O’Hare.  M.D. 

F.  H.  Verheyden,  M.D. 

R.  K.  WUlma,  M.D. 

J.  T.  Scogin,  M.D. 

Radiology  and  Radioactive  Isotopes : 

Orthopedic  Surgery : 

Mary  A.  Bone,  M.D. 

L.  W.  Ralston,  M.D. 

E.  L.  Mahon,  Jr.,  MJ). 

Obetetrics  and  Gynecology : 

William  J.  Fowler 

Urology : 

J.  C.  Rucker,  M.D. 

Administrator  of  Nan  Travis 

H.  F.  Rivee,  M.D. 

J.  D.  Crawford,  M.D. 

Memorial  Hospital 

Pathology : 

Ophthalmology : 

J.  G.  Casey 

Harbcrt  Davenport,  Jr.,  M.D. 

P>ed  Haberle,  M.D. 

Business  Manager  of  Travia  Clinic 

MEDICAL  ARTS  CLINIC 


Box  841 

Corsicana,  Texas 


PEDIATRICS 

JOHN  W.  GRIFFIN.  M.D.,  FAA.P.* 

INTERNAL  MEDICINE 
ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JiVMES  F.  WITTEN,  MJ).,  A.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

OBSTETRICS  & GYNECOLOGY 
KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 


BUSINESS  MANAGER 
OWEN  G.  ELLIOTT,  M.G.M.A. 
SURGERY 

LOUIS  E.  GIBSON,  M.D.,  FA.C.S.* 
OPHTHALMOLOGY 
ROBERT  D.  MERTZ,  M.D.,  F.A.A.0.0  * 
EAR,  NOSE,  THROAT 
PHILLIP  M.  AWTREY,  M.D.* 
DENTISTRY 

ROBERT  A.  LANG,  D.D.S. 


*Diplomate  of  the  American  Board 
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TEXAS  MEDICINE 


PHYSICIANS'  DIRECTORY 


Allergy 


Cardiovascular  Disease 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D..  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatric  Allergy 


216  Medical  Prof.  Bldg. 
CA  6-7671 


San  Antonio  16,  Texas 
CA  7-6331 


GUS  SCHREIBER,  M.D,,  F,A.C.C. 
Electrocardiography 

Reception  and  Interpretation  of 
Telephone-Transmitted  Electrocardiogrrams 

1430  Medical  Arts  Building  Dallas,  Texas  75201 

Business  Office  Telephone  214-748-3715 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 
RICHARD  L.  ETTER,  M.D..  RICHARD  H.  JACKSON,  M.D., 
F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER.  M.D..  F.A.C.A. 

RAMON  GARRIDO,  M.D. 

(Certified  American  Board  of  Pediatrics) 

Suite  156,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025 
JA  6-3281 


Clinics 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
AL  LE  RG Y 

1802  W.  Wall  MU  2-5385  Midland,  Texas 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO.  TEXAS 


R.  M,  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 


Ophthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen.  M.D. 

William  T,  Gordon,  M.D. 


Robert  P.  Gordon,  C.P.A.,  Administrator 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Charles  D.  Haunschild,  M.D.  James  A.  Murray,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


ALLERGY  CLINIC 
Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 
TU  2-3487 

2530  Morgan  Corpus  Christi,  Texas 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $8.00  per  column  inch  and  must  run  six 
months.  New  listings  are  limited  to  those  specialties  rec- 
ognized by  the  American  Medical  Association.  A discount 
of  5%  is  allowed  for  six  month’s  advance  payment.  Mail 
copy  to  Advertising  Assistant,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is 
20th  of  the  month  preceding  publication  month. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 

MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout.  M.D.  G.  Con  Smith,  M.D. 

Frank  L.  Bynum,  M.D.  Donald  S.  Gibbs,  M.D. 

Ed  Etier,  Jr.,  M.D. 

RADIOLOGY 
Otto  H.  Grunow.  M.D. 
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THOMAS-SPANN  CLINIC 
& THOMAS-SPANN  HOSPITAL,  INC. 

1546  S.  Brownlee  Corpus  Christ!,  Texas  78404 

Telephone  884-3861 


SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 

J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright.  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps.  M.D. 

T.  D.  Harvey.  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor.  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


INTERNAL  MEDICINE 
William  E.  Morris.  M.D. 
Gerald  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 

RADIOLOGY 

Crysup  Sory,  M.D. 
ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 


RUGELEY  AND  BLASINGAME  CLINIC 

T’l'nTi 

2100  North  Fulton  Street  ' 713  LE  2-1700 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

David  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

PATHOLOGY 
Hector  M.  Perches.  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D., 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 
R.  E.  Goelzer,  M.D. 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 

UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris.  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

ANESTHESIOLOGY 
Clark  G.  Spears.  M.D. 

NEUROPSYCHIATRY 
Raleigh  R.  Gleason.  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 

3330  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-5411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Pediatrics 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton,  R.N..  Superintendent  of  Nurses 

E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 

R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  25,  Texas  JA  6-2051 

Internal  Medicine  and  Diagnosis 


Cardiovascular  Disease 
•Charles  D.  Reece,  M.D. 

Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandiver,  M.D. 
Charles  H.  Gregory,  M.D. 

B.  Frederick  Gregory,  M.D. 

Endocrinology,  Metabolic 
Diseases  and  Director  of 
Clinical  Research 

Raymond  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin.  M.D. 
Fredrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 


Infectious  Diseases 

Lewie  L.  Travis,  Jr.,  M.D. 
Jack  L.  Reddin,  M.D. 

Internal  Medicine 
Jeffrey  Zatorski,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Pathology 

Jack  P.  Abbott,  M.D. 

Paul  B.  Radelat,  M.D. 

Pulmonary  Diseases 

William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Radiology  and  Nuclear  Medicine 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 
C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass't. 
Administrator 

Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 
Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


CONSULTATION  BY  APPOINTMENT 

•Deceased 


MALONE  and  HOGAN  CLINIC 
901  Main  Street  Phone  267-6361 

Big  Spring,  Texas  79720 


Ophthalmology  and 
Otolaryngology 

P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D.,  F.A.C.S. 
Orthopedic  Surgery 
P.  H.  Rhymes,  M.D. 

Internal  Medicine 

J.  H.  Burnett,  Jr.,  M.D. 

J.  P.  Darby,  Jr.,  M.D.,  F.C.C.P. 
W.  A.  Rilev,  M.D. 

R.  S.  Griffin.  M.D. 

R.  T.  Torp,  M.D. 


Obstetrics  and  Gynecology 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall.  M.D. 

M.  W.  Talbot.  Jr.,  M.D.,  F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  Dillon,  M.D. 

Consultants  in  Pathology 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

Business  Manager 
R.  L.  Heith 


B E E L E R-M A N S K E CLINIC 
9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713,  WI  8-8521 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  5-4333 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

O.  Mendes,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 

J.  H.  Cochrane.  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


SURGERY 

W.  S.  Lorimer,  Jr.,  M.D., 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P. 

Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 


Mrs.  Evelyn  Farr,  Business  Manager 


USE  YOUR 


TEXAS  MEDICAL  ASSOCIATION  MEMORIAL  LIBRARY 


40,000  Bound  Volumes  Extensive  Reprint  Collection  400  Medical  Films 


875  New  Journals  Monthly  Audio  Digest  Foundation  Tapes 


CALL  OR  WRITE  TODAY!  1801  North  Lamar  Boulevard,  Austin,  Texas  78701  512-477-6704 
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TEXAS  MEDICINE 


CLINIC  OF  THE  SOUTHWEST 

6437  High  Star  at  Hillcroft 

Houston,  Texas  77036  PR  4-7671 

INTERNAL  MEDICINE  GENERAL  SURGERY 

William  C.  Franklin.  M.D.  Harvey  B.  Koch,  M.D. 

Charles  C.  Douplass,  M.D.  TTi>r»T  rtr^v’’ 

Hematolopy  & Oncology  UKULUUi 

Glen  E.  Lewis,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Joy  L.  Deere,  M.D.  DENTISIHY 

Loren  B.  Goss,  M.D.  Burley  G.  Ingram,  D.D.S. 

PEDIATRICS  RADIOLOGY 

John  R.  Dunn,  Jr.,  M.D.  Neil  B.  Longley,  M.D. 

Blanca  S.  Azios,  M.D.  Richard  E.  Schuette,  M.D. 

PHYSICAL  THERAPY  BUSINESS  MANAGER 

Richard  D.  Tinsley,  R.P.T.  C.  C.  Walker 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

1410  Medical  Arts  Bldg.  Dallas,  Texfis 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 

Colon  and  Rectal  Surgery 

RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 

Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 

3610  34th  Street  Lubbock,  Texas 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 

MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 

710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 

WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1550  W.  Rosedale  Fort  Worth,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

IIqTiqq  ' 1 Y n Q 

Off.  Tel.  TA  4-2573  ’ Res.  Tel.  EM  1-4500 

EVERETT  R.  SEALE,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.  Houston  25,  Texas 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street  Houston,  Texas 

J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg. 

Houston  25,  Texas 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

Skin  Cancer 

Radium  and  X-Ray  Therapy 

1410  Pruitt  Street  Fort  Worth  4,  Texas 

C.  D.  L.  CROMAR,  M.D. 

Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 

Pasadena,  Texas  77502 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

Dermatology 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 

ROGER  W.  MANAR,  M.D. 

DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 

1400  Eighth  Street  Wichita  Falls,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

FREDERICK  F.  CASTROW,  II,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 

Phone  JA  6-3733  Houston  25,  Texas 
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THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  Therapy  in  the 

Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  6 

800  Fifth  Ave.  Fort  Worth,  Texas 

CECIL  0.  PATTERSON,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive  Dallas  25,  Texas 

315  North  Shiloh  Road  Garland  40,  Texas 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D, 
John  W.  Fisher,  M.D. 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 
DERMATOLOGY 

HAIR  TRANSPLANTATION  & DERMOPLANING 
Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Phone:  464-6369  Houston,  Texas  77024 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 

GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

Eye,  Ear,  Nose,  Throat 

General  Surgery 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear.  Nose  and  Throat,  Broncho-Esophagolo^y  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S..  A.I.C.S. 

Wm.  F.  Anderson.  M.D..  Ernest  Nalle,  Jr.,  M.D. 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  F_A.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

Gastroenterology 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  523-8323  Houston,  Texas  77025 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

MILFORD  0.  ROUSE,  M.D. 

Consultant  in  GASTROENTEROLOGY 

1412  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6144 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 
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HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77025 

JA  2-4141 


Internal  Medicine 


JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 
Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 


HENRY  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 

Internal  Medicine  and  Diseases  of  the  Chest  and  Heart 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

1003  Memorial  Professional  Building 
1010  Louisiana  Houston,  Texas  77002  222-7224 


Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 
James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 
Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Thomas  H.  Allison,  M.D. 
Stanley  L.  Seaton,  M.D. 
Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
practice  limited  to 
PSYCHIATRY 

4646  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 
4600  Samuell  Blvd.,  Dallas,  Texas 
EV  1-7181 


THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J,  Dolenz,  M.D.  ‘Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-5469 

Fort  Worth,  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 


Neurology/ Psychiatry 

HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 


*Abe  Hauser,  M.D. 
*Harris  M.  Hauser,  M.D. 
*Robert  I.  Hauser,  M.D. 
Wayne  Keller,  M.D. 
*Gerald  Ratinov,  M.D. 
Ronald  J.  Hauser,  M.D. 


Clinical  Psychology 

Joanne  Borba,  M.  A. 

Robert  D.  Langston, 

PH.D.,  Consultant 

Psychiatric  Social  Work 

Ethel  M.  Feinsilver, 
M.S. 


808  Memorial  Professional  Building 
Houston,  Texas  77002 


CA  4-5041 


HOUSTON  ASSOCIATES 
IN 

PSYCHIATRY  AND  NEUROLOGY 
Houston,  Texas 

C.  A.  lannucci,  M.D. 

Joe  C.  A.  Eckhardt,  Jr.,  M.D. 
Alfred  H.  Vogt,  M.D. 

George  M.  Stevens,  M.D. 

Jules  Bohnn,  M.D. 

Leroy  Androes,  M.D. 

A.  R.  Martinez,  Ph.D. 

Ruth  Searls,  M.S.W. 

Diana  Sheer,  M.S.W. 

Dan  DeShazo,  M.S.W. 

Beth  Bowman,  M.A. 


•Diplomate,  American  Board  of  Psychiatry  and  Neurology 


Comprehensive  Neuropsychiatric 
Evaluation  and  Treatment 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 
NEUROLOGY  and  PSYCHIATRY 
1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 


Electroencephalography 

1021  Hermann  Prof.  Bldg.  JA  9-5721 
6812  Staffordshire  RI  8-3780 


ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 
Hours  by  Appointment 
1000  East  32nd  Street,  Suite  6 
Phone  GR  6-7371  Austin,  Texas 


CHAPMAN  ISHAM,  M.D, 

Diplomate  American  Board  of  Psychiatry 
Child  Psychiatry  and  Marriage  Counseling 
Hypnotherapy  for  Smoking  and  Obesity 

3701  21st  Street  Lubbock,  Texas  79410 

swift  5-4023 
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Neurological  Surgery 

Nuclear  Medicine 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1501 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77025 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  ME  1-1500 

Ophthalmology 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

RICHARD  S.  RUIZ,  M.D. 

CHARLES  E.  RUSSO,  M.D. 

Diseases  and  Surgery  of  the  Retina 

1121  Hermann  Professional  Building 

Houston,  Texas  77025  JA  8-1919 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

ME  7-0420 

Suite  B57-Locke  Medical  Building.  6011  Harry  Hines  Blvd. 

Dallas,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmolosry 

2300  West  7th  Avenue  Amarillo,  Texas 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston  Avenue  Dallas,  Texas  75246 

Telephone  TA  4-2543 

HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 

Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building 

Dallas,  Texas  748-0958 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

BERT  C.  BRYAN,  M.D. 

Surgery  and  Diseases  of  the  Eye 

1314  Medical  Arts  Building 

RI  7-7474  Dallas,  Texas  RI  7-2481 

WILLIAM  J.  NELSON,  M.D. 

Neurological  Surgery 

Suite  300 

University  Towers 

915-542-0643 

1900  N.  Oregon  St.  El  Paso,  Texas  79902 

102nd  Annual  Session  of  the 

Texas  Medical  Association 

May  1-4,  1969  San  Antonio 
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Orthopedic  Surgery 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

HAND  SURGERY  AND 

UPPER  EXTREMITY  RECONSTRUCTIVE 
SURGERY 

3707  Gaston  Ave.  Area  Code  214 

Dallas,  Texas  75246  TA  3-5351 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 

Otolaryngology 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D, 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 

Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road  Phone:  JA  9-4389 

Houston,  Texas 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  514 

Dallas,  Texas  Hours  By  Appt. 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

ROYCE  C.  LEWIS,  JR.,  M.D. 

KENNETH  C.  SCHOLZ,  D.D.S.,  M.D. 

A.  CLARKE  MILLER,  M.D. 

3702  21st  St.,  Suite  9 806-763-8281 

Lubbock,  Texas  79410 

W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stonton  St.  Tel.  533-7466  El  Paso,  Texas  79902 

DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 

Pathology 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 

TAylor  4-7883 

MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 

CHARLES  E.  GRAHAM,  M.D. 

212  South  Cottonwood  Suite  D 

Richardson,  Texas  75080 

ORTHOPEDIC  SURGERY 

AD  1-6396 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 

Volume  65,  February,  1969 


151 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 

John  H.  Childers,  M.D,  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

P'^CTMtic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  76236 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy* Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 

Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 

Houston  25,  Texas 

"Mailing  Containers  on  Request" 

"Office  Pickup  Service  in  Houston" 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  76901 

Phone  634-4453 

TEXAS  MEDICAL  LABORATORIES 

1550  W.  Rosedale  Fort  Worth  76104 

Phone  817,  ED  6-7161 

Mailers.  Office  pickup  service. 

David  Murray,  M.D.,  Diplomate 
(Clinical  & Anatomic),  A.B.P. 

HAROLD  WOOD,  M.D.  — REFERRAL  LABORATORY 

Endocrine  Assays 

Serum  Human  Growth  Hormone  - Serum  Insulin 

Special  Chemistries  - Medical  Toxicology 

Exfoliative  Cytology  and  Surgical  Pathology 

2909  Hillcroft  Ave.  Houston,  Texas  77027 

713  — 781-1272 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cytology 

Surgical  Pathology  Medicolegal  Consultation 

Mailing  containers  on  request 

2112  Washington  Avenue  PL  6-7226 

P.O.  Box  3160  Waco,  Texas  76707 

ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 

Exfoliative  Cytology 

Surgical  and  Clinical  Pathology 

Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 

ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 

R.  H.  CHAPPELL,  M.D.,  F.A.C.P. 

Diplomate  in  Clinical  Pathology 
and  Anatomical  Pathology 
by  the  American  Board  of  Pathology 

SMALL  HOSPITAL  PATHOLOGY 

Quality  control  and  check  sample  and  C.P.C.  service 
for  the  small  hospital.  Pickup  and  delivery  service. 

P.  0.  Box  1288  Texarkana,  Texas  75501 

Ph:  214-792-2161 

CRASS,  SHAW,  NICKEY, 
KINGSLEY,  VAN  FOSSAN,  AND  HELGESON 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

' Wm.  B.  Kingsley.  M.D. 

G^ndolyn  Crass,  M^.  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  M.D.  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 

712  N.  Washington,  Dallas  10,  Texas 

Phone  TAylor  4-1258  or  TAylor  6-6918 

NUCLEAR  MEDICINE  LABORATORIES 

OF  TEXAS 

6411  South  Main  Street 

Texas  Medical  Center 

Houston,  Texas  77025 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in : 

Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 

JAckson  6-1501 

Physical  Medicine 
and  Rehabilitation 

TEXAS  REHABILITATION  HOSPITAL 

OF  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  68,  GONZALES,  TEXAS  78629 

Facilities  for  physical  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade 
through  twelfth  grade. 

ROBERT  M.  IZARD,  JR..  M.D.  LYNN  SMITH,  SR. 

Medical  Director  Administrator 

Plastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

6419  Caroline  Street  JA  3-8131  Houston.  Texas  77004 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P, 

305  209  South  Iowa  Street 

Dallas  10,  Texas  Irving  Texas 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 
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BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904i/^  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-4751 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8>4543 

502  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

Plastic  Surgery  Associates 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate,  American  Board  of  Plastic  Surgery 

JAMES  LEE  MOORE,  M.D. 

Practice  limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office:  272  Hermann  Prof.  Bldg. 

Houston,  Texas  77025  JA  8-2481 

Spring  Branch  Office:  1343  Blalock 

Houston,  Texas  77055  JA  8-2481 

BOND  AND  MORPHIS 

Tom  B.  Bond,  M.D.,  F.A.C.R. 

Oscar  L.  Morphis,  M.D.,  F.A.C.R 

Radiation  Therapists 

909  8th  Avenue  Fort  Worth,  Texas 

Hours  by  Appointment 

Phone  336-2028 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and  Surgery  of  the  Hand 

Suite  104 

Telephone  3434  Swiss  Avenue 

TAylor  4-7290  Dallas,  Texas 

Thoracic  Surgery 

Radiology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106  373-8324 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  PE  8-4594 
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Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 
The  Professional  Building 
OR  3-8184 

1101  North  19th  Abilene,  Texas 


Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 
THORACIC  AND  CARDIOVASCULAR  SURGERY 

1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 
Dallas  8,  Texas 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 
The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  and 
PERIPHERAL  VASCULAR  SURGERY 
The  Doctors  Bldg.,  3707  Gaston  Ave. 
Dallas  10,  Texas 


Robert  R.  Shaw,  M.D.  John  L.  Kee,  Jr.,  M.D. 

DRS.  SHAW  AND  KEE 
THORACIC  SURGERY 

The  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas  75246 
TA  6-5184 


JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 
Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 


WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4833 


ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 
502  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  332-7879 


Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  limited  to 
UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

U rology 

3707  Gaston  Avenue  Dallas,  Texas 

THE  UROLOGY  CLINIC 
1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D. 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 
UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 
UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 


THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 
CA  7-1414 

JAMES  S.  BOREN,  M.D. 
ROBERT  1.  COX,  M.D. 

Diplomates  American  Board  of  Urology 


Use  your 

Texas  Medical  Association 

Memorial  Library 

40,000  Bound  Volumes  400  Films 
875  New  Journals  Each  Month 
Extensive  Reprint  Collection 
Audio  Digest  Foundation  Tapes 

Call  or  write  today! 

1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
AC  512  477-6704 
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Physicians  Wanted 


WANTED  : General  Practitioner  to  assume  well-established  practice  in 
Moody,  Texas.  Available  facilities  include  fully  equipped  office  and  three 
examinins:  rooms.  Located  in  Central  Texas.  Moody  has  a trade  area  of 
3,600.  Interested  physicians  please  contact  Mrs.  J.  B.  Vandiver,  Frank 
Denny,  Mrs.  Ruth  Newman  or  Leroy  Wall,  Moody,  Texas. 

WANTED— A GENERAL  PRACTITIONER,  but  would  consider  in- 
ternist ; to  become  salaried  associate  to  a six  man  clinic  nrroup  who  op- 
erate an  accredited  hospital  under  same  roof  with  clinic  in  a central 
Texas  town  of  10,000  ; would  be  on  salaried  basis  for  two  years  as  asso- 
ciate and  then  become  owner-partner.  Please  reply  to  Charles  A.  Garrett, 
M.D.,  215  Craig  Street,  Hillsboro,  Texas. 

WANTED — M.D.*s  to  do  general  practice  with  surgery,  Houston  area. 
Present  doctors  netting  $4,000  to  $8,000  monthly  after  six  months  prac- 
tice. No  investment  required.  Send  resume  to  Box  179,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIAN  WANTED:  GP  moving  from  six  year  location.  Choice 
area  of  suburban  Houston.  Three  open-staff  hospitals  in  neighborhood. 
Office  and  equipment  available.  No  cash  needed.  Ideal  for  GP,  internist, 
pediatrician  or  OB/GYN.  Please  reply  to  Ad-158,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  ONE  OR  TWO  GENERAL  PRACTITIONERS  to  join  two 
physicians.  Town  of  6,000,  area  13,000.  65-bed  hospital.  Guarantee  $18,000 
net.  Rotate  weekends,  holidays,  etc.  James  C.  Price,  M.D.,  or  W.  A,  Siev- 
ers,  M.D.,  Gonzales,  Texas. 

GENERAL  PRACTICE — DALLAS.  Established  three  man  group.  Los- 
ing one  man.  General  medicine  and  obstetrics.  No  office  investment  need- 
ed. Beginning  salary  with  partnership  after  interval.  Regular  day  off  and 
annual  vacation  with  no  lost  income.  Write  Drs.  Smith  and  Teel,  221 
Pleasant  Grove  Shopping  Center,  Dallas,  Texas  75217. 

INDIVIDUAL  PRIVATE  GENERAL  PRACTICE:  all  of  the  advan- 
tages of  group  practice  with  none  of  the  disadvantages.  Guaranteed  high 
monthly  income.  Little  or  no  overhead  or  investment  initially.  Maximum 
leisure  time  with  your  family.  Texas  license.  Contact  Sanford  Smith, 
Northshore  Medical  Center,  P.O.  Box  9836,  Houston,  Texas  77015.  Tele- 
phone  GL  3-5454. 

WANTED  FOURTH  INTERNIST,  board  certified  or  eligible,  for  grow- 
ing 15  man  multi-specialty  group  in  Southwest.  New  clinic  with  excel- 
lent facilities.  Liberal  fringe  benefits.  Remuneration  negotiable.  Please 
reply  to  Ad-200,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

OPPORTUNITY  FOR  AMBITIOUS  GENERAL  PRACTITIONER  to 
associate  or  otherwise  with  well-established  general  practitioner  in  cen- 
tral Texas  town.  Negotiate  salary.  Have  Medicare-approved  hospital  of 
16  beds  and  32-bed  rest  home  complex.  Ideal  country  outdoor  living  with 
excellent  schools,  churches,  and  nearby  recreational  facilities.  No  initial 
capital  investment.  Must  see  to  appreciate.  For  information  reply  to 
Ad-187,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  General  practitioner,  pediatrician,  internist  on  staff  of  Den- 
ton State  School.  Base  annual  salary  $18,000,  extra  $1,000  to  $3,000,  if 
board  certified.  40-hour  week  with  ample  vacation  time,  other  fringe 
benefits.  Excellent  community  to  live.  Near  Dallas,  Fort  Worth.  Contact 
Medical  Director,  Denton  State  School,  Box  368,  Denton,  Texas. 

ORTHOPEDIC  SURGEON  AND  TWO  GP's  needed  by  19  doctor  group. 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas,  Texas  75216. 

WANTED:  MD  TO  DO  GENERAL  PRACTICE,  with  surgery  and  OB, 
in  a two  doctor  clinic.  Financial  arrangements  can  be  worked  out  on  an 
individual  basis.  Mineral  Wells,  Texas,  has  a rapidly  growing  population 
of  18,000  with  a trade  area  of  40,000  to  60,000.  Located  four  miles  west 
of  Fort  Wolters.  We  have  good  schools,  industry,  lakes,  golf  course,  hunt- 
ing and  fishing.  Fifty  minutes  from  Fort  Worth  and  Dallas.  Contact  Mr. 
W.  W.  Carter,  Business  Manager,  Baker  Clinic,  Mineral  Wells,  Texas, 
FA  5-2564. 

GENERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford,  Texas.  The  community's  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals, 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  546,  Milford,  Texas  76670,  area  code  214,  493-2611. 


ASSOCIATE  GROUP  MEMBER  WANTED.  Practice  in  Northeast  Dal- 
las for  20  years,  members  Baylor  Medical  Center  Staff.  Need  pediatri- 
cian, internist  and  general  practitioner.  Lakewood  Medical  Center,  6331 
Prospect,  Dallas,  Texas  75214. 


ANESTHESIOLOGY  RESIDENCIES  AVAILABLE— Fully  approved 
two  year  program  in  600  bed  general  hospital  includes  neurosurgery, 
thoracic,  and  cardiovascular  surgery.  Annual  anesthetics  administered — 
over  13,000.  Stipend — $8100  and  $9300.  Board  and  laundry.  A.  N.  Hein- 
richs, M.D.,  Director,  Department  of  Anesthesia,  Harris  Hospital,  1300 
West  Cannon,  Fort  Worth,  Texas  76104. 


GENERAL  PRACTITIONER  WANTED  to  join  five  man  clinic  in 
growing  town  of  Clifton,  30  miles  northwest  of  Waco  near  Lake  Whit- 
ney. 41-bed  fully  accredited  hospital  with  plans  to  expand  by  30  beds. 
Salary  to  start,  commensurate  with  present  requirements ; partnership 
later.  Good  schools,  churches  and  hunting  and  fishing  facilities.  Contact 
V.  D.  Goodall,  M.D.,  Goodall  & Witcher  Clinic,  Clifton,  Texas  76634. 


EXCEPTIONAL  OPPORTUNITY  for  one,  two,  or  three  physicians 
(specialist  or  GP)  to  phase  into  and  assume  thriving  two  man  general 
practice  now  grossing  $200,000  annually  in  a growing,  progressive  area. 
Modern  building — new  equipment.  No  initial  investment  required.  One 
partner  wishes  retirement,  the  other  a residency.  Reply  to  Ad-219,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


EXCELLENT  OPPORTUNITY  for  physicians  in  Carrizo  Springs, 
Texas.  Office  space  available  in  new  professional  building  adjacent  to 
hospital  and  nursing  home.  Excellent  schools  and  housing  in  city.  One 
general  practitioner  and  surgeon  needcni.  For  information  write  or  call 
C.  W.  Vandervoort,  500  North  First,  Carrizo  Springs,  Texas  78834,  tele- 
phone 6 12-876-2560. 

OBSTETRICIAN  AND  GYNECOLOGIST:  Board  certified  or  eligible, 
to  associate  with  a progressive  and  expanding  multispecialty  group  in 
west  Texas.  Many  fringe  benefits  including  retirement  program.  No  in- 
vestment required.  Adjoining  accredited  hospital.  City  population  35,000. 
Reply  Ad-221,  Texas  hlcdicine,  1801  North  Lamar,  Austin,  Texas  78701. 

UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progressive 
and  expanding  multispecialty  group  in  West  Texas.  Many  fringe  benefits 
including  retirement  program.  No  investment  required.  Adjoining  ac- 
credited hospital.  City  population  36,000.  Reply  Ad-221,  Texas  Medicine, 
1801  North  Lamar,  Austin,  Texas  78701. 

RADIOLOGIST,  board  certified  or  eligible  to  associate  with  a progres- 

sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoin- 
ing accedited  hospital.  City  population  35,000.  Reply  to  Ad-221,  Texas 
Medicine,  1801  North  Lamar,  Austin,  Texas  78701. 

PATHOLOGY  RESIDENCIES  AND^NTERNSHIPS  available  in  600 
bed  general  hospital.  Fully  approved  four  year  program  in  anatomical 
and  clinical  Pathology.  Average  annual  specimens  and  tests — 348,587. 
Interns — $6300  : residents — $8100  up.  Board  and  laundry.  Charles  B. 
Mitchell,  M.D.,  Director  of  Laboratories,  Harris  Hospital,  1300  West  Can- 
non,  Fort  Worth,  Texas  76104. 

PHYSICIANS  WANTED — Alice,  Texas,  25,000  population,  Trade  area 
50,000.  Excellent  economy.  Could  use  general  practitioners  as  well  as 
specialists.  Large  modern  hospital  with  radiologist.  Contact  Physicians  & 
Surgeons  Hospital  of  Alice,  Texas  78332. 

URGENT  I ! Need  one  or  two  General  Physicians  to  assume  a very  large 

successful  well  equipped  practice  in  Texas.  Will  introduce  if  in  time. 
Residency  beckons.  All  supplies  and  equipment  can  be  had  at  a fraction 
of  their  cost.  Excellent  opportunity  for  ambitious  person.  Reply  Ad-223, 
Texas  Medicine,  1801  North  Lamar  Boulevard.  Austin.  Texas  78701. 

RADIOLOGIST:  Certified  or  board  eligible.  Private  office  and  two  hos- 
idtals.  New  radiation  department.  Isotopes.  Gulf  Coast  City.  Send  cur- 
riculum vitae.  Personal  interview  required.  Financial  arrangement  open 
to  negotiation.  Reply  Ad-226,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin.  Texas  78701. 

PHYSICIAN  WANTED — full  time  in  medical  department  of  large  cor- 
poration. Matured  with  sound  clinical  background.  Duties  to  include  co- 
ordinating and  advisory  responsibilities,  administrative  functions,  clinical 
medicine.  Challenging  work,  salary  competitive.  Please  reply  Ad-227, 
Texa^  Mediciyie,  1801  North  I,amar  Blvd.,  Austin,  Texas  78701. 

WANTED:  GENERAL  PRACTITIONER  to  associate  with  busy  general 
practitioner  in  GP,  S & OB.  City  of  10.000,  trade  area  of  22,00*0.  26-bed 
hospital,  50-bed  nursing  home.  Plans  for  new  40-bed  hospital  in  progress. 
Contact  Gene  E.  Bennack,  M.D.,  505  South  10th,  Raymondville,  Texas 
78580.  Phone  MU  9-2188. 

STAFF  PHYSICIAN : Board  certified  or  immediate  eligibility  in  inter- 
nal or  aviation  medicine.  Contract  operation  of  Occupational  Medicine 
Services  for  the  NASA  Manned  Spacecraft  Center,  Houston,  Texas.  Salary 
commensurate  with  experience.  Good  fringe  benefits.  Send  resume,  quali- 
fications, and  salary  required  to  Paul  E.  Wright.  M.D.,  NASA  Manned 
Spacecraft  Center,  MSC  Dispensary,  DCS,  Building  8,  Houston,  Texas 
77058.  An  equal  opportunity  employer. 

"WANTED:  GENERAL  PRACTITIONER.  SURGEON  OR  INTERNIST 

as  an  associate  with  GP  in  small  town  in  Central  Texas.  Have  privately 
owned  combination  clinic  and  hospital.  Salary  $2,000  per  month  and  in- 
crease to  $3,000  in  12  months  or  may  rent  space  and  be  on  own.  Dr.  M. 
A.  Childress.  Goldthwaite,  Texas  76844.  Phone  648-2212. 

WANTED — ^GENERAL  PRACTITIONER  to  associate  with  overworked 
solo  GP  in  East  Texas  town  of  5000.  Have  been  here  two  years.  Practice 
grosses  over  $100,000.  40-bed  local  hospital.  Contact  George  B.  Tipton, 
M.D.,  7th  and  Henderson,  Rizsk,  Texas  75785. 


PSYCHIATRIC  RESIDENCY:  Progressive  State  Hospital,  five  year 
career  program,  affiliated  with  Southwestern  Medical  School  in  Dalla.s. 
First  year — $13,000.  second  year — $14,000,  third  year — $15,000,  fourth 
year — $18,000  and  fifth  year — $20,000 — total  $80,000,  plus  other  liberal 
benefits.  If  you  are  interested  in  starting  in  July,  please  write  Luis  M. 
Cowley,  M.D.,  Superintendent.  Terrell  State  Hospital,  P.  O.  Box  70, 
Terrell,  Texas  75160. 

HOSPITAL  SUPERINTENDENT  FOR  GERIATRIC  CENTER.  A new 
254-bed  facility,  designed  for  the  care  and  treatment  of  non-custodial 
geriatric  patients  is  soon  to  be  opened  by  the  Texas  Department  of  Men- 
tal Health  and  Mental  Retardation.  Outstanding  opportunity  for  the 
right  person  to  participate  in  the  develo]>ment  of  community  outreach 
programs,  serving  a multi-county  rural  population.  The  Center  is  current- 
ly under  construction  in  Vernon,  Texa.s,  near  the  metropolitan  area  of 
Wichita  Falls.  Position  requires  M.D.  degree,  one  year  internship  in  ap- 
proved hospital  and  five  years  experience  in  the  medical  profession.  Addi- 
tional education,  training  and  experience  in  the  care  and  treatment  of 
geriatrics  or  mental  illness  is  preferred.  Competitive  salary  plus  housing, 
fringe  benefits,  State  employee.  Please  send  curriculum  vitae  and  letter 
of  application  to  the  Personnel  Office,  Texas  Department  of  Mental 
Health  and  Mental  Retardation,  Box  S,  Capitol  Station.  Austin,  Texas 
78711.  An  equal  opportunity  employer. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $6.00  per  issue  for  50  \words  or  less,  payable 
in  advance.  Copy  deadline  is  the  20th  of  the  month  pre- 
ceding publication.  Send  copy  to  Advertising  Assistant. 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin. 
Texas  78701. 
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TWO  FULL  TIME  PHYSICIANS  WANTED  FOR  STUDENT  HEALTH 
SERVICE.  Campus  of  13,000  students.  Limited  call  duty : reasonable 
hours;  liberal  vacations;  no  major  surgery;  semi-retired  acceptable.  Par- 
ticipation in  retirement  progi'am,  group  hospitalization,  and  other  fringe 
benefits.  Salary  with  merit  increases.  Texas  license  and  Basic  Science 
Certificate  reciuired.  Interested  physician  send  complete  medical  resume 
of  professional  qualifications  in  first  letter  to  K.  L.  Nelson,  M.D.,  Stu- 
dent Health  Service,  Texas  A&M  University,  College  Station,  Texas  77841. 
Phone  area  code  713,  845-1511  or  846-8085. 

OPPORTUNITY  AVAILABLE  FOR  GENERAL  PRACTITIONER  to 

partially  retire  and  live  at  Lakeway,  only  20  miles  northwest  of  Austin 
on  Lake  Travis.  Office  and  practice  would  be  within  3 minutes  of  home. 
Lakeway  is  an  outstanding  resort  with  complete  country  club  living  and 
probably  has  the  most  desirable  year  around  climate  in  Texas.  Write  or 
call  Lakeway,  204  Lakeway,  Austin,  Texas  78746.  Telephone  263-2173. 

WANTED  ^nTvERSTTY  STUD'ENT  HEALTH  PHYSICIAN  at 
Southern  Methodist  University.  Internist  or  general  practitioner  pre- 
ferred. Excellent  facilities  and  working  conditions — insurance,  retirement 
plan,  vacation,  etc.  Salary  competitive.  Contact  John  E.  Wiedeman,  M.D., 
SMU  Health  Center.  Dallas,  Texas  75222. 

PHYSICIANS  NEEDED : Medical  director,  staff  physicians,  general 

practitioners  and/or  board  certified  specialists  for  staff  of  Travis  State 
School.  FVinge  benefits  include  40-hour  work  week,  vacation  and  sick 
leave.  Present  and  projected  salary  increases  make  positions  attractive. 
Contact  Acting  Medical  Director,  Travis  State  School,  P.O.  Box  430, 
Austin,  Texas  78767. 

PEDIATRICIAN  WANTED:  13-man  multispecialty  group,  located  in 

progressive  North  Texas  university  city  of  over  100,000  population  de- 
sires to  add  a board  certified  or  board  eligible  pediatrician  under  40.  Two 
pediatricians  presently  in  department,  but  one  pediatrician  contemplating 
retirement  within  the  next  year.  Clinic  operates  fuUy  equipped  lab  and 
x-ray.  Beginning  salary  guarantee  $20,000  plus  percentage  with  liberal 
time  off  and  vacation,  retirement  program,  fringe  benefits.  Early  part- 
nership. Reply  Ad-228,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

OBSTETRICIAN-GYNECOLOGIST  WANTED:  13-man  multispecialty 
group,  located  in  progressive  North  Texas  university  city  of  over  100,000 
population  desires  to  add  a board  certified  or  board  eligible  OB-GYN  man 
under  40.  One  man  presently  in  the  department.  Clinic  operates  fully 
equipped  lab  and  x-ray.  Beginning  salary  guarantee  $20,000  plus  percent- 
age with  liberal  time  off  and  vacation,  retirement  program  and  fringe 
benefits.  Early  partnership.  Reply  Ad-229,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701. 

DERMATOLOGIST  WANTED  to  associate  with  clinic  with  five  physi- 
cians, two  dentists,  one  orthodontist.  Also  complete  laboratory  and  x-ray 
facilities.  Write  John  G.  Compton.  Jr.,  M.D..  Medical  Center  Clinic,  Wax- 
ahachie,  Texas  7516.5. 

WANTED:  General  practitioner,  pediatrician,  specialists,  or  internists 
to  join  medical  staff  of  Abilene  State  School.  Base  annual  salary  $18,000 
with  supplement  of  $1,000  to  $3,000  if  board  certified  and  working  full- 
time in  that  capacity.  Forty  hour  week,  excellent  vacation /sick  plan  and 
about  eleven  holidays  a year.  Good  life  and  hospitalization  plan,  social 
security  and  excellent  state  retirement  coverage.  Lovely  community  of 
110,000  friendly  people  in  West  Central  Texas.  Texas  license  required. 
Contact  Superintendent  L.  W.  Cain,  P.O.  Box  304,  Abilene,  Texas  79604. 


Situations  Wanted 


BOARD  CERTIFIED  general  surgeon  available  on  weekends  or  by  the 
week  for  general  surgery  or  general  practice  locum  tenens.  $750.00  per 
week  minimum.  3220  Boydston,  Fort  Worth,  Texas  76127. 

PEDIATRICIAN,  age  32,  completing  his  training  in  a hospital  affili- 
ated with  Baylor  School  of  Medicine  in  Houston,  and  who  intends  to  take 
the  board  examinations  in  June,  1969,  desires  association,  partnership  or 
group  practice  in  Houston,  Texas,  July  1969.  Please  contact  Y.  Zebaida, 
1542  Daytona,  Corpus  Christi,  Texas  78415. 

RADIOLOGIST:  42  year  old  board  certified,  ACR  and  Fellow  American 
College  of  Chest  Physicians.  Prefer  position  in  group  practice.  Experi- 
enced in  diagnostic,  radium  and  x-ray  therapy.  Available  now.  Write 
Ad-225.  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

DESIRE  LOCUM  TENENS.  Texas  license.  Member  local,  state,  AMA, 
AAGP,  charter  member  Texas  Academy  Internal  Medicine.  No  surgery 
or  OB.  Available  to  practice  general  practice,  internal  medicine,  and 
electrocardiographer.  Age  64.  Semi-retired.  Contact  F.  B.  Faust,  M.D., 
5306  Berget  Drive,  Amarillo,  Texas  79106. 

MD  SEEKS  OPENING  in  state,  federal,  insurance,  industrial,  college 
or  relief  work.  Experienced  in  private  practice  and  industrial  and  insti- 
tutional work.  Part  time  or  locum  tenens.  Please  reply  to  Ad-195,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


PRACTICE  OPPORTUNITY — Houston,  Texas.  General  practitioner 
leaving  for  residency  training  in  July.  Modern  suburban,  new  office  space 
of  1280  square  feet  for  lease.  Fully  equipped  with  new  and  modern  fur- 
niture, medical  equipment  and  instrumentation.  This  is  an  excellent  op- 
portunity to  purchase  new,  up  to  date  equipment  at  a bargain  price  and 
take  over  an  active  practice  grossing  $60,000  or  above  annually.  Contact 
A.  S.  Manfre,  M.D.,  5734  Cheltenham  Drive,  Houston,  Texas  77035.  Phone 
713,  774-2162  (after  6 p.m.). 

OFFICES  AVAILABLE — Highly  prosperous  suburb,  Houston,  Texas. 
New  office  suites  available  with  established  physicians.  Area  needs  oto- 
laryngology, orthopedics,  pediatrics,  general  practice,  obstetrics  and  gyne- 
cology. For  information  call  HO  4-1557  or  write  James  E.  Cook,  M.D., 
9320  Westview,  Houston,  Texas  77055.  All  new  physicians  in  this  area 
have  been  successful  in  very  short  period  of  time. 

FOR  SALE — 30  ACRES,  showcase  farm,  Palestine.  Fenced,  coastal, 
spring  pond,  utilities,  outside  city,  inside  loop.  Also  acre  homesite,  Ray- 
ford Road,  Montgomery  County,  utilities,  20  minutes  from  downtown 
Houston.  Both  terms  by  owner.  Please  contact  F.  B.  Koepnick,  1815-23 
Berry  Road,  Houston,  Texas  77016. 

OFFICE  FOR  RENT.  Space  for  two  doctors  in  clinic  of  late  Dr.  C.  M. 
Covington  of  Orange,  Texas,  an  area  of  large  industries  with  big  payroll. 
Centrally  air  conditioned  and  heated  building  with  reception  room,  six 
treatment  rooms  and  four  restrooms.  For  additional  information  contact 
Mrs.  C.  M.  Covington.  1201  West  Wrenway,  Orange,  Texas. 


TEXAS  MEDICAL  ASSOCIATION 
1969  ANNUAL  SESSION,  MAY  1-4,  SAN  ANTONIO 


PRESENT  A SCIENTIFIC  EXHIBIT 

Exhibits  are  an  important  part  of  the  scientific  program  of 
the  Texas  Medical  Association’s  Annual  Session.  Scientific 
exhibits  are  divided  into  four  categories:  (1)  individual, 
(2)  group,  (3)  institutional,  and  (4)  educational-promo- 
tional. First,  second,  and  honorable  mention  awards  are 
given  in  the  four  categories.  The  Aesculapius  Award  is  pre- 
sented for  the  most  outstanding  scientific  exhibit  pre- 
sented. 

OR  DISPLAY  YOUR  ART. 

f\  .wi 


The  second  annual  physicians  and  wives  Art  Exhibition 
will  be  held  in  conjunction  with  Annual  Session.  You  are 
invited  to  display  oil  and  water  color  paintings,  sketches, 
sculpture  and  photography. 

For  information  and  applications  write: 

EXHIBITS 

Texas  Medical  Association 
1801  N.  Lamar  Blvd. 

Austin,  Texas  78701 
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How  high  is  the  “index  of  suspi- 
cion” for  E.  coli  in  urinary  tract  in- 
fections? 

Recently  it  has  been  estimated  that 
about  86  per  cent  of  positive  cul- 
tures in  first  attacks  of  urinary 
tract  infection  are  E.  coli.'  It  has 
also  been  noted  that  “The  coliform 
group,  especially  E.  coli,  accounts 
for  approximately  90  per  cent  of 

initial  infections 

Consider  wide-spectrum  Gantanol® 
(sulfamethoxazole)  for  its  high  “in- 
dex of  confidence”— its  proven  ef- 
fectiveness against  E.  coli  and 
other  sensitive  gram-negative  and 
gram-positive  organisms.  Thera- 
peutic levels  of  Gantanol  in  blood 
and  urine  are  achieved  within  2 
hours  after  a 2-Gm  starting  dose, 


with  ready  diffusion  into  intersti- 
tial fluids.  Responsive  infections 
generally  clear  within  5 to  7 days, 
with  relief  of  symptoms  usually 
seen  within  24-48  hours. 

Gantanol  also  earns  its  high  “index 
of  confidence”  because  Gantanol 
therapy  is  relatively  free  from  com- 
plications, including  the  problem 
of  bacterial  resistance  or  superin- 
fection. 

Convenient,  economical  dosage 
schedule:  b.i.d. 


References:  1.  Vernier,  R.  L.,  in  Pa- 
tient Care  Feature:  Patient  Care,  1:20 
(Feb.)  1967.  2.  Beeson,  P.  B.:  “The 
Infectious  Diseases,”  in  Beeson,  P.  B., 
and  McDermott,  W.  (eds.):  Cecil-Loeb 
Textbook  of  Medicine,  ed.  12,  Philadel- 
phia, W.  B.  Saunders  Company,  1967, 
p.  230. 


sue  infections  due  to  susceptible 
microorganisms;  prophylactically 
following  diagnostic  instrumental 
procedures  on  genitourinary  tract. 
Contraindicated  in  sulfonamide- 
sensitive  patients,  pregnant  fe- 
males at  term,  premature  infants, 
or  newborn  infants  during  first  3 
months  of  life. 

Warnings:  Use  only  after  critical 
appraisal  in  patients  with  liver  or 
renal  damage,  urinary  obstruction 
or  blood  dyscrasias.  Deaths  re- 
ported from  hypersensitivity  reac- 
tions, Stevens-Johnson  syndrome, 
agranulocytosis,  aplastic  anemia 
and  other  blood  dyscrasias.  In 
closely  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 
Indications:  Acute  and  chronic  uri- 
nary tract,  respiratory  and  soft  tis- 
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[2  40  Preliminary  Findings, 

-J  Nutrition  Survey  in  Texas 
O 

h-  Each  of  the  88  members 
^ of  the  Texas  Nutrition 
Survey  Team  deserves 
— recognition  for  his  part  in 
p gathering,  compiling, 

2:  and  reporting  these  data, 
y Codirectors  of  the  survey 
O were  William  J.  McGanity, 
^ professor  and  chairman 
of  the  Department  of 
Obstetrics  and  Gynecology, 
University  of  Texas  Medi- 
cal Branch,  Galveston, 
and  Fratis  L.  Duff,  health 
planning  director,  Texas 
State  Department  of 
Health,  Austin.  Virginia 
Blocker,  Medical  Branch, 
was  deputy  director. 


50  Identifying  the 
Physically  Abused  Child 

Albert  I.  Hartley  is  a case- 
worker in  the  Department 
of  Pediatrics,  University 
of  Texas  Medical  Branch, 
Galveston.  He  attended 
Cameron  College  in 
Lawton,  Okla,  and  the 
University  of  Maryland, 
College  Park,  and  received 
his  master  of  social  work 
degree  from  the  University 
of  Oklahoma,  Norman,  in 
1965.  He  did  graduate 
field  work  at  the  University 
of  Oklahoma  Medical 
Center,  and  is  a member 
of  the  American  Academy 
of  Certified  Social  Workers, 
National  Association  of 
Social  Workers,  Texas 
Social  Welfare  Association, 
and  National  Association 
for  Retarded  Children. 
Formerly  a US  Army  cap- 
tain, he  retired  from 
that  service  in  1963. 
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56  Detecting  Potential 
Learning  Problems  at 
Preschool  Medical 
Examinations 

Eric  Denhoff  is  medical 
director  of  the  Meeting 
Street  School  Children’s 
Rehabilitation  Center, 
Providence,  Rl,  and 
adjunct  professor  of  health 
and  development  at 
Rhode  Island  College. 

He  is  a diplomate  of  the 
American  Board  of  Pediat- 
rics and  a member  of  the 
American  Academies  of 
Pediatrics  and  Neurology 
and  American  Psychiatric 
Association,  and  is  a past 
president  of  the  American 
Academy  of  Cerebral  Palsy. 


60  The  Adolescents’ 
Dilemma 

Kenneth  A.  Wells  of  New 
Brunswick,  NJ,  is  director 
of  research  for  the  Boy 
Scouts  of  America.  He 
earned  his  AB  degree  in 
sociology  at  Reed  College, 
Portland,  Ore,  and  has 
served  on  the  professional 
staff  of  BSA  since  1930. 

He  is  a member  of  the 
National  Education  Associa- 
tion, American  Sociological 
Association,  and  Child 
Study  Association,  and 
also  serves  as  a commis- 
sioner of  the  Public 
Housing  Authority  of 
Princeton,  NJ. 


66  Neurosurgery  in 
Childhood 

Thomas  A.  Waltz  is 
assistant  professor  of 
neurological  surgery  at 
Baylor  College  of  Medicine, 
Houston.  A graduate  of 
Vanderbilt  University 
School  of  Medicine,  Nash- 
ville, he  took  his  residency 
at  Baylor;  he  is  a diplo- 
mate of  the  American 
Board  of  Neurological 
Surgery.  Dr.  Waltz  is 
currently  interested  in 
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studying  the  pathological 
aspects  of  birth  defects 
of  the  thoracic  and 
lumbar  spine,  and  seeks 
help  in  obtaining  patho- 
logical material  for 
examination. 


72  Pneumoperitoneum 
In  the  Newborn 

Thomas  N.  Williams  is  a 
fourth-year  medical  student 
at  The  University  of  Texas 
Medical  Branch,  Galveston. 
His  work  on  pneumoperi- 
toneum in  newborns  was 
done  during  a ten-week 
elective  in  academic 
radiology  under  Dr.  Meivyn 
H.  Schreiber,  professor 
of  radiology.  Mr.  Williams, 
a native  of  Muleshoe, 

Texas,  attended  high 
school  in  Farwell,  Texas, 
and  is  a graduate  of 
Texas  Technological  Col- 
lege, Lubbock.  He  is  a 
member  of  Mu  Delta 
honorary  medical  society, 
and  vice  president  of 
the  Texas  Alpha  chapter 
of  Alpha  Omega  Alpha 
fraternity. 


76  Meconium  Ileus 

Walter  Wyrick,  Jr.,  is  a 
third-year  resident  in 
general  surgery  at  the 
Dallas  Veterans  Adminis- 
tration Hospital.  He  was 
graduated  from  The 
University  of  Texas  South- 
western Medical  School, 
and  took  his  internship  at 
Los  Angeles  County 
General  Hospital.  His 
coauthors  are  Drs. 
Theodore  P.  Votteler, 

Robert  I.  Kramer,  George 
W.  Dorman,  and  Leonard 
Graivier,  Dallas. 
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82  Physiology  of 
Deglutition 

Guillermo  McEwan- 
Alvarado,  a native  of 
Nicaragua,  attended  the 
University  of  Southern 
California  at  Los  Angeles, 
received  his  MD  degree 
from  the  Universidad 
Nacional  Autonoma,  Mexico 
City,  and  interned  at  Ellis 
Hospital,  Schenectady, 

NY,  where  he  remained 
for  a two-year  residency  in 
internal  medicine.  He 
also  was  a resident  in 
gastroenterology  for  one 
year  at  Bergen  Pines 
County  Hospital,  Parasmus, 
NJ.  Dr.  McEwan-Alvarado 
practiced  in  Nicaragua 
from  1962-1965,  then 
began  a two-year  fellow- 
ship in  gastroenterology 
at  Scott  and  White  Me- 
morial Hospital,  Temple. 

He  is  now  an  internist  on 
the  staff  of  the  Temple 
VA  Hospital. 


91  Acute  Duodenal 
Diverticulitis 

Robert  J.  Turner,  III,  is  a 
diplomate  of  the  American 
Board  of  Surgery:  he  is 
in  private  practice  (general 
surgery)  in  Fort  Worth. 

He  was  graduated  from 
Louisiana  State  University 
School  of  Medicine,  in- 
terned at  Brooke  Army 
Hospital,  San  Antonio, 
and  took  his  residency  at 
Charity  Hospital,  New 
Orleans.  He  is  a member 
of  Texas  Surgical  Society 
and  Southwestern  Surgical 
Congress,  and  is  a fellow 
of  the  American  College 
of  Surgeons. 


101  Diabetic  Diarrhea 

L.  J.  Castiglioni  is  a 
clinical  instructor  in  medi- 
cine at  The  University  of 
Texas  Medical  Branch, 
Galveston,  and  is  on  leave 
from  the  US  Public  Health 
Service  for  training  in 
gastroenterology.  A diplo- 
mate of  the  American 
Board  of  Internal  Medicine, 
he  is  a graduate  of  the 
Medical  Branch  and 
interned  at  John  Peter 
Smith  Hospital,  Fort  Worth. 
Following  a residency  at 
the  USPHS  Hospital  in 
New  Orleans,  he  practiced 
in  San  Juan,  Puerto  Rico; 
New  Orleans,  and  Gal- 
veston. His  coauthor, 
Marcel  Patterson,  is  pro- 
fessor of  medicine  and 
director  of  the  Department 
of  Gastroenterology  at 
the  Medical  Branch. 
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ON  THE  COVER 

Most  Texans  are  well  nour- 
ished, but  the  preliminary 
results  of  the  Texas  Nutri- 
tion Survey  (p  40)  clearly 
indicate  that  inadequate 
nutrition  is  a factor  in  the 
health  problems  of  some  of 
Texas'  citizens.  Is  poverty 
the  only  reason?  Is  educa- 
tion as  to  food  values  and 
careful  planning  and  spend- 
ing of  the  food  dollar  the 
answer?  Do  these  families 
really  have  enough  money 
for  nutritious  meals?  Is  it 
realistic  to  expect  them  to 
buy  as  wisely  as  a trained 
nutritionist-economist 
might?  Should  they  receive 
food  supplements?  If  so, 
how  and  what  kind?  These 
questions  are  still  being 
studied,  but  the  question 
of  whether  or  not  poor  nu- 
trition exists  in  Texas  has 
been  answered.  It  does. 


DO  IT  NOW 

On  pages  119-122  you  will 
find  information  about  ho- 
tel and  motel  rooms  for  the 
1969  Annual  Session  May 
1-4  in  San  Antonio.  Make 
your  reservation  now  for 
yourself  and  your  family. 
The  blue  pages  in  the  back 
of  this  issue  contain  the 
complete  Annual  Session 
Program. 


NEXT  MONTH 

Scientific  articles  scheduled 
for  April  include  manage- 
ment of  portal  hyperten- 
sion, brucellosis  with  back 
pain,  how  iodides  cure 
sporotrichosis  by  increased 
inflammation,  and  factitial 
disease.  And,  if  your  spring 
fever  hallucinations  include 
delightful  May  whispering, 
“Come  away  with  me,’’  the 
place  to  go  is  San  Antonio. 
Read  about  its  delights  next 
month,  and  plan  to  take 
the  whole  family  there  May 
1-4  for  the  TMA  Annual 
Session,  and  for  fun,  too. 


Volume  65,  March,  1969 


3 


Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


TEPANIL  —the  right  start  in 
support  of  the  weight-control 
program  you  recommend.  It 
reduces  the  appetite.  Doesn’t  kill  it. 
Weight  loss  is  significant— gradual— yet  there  is  a relatively 
low  incidence  of  CNS  stimulation..  Because  TEPANIL  works 
on  the  appetite,  not  on  the  "'nerves.'" 

Contraindications:  Contraindicated  concurrently  with  MAO  inhibitors,  in  patients  hypersensitive 
to  diethylpropion  hydrochloride,  and  in  emotionally  unstable  patients  known  to  be  susceptible  to 
drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  great  caution  when  prescribing 
for  patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Should  not  be  used  during 
the  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Side  Effects:  While  rarely  causing  therapy  to  be  withdrawn,  side  effects  may  occur  occasionally; 
CNS  effects  (such  as  insomnia,  nervousness,  jitteriness),  dryness  of  mouth,  thirst,  nausea,  ab- 
dominal distress,  constipation,  headache,  allergic  response  including  urticaria  or  other  dermatitis; 
rarely  associated  with  tachycardia,  cardiac  arrhythmia  or  ECG  changes. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swal- 
lowed whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one 
hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome 
night  hunger. 

Use  in  children  under  12  years  of  age  is  not  recommerided. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Tei7A 


U.S.  PATENT  NO.  3,001,910 


I/E9 


...  v:.;y.. 


Our  special  opening  for  applica- 
tions for  Senior  Texan  Companion 
Service  is  extended  through  the  month 
of  March.  Many  of  those  65  or  over 
are  prone  to  postpone  any  new  com- 
mitment, no  matter  how  important  it 
might  later  be.  Your  friendly  nudge 
now  might  be  a tremendous  service  to 


them  later. 

For  Medicare  certainly  is  not 
enough.  Last  year  BLUE  CROSS®  and 
BLUE  SHIELD*''  paid  $2'/2  million  in 
hospital-medical  bills  for  Senior 
Texans,  over  and  above  their  Medicare 
benefits.  This  tells  the  story. 


BLUE  CROSS^and  BLUE  SHIELD^ 

Hospital  and  Health  Care  Coverage  Medical  and  Surgical  Benefits 

(GROUP  HOSPITAL  SERVICE,  INC.)  (GROUP  LIFE  A HEALTH  INSURANCE  COMPANY) 


OF  TEXAS 


MAIN  AT  NORTH  CENTRAL  EXPRESSWAY  ■ DALLAS,  TEXAS  75222 


-R  American  Hospital  Association 
National  Association  of  Blue  Shield  Plans 


Volume  65,  March,  1969 
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in  cerebrovascular  disorders 

Arlidin  increases  blood  flow 


■Arlidin  decreases  cere- 
bral  vascular  resistance, 
increases  cardiac  output, 
helps  maintain  mean 
arterial  pressure. 

A^rlidin  helps  control 
vasoconstriction,  vaso- 
spasm, and  ischemia. 

A.rlidin  may  thus  relieve 
symptoms  of  cerebro- 
vascular insufficiency. 


such  as  vertigo,  light- 
headedness, and  mental 
confusion. 

A.rlidin  also  increases 
blood  flow  to  the  eye 
and  inner  ear  to  help 
manage  ischemic  dis- 
orders of  those  organs. 

A.rlidin  is  well  tolerated 
and  relatively  free  of 
severe  adverse  reactions. 


DOSAGE:  Usual  effective  dosage  V2  to  1 tablet  t.i.d.  or  q.i.d.;  increased,  if  necessary,  to  2 tablets  t.i.d.  or  q.i.d. 
Parenterally,  0.5  cc.  by  subcutaneous  or  intramuscular  injection;  increased  gradually  to  1 cc.  one  or  more 
times  daily,  as  needed.  SIDE  EFFECT:  Occasional  palpitation.  PRECAUTIONS:  Use  with  caution  in  the 
presence  of  a recent  myocardial  lesion,  paroxysmal  tachycardia,  severe  angina  pectoris,  thyrotoxicosis. 
CONTRAINDICATION:  Acute  myocardial  infarction. 

SUPPLIED:  Tablets,  6 mg.,  scored;  bottles  of  100 
and  1000.  Parenteral,  5 mg.  per  cc.,  1 cc.  ampuls 
(5  per  box);  10  cc.  multiple-dose  vials  (1  per  box). 

CONSULT  PRODUCT  BROCHURE. 


CUW) 


USV  PHARMACEUTICAL  CORPORATION 
800  Second  Avenue,  New  York,  N.Y.  10017 


to  the  brain 


ARLIDI 

raria  of 

NYLIDRIN  HCl 


INCREASES 

BLOOD 

FLOW 


DECREASES 

ARTERIAL 

RESISTANCE 


Can  We  Help? 


Do  stop  in  and  visit  us. 
We  will  be  at  booth 
number  23  at  the  Texas 
Medical  Association  Con- 
vention, May  1-4  in  San 
Antonio,  Texas. 


Young  girls  will  come  to  you  for  the  facts  about  feminine 
hygiene  because  you  are  a professional.  You  are  glad  they 
ask  you  instead  of  getting  misinformation  from  their  friends, 
but  your  explanation  takes  valuable  time  from  your  busy  day. 

Can  we  help?  In  answer  to  requests  from  physicians, 
nurses,  educators  and  community  groups.  Personal  Products 
Company,  makers  of  Modess*  brand  sanitary  protection, 
has  developed  a complete  teaching  program  on  feminine 
hygiene.  It  is  offered  to  you  free  of  charge. 

Samples  of  the  entire  program  including  booklets, 
anatomical  charts,  a color  motion  picture,  a teaching 
guide  and  product  demonstration  kits  are  featured  at  our 
convention  booth.  These  materials  can  help  you  explain 
feminine  hygiene  and  can  save  you  valuable  time.  We’ll  be 
happy  to  send  you  as  much  of  this  material  as  you  need. 

Modess 

is  a registered  trademark  of 

Personal  Products  Company 

Milltown,  New  Jersey 


With  the 


STRfpT-oi 


I^ENSCiU 


FUNDULIFORM'S 


BACTERO' 


broad  Polycillin 

(ampicillin  trinydrate) 

spectrum... 


...you  have 
a lot  going  for  you 
in  the  wide 
range  of  bacterial 
infections. 


PRESCRIBING  INFORMATION.  For  complete 
information  consult  Official  Package  Circular. 
Indications:  Infections  due  to  susceptible  strains 
of  Gram-negative  bacteria  (including  Shigellae, 
S.  typhosa  and  other  Salmonellae,  E.  coli,  H.  in- 
fluenzae, P.  mirabilis,  N.  gonorrhoeae  and  N. 
meningitidis)  and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpeni- 
cillinase-producing staphylococci). 
Contraindications:  A history  of  allergic  reac- 
tions to  penicillins  or  cephalosporins  and  infec- 
tions due  to  penicillinase-producing  organisms. 
Precautions. Typical  penicillin-allergic  reactions 
may  occur,  especially  in  hypersensitive  pa- 
tients. Mycotic  or  bacterial  superinfections  may 
occur.  Experience  in  newborn  and  premature 
infants  is  limited  and  caution  should  be  used 
in  treatment,  with  frequent  organ  function  eval- 
uations. Safety  for  use  in  pregnancy  is  not  estab- 
lished. In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  performed  initially  and 


monthly  for  4 months.  Assess  renal,  hepatic 
and  hematopoietic  function  intermittently  dur- 
ing long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urti- 
caria, nausea,  vomiting,  diarrhea  and  anaphy- 
lactic reactions.  Mild  transient  elevations  of 
SGOT  or  SGPT  have  been  noted.  Black  tongue 
has  been  noted  in  some  patients  receiving  the 
Chewable  Tablets. 

Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h. 
(according  to  infection  site  and  offending  or- 
ganisms). Children— 50-100  mg. /Kg. /day  in  3 
to  4 divided  doses  (depending  on  infection  site 


Polycillin" 

(ampicillin  tri  hydrate) 


and  offending  organisms).  Bacterial  meningitis 
—150-200  mg./ Kg./ day  in  6 to  8 divided  doses. 
Children  weighing  more  than  20  Kg.  should  be 
given  an  adult  dose  when  prescribing  orally. 
In  parenteral  administration,  children  weighing 
more  than  40  Kg.  should  be  given  an  adult  dose. 
Beta-hemolytic  streptococcal  infections  should 
be  treated  for  at  least  10  days. 

Supplied:  Capsules— 250  mg.  in  bottles  of  24  and 
100.  500  mg.  in  bottles  of  16  and  100.  For  Oral 
Suspension— 125  mg./ 5 ml.  in  60,  80  and  150 
ml.  bottles.  250  mg./5  ml.  in  80  and  150  ml. 
bottles.  Chewable  Tablets— 125  mg.  in  bottles 
of  40.  Injectable— for  I.M./I.V.  use— vials  of 
125  mg.,  250  mg.,  500  mg.,  and  1 Gm.  Pediatric 
Drops— 100  mg. /ml.  in  20  ml.  bottles. 
u-i/2/69  A. H.F.S.  Category  8:12.16 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


BRISTOL 


The  penicillin  you  use  like  a broad-spectrum  antibiotic 


The  asthmatic  has 
his  own  built-in 
“air  pollution”  problem... 


COMPOSITION:  Each  Asbron  Inlay-Tab  and 
each  tablespoonfu!  (15  ml.)  of  Asbron  Elixir 
contains  theophylline  sodium  glycinate  300  mg. 
(equivalent  to  150  mg.  theophylline);  glyceryl 
guaiacolate  100  mg.  and  phenylpropanolamine 
hydrochloride  25  mg.  The  elixir  supplies  the 
active  ingredients  in  a solution  containing 
15%  alcohol. 

ACTION  AND  USES:  Symptomatic  relief 
of  bronchial  asthma  and  asthmatic  bronchitis 
through  the  combined  actions  of  two  effective 
bronchodilators  and  a superior  expectorant. 

ADMINISTRATION  AND  DOSAGE: 

Adults — 

1 or  2 tablets  or  tablespoonfuls, 

2 or  3 times  daily 

Administration  after  meals  may  reduce 
the  infrequent  possibility  of  gastric  distress 
or  CNS  stimulation. 


Children— 

6 to  12—2  or  3 teaspoonfuls, 

2 or  3 times  daily 

3 to  6—1  to  1%  teaspoonfuls, 

2 or  3 times  daily 

1 to  3— % to  1 teaspoonful, 

2 or  3 times  daily 

PRECAUTIONS:  Do  not  administer  more 
frequently  than  every  4 hours  or  within  12  hours 
after  administration  of,  or  concurrently  with, 
other  xanthine  derivatives. 

CAUTION:  Ordinary  large  doses  may  cause 
hypertension,  headache,  tachycardia,  nausea, 
vomiting,  etc. 

WARNING:  Use  with  caution  in  patients 
suffering  from  hypertension,  cardiovascular 
disease  and  hyperthyroidism. 

HOW  SUPPLIED:  Asbron  Inlay-Tabs,  in 
bottles  of  100.  Asbron  Elixir,  in  pint  bottles. 


ASBRON^  helps  keep 
airways  open  for 
“replacement”  air 


Asbron  opens  the  airways  and 
relieves  bronchospasm,  an 
important  factor  in  the  asthmatic's 
"air  pollution"  problem.  Thus,  the 
patient  is  protected  from  asthma 
symptoms  with  Asbron's  "air 
supply."  This  support  is  possible 
because  Asbron  has  a complete 
formula  that  improves  breathing  . . 
decreases  coughing  . . . lessens 
wheezing  . . . wins  patient 
acceptance.  Made  up  of  a xanthine, 
a sympathomimetic  and  an  effective 
expectorant,  Asbron's  clinically 


effective  formula  rarely  causes 
gastric  upset  or  CNS  stimulation. 
Patients  feel  secure  with  Asbron — 
perhaps  because  their  "air  supply" 
is  protected.  Available  in  tablets 
for  adults  or  elixir  for  children. 


ASBRON  Inlay-tabs®/ Elixir 

(theophylline  sodium  glycinate,  glyceryl 
guaiacolate  and  phenylpropanolamine 
hydrochloride.) 


Helps  you  put  a little  living  back 
into  the  life  of  your  asthmatic  patient. 


DORSEY  LABORATORIES 


a division  of  The  Wander  Company 


Lincoln,  Nebraska  68501 


MEMBER  OF  AMBULANCE  ASSOCIATION  OF  AMERICA 
AND  TEXAS  AMBULANCE  INSTITUTE 
$500,000  PER  SEAT  LIABILITY  INSURANCE 


mm 


3300  LOVE  FIELD  DRIVE  CALL  COLLECT  214/358-4371  DALLAS,  TEXAS,  75235 
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You’ve  made  it  one 


BECLOMYCIN 

DEMETHYLCHIiOKTBrrRACYCLINE 


You’ve  made  it 
one  of  your  specifid 
in  acute  otitis  mediaj 

DECLOMYCIN  acts  against  many  strains  of  I 
H.  influenzae,  pneumococci  and  streptococci,  the? 
most  common  invaders.  In  otitis  media,  where  it 
is  difficult  to  isolate  the  causative  organism,  this  I 
coverage  may  be  important.  However,  some  strain'! 
may  be  resistant  and  other  pathogens  can  be  ■' 
involved. 

i 

You’ve  found  the  high  serum  levels  of  j 

DECLOMYCIN  important,  too.  Its  prolonged  actionf 
permits  convenient  300  mg  b.i.d.  or  150  mg 
q.i.d.  administration. 

When  specimens  are  obtainable,  your  culture 
studies  will  indicate  the  usefulness  of 
DECLOMYCIN. 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system-ano- 


rexia, nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin-maculopapular  and  erythematous  rashes;  a rare 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensitivity; 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney-rise  in  BUN, 
apparently  dose-related.  Transient  increase  in  urinary  output,  some- 
times accompanied  by  thirst  (rare).  Hypersensitivity  reactions -urti- 
caria, angioneurotic  edema,  anaphylaxis.  Teeth -dental  staining  (yel- 
low-brown) in  children  of  mothers  giventhisdrugduringthe  latter  half 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonatal  peri- 
od, infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seen  ini 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontinue! 
medication  and  institute  appropriate  therapy.  Demethylchlortetra-' 
cycline  may  form  a stable  calcium  complex  in  any  bone-formingtissuei 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms  have 
subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  300 
mg,  150  mg  and  75  mg  of  demethylchlortetra- 
cycline HCI.  398  8 


DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


now 
she  can 

cot3e»»* 


thanks  to 


SODIUM® 

ISODIUM  BUTABARBIIALI 


the  '^daytime  sedative’’  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (H  gr.)  to  30  mg.  CA  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (M  gr.), 

30  mg.  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 

BUTIC APS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  iy*.  gr.),  30  mg.  (3^  gr.). 

( McNEIl ) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 


If  you  think  the 
pink  pill  for 
U.R J.  symptoms 
is  huilt  for  speed 
and  endurance 
you’re  on  the 
right  track. 


Here  is  a tablet  that  begins  to  relieve 
symptoms  of  upper  respiratory  infec- 
tion quickly— a tablet  that  works  for 
hours  to  make  it  easy  for  your  patient 
to  enjoy  continuous  relief. 

Novahistine  Singlet  combines  effective 
dosage  of  an  antipyretic-analgesic 
with  a vasoconstrictor-antihistamine 
formulation  to  relieve  not  only  the 
congestion,  but  also  the  fever  and 
the  aches  and  pains  that  almost  always 
accompany  upper  respiratory  infections. 


A total  daily  dosage  of  3 or  4 tablets 
will  normally  provide  the  continuous 
relief  your  patient  expects.  Use  with 
caution  in  patients  with  severe  hyper- 
tension. diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution 
ambulatory  patients  that  drowsiness 
may  result. 

PITMAN-MOORE  Division  of 
The  Dow  Chemical  Company, 
Indianapolis,  Indiana. 


Novahistine 

decongestant 

analgesic 

(Each  tablet  contains:  phenylephrine  hydrochloride, 

40  mg.;  chlorpheniramine  maleate,  8 mg.; 
acetaminophen,  500  mg.) 


Her  urinary  tract  infection  reveals  itself  through  pain  and  discomfort. 


While  the  pain  and  discomfort  of  a G.U.  infection 
are  anything  but  pleasant,  the  patient  may  be 
luckier  than  she  realizes.  That  burning  sensation 
(and/ or  frequency,  urgency,  dysuria)  is  a usually 
reliable  sign  of  a urinary  tract  infection.  And  it’s 
her  good  fortune  that  her  infection  won’t  go  un- 
detected... or  untreated. 

Azo  Gantanol®  therapy  usually  provides  anal- 
gesic action  within  one-half  hour,  while  control 
of  the  infection  begins  within  two  hours.  Azo,  a 
specific  urinary  analgesic,  soothes  inflamed  mu- 
cosa to  give  symptomatic  relief.  At  the  same  time, 
the  antibacterial  component,  Gantanol  (sulfa- 


methoxazole), achieves  therapeutic  levels  in  the 
blood  and  urine,  with  diffusion  into  interstitial 
fluids.  Azo  Gantanol  — a good  choice  when  uri- 
nary tract  infection  reveals  itself  through  symp- 
tomatic distress. 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  ap- 
pears on  opposite  page. 

Azo  Gantanof 

(Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI.) 
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Azo  for  the  pain 
Gantanor 

(sulfamethoxazole) 

for  the  pathogens 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Urinary  tract  infections 
with  associated  pain  or  discomfort 
when  due  to  susceptible  organisms; 
prophylactically  in  urologic  surgery, 
catheterization  and  instrumentation. 
Contraindicated  in  sulfonamide-sen- 
sitive patients,  pregnant  females  at 
term,  premature  infants,  newborn  in- 
fants during  the  first  three  months  of 
life,  glomerular  nephritis,  severe  hep- 
atitis, uremia  and  pyelonephritis  of 
pregnancy  with  gastrointestinal  dis- 
turbances. 

Warnings:  Use  only  after  critical  ap- 
praisal in  patients  with  liver  damage, 
renal  damage,  urinary  obstruction  or 
blood  dyscrasias.  If  toxic  or  hypersen- 
sitivity reactions  or  blood  dyscrasias 
occur,  discontinue  therapy.  In  closely 
Intermittent  or  prolonged  therapy, 
blood  counts  and  liver  and  kidney 
function  tests  should  be  performed. 
Precautions:  Observe  usual  sulfona- 
mide therapy  precautions  including 
maintenance  of  an  adequate  fluid  in- 
take. Use  with  caution  in  patients  with 
histories  of  allergies  and/or  asthma. 
Patients  with  impaired  renal  function 
should  be  followed  closely  since  renal 
impairment  may  cause  excessive  drug 
accumulation.  Occasional  failures 
may  occur  due  to  resistant  microorga- 
nisms. Not  effective  in  virus  and  rick- 
ettsial infections. 

Adverse  Reactions:  Headache,  nau- 
sea, vomiting,  urticaria,  diarrhea,  hep- 
atitis, pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  skin  rash, 
Stevens-Johnson  syndrome,  injection 
of  the  conjunctiva  and  sclera,  pete- 
chiae,  purpura,  hematuria  or  crystal- 
luria  may  occur,  in  which  case  the 
dosage  should  be  decreased  or  the 
drug  withdrawn. 

Dosage:  Adults  — 4 tablets  initially, 
then  2 tablets  morning  and  evening. 
How  Supplied:  Tablets,  bottles  of  50. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Photoprotective  Agent 

Trisoralen*  Tablets 

TRIOXSALEN  — ELDER 


BEFORE  Normal  epidermis  after  -Epidermis  follow- 
before  T risoralen  therapy  ing  T risoralen  therapy 


• Provides  added  epidermal  dimensions  of  protection 
for  light  sensitive  skin.  Often  enhances  pigmentation 
in  vitiligo. 

• Develops  compact  adherent  melanin-saturated  stratum 
corneum. 

• Thickens  stratum  corneum,  stratum  lucidum,'-®  and 
Malpighian  layers. 

• Increases  melanin  concentration  with  retention  in  epi- 
dermal layers. 

• Six  times  the  LD^o  of  methoxsalen  — only  half  the 
dosage  of  methoxsalen,  due  to  2X  activity. 

• No  liver  injury  reported  to  date. 

CONTRAINDICATIONS:  Diseases  associated  with  photo- 
sensitivity, such  as  porphyria,  acute  lupus  erythema- 
tosus, or  leukoderma  of  infectious  origin.  Not  to  be 
used  concomitantly  with  other  photosensitizers. 

To  date,  the  safety  of  this  drug  in  young  persons 
(12  and  under),  has  not  been  established  and  is,  there- 
fore, contraindicated. 

DOSAGE:  Adults  and  children  over  12  years:  two  tab- 
lets daily  as  directed  in  brochure. 

SUPPLIED:  Bottles  of  28  and  100  coated  tablets. 

References:  (1)  Becker.  Jr..  S.  \V.:  J.A.M.A.  173: 
1483-1485.  1960;  (2)  Pathak.  M.  A.,  and  Fitzpatrick. 
T.  13.:  J.  Investtg.  Dermat.  32:509-518.  1959:  (3) 
Pathak.  M.  A..  Feilman,  J.  H..  and  Kaufman. 
K.  D.:  33:165-183.  1960. 

Write  for  literature  and  clinical  supply  of  Trisoralen 

PAUL  B.  ELDER  COMPANY  • Bryan.  Ohio. 
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It  takes  more  than  a pill 
to  lose  weight  ^ , 


That’s  why  Abbott’s  got  what  it  takes- 
a pill  and  a program  for  each  patient 


THE  PRODUCT-5  Different  Strengths 


For  smooth  appetite  control  plus  mood  elevation 

Desoxyn®  Gradumet® 

Methamphetamine  Hydrochloride  in  Long-Release  Dose  Form 
For  patients  who  can’t  take  plain  amphetamine 

Desbutal®  10  Gradumet 

10  mg.  Methamphetamine  Hydrochloride,  60  mg.  Sodium  Pentobarbital 

Desbutal  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride,  90  mg.  Sodium  Pentobarbital 


a 

a 

’3i 

5 mg 

10  mg 

15  mg 

mi 

J 

FRONT 

SIDE 

a, 

FRONT  SIDE 


THE  PROGRAM-3  Patient  Booklets 


Weight  Control 
Booklet 

Specifically  written  to  help 
your  patients  understand 
why  they  are  overweight, 
and  what  they  can  do  about 
it.  The  booklet  stresses  the 
importance  of  changing 
lifelong  eating  habits  and 
explains  how  this  can  be 
done,  sensibly,  comfortably 
—and  permanently.  Food 
exchanges  and  a compre- 
hensive list  of  foods,  show- 
ing their  calories,  are  also 
included. 


Food  Diary 


Designed  to  help  the  over- 
weight patient  follow  your 
eating  instructions.  Space 
is  provided  for  breakfast, 
lunch,  supper,  and  even 
snacks.  By  writing  down 
everything  that’s  eaten 
each  day,  the  patient  is 
constantly  reminded  that 
she’s  trying  to  change  her 
eating  habits.  And  you  are 
furnished  with  a written 
record  of  how  well  she’s 
doing. 


help  you 
control  your 
weight... 

here  are  lunch  and  dinner  menus 
for  every  singk  day  of  the  week 
showing  the  pordun  sizes  that 
your  doctor  ha.s  recoaunended. 


Picture  Menu 
Booklet 

Compact  new  booklet  features  appetiz- 
ing lunch  and  dinner  menus  for  every 
day  of  the  week.  The  meals  are  depicted 
in  full  color  and  the  correct  portion  size 
so  that  the  dieter  can  see  the  amount  of 
food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each 
day’s  meals  add  up  to  only  1 ,000  calories. 

902110 

Please  see  Brief  Summary 
on  next  page. 

Ask  Your  Abbott  Man 
For  Patient  Supplies. 
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BRIEF  SUMMARY 

Desoxyn'Gradumef 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

Desbutano  Gradumet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

Desbutal  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 


Indications:  Desoxyn  and  Desbutal 
are  used  orally  as  appetite  suppres- 
sants, for  reduction  of  mild  mental 
depression,  and  to  help  in  manage- 
ment of  psychosomatic  complaints 
or  neuroses.  Desoxyn,  when  admin- 
istered parenterally,  may  be  used  as 
a vasopressor  agent  or  analeptic. 

Contraindications:  Methampheta- 
mine (in  Desoxyn  and  Desbutal)  is 
contraindicated  in  patients  taking  a 
monoamine  oxidase  inhibitor.  Do 
not  use  pentobarbital  (in  Desbutal) 
in  persons  hypersensitive  to  barbi- 
turates, or  in  those  with  history  of 
manifest  or  latent  porphyria. 

Precautions,  Side  Effects:  Observe 
caution  in  patients  with  hyperten- 
sion, cardiovascular  disease,  hyper- 
thyroidism, old  age,  or  those  sensi- 
tive to  sympathomimetic  drugs. 
Prolonged  usage  may  lead  to  toler- 
ance or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid 
chronic  intoxication  and  drug  de- 
pendence. 

Amphetamine  side  effects  such  as 
headache,  excitement,  agitation, 
palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically-in- 
duced depression  is  an  indication  to 
withdraw  the  drug.  Because  of  its 
sodium  pentobarbital  content,  use 
Desbutal  with  caution  in  patients 
receiving  coumarin  anticoagulants. 
Pentobarbital  may  cause  skin  rash. 
Nervousness  or  excessive 
sedation  with  Desbutal  is 
often  transient.  902110 


HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE^'^  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi- 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  w/ith  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 

lederle  laboratories 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

473-9 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee.  M.D. 

Charles  H.  Wilson.  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Mark  E.  Huff,  Jr.,  M.D. 

ORAL  SURGERY 
R.  A.  MitcheU,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 

MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker.  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee.  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
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TEXAS  MEDICINE 


from  the  discord  of  anxiety... 


to  emotional  harmony 


with  the  aid  of  antianxiety 

Librium® 

(chlordiazepoxide 

HCI) 

5-mg,  10-mg 
and  25-mg  capsules 

In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees 
of  excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  dis- 
ease. In  properly  individualized 
maintenance  dosage.  Librium 
(chlordiazepoxide  HCI)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunc- 
tive therapy  in  psychophysiologic 
disorders— yet  seldom  impairs 
mental  acuity  or  ability  to  func- 
tion. Librium  has  demonstrated  a 
wide  margin  of  safety  in  short- 
and  long-term  therapy. 

Also  available: 

Libritabs® 

(chlordiazepoxide) 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Before  prescribing,  please  consult  compleie  product  information,  a 
summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  de- 
pendence have  rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates,  have 
been  reparted.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed  against 
its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude  ataxia 
or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially 
in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during  protracted 
therapy. 
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ACHROMYCIN*  V 

TETRACYCLINE  HCI 


481  D-9 


Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours. 


Each  Cough  Calmer’^'^  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM*;  Glyceryl  guaiaco- 
late,  50  mg  , Dextromethorphan  hydrobromide,  7.5  mg. 
A H Robins  Company,  Richmond,  Virginia  23220 


AH 


[ROBINS 


HIGHLAND  HOSPITAL 

AsHEn^iLLE,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psycho- 
therapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social  ser- 
vice work  with  families,  family  therapy,  and  an  extensive  and  well  organized  activities  program,  including  occu- 
pational therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment 
program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School  Pro- 
gram is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704  - 253-2761 
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TEXAS  MEDICINE 


I ® 

Lactinex 

TABLETS  & GRANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  hulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.^'^-^-^.B.e.T.s 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


Baltimore,  Maryland  21201 


(Lx-as> 


References: 

(1)  Siver,  R.  H.:  CMD,  21:109,  September  1954.  (2)  Frykman,  H.  H.:  Minn.  Med., 
38:19-27,  January  1955.  (3)  McGivney,  J.:  Tex.  State  Jour.  Med.,  51:16-18,  January 
1955.  (4)  Quehl,  T.  M.:  Jour,  of  Florida  Acad.  Gen.  Prac.,  15:15-16,  October  1965. 
(5)  Weekes,  D.  J.:  N.Y.  State  Jour.  Med.,  58:2672-2673,  August  1958.  (6)  Weekes, 
D.  J.:  EENT  Digest,  25:47-59,  December  1963.  (7)  Abbott,  P.  L.:  Jour.  Oral  Surg., 
Anes.,  & Hosp.  Dental  Serv.,  310-312,  July  1961.  (8)  Rapoport,  L.  and  Levine,  W.  I.: 
Oral  Surg.,  Oral  Med.  & Oral  Path.,  20:591-593,  November  1965. 


Head-acres? 


Now...  a welcome 
refuge  from  tension 
as  well  as  pain 


Split-level  tensions  build  up  to 
splitting  headaches. 

Water  in  the  basement,  sales- 
men at  the  door,  and  tonight’s 
PTA . . . any  little  thing  may  cause 
tension  headaches. 

Suburban  life  seems  compli- 
cated, but  now  treatment  of  the 
tension  headache  is  simpler — with 
Dialog!  Here’s  effective  nonsahcy- 
late  analgesia  plus  mild  sedation. 
Reheves  tension.  Relieves  pain. 

Unlike  APC-barbiturate  or 
APC-codeine  combinations. 
Dialog  is  nonsalicylate.  No  gastric 
irritation,  even  in  aspirin-sensitive 
patients.  Also  nonphenacetin  — 
won’t  injure  the  kidney  when 
given  in  proper  dosage. 

Dialog  could  be  a suburban 
wifesaver. 


acetaminophen ) 


INDICATIONS:  Relief  of  pain  and  discomfort 
of  simple  headache;  neuralgia,  myalgia,  and 
musculoskeletal  pain;  dysmenorrhea;  bursitis; 
sinusitis;  fibrositis.  Also  to  relieve  discomfort 
and  reduce  fever  caused  by  respiratory  infec- 
tions, influenza,  and  other  febrile  conditions. 
CONTRAINDICATIONS:  Sensitivity  to  any  of 
ingredients  and  moderate  to  severe  hepatic 
disease. 

WARNINGS:  May  be  habit  forming.  Dosage  of 
coumarin  anticoagulants  may  require  adjust- 
ments during  and  on  cessation  of  therapy. 

Use  in  Pregnancy 

Safe  use  in  pregnant  women,  or  during 
lactation,  has  not  been  established.  Therefore, 
benefits  must  be  weighed  against  potential 
hazards. 

PRECAUTIONS:  Periodic  CBC  is  advised 
during  prolonged  therapy. 

ADVERSE  REACTIONS:  Side  effects  are  rare. 
Nausea,  transitory  dizziness,  anuria,  and  rash 
may  occur.  Overdosage  of  allobarbital  will 
produce  symptoms  of  barbiturate  excess. 
DOSAGE  AND  ADMINISTRATION 
Adults:  One  or  2 tablets  q 4 h,  not  to  exceed 
8 tablets  in  24  hours. 

Children  6 to  12:  One-half  to  one  tablet  q 4h, 
not  to  exceed  4 tablets  in  24  hours. 

SUPPLIED:  Tablets  (white,  scored) , each 
containing  15  mg  allobarbital  and  300  mg 
acetaminophen;  units  of  3 bottles  of  30. 

Consult  complete  literature  before 
prescribing. 


C I B A 

CIBA  Pharmaceutical  Company,  Summit,  N.J. 
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'HOSPiTELITY'  (HOS-Pi-TEL-ITYJ 


Grows  on  you,  doesn't  it?  We  use  it  to  de- 
scribe the  friendliness  and  good  patient  care 
you  are  familiar  with  at  our  facilities  all  over 
Texas.  And  now  we're  using  it  to  describe  our 
new  corporate  image,  and  to  introduce  a new 
facility  in  Waco,  the  Francis  Hospitel.  Our  new 
facility  combines  the  loving  attention  and 
comfort  of  a grand  hotel  with  the  closely 
supervised  medical  attention  of  a hospital 


at  a reasonable  day  rate.  Fully  staffed,  fully 
equipped,  fully  qualified  for  all  programs  with 
the  exception  of  emergency  care  and  surgery, 
the  Hospitel  is  a new  type  of  facility  we 
think  you  will  applaud.  And,  of  course,  "hos- 
pitelity"  is  still  available  for  your  patients 
at  Francis  Convalescent  Centers  throughout 
Texas,  where  you  will  find  the  finest  nursing 
care  available. 


fiwncisT 

HOSPiTELS 

INCORPORATED 


FR^CIS?^ 

I CONVALESCENT 
CENTERS 


CENTEF?S Ph.  752-0311  FRANCIS  CONVALESCENT 

tir  innn  ^ Burnet  Road,  Ph.  452-5719;  FORT  WORTH;  Francis  Convalescent  Cen- 

853  9981-  LONOvIfw  ' Francis  Convalescent  Center,  3050  Sunnybrook,  Ph 

u/  t D F^NGVIEW.  Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO'  San  Pedro  Manor  616 

1%  Swa’y  ?65,^  Ph."7!7-r65T"'"  MANAGEMENT-PORT  ARTHUR:  The  Golden  T^anglfc^on^llescenTcent'r" 
Home  office;  2303  W.  North  Loop,  Austin,  Ph,  454-2725.  C.  B.  Francis,  President. 
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TEXAS  MEDICINE 


the  preparations  ^ IT 


analgesia  that’s 
versatile- 
potent, yet 
non-narcotic... 
time-tested,  too 


Description:  Darvon  is  a non-narcotic  anal- 
gesic available  in  Pulvules®  containing  either 
32  or  65  mg.  of  propoxyphene  hydrochloride. 

Darvon  Compound  and  Darvon  Com- 
pound-65 combine  the  effect  of  Darvon  with 
the  antipyretic  and  anti-inflammatory  benefits 
of  A.S.A.*  Compound  (aspirin,  phenacetin,  and 
caffeine,  Lilly). 

Each  Pulvule  contains— 

Darvon  Compound  Darvon  Compound-65 

32  mg Darvon® 65  mg. 

(propoxyphene  hydrochloride,  Lilly) 

227  mg A.S.A.® 227  mg. 

(aspirin,  Lilly) 

162  mg Phenacetin 162  mg. 

32.4  mg Caffeine  32.4  mg. 


propo:s^hene  hydrochloride 


ytt, 

Hor 


Darvon*  Coinpound-65 

Each  Pulvule"'  contains  65 
nng.  propoxyphene  hydro- 
chloride, 227  mg.  aspirin, 
162  mg.  phenacetin,  and 
32.4  mg.  caffeine. 

Darvon'"' 

Propoxyphene 

Hydrochloride 

In  32  and  65-nng.  Pulvules. 

Darvon'"'  Compound 

Each  Pulvule  contains  32 
mg.  propoxyphene  hydro- 
chloride, 227  mg.  aspirin, 
162  mg.  phenacetin,  and 
32.4  mg.  caffeine. 

Darvon">  with  A.S.A.® 

Each  Pulvule  contains  65 
mg.  propoxyphene  hydro- 
chloride and  325  mg. 
aspirin. 

Darvo-Tran® 

Each  Pulvule  contains  32 
mg.  propoxyphene  hydro- 
chloride, 325  mg.  aspirin, 
and  150  mg.  phenaglycodol. 


Potent  analgesia  with 
added  anti-inflam- 
matory and  anti- 
pyretic  action. 


Analgesia,  pure  and 
simple  . . . in  two 
strengths  for  flexi- 
bility of  dosage. 

Alternate  strength  of 
propoxyphene  with 
added  anti-inflam- 
matory and  anti- 
pyretic action. 


Potent  analgesia  with 
added  anti-inflam- 
matory action  . . . but 
no  phenacetin  or 
caffeine. 

Analgesia  with  added 
antianxiely  action. 


1 Pulvule  3 or  4 times 
a day. 


32  mg.:  1 or  2 Pul- 
vules 3 or  4 times  a 
day. 

65  mg.:  1 Pulvule  3 
or  4 times  a day. 

1 or  2 Pulvules  3 or 
4 times  a day. 


1 Pulvule  3 or4 
times  a day. 


1 or  2 Pulvules  3 or 
4 times  a day. 


Darvon  with  A.S.A.  combines  65  mg.  of  propoxyphene  hydro- 
chloride and  325  mg.  of  aspirin  in  each  Pulvule. 

Darvo-Tran  combines  the  mild  tranquilizing  effects  of  Ultran® 
(phenaglycodol,  Lilly)  with  the  analgesic  advantages  of  Darvon  and 
aspirin.  Each  Pulvule  contains  32  mg.  propoxyphene  hydrochloride, 
325  mg.  aspirin,  and  150  mg.  phenaglycodol. 

Side-effects  of  Darvon  are  qualitatively  similar  to  those  of  the 
same  or  similar  doses  of  codeine;  from  a quantitative  viewpoint, 
side-effects  are  less  than  those  of  codeine. 

Indications:  Darvon  is  indicated  for  the  reduction  or  amelioration  of 
pain.  It  is  of  particular  value  for  pain  associated  with  recurrent  or 
chronic  disease,  including  migraine.  Darvon  does  not  reduce  fever 
or  diminish  inflammatory  reactions.  No  evidence  of  functional  or 
pathological  changes  has  been  revealed. 

Darvon  Compound  and  Darvon  Compound-65  may  be  especially 
useful  in  the  symptomatic  relief  of  headache,  dysmenorrhea,  and 
such  inflammatory  states  as  arthritis  and  fibrositis. 

Darvon  with  A.S.A.  is  an  analgesic  without  phenacetin  and 
caffeine. 

Studies  show  that  Ultran  enhances  and  prolongs  the  analgesic 
activity  of  Darvon  when  pain  is  accompanied  by  anxiety. 

Contraindications:  Although  no  definite  contraindications  to  the  use 
of  Darvon  have  been  reported,  known  hypersensitivity  to  any  of  the 
ingredients  in  Darvon  preparations  is  a contraindication.  Therapeutic 
doses  have  caused  no  demonstrable  effects  on  respiration,  blood 
pressure,  or  reflex  activity. 

The  presence  of  acute  or  chronic  disease  has  not  produced 
unusual  responses  to  Darvon.  Concomitant  administration  of  Darvon 
and  orphenadrine-containing  compounds  is  not  recommended. 

Caution  should  be  exercised  in  the  administration  of  Ultran  to 
patients  who  are  depressed. 

Warnings:  Use  with  caution  in  the  presence  of  gastric  ulcer.  Pro- 
longed and  excessive  use  of  phenacetin-containing  products  may 
aggravate  or  produce  renal  disease. 

Use  in  Pregnancy— The  safety  of  the  use  of  Darvon  during  preg- 
nancy has  not  been  established.  The  potential  hazards  of  the  drug 
must  be  weighed  against  the  possible  benefits. 

Use  in  Children— Darvon  should  not  be  used  in  children  since 
adequate  data  to  establish  safe  conditions  of  use  are  lacking. 

Precautions:  Sudden  substitution  of  Darvon  for  analgesics  to  which 
patients  are  addicted  will  allow  withdrawal  symptoms  to  develop. 
These  are  not  caused  by  Darvon  and  may  be  avoided  by  gradually 
reducing  the  dose  of  the  old  medication  as  Darvon  is  substituted. 

Although  accumulated  evidence  suggests  that  Ultran  is  not 
habit-forming  or  addictive,  patients  on  tranquilization  therapy,  par- 
ticularly over  prolonged  periods,  should  be  under  periodic  medical 


supervision.  Certain  patients  may  abuse  the  medication.  Patients 
driving  an  automobile  or  operating  hazardous  machinery  should  be 
advised  that  mental  alertness  or  physical  co-ordination  may  be  de- 
creased. The  administration  of  Ultran®  (phenaglycodol,  Lilly)  with 
other  C.N.S.  depressants  and/or  alcohol  may  result  in  additive 
effects. 

Adverse  Reactions:  Dizziness,  headache,  sedation,  somnolence, 
paradoxical  excitement  and  insomnia,  skin  rash,  and  gastro-intestinal 
disturbances  (including  nausea,  vomiting,  abdominal  pain,  and  con- 
stipation) have  occurred. 

When  recommended  doses  are  given,  euphoria  and  tolerance 
have  been  observed  rarely.  Dependence  (addiction)  has  not  been 
reported  with  therapeutic  dosages. 

If  gastric  irritation  attributable  to  the  salicylate  occurs,  it  is  sug- 
gested that  the  medication  be  taken  with  food  or  a small  amount  of 
milk  or  discontinued. 

Other  adverse  effects  reported  with  Darvo-Tran  include  vertigo, 
drowsiness,  gynecomastia,  headache,  sedation,  somnolence,  in- 
somnia, and/or  excitation. 

Administration  and  Dosage:  The  usual  adult  dosage  of  Darvon® 
(propoxyphene  hydrochloride,  Lilly)  is  65  mg.  three  or  four  times 
daily;  however,  some  physicians  prefer  the  32-mg.  dose  for  certain 
patients.  The  usual  dose  may  be  given  alone  or  with  other  medica- 
tion, as  required  for  the  relief  of  pain. 

The  usual  dosage  of  Darvon  Compound  is  1 or  2 Pulvules  three 
or  four  times  daily.  The  usual  dosage  of  Darvon  Compound-65  or  of 
Darvon  with  A.S.A.  is  1 Pulvule  three  or  four  times  daily. 

The  suggested  adult  dosage  of  Darvo-Tran  is  1 Pulvule  three 
or  four  times  daily.  When  pain,  with  or  without  anxiety,  is  severe,  2 
Pulvules  three  or  four  times  daily  may  be  indicated.  Two  Pulvules 
Darvo-Tran  will  provide  a 300-mg.  dose  of  Ultran,  which  may  pre- 
dispose to  mild  drowsiness  in  certain  individuals.  Two  Pulvules  also 
provide  64  mg.  of  Darvon,  the  amount  currently  recommended  when 
moderate  to  severe  pain  exists. 

Treatment  of  Overdosage:  Analeptic  drugs  (e.g.,  amphetamine  or 
caffeine  with  sodium  benzoate)  should  not  be  used,  because  fatal 
convulsions  may  be  produced. 

Signs  and  symptoms  of  acute  intoxication  (muscle  fascicula- 
tions,  convulsions,  and  respiratory  depression)  are  antagonized  by 
nalorphine  hydrochloride  and  levallorphan  tartrate.  Dosages  recom- 
mended in  the  package  literature  of  these  antagonists  should  be 
followed  and  repeated  as  often  and  as  long  as  is  necessary  to 
counteract  reappearing  symptoms  of  overdosage. 

Gastric  lavage  and  symptomatic  supportive  treatment  are 
indicated.  [oxibxs] 

Additional  information  available  to  physicians  upon  request. 
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COMFORT 

for  your  flu  patient... 
because  you  checked  the  pain 


This  is  the  season  for  U.R. I— sinusitis,  pharyngitis,  laryngitis,  strep  throat,  flu. 

One  complaint  that  goes  with  all— “aches  and  pains.”  That’s  why  you  prescribe 
Darvon  Compound-65— to  relieve  the  pain.  There  are  no  surprise  toxicities.  And  it  has 
the  added  advantage  of  reducing  fever.  Helps  your  patient  convalesce  more  comfortably. 


Potent,  yet  non-narcotic.  Versatile,  too. 


Controls  acute  and  chronic  pain  associated  with  a wide 


DARVONXOMPOUND-65 

Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and 


range  of  indications  in  your  practice. 
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Editorial 


DRUG  ABUSE  EDUCATION 


Millions  of  citizens  are  searching 
for  leaders  to  help  them  solve 
one  of  the  most  alarming  problems 
facing  our  country — drug  abuse — 
and  physicians  are  prime  prospects 
for  these  leadership  roles. 

The  problem  began  about  2700 
BC  when  marihuana  was  recom- 
mended by  a Chinese  emperor,  Shen 
Nenq,  for  gout,  constipation  and 
“absent  mindedness.’’  About  the 
same  time,  preparation  of  warriors 
for  battle  included  liberal  rations  of 
hashish,  and  in  about  1500  BC 
Egyptian  history  records  extensive 
abuse  of  opium  as  an  escape  from 
boredom  and  loneliness.  Homer’s 
“Odyssey’’  tells  of  “a  drug  potent 
against  pain  and  quarrels  and 
charged  with  forgetfulness 
of  all  troubles.’’ 

From  the  very  beginning,  these 
drugs  were  used  for  other  than 
medical  reasons.  Ignorance,  without 
question,  was  a valid  excuse  for  the 
spread  of  drug  abuse  in  those 
times.  As  late  as  1790,  students  at 
the  University  of  Pennsylvania 
School  of  Medicine  were  taught  that 
opium  was  a stimulant  similar  to 
liquor.  Dr.  Benjamin  Rush,  an 
eminent  Philadelphia  physician  and 
a signer  of  the  Declaration  of 
Independence,  prescribed  opium 
“in  all  cases  where  wine  is  safe  and 
proper.’’  The  imperfect  under- 
standing even  among  the  medical 


profession  was  further  apparent  when 
in  1805-1832  two  opium  alkaloids, 
codeine  and  morphine,  were 
routinely  administered  to  cure  the 
opium  habit.  Controversy  raged 
bitterly  in  and  out  of  the  medical 
profession  until  the  early  1900’s 
when,  with  the  guidance  and  urging 
of  the  medical  profession,  legal 
controls  and  the  long,  slow  educa- 
tional process  began.  Educational 
attempts  continue,  and  some  minor 
medical  controversy  still  exists. 

The  problem  now  makes  history  on 
the  front  pages  of  practically  every 
newspaper  in  America — not  to 
mention  your  own  medical  records. 
The  medical  profession  can  do  no 
less  than  have  the  history  of  our  time 
show  that  this  nation’s  physicians 
provided  the  leadership  to  bring 
the  problem  under  control. 

It  is  important  to  note  that  the 
terminology  of  this  problem  has 
changed.  Laymen,  including  news- 
paper editors  and  magazine  writers, 
still  speak  of  dope  fiends,  dope 
addicts,  and  drug  habits.  The 
medical  profession  for  the  most 
part  has  dropped  those  terms,  and 
now  speaks  only  of  drug  abuse 
and  drug  dependence,  either 
psychological  or  physical. 

Solving  the  drug  abuse  problem 
will  challenge  your  ingenuity  and 
persuasiveness.  Mounting  a success- 
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ful  program  in  your  community  will  propel  you 
into  education,  television,  radio,  public 
speaking,  and  every  other  method  of  communi- 
cating with  people.  It  will  take  planning,  and 
a few  meetings;  you  will  have  your  share  of 
the  frustration  that  is  part  of  any  educational 
attempt.  However,  you  will  find  that  people 
welcome  your  participation,  because  they 
see  this  curse  engulfing  many  of  their  own 
children  and  they  do  not  know  what  to  do 
about  it. 

Unless  you  already  are  familiar  with  the 
subject  you  probably  will  have  to  do  some 
homework,  because  much  of  the  program  will 
be  directed  at  children  of  high  school  age 
and  even  younger  who  use  drugs  for  reasons 
which  make  little  or  no  sense  to  adults, 
but  which  seem  highly  justified  to  them. 

In  dealing  with  youngsters,  you  soon  will 
learn  that  their  language  is  different,  that  their 
reasoning  is  different,  and  that  a few  of  them 
are  fairly  knowledgeable  about  drugs. 

To  help  you  with  your  homework  and  in 
the  creation  of  a program,  the  AMA  has 
assembled  a drug  abuse  information  kit,  which 
we  think  you  will  find  both  helpful 
and  informative. 

Contents  of  Kit:  Two  excellent  speeches  on 
drug  abuse  and  dependence  are  included 
for  presentation  by  any  of  your  members.  The 
first,  “You,  Too,  Can  Be  a Social  Dropout,’’ 
is  aimed  specifically  at  high  school 
students  or  other  audiences  of 
youngsters.  The  second,  “What  Parents 
Should  Know  About  Drugs,’’  was  written 
for  adult  audiences.  Speaking  engagements 
can  be  yours  for  the  asking. 


For  your  local  newspapers,  you  will  find 
in  the  kit  an  800-word  feature  story  plus  a 
selection  of  glossy  photographs  for  illustration. 
Also  for  use  in  newspapers  are  a quiz,  a 
fact  sheet  from  which  the  editor  can  prepare 
his  own  story,  and  suggested  editorial  material. 

Prepared  scripts  are  included  for  interviews 
with  physicians  on  both  radio  and  television. 
These  scripts  will  allow  you  numerous  oppor- 
tunities to  reach  the  public  through 
these  important  media. 

There  are  samples  of  five  new  pamphlets, 
as  well  as  a copy  of  the  standard  work  in 
the  field,  “The  Crutch  That  Cripples,’’ 
produced  by  the  AMA’s  Council  on  Mental 
Health.  These  are  available  in  quantity  for 
distribution  to  school  children  or  other 
audiences,  and  they  also  could  be  offered 
during  radio  and  television  appearances. 

Reprints  of  two  items  from  the  FDA, 

“Drugs  of  Abuse’’  and  “The  False  Illusion,’’ 
and  two  bibliographies  will  provide  you  with 
excellent  resource  material  for  your 
meetings  with  the  educators  of  your  community. 

Backing  up  the  other  material 
are  six  scientific  articles  collected 
from  the  Journal  of  the  American  Medical 
Association  and  the  recent  Conference  on  Drug 
Abuse.  These  articles  cover  the  major  categories 
of  drug  abuse,  including  some  history  and 
much  of  the  ammunition  you  will  need  to 
answer  almost  any  question  you  are  likely 
to  be  asked  about  narcotics,  stimulants, 
sedatives,  and  hallucinogens.  The  material 
also  covers  aspects  such  as  diagnosis, 
tolerance,  definitive  treatment  and  aftercare, 
psychiatric,  and  legal  factors. 

To  further  enhance  your  program,  the 
AMA  is  producing  a 24-sheet  outdoor  poster 
(full  billboard  size)  to  add  to  your  educational 
and  promotional  efforts.  Copies  of  the  poster 
are  available  at  cost  and  an  order  form  is 
included  in  the  kit.  TMA  is  planning 
statewide  posting  of  these  billboards. 

The  AMA  is  doing  some  things  nationally 
which  should  help  the  local  program  you 
undertake.  For  example,  our  radio  and 
television  department  is  circulating  two  full- 
color  TV  spots  to  the  nation’s  television 
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stations.  These  one-minute  spots  began 
appearing  in  February.  Color  slides  also  will  be 
distributed  to  television  stations 
for  public  service  programming. 

Our  family  magazine,  Today’s  Health, 
printed  a two-part  series  on  drug  abuse 
last  September  and  October.  The  series  was  a 
reprint  of  the  booklet,  “The  Crutch 
That  Cripples.’’ 

And  our  magazine  relations  department 
is  distributing  a feature  article  on  drug  abuse 
to  more  than  1,100  company  house  organ 
editors  for  use  in  their  publications. 

Be  Sure  You’re  Right;  One  warning 
is  needed:  Any  physician  who  plans  to 
participate  in  a drug  abuse  educational  program 
really  does  need  to  do  his  homework. 
Information  given  in  this  campaign  must  be 
factual.  If  a physician,  speaking  to  a 
group  of  youngsters  or  being  interviewed 
on  radio  or  television,  passes 
along  inaccurate  information  about 
drugs,  many  of  his  listeners  (particularly 
smart  youngsters  who  are  experimenting  with 
drugs  and  reading  about  them)  will  recognize 
the  inaccuracy.  Once  you  are  caught  in  error 
everything  you  say  from  then  on  will  be 
discounted  and  all  of  your  other  points  lost. 

There  is  plenty  of  good,  accurate  information 
in  this  kit  to  help  you  avoid  the  pitfalls. 

For  example,  be  careful  not  to  trap  yourself 
by  saying  that  if  a kid  starts  taking 
marihuana  he  gets  hooked  and  can’t  quit. 

That  is  not  true,  because  marihuana  does  not 
produce  a physical  dependence.  A person 
might  want  to  keep  taking  it  because  he  likes 
the  effect,  but  that  is  a psychological 
dependence,  and  its  dangers  and  the 
consequences  should  be  explained. 

When  you  talk  to  adults,  be  cautious 
in  describing  the  symptoms  of  drug  abuse. 

For  example,  it  is  misleading  to  simply  say 
that  marihuana  dilates  the  eyes  and  the  user 
wears  dark  glasses  indoors.  Of  course  this 
is  true  in  many  cases,  but  youngsters  who  do 
not  use  marihuana  do  wear  sun  glasses 
indoors  because  it  is  a current  fashion  fad. 

And  if  these  glasses  are  snatched  off,  the 


wearer’s  pupils  will  be  dilated  naturally 
because  of  dark  adaptation.  Thus,  a normal 
physiologic  response  might  be  mistaken 
for  a sign  of  drug  abuse,  with 
unnecessary  and  unpleasant  results 
for  both  parent  and  child. 

The  appeal  of  this  program  has  to  be  to  the 
intellect.  The  program  cannot  be  effective 
if  it  is  based  on  plain  fear,  because  today’s 
kids — most  of  them — are  intelligent  enough 
to  know  when  a statement  cannot  be  supported. 
The  biggest  hope  is  that  with  their 
sophistication  and  intelligence  they  can  be 
convinced  that  drug  abuse  doesn’t  make  sense. 

The  medical  profession  can  perform 
a great  public  service  by  helping 
cut  down  on  drug  abuse,  much  of  which  is 
going  on  simply  because  the  young  people 
think  it  is  smart. 

Everything  the  physicians  of  a community 
can  do  to  help  keep  one  child  from  experi- 
menting with  drugs  will  help  make  that 
community  stronger  and  healthier.  Every 
step  taken  to  help  keep  today’s  youngsters  on 
the  right  path  is  a step  toward  making 
tomorrow’s  world  a little  better:  Whether  we 
like  it  or  not,  today’s  kids — with  their  long 
hair,  their  mini-skirts,  their  ragged  clothes,  their 
blaring  music,  and  their  contempt  for  the 
adult  world — are  the  congressmen  and 
business  leaders  and  judges  and  physicians 
of  20  years  from  now. 

The  whole  purpose  of  this  program 
is  to  help  them  become  the  healthiest  and 
best-adjusted  adults  they  can  possibly  be. 

James  R.  Hickox,  Chicago, 

Director,  Program  Services  Department, 

American  Medical  Association. 
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COMPREHENSIVE  HEALTH  PLANNING 

PL  89-749 — A viewpoint:  Inherent  in  this 
program  is  the  question,  “Can  local  voluntary 
efforts  achieve  improved  community  health 
care  and,  by  initiative  and  leadership, 
formulate  an  effective,  coordinated,  practical 
method  of  delivery  of  health  care  to  all?’’ 
Emphasis  is  on  quality  care  being  available 
to  all,  but  some  of  the  objectives  carry  with 
them  entrapments  that  could  cause  quality 
to  be  sacrificed  for  quantity. 

The  purpose  of  PL  89-749  is  “not  to 
create  a new  program  but  to  try  to  consolidate 
old  ones.’’  It  gives  the  community  the  power, 
and  therefore  the  responsibility,  to  decide 
on  goals,  priorities,  and  objectives.  We  now 
have  an  opportunity  that  comes  rarely — 
to  rescue  from  federal  control  a variety  of 
health  programs  and  grants,  achieve  true 
local  control  and  design,  and  reassure  financial 
accountability  and  responsibility, 
at  least  locally. 

Physician  involvement  is  an  inherent  part 
of  any  success  in  health  care  planning. 

By  law,  accountability  for  the  state  program 
resides  with  “consumers’’  in  the  majority 
of  an  advisory  committee  to  the  Governor’s 
Health  Planning  Council.  At  the  regional 
level  the  accountability  is  with  the  Council  of 
Governments,  at  least  in  our  area. 

Where  does  the  physician  have  a chance 
to  express  his  views  and  to  participate  in 
formulation  of  goals  and  objectives?  First, 
and  least  important,  is  on  state,  regional,  and 
local  advisory  committees.  Second,  and  most 
important,  is  at  the  hospital  and  community 
level.  Here  is  where  the  action  is.  Here  we 
have  the  initiative,  the  knowledge,  and  the 
know-how;  finally,  here  we  have  the  advantage, 
and  with  it  the  responsibility  to  effect  proper 
perspective  in  planning,  programming  and 
budgeting.  Regional  planning  will  be  no  better 
than  that  of  its  component  parts. 

How  do  we  begin? 

First,  the  county  medical  society  must 
be  continually  informed  as  to  local  efforts. 

A standing  committee  made  up  of  chairmen  of 
long-range  planning  committees  of  the 


individual  hospitals  is  recommended.  Member- 
ship should  not  rotate  too  frequently.  The 
alternative  of  a hospital  coordinating 
committee  made  up  of  chiefs  of  staff  has  the 
disadvantage  of  too-frequent,  often  yearly, 
change  in  make-up.  The  society  should 
actively  seek  representation  on  all  pertinent 
advisory  committees  such  as  to  mental  health, 
OEO,  community  action  councils,  chamber 
of  commerce  committees,  and  community 
councils. 

Second,  a long-range  planning  committee 
should  be  an  integral  part  of  every  hospital 
staff.  It  must  be  an  active  and  imaginative 
group  with  major  influence  upon  the  executive 
committee  and  board  of  trustees.  Again, 
the  membership  should  not  change  yearly. 
Chairmen  should  remain  at  least  three  years  in 
order  to  establish  time  for  accountability. 
Tentative  written  plans  for  5,  10,  and  even 
20  years  hence  should  be  based  on  reliable 
data  and  involve  in  part  cooperative  efforts 
with  other  institutions. 

Third,  all  hospitals’  boards  of  trustees 
should  have  a member  who  is  an  actively 
practicing  physician. 

Fourth,  members  of  the  board  of  trustees 
must  learn  more  about  the  actual  day-to-day 
activities  of  the  hospital.  No  longer  can  they 
remain  aloof  and  simply  offer  sedate  advice 
to  an  administrator.  They  must  assume 
more  responsibility  for  the  long-range  planning 
of  the  hospital.  In  turn,  the  trustees  need 
to  become  oriented  as  to  community  health 
needs — not  simply  the  physical  plant  or 
the  financial  or  legal  soundness  of  a decision. 

It  is  our  responsibility  as  physicians  to  see  that 
the  trustees  of  our  hospitals  are  knowledge- 
able as  to  health  care  and  all  phases  of 
governmental  involvement  in  the  system. 

These  informative  measures  will  lead  to 
coordinated,  cooperative  efforts  between 
the  physician  (hospital  staff  and  medical 
society),  hospital  administrators,  and  boards 
of  trustees,  creating  a knowledgeable  base 
for  leadership  in  community  planning. 

Upon  this  base  there  can  evolve  a broadened 
community  responsibility  with  design  toward 
coordinated  efforts  of  all  community  health 
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Surgeon  General's  Office 
Public  Health  Service 

t i 

Regional  Health  Director, 
Public  Health  Service 

t 1 

Governor's  Office 
Interagency  Health  Planning 
Council 

t Jr 

Regional  Council  of 
Governments 

I 

North  Texas  Planning  Council 
for  Hospitals  and  Related 
Health  Facilities 


< 

> 


Dept  of  HEW 
Presidential  Advisory 
Committees? 


Medical  Advisory 
Committee 


Hospital  Advisory 
Committee 

Medical  Advisory  Committee 

Community  Health 
Services  Committee 


Local  Voluntary  Planning  Council 


t t 

Community  Health  Agencies  Institutional  Long-Range  Chamber  of  Commerce 

Public  Health  Department  Planning  Committees 


Table  I.  PL  89-749 — 1966  Comprehensive  Health  Planning  Act, 
and  PL  90-174 — 1967  Amendments — Partnership  for  Health. 


Table  2.  Interagency  Health  Planning  Council. 

Member  Agencies,  Represented  by  Agency  Head 

Office  of  the  Governor 

Coordinating  Board,  Texas  College 
and  University  System 

Texas  Education  Agency 
Texas  Employment  Commission 
Texas  State  Health  Department 

Texas  Department  of  Mental  Health 
and  Mental  Retardation 

Texas  Department  of  Public  Welfare 

The  University  of  Texas* 

*The  University  of  Texas  will  be  represented  by  the  Vice-Chancellor 
for  Health  Affairs. 


Table  3.  Anticipated  Initial  Composition  of  State  Health 
Advisory  Committee. 


Health  Professionals 

MDs/DDSs  3 

Nurse  1 

Hospital  administrator  1 

Social  worker  1 

Environmental  health  specialist  1 

Staff  members,  health-related  government  agencies  2 

Other  health  professionals  3 

Subtotal  12 

Consumer  Representatives 

Elected  city  official  1 

Elected  county  official  1 

Housewife  1 

Minority  group  2 

City/ regional  planner  1 

Labor  1 

Businessman  1 

Clergyman  1 

Civic  organizations  2 

Student  1 

Poverty  groups  1 

Subtotal  13 

Total*  25 


*Initially,  the  advisory  committee  will  be  limited  to  25  persons. 
This  will  leave  10  vacancies  to  cover  possible  omission  or  under- 
representation. 
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agencies  and  facilities.  By  various  mechanisms, 
there  is  now  established  through  evolution 
a local  voluntary  health  planning  council 
whose  responsibility  is  to  assure  cooperative 
planning  in  presentations  made  to  the 
Regional  Planning  Councils. 

Who  is  to  do  the  planning?  If  there  is  no 
local  voluntary  group  in  operation,  the  obvious 
assumption  is  that  the  state  agency,  under 
provisions  of  PL  89-749,  will  step  in  to 
provide  planning  for  the  area.  Hospital 
board  members  should  take  the  initiative  in 
seeing  that  a local  group  is  organized. 

There  is  the  potential  danger  that  the 
individual  hospital  might  voluntarily  abdicate 
its  planning  responsibilities  and  look  to 
state  planning  organizations  to  provide  the 
blueprint  for  its  future  development.  The  key 
to  the  whole  plan  is  in  coordinated,  cooperative 
efforts  on  a local  level.  Emphasis  is  to  be 
placed  on  institutional  long-range  planning 
committees  as  the  backbone  of  leadership. 

We  understand  that  the  JCAH  considers  this  so 
important  that  it  will  be  included  as  a 
requirement  in  the  revised  recommendations. 
Hospital  boards  of  trustees  should  become 
actively  involved  in  these  efforts. 

Comprehensive  Areawide  Health  Planning: 
The  term  “comprehensive”  as  applied  to 
areawide  health  planning  means  planning 
concerned  with  all  health  factors  that  can  best 
be  dealt  with  on  an  area  level.  They  include 
the  environmental,  economic,  social,  and 
other  conditions  that  affect  the  health  of  the 
population,  and  the  related  public  and  private 
environmental,  physical  and  mental  health 
services,  facilities,  and  manpower. 

In  ten  counties  of  North  Central  Texas, 
two  agencies  are  concerned  with  areawide 
health  planning.  The  North  Central  Texas 
Council  of  Governments  is  responsible  for 
environmental  health  planning,  which 
includes  water  and  air  quality,  sanitary 
sewerage,  and  solid  waste  disposal. 

The  North  Texas  Planning  Council  for 
Hospitals  and  Related  Health  Facilities  is 
responsible  for  planning  related  to  personal 
physical  and  mental  health.  These  activities 
are  conducted  in  cooperation  with  community 


councils,  hospital  councils,  medical  societies 
and  individual  health  and  educational 
institutions  of  the  area. 

The  objectives  of  the  Councils  are  to 
identify  health  needs  and  problems;  to  assist 
in  the  establishment  of  health  goals;  to 
promote  the  development  of  essential  health 
services;  and  to  foster  the  best  possible  use 
of  manpower  and  facilities. 

These  Councils,  and  their  counterparts  in 
other  areas,  face  a tremendous  task.  To 
do  it  well  they  need  dependable  and  competent 
help  and  advice  from  local  health  planning 
groups.  This  is  where  the  physician's  efforts 
can  have  maximum  results  in  formulating 
and  presenting  practical  plans  tailored  to 
meet  the  special  needs  in  his  community. 

At  all  levels,  coordination  and  cooperation 
among  involved  groups  and  facilities  is  a 
prerequisite  for  success,  and  the  individual 
physician  can  do  much  to  see  that  these 
are  achieved  at  the  local  level. 

The  challenge  of  this  program  is  to 
the  community.  The  challenge  to  us  as 
physicians  is  to  seize  this  opportunity  for 
leadership  and  accept  our  responsibility  in  the 
design  of  future  health  care  in  our  community. 

Dewey  W.  Johnston,  Fort  Worth. 


QUESTIONS 

fj //I 

AND 

ANSWERS 

Corporate  Medical  Practice;  Liability 
For  Home  Health  Care  Services 


Q Is  it  legally  permissible  in  Texas  for  phy- 
sicians to  incorporate  their  practices? 


Many  inquiries  on  this  topic  have  been  re- 
ceived by  the  office  of  the  TMA  General  Counsel 
in  the  past  few  weeks.  Recent  court  decisions 
and  articles  in  medically  oriented  journals  un- 
doubtedly have  contributed  to  physician  interest 
in  this  subject. 

Texas  law  prohibits  the  corporate  practice  of 
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medicine.  The  Medical  Practice  Act  provides  for 
the  licensing  of  indiYidual  physicians,  but  not 
for  licensing  of  a legal  entity,  such  as  a corpor- 
ation. Thus,  a corporation  cannot  bill  for  medi- 
cal services  and  hire  physicians  to  provide  these 
services.  This  is  true  even  though  the  physi- 
cians may  be  the  sole  stockholders  in  the  cor- 
poration which  bills  the  patient.  Physicians  can 
form  corporations  to  own  buildings  or  equip- 
ment, but  the  medical  practice  of  the  physician 
should  not  be  incorporated. 

Some  states  have  passed  professional  cor- 
poration acts  which  authorize  physicians  to  in- 
corporate their  medical  practices.  Since  the 
1950s  many  attempts  have  been  made  by  pro- 
fessional associations  and  corporations  to  se- 
cure corporate  tax  treatment  by  the  Internal 
Revenue  Service. 

One  of  the  first  such  cases  to  reach  the  fed- 
eral courts  was  Kintner  v.  V.S.  The  trial  court 
upheld  the  physician-taxpayer’s  contention  that 
his  medical  association  was  entitled  to  corpor- 
ate tax  treatment.  This  case  was  not  appealed, 
but  the  IRS  thereafter  issued  more  stringent 
regulations  regarding  the  taxation  of  profes- 
sional corporations  than  those  applied  to  com- 
mercial or  business  corporations.  These  “Kint- 
ner regulations’’  have  been  applied  by  the  IRS 
although  they  have  never  been  upheld  in  a dis- 
trict or  circuit  court.  Recently,  a circuit  court 
declared  the  regulations  to  be  invalid.  Prior  to 
this  ruling,  the  IRS  had  indicated  that  if  a cir- 
cuit court  ever  made  such  a ruling,  the  Kintner 
regulations  would  not  be  enforced.  Now,  we  are 
awaiting  further  action  by  the  IRS. 

In  addition  to  this  circuit  court  ruling,  several 
recent  decisions  in  federal  district  courts  in 
Ohio,  Florida,  Georgia,  and  Arkansas  have  held 
that  a professional  corporation  may  be  taxed  as 
a corporation  instead  of  a partnership.  These 
cases  have  arisen  in  states  that  allow  the  incor- 
poration of  professional  associations.  In  the 
case  of  Galt  v.  JJS,  the  Federal  District  Court  for 
the  Northern  District  of  Texas  held  than  an  un- 
incorporated association  of  doctors  was  taxable 
as  a corporation  even  though  Texas  law  does  not 
authorize  the  corporate  practice  of  medicine. 
The  Court  determined  that  the  articles  of  asso- 
ciation of  the  medical  group  practice  contained 
the  same  features  that  the  articles  of  incorpora- 
tion and  corporate  bylaws  would  have  contained 
had  incorporation  of  the  medical  practice  been 
legal  in  Texas.  Thus,  there  is  authority  for  stat- 
ing that  an  unincorporated  association  may  be 
treated  for  tax  purposes  as  a corporation  if  it  is 
carefully  organized  and  operated  with  corporate 
features.  If  this  type  of  association  is  to  be  at- 
tempted and  tax  benefits  claimed,  the  physi- 


cians should  first  review  the  matter  thoroughly 
with  their  attorney  or  tax  consultant  to  assure 
that  the  technical  requirements  are  strictly  fol- 
lowed. Unfortunately,  the  Texas  case  was  not 
appealed  to  the  circuit  court  so  there  is  no  di- 
rect appellate  court  approval  of  the  decision 
though  the  district  court  opinion  was  cited  with 
approval  by  the  circuit  court  in  US  v.  Empey. 

Within  the  past  few  months,  the  Tax  Commit- 
tee of  the  Texas  Bar  Association  submitted  to 
the  Legislative  Committee  of  the  State  Bar  a 
bill  which  would  authorize  professional  corpora- 
tions to  be  formed  to  practice  medicine,  law, 
and  several  other  professions.  The  Legislative 
Committee  of  the  State  Bar  rejected  this  pro- 
posal, and  the  Board  of  Directors  of  the  Bar 
supported  the  Legislative  Committee  in  this 
action. 

Q What  is  the  physician’s  responsibility  for 
the  quality  of  home  health  care  services  ren- 
dered by  employees  of  incorporated  agencies 
which  supply  home  nursing  care,  physical  ther- 
apy, and  other  such  care? 

As  we  have  stated  before,  liability  is  deter- 
mined by  a court  based  upon  facts  presented 
in  the  individual  situation.  There  is  no  statutory 
law  defining  the  limits  of  liability  for  physicians, 
and  court-made  law  varies  from  jurisdiction  to 
jurisdiction.  The  basic  question  presented  here 
would  be  whether  or  not  the  physician  engaged 
the  home  health  care  service  to  provide  medical 
care  to  his  patients  on  his  orders.  If  the  patient 
or  the  patient’s  family  engaged  the  service,  then 
the  physician  probably  would  not  stand  liable  for 
the  acts  of  negligence  of  the  employees  of  the 
service.  On  the  other  hand,  if  the  physician  sug- 
gested that  the  patient  arrange  for  such  services 
or  made  the  arrangements  himself  and  gave  or- 
ders or  instructions  for  care  to  be  rendered  to 
the  patient,  then  a court  may  well  find  that  the 
employees  of  the  service  are  the  physician’s 
“borrowed  servants.’’  This  may  result  in  liability 
being  assigned  against  the  physician  for  negli- 
gent acts  of  the  employees  of  the  service.  The 
rendering  of  such  care  by  a home  health  care 
service  may  well  be  a violation  of  the  Medical 
Practice  Act  if  the  services  performed  constitute 
the  practice  of  medicine.  In  such  a case,  the 
physician  might  be  subject  to  revocation  or  sus- 
pension of  his  medical  license  by  the  Board  of 
Medical  Examiners  as  well  as  liable  for  money 
damages  in  a civil  tort  action  based  on  the  neg- 
ligence of  the  “borrowed  servant.’’ 

Philip  R.  Overton,  LL.B. 

Sam  V.  Stone,  Jr.,  LL.B. 
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I Turner’s  Clinical  & 

I X-Ray  Laboratories 

'■  Medical  Center 

I El  Paso,  Texas 

I Telephone  532-4689 

I ☆ 

SURGICAL  PATHOLOGY 

I CLINICAL  PATHOLOGY 

j RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 

! JEANNE  TURNER  BOWMAN,  M.D. 

HARRY  F.  SPROAT,  M.D. 


< 3501  Gaston  Ave.  Dallas,  Texas 

ADJOINING 

j GASTON  EPISCOPAL  HOSPITAL 

( 

\ For  X-ray  diagnosis  and  the 

I X-ray  and  radium  treatment  of  cancer 

) and  other  conditions  suitable  for  radia- 

\ tion  therapy. 

Chas.  L.  Martin,  M.D.  Janies  A.  Martin,  M.D. 
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Communication  and  Cooperation 


Great  changes  are  affecting  the 
private  and  professional  lives  of 
every  Texas  physician.  During  this 
era  of  transition,  misunderstanding, 
distrust,  and  frustration  may  occur 
— especially  in  instituting  federal 
medical  programs.  The  Texas 
Regional  Medical  Program,  Compre- 
hensive Health  Planning,  Model 
Cities  Programs,  Neighborhood 
Service  Programs,  Operation  Head 
Start,  and  the  Councils  of  Govern- 
ment are  integral  parts  of  Texas’  new 
and  complex  health  structure. 

The  Texas  Medical  Association, 
through  its  effective  committees 
and  councils,  will  try  to  keep 
physicians  informed  and  provide 
effective  liaison  with  all  groups 
involved  in  health  care.  Optimum, 
continuous  communication  between 
planning  organizations,  physicians  in 
the  involved  areas,  other  members 
of  the  health  team,  and  the  consumer 
public  is  essential.  Fundamental 
health  problems  warrant  maximum 
cooperation  and  coordination 
between  practicing  physicians, 
medical  schools,  hospitals,  voluntary 
health  organizations,  and  state  and 
federal  agencies.  This  concerted 
effort  is  especially  important  in 
planning,  presenting,  and  implement- 
ing proposals  for  community 
health  projects. 

Each  physician  should  take  an 
active  interest  in  the  health  care 
planning  in  his  area,  region, 
and  state. 


In  exercising  this  leadership,  he 
must  be  intelligent,  informed, 
constructive,  honest,  and  unselfish. 
The  cooperation  of  dedicated  Texas 
physicians  should  continue  to  provide 
fine  health  care  for  all  of  our 
citizens  through  an  improving 
system  of  the  private  practice 
of  medicine. 


G.  V.  Brindley,  Jr.,  M.D., 
President, 

Texas  Medical  Association. 
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Preliminary  Findings 
Texas  Nutrition  Survey  Team 


NUTRITION 
SURVEY 
IN  TEXAS 


IN  RESPONSE  TO  a request  in  January  1968 
from  the  Nutrition  Program,  National  Center  for 
Chronic  Disease  Control,  and  the  Regional  Of- 
fice of  the  Department  of  Health,  Education 
and  Welfare,  The  University  of  Texas  Medical 
Branch,  Galveston,  and  the  Texas  State  Depart- 
ment of  Health,  Austin,  agreed  to  undertake 
jointly  a comprehensive  survey  of  the  nutritional 
health  of  a segment  of  our  state’s  population. 
Two  of  the  three  phases  have  been  completed 
during  the  periods  June  10-Sept  6,  and  Nov  8- 
23.  An  88-member  team  of  clinicians,  dentists, 
nutritionists,  biochemists,  biostatisticians,  and 
supporting  skilled  technicians  was  recruited 
and  trained.  Overall  support  of  this  project  was 
provided  through  contractual  arrangements  be- 
tween the  US  Public  Health  Service,  The  Uni- 
versity of  Texas  Medical  Branch,  and  the  US 
Army’s  Medical  Research  and  Nutrition  Labora- 
tory, Denver.  Additional  support  was  received 
from  the  Texas  State  Department  of  Health;  the 
Texas  Education  Agency;  The  University  of  Tex- 
as Medical  Branch;  a host  of  Texas  professional 
organizations;  and  each  and  every  community, 
independent  school  system,  and  local  health 
and  welfare  agencies  and  personnel. 


During  the  survey  period,  field  team  activities 
were  carried  out  in  all  sectors  of  Texas — from 
the  Louisiana  line  on  the  east  to  El  Paso  in  the 
west,  from  the  lower  Rio  Grande  Valley  in  the 
south  to  Wichita  Falls  in  the  north.  Team  mem- 
bers traveled  more  than  8,000  miles  in  un-air- 
conditioned  vehicles  during  the  height  of  the 
summer.  The  base  of  operations,  including  the 
biochemical  laboratories  and  biostatistical  unit, 
was  at  The  University  of  Texas  Medical  Branch 
in  Galveston. 


More  than  1,700  families  volunteered  to  en- 
ter at  least  the  initial  home  interview  aspect  of 
our  survey,  and  over  71%  of  them  came  to  the 
examination  centers  for  the  remaining  segments 
of  the  nutritional  evaluation.  In  all,  4,497  adults 
and  children  were  examined  in  105  locations, 
103  of  which  were  in  the  preselected  random 
sample  areas  and  2 of  which  were  special  study 
locations  in  the  Rio  Grande  Valley.  All  subjects 
in  the  103  random  locations  were  drawn  from 
predetermined  clusters  of  60  households  in 
each  of  the  enumeration  districts.  Special  in- 
terest groups  such  as  Head  Start  children, 
school  children,  persons  in  institutions,  hospi- 
tals, clinics  or  the  like  were  not  participants  in 
our  survey.  Data  from  families  are  the  only 
basis  of  this  report. 

In  late  February  or  March,  1969,  a smaller 
team  will  return  to  several  locations  to  reevalu- 
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ate  the  same  survey  participants  to  ascertain 
possible  seasonal  alterations  in  nutritional 
health. 

Analysis  Continues:  While  all  of  our  field  work 
is  completed,  the  data  punched  and  edited,  and 
computer  programs  written  and  debugged,  only 
basic  overall  results  are  available  as  of  mid- 
January,  1969.  Three  computer  facilities  in  Gal- 
veston, New  Orleans,  and  Washington — working 
well  over  an  eight-hour  day — are  processing  our 
data.  Each  individual  in  the  study  has  over  200 
items  of  information.  It  will  be  several  more 
months  before  we  have  all  our  analyses  com- 
pleted. The  following  findings  are  preliminary, 
based  largely  on  hand  and  machine  sorts  rather 
than  computer  analysis.  We  can  anticipate  some 
minor  changes  in  the  data.  For  this  reason,  all 
percent  figures  have  been  rounded  and  should 
be  considered  provisional  although  they  are  not 
wild  guesses  or  mere  impressions. 

The  Sample:  Utilizing  the  national  nutrition 
sample  design  in  February,  1968,  a three-step 
random  process  selected  103  enumeration  dis- 
tricts (ED)  (portions  of  census  tracts)  in  which 
the  average  income  level  in  1960  fell  in  the 
lower  25%  of  the  economic  scale.  There  were 
200  of  Texas’  254  counties  that  were  in  this 
universe,  and  26  counties  were  picked  which 
represented  the  urban,  rural,  regional,  and  eth- 
nic characteristics  of  our  state: 


Type 

No 

Households  with  Home  Interview  Data 

1,740 

Individuals  with  Home  Interview  Data 

7,300 

Households  Participating  in  Examinations 

1,250 

Individuals  Participating  in  Examinations 

4,290 

Examinations: 

Anthropometric 

4,150 

Visual /Auditory 

3,520 

Bone  age 

1,560 

Biochemistry 

3,850 

Medical  history,  physical 

4,120 

Reproductive  history  (female) 

1,420 

Dental 

3,360 

Dietary 

Pattern 

1,730 

Recall 

1,700 

Socioeconomic  (family  data) 

1,110 

Table  1.  Number  of  participants  and  examinations. 


Anderson 

Bexar 

Cameron 

Dallas 

Dimmit 

Duval 

Ector 

El  Paso 

Frio 


Guadalupe 

Hardin 

Harris 

Haskell 

Hidalgo 

Jones 

Lampasas 

Limestone 

McLennan 


Newton 

Nueces 

San  Patricio 

Tarrant 

Travis 

Uvalde 

Washington 

Wichita 


This  sample  was  designed  to  provide  data 
for  the  whole  state  of  Texas,  not  for  a given  coun- 
ty or  section.  The  numbers  of  EDs  per  county 
were  proportionate  to  the  population  concentra- 
tion in  the  economic  range  of  the  sample  per 
county.  Thus,  the  number  of  EDs  in  each  county 
ranged  from  1 to  11. 

Changes  had  occurred  in  the  sample  EDs 
since  1960;  one  had  disappeared  entirely  and 
three  had  been  modified  severely.  In  any  given 
county  the  sample  would  not  a priori  give  us  the 
worst  or  best  part  of  that  county.  However,  the 
sample  as  a whole  did  give  adequate  represen- 
tation of  all  the  lower  socioeconomic  levels  in 
our  state.  For  direct  comparison  purposes,  two 
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special  study  groups  of  “the  most  vulnerable 
families’’  \A/ere  added  in  November,  and  three 
more  will  be  included  in  our  spring  1969  field 
operations. 

Table  1 summarizes  the  number  of  partici- 
pants and  examinations  in  various  areas  of 
study  conducted  in  the  103  survey  enumeration 
districts.  The  numbers  are  rounded. 


Fig  1.  Heavy  line  and  dotted  line  show  the 
growth  curves  for  hoys  ages  0-6  years  as  plot- 
ted against  a standard  growth  chart. 


Fig  2.  Heavy  line  and  dotted  line  show  growth 
curves  for  girls  ages  0-6  years  as  plotted  against 
a standard  growth  chart. 


We  did  not  have  uniform  success  in  either  the 
home  interview  or  examination  phases  of  our 
study  in  every  county  or  location.  We  had  to 
learn  how  to  do  such  an  operation.  While  the 
range  of  participation  was  from  30%  to  100% 
successful  in  both  phases,  in  over  80%  of  the 
locations  we  had  more  than  four  out  of  five  of 
the  families  in  the  home  interview  phase,  and 
over  three  out  of  five  of  the  families  at  the  ex- 
amination phase. 

The  total  family  cash  income  by  household 
size  is  shown  in  Table  2. 

Approximately  37 % of  the  families  were  com- 
posed of  1 or  2 persons.  These  included  a large 
concentration  of  older  citizens.  Among  families 
on  whom  dietary  data  were  obtained,  less  than 
10%  of  the  total  (one  in  six  with  cash  incomes 
under  $3, 000/year)  were  recipients  of  either 
the  Food  Commodity  Distribution  or  Food  Stamp 
Program.  During  the  summer  survey,  school 
was  out,  and  as  a consequence  neither  the 
school  lunch  nor  breakfast  program  was  avail- 
able to  school  age  children  except  for  one 
school  district  in  San  Diego,  Texas. 

Information  with  regard  to  participant  em- 
ployment giving  rise  to  cash  income  is  summar- 
ized below.  Only  minor  variations  were  found  in 
the  reported  pattern  between  last  month  and 
last  year. 


Employed  full  time/ 

M% 

F% 

full  month  or  year 
Employed  part  time/ 

50 

13 

part  month  or  year 

13 

14 

Student 

7 

12 

Primary  homemaker 

1 

20 

Retired 

7 

3 

III  or  disabled 

3 

2 

Not  eligible  (under  age) 

2 

26 

Work  not  available/other 

7 

3 

Unknown 

11 

7 

As  we  have  experienced  in  every  international 
survey  of  civilians,  our  sample  is  deficient  in 
young  adults  and  men  20-40  years  of  age. 
Our  initial  impressions  are  that  an  adequate 
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sample  of  preschool,  school,  adolescent,  and 
elderly  participants  has  been  obtained.  Three  of 
five  participants  were  female;  one  of  four  (over 
1,000)  were  preschoolers;  one  of  six  (over  700) 
were  adolescents;  one  of  eight  (over  550)  were 
elderly;  however,  only  a small  group  of  preg- 
nant women  (less  than  70)  were  participants  in 
the  survey.  (The  University  of  Texas  Medical 
Branch  has  supplementary  nutritional  status  in- 
formation from  over  1,200  pregnant  teen-agers 
in  the  same  lower  socioeconomic  and  ethnic 
population  who  were  surveyed  during  1964-68.) 


The  ethnic  distribution  of  the  103  EDs  and 
the  participating  families  were  as  follows: 


EDs 

Families 

(%) 

(%) 

Mexican  Americans 

45 

50 

Negro  Americans 

38 

35 

Non-Latin  White  Americans 

15 

14 

Mixed  or  Other 

2 

1 

Spanish  was  the  principal  language  in  37% 
of  the  EDs  and  in  47%  of  the  families  visited 
by  the  home  interviewers.  English  was  the  only 
language  spoken  in  54%  of  the  EDs  and  by 
50%  of  the  families.  The  remaining  EDs  were 
mixed. 

Basic  analysis  of  the  remaining  segments  of 
our  data  is  only  80%  complete,  so  it  is  import- 
ant to  regard  these  preliminary  results  as  pro- 
visional. None  of  our  medical  history,  blood 
pressure,  auditory  and  visual,  and  bone  age 
data  have  been  analyzed.  Only  dietary  pattern 
and  food  purchase  studies  are  available.  While 
analysis  by  economic  and  educational  level, 
ethnic  groups,  location,  age,  and  sex  character- 
istics are  underway  only  a portion  of  the  latter 
two  dimensions  are  completed. 

Body  Measurements:  Body  heights  and  weights 
for  children  aged  0-6  years  (Figs  1 and  2)  have 
been  plotted  by  age  and  sex  against  an  accept- 
ed American  Standard  (Iowa)  Growth  Chart. 
These  data  reveal  average  heights  and  weights 
that  follow  the  lower  curve  (16th  percentile).  In 
both  measurements,  our  boys  and  girls  had 
growth  rates  6 to  9 months  less  than  one  would 
have  expected.  Later  growth  patterns  in  school 
age  boys  and  girls  (Figs  3 and  4)  show  some 
improvement  in  both  height  and  weight — more 
so  in  weight  than  height — so  that  our  average 
measurements  follow  the  40th  percentile  growth 
line.  Median  skin  fold  thickness  (an  estimate 
of  subcutaneous  fat  deposits)  declined  in  the 
early  school  years  and  then  progressively  in- 
creased with  age  through  adolescence  to  adult- 
hood. Median  skin  fold  thickness  measurements 


-I > 1 1 1 1 1 1 1 1 1 1 1 1 1 
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Fig  J.  Growth  patterns  of  older  hoys. 


Families 

(%) 

Yearly  Income 

Household  Size 
1 2 

(%) 

>2 

20 

<$  1,200 

49 

17 

34 

40 

$ l,200-$2,999 

16 

25 

59 

24 

$ 3,000-$4,999 

5 

15 

80 

14 

$ 5,000-$9,999 

4 

14 

82 

2 

> $10,000 

Totals: 

0 

33 

67 

% 

17 

20 

63 

No.  families 

169 

199 

627 

Yearly  income  ranged  from  $180-$42,000,  and  was  < $1,200  for 
20%  of  the  families,  < $3,000  for  60%,  and  > $10,000  for 
slightly  less  than  2%.  Of  families  with  $l,200-$4,999  income, 
59-80%  had  3-f-  members. 

Table  2.  Income  of  995  families  according  to  size  of 
household. 
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are  about  20%  thinner  than  published  Ameri- 
can norms.  The  time  of  onset  of  menses  is  an 
important  biological  and  physiologic  marker.  In 
our  country,  the  age  of  menarche  has  been  de- 
clining at  the  rate  of  4 months  per  10  years 
since  the  turn  of  the  century.  The  average  age 
for  menarche  among  our  young  ladies  vjas  12.6 
years,  which  is  slightly  older  than  current 
American  norms.  Collectively,  these  findings 
suggest  thinner  and  shorter  children  than  would 
be  expected  from  existing  American  norms  for 
comparable  age  groups. 


Our  adult  height/weight  measurements  show 
quite  a different  pattern.  Over  the  age  of  20 
there  is  an  ever  increasing  incidence  of  obesity 
with  age,  particularly  in  women.  Overall,  at 
least  two-fifths  of  our  women  and  one-fifth  of 


Total  DWIF 

Decayed 

Missing 

Filled 

Examined  persons, 

17  and  over 

14.9 

6.3 

7.6 

1.0 

National  average, 

18  to  79  years 

20.4 

1.2 

13.5 

5.7 

Table  3.  Dental  findings  in  Texas  survey  compared  with 
national  averages. 


Age  Group 

DWIF 

Total* 

Decayed 

WIissing 

Filled 

% with  DWIF 
teeth 

Total,  5 & over 

10.1 

5.2 

4.3 

0.6 

96.3 

5-9 

1.5 

1.3 

0.2 

•f* 

89.4 

10-16 

7.0 

6.0 

0.6 

0.4 

97.5 

17-24 

11.6 

8.7 

2.1 

0.8 

98.6 

25-34 

14.3 

8.0 

4.8 

1.5 

98.2 

35-44 

15.3 

7.1 

7.1 

1.1 

98.4 

45-54 

15.8 

6.0 

8.6 

1.2 

100.0 

55-64 

16.4 

5.0 

10.6 

0.8 

99.3 

65 -f 

15.7 

3.6 

11.3 

0.8 

99.2 

*As  used  here,  the  total  DWIF  score  is  the 

sum  of 

all  decayed 

and  filled  teeth,  both 
permanent  teeth. 

TLess  than  0.005  teeth. 

permanent 

and  primary,  plus 

all  missing 

Table  4.  DMF  teeth  per  person,  and  percent  of  dentuloiis 
persons  having  DMF  teeth. 

Age  Group 

Fillings  or 
extractions 

'’/o  Neeamg 

Fillings 

Extractions 

Total,  5 & over 

92.6 

91.8 

33.6 

5-9 

87.4 

87.2 

34.6 

10-16 

91.5 

91.2 

25.2 

17-24 

97.6 

97.1 

31.3 

25-34 

96.4 

96.4 

35.3 

35-44 

94.7 

94.1 

41.2 

45-54 

89.9 

86.7 

39.9 

55-64 

91.8 

90.4 

40.4 

65 -F 

81.5 

76.6 

43.5 

Table  5.  Need  for  extractions  and  fillings. 


our  men  were  obese.  At  the  other  extreme, 
4%  of  adult  women  and  6%  of  adult  men 
were  underweight  (less  than  80%  of  stand- 
ard weight  for  given  age  and  sex).  Subcutane- 
ous fat  thickness  followed  the  same  pattern  of 
increase  with  age  and  at  levels  compatible  with 
increasing  obesity. 

Medical  and  Dental:  Physical  examinations  for 
49  signs  of  probable  or  possible  nutritional  sig- 
nificance were  performed  by  three  physicians. 
One  infant  with  marasmus  and  one  mentally  re- 
tarded child  with  pre-kwashiorkor  were  seen. 
Neither  case  was  a result  of  only  lack  of  cal- 
ories and/or  protein,  but  rather  of  a primarily 
situational  origin.  One  participant  was  a chron- 
ic arrested  pellagrin,  and  less  than  a dozen 
children  showed  the  end  results  of  rickets.  No 
cases  of  frank  beriberi  (thiamine  deficiency), 
scurvy  (vitamin  C deficiency),  or  xerophthalmia 
(vitamin  A deficiency)  were  found. 

Among  the  participants,  a variety  of  physical 
lesions  were  found  at  a relatively  low  level  of 
frequency.  Those  lesions  of  probable  nutritional 


significance  are  listed  according  to 

the  nutrient 

possibly  involved: 

Protein/ 

Abnormal  hair 

2% 

of  chil- 

Calorie 

(color/texture) 

dren 

Iron  or  B 

Filiform  papillary 

5% 

of  total 

Vitamins 

atrophy  of  tongue 

Vitamin  A 

Follicular  hyperkera- 
tosis of  skin 

2% 

of  total 

Vitamin  D 

Enlarged  wrists 

2% 

of  chil- 

dren 

Vitamin  C 

Diffuse,  swollen, 
red  gum  papillae 

3% 

of  total 

Riboflavin 

Angular  lesions 
of  lips 

1% 

of  total 

Glossitis 

1% 

of  total 

Iodine 

Visible,  enlargement 

1% 

of  total 

of  thyroid  gland 
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These  findings  suggest  that  a definite  public 
health  hazard  is  present  with  respect  to  goiter 
and  lack  of  iodine  intake.  The  other  clinical  le- 
sions imply  that  dietary  and  biochemical  data 
will  show  less  than  acceptable  food  intake  and 
body  fluid  levels  of  other  nutrients  in  a signifi- 
cant portion  of  our  survey  population. 

As  a part  of  our  preschool  (0-6  years)  chil- 
dren’s history,  immunization  information  was 
ascertained.  From  these  data,  53%  had  com- 
pleted the  DPT  series;  57%  had  polio  protec- 
tion; 44%  had  smallpox  inoculation;  and  39% 
had  measles  immunization. 


Dental  problems  resulted  in  decayed,  miss- 
ing, and  filled  teeth  (DMF);  evidence  of  disease 
of  the  supporting  gums — periodontal  disease 
index  (PI);  as  well  as  trouble  biting  or  chewing 
food.  The  overall  condition  of  teeth  and  gums 
was  very  poor.  However,  the  Texas  data  in  some 
aspects  were  superior  to  those  found  in  the  Na- 
tional Health  Examination  Survey  (Table  3). 


In  Texas  the  average  adult  participant  had  an 
average  of  almost  15  decayed  or  missing  teeth, 
of  which  one-half  were  decayed  at  the  time  of 
examination.  The  average  adult  had  only  1 filled 
tooth,  compared  to  a national  adult  average  of 
6.  The  pattern  of  dental  decay  began  in  the  5-9 
year  group  and  reached  adult  levels  after  age 
10  (Table  4). 

One  in  five  of  all  persons  in  the  Texas  survey 
had  a major  dental  plate,  either  full  upper  or 
lower  or  both.  Among  persons  age  17  and  over 
931  (78.2%)  had  no  dental  plates;  59  (5%) 
had  one;  and  201  (16.8%)  had  both.  Over 
90%  of  those  examined  had  one  or  more  cari- 
ous teeth  in  need  of  filling  or  extraction.  Little 
difference  was  found  between  children  and 


Age  Group 

Periodontal  Disease  No  Pockets 

Pockets 

Total,  5 & over 

45.4 

26.9 

18.5 

5-9 

8.9 

8.9 

— 

10-16 

35.2 

34.1 

1.1 

17-24 

50.0 

39.4 

10.6 

25-34 

53.3 

36.5 

16.8 

35-44 

66.3 

34.2 

32.1 

45-54 

81.6 

31.0 

50.6 

55-64 

85.6 

21.9 

63.7 

65 -f 

87.1 

20.2 

66.9 

Table  6.  Periodontal  disease. 


Food 

<1 

Mexican  American 
1-1.5 

> 1.5* 

<1 

Negro  American 
1-1.5 

>1.5 

<1 

Non-Latin 

1-1.5 

White 

>1.5 

% 

% 

% 

% 

7o 

7o 

7o 

% 

7o 

Legumes 

41 

21 

38 

89 

10 

1 

87 

10 

3 

Wleats 

59 

26 

15 

55 

19 

26 

53 

28 

19 

Poultry 

96 

3 

1 

93 

6 

1 

96 

4 

0 

Eggs 

15 

75 

10 

32 

64 

4 

28 

66 

6 

Cereals/  Bread 

29 

28 

43 

12 

83 

5 

7 

31 

62 

Tortillas 

33 

20 

48 

99 

0 

1 

98 

2 

0 

Vitamin  A Foods 

80 

18 

2 

79 

19 

2 

72 

25 

3 

Vitamin  C Foods 

49 

37 

14 

58 

35 

7 

33 

53 

14 

Wlilk/Dairy 

7 

19 

64 

25 

19 

56 

11 

31 

58 

Pastries 

75 

21 

4 

88 

11 

1 

60 

35 

5 

Number  of  times  served  per  day. 


Table  7.  Frequency  of  use  of  various  foods  among  f and  lies  in  three  ethnic  groups.  Figures  indicate  the  percent  of 
households  in  which  these  foods  are  served  <7,  7 to  1.5,  or  > 7.5  times  per  day. 
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Fig  4.  Growth  patterns  of  older  girls. 


Fig  5.  Mean  hemoglobin  levels  of  participants. 


adults.  In  one  in  three  persons  the  decay  pro- 
cess had  gone  so  far  that  at  least  one  extraction 
was  needed  (Table  5). 

In  45%  of  the  participants  the  gums  showed 
evidence  of  periodontal  disease — ranging  from 
10%  in  the  5-9-year-olds  to  50%  and  over  in 
persons  17  years  of  age  or  older.  Severely  de- 
structive periodontal  disease  with  pocket  forma- 
tion was  present  in  one  of  five  of  all  subjects 
examined,  and  it  also  increased  with  age  (Ta- 
ble 6). 

Of  all  persons  age  10  and  over,  312  (17.8%) 
had  trouble  with  either  biting  or  chewing.  For 
188  (10.7%)  it  involved  only  selected  foods; 
however,  86  (4.9%)  had  trouble  with  all  foods 
and  38  (2.2%)  had  difficulty  with  all  firm 
foods.  For  the  two  latter  groups,  these  problems 
might  necessitate  significant  alteration  of  food 
consumption. 

In  most  parts  of  Texas  the  water  contains  an 
appreciable  concentration  of  naturally  occurring 
fluoride.  In  many  communities  the  level  is  at  or 
near  protective  levels,  and  in  a few  regions  such 
as  West  Texas,  the  fluoride  concentration  in  the 
local  water  supply  far  exceeds  recommended 
levels  and  results  in  dental  marking. 

More  than  20  nutrients  were  measured  in  the 
blood  and/or  urine  from  more  than  3,800  per- 
sons. At  this  time,  only  nine  major  ones  have 
been  partially  analyzed.  A total  of  92  partici- 
pants (2.4%)  had  significant  amounts  of  glu- 
cose in  a random  urine  sample.  The  majority  of 
these  persons  were  unaware  that  they  might 
have  diabetes  mellitus,  and  were  not  under 
treatment.  All  were  referred  for  further  medical 
evaluation,  diagnosis,  and  therapy. 

Utilizing  biochemical  standards  developed  by 
the  National  Nutrition  Program  and  published 
in  the  “Manual  for  Nutrition  Surveys,  1963,” 
the  biochemical  values  have  been  classified  into 
categories  of  “deficient,”  “low,”  and  “accept- 
able” for  each  nutrient.  Our  overall  data, 
grouped  without  regard  to  age,  sex,  or  other 
physiologic  characteristics,  are  as  follows: 

% % % 
Deficient  Low  Acceptable 


Hemoglobin 

3 

8 

92 

Hematocrit 

4 

22 

78 

Plasma  carotene 

0 

1 

99 

Plasma  vitamin  A 

2 

18 

82 

Serum  vitamin  C 

4 

12 

88 

Total  serum  protein 

7 

16 

84 

Total  serum  albumin 

3 

19 

81 

Urinary  thiamine 

1 

9 

91 

Urinary  riboflavin 

6 

19 

81 

46 
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Mean  henioi’lohin  levels  (Fig  5)  of  both  male 
and  female  subjects  were  in  the  acceptable 
range  and  increased  with  age  during  the  first 
12  years.  With  the  onset  of  menses,  female 
mean  values  plateaued,  while  male  levels  con- 
tinued to  increase  until  the  late  teens.  In  both 
sexes  there  was  a downward  trend  among  sub- 
jects over  60  years  of  age.  The  percent  with 
“deficient”  and  “low”  values  had  three  peaks: 
(1)  in  early  school  age  (6-9  years);  (2)  the  high- 
est percent  in  women  15-34  years  of  age;  and 
(3)  in  elder  citizens  of  both  sexes.  Low  levels 
of  hemoglobin  were  present,  in  declining  order 
of  prevalence,  from  Negro  American  to  Mexican 
American  to  non-Latin  white  subjects. 

A similar  pattern  was  found  for  the  ratio  of 
red  cells  to  plasma  per  unit  of  blood  (hemato- 
crit). The  percent  of  low  values  was  several-fold 
greater  than  those  for  hemoglobin,  which  can- 
not be  interpreted  at  this  time. 

Mean  plasma  vitamin  A levels  (Fig  6)  were 
in  the  acceptable  range  and  increased  with  age. 
There  was  no  significant  sex  difference.  The  per- 
cent of  low  values  declined  with  age  from  a high 
of  40%  in  the  preschoolers  to  less  than  5% 
after  age  20;  and  was  higher  in  the  Mexican 
American  than  the  Negro  or  non-Latin  white 
participants. 

Mean  serum  vitamin  C levels  were  in  the  ac- 
ceptable range.  The  percent  of  low  levels  were 
greatest  in  non-Latin  white  subjects,  next  in  the 
Negro,  and  least  in  our  Mexican  American  par- 
ticipants. 

While  the  mean  total  serum  protein  and  serum 
albumin  levels  fell  in  the  acceptable  range,  from 
one  in  six  to  one  in  five  of  the  subjects  had  low 
values.  From  a nutritional  biochemical  view- 
point, the  serum  albumin  data  are  much  more 
meaningful.  We  did  not  expect  to  find  3%  of 
our  subjects  with  values  less  than  2.8  gm/100 
ml.  Up  to  twice  as  many  “deficient”  and  “low” 
levels  were  found  in  the  non-Latin  whites  as  in 
either  the  Mexican  or  Negro  American  partici- 
pants. 

Both  urinary  thiamine  and  rihojlavin  median 
values  fell  in  the  acceptable  range.  The  percent 
of  “low”  thiamine  values  was  twice  as  great  in 
non-Latin  white  subjects  as  in  either  of  the  other 
groups.  Likewise,  “low”  riboflavin  in  non-Latin 
subjects  revealed  a similar  pattern  but  at  IV2 
times  the  rate  of  the  other  groups. 

Only  our  hematologic  and  vitamin  A data  in- 
clude age  and  sex  characteristics.  The  other  five 
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Fig  6.  Mean  plasma  vitamin  A levels  of  participants. 


Lesion 

1968 

(%)  Texas 

1961 

(%)  Montana 

Filiform  papillary  atrophy  of  tongue 

5 

9 

Follicular  hyperkeratosis  of  skin 

2 

4 

Diffuse  swollen  red  gum  papillae 

3 

6 

Angular  lesions  of  lips 

1 

2 

Glossitis 

1 

<1 

Visible  enlargement  of  thyroid  gland 

5 

12 

Table  8.  Comparative  incidence  of  clinical  lesions. 


1968 

T (%) 

(%)  lAI 
T96I 

1965 

G (%) 

1966 

H (%) 

1965 

S (%) 

1966 

N (%) 

1966 

C R (%) 

1967 

P (%) 

Hemoglobin 

8 

9 

3 

5 

4 

2 

4 

5 

Plasma  Carotene 

1 

4 

Plasma  Vitamin  A 

18 

62 

11 

22 

23 

8 

17 

6 

Serum  Vitamin  C 

12 

1 

4 

2 

8 

1 

2 

6 

Total  Serum  Protein 

16 

2 

10 

4 

3 

8 

7 

Serum  Albumin 

19 

3 

Urinary  Thiamine 

9 

7 

25 

11 

2 

14 

49 

48 

Urinary  Riboflavin 

19 

16 

33 

11 

12 

4 

4 

24 

T;  Texas  M:  Montana  G:  Guatemala  H:  Honduras  S:  Salvador  N: 
Nicaragua  C R : Costa  Rica  P:  Panama 


Table  9.  “Low”  biochemistry  findings  recorded  in  var- 
ious populations. 
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basic  variants  have  not  been  completed.  It  must 
be  remembered  that  the  data  are  based  on  only 
80%  of  our  participants. 

Limited  dietary  analyses  have  been  complet- 
ed. The  frequency  \with  which  our  participants 
had  been  served  various  foods  is  summarized 
in  terms  of  number  of  times  these  foods  are 
served  daily  in  the  households  (Table  7)  by 
ethnic  groups. 

These  data  cannot  be  used  for  dietary  intake 
analyses;  they  do  suggest  that  the  intake  of  nu- 
trient sources  of,  at  least,  vitamins  A and  C, 
riboflavin,  calcium,  and  possibly  iron  and  pro- 
tein may  be  limited  in  a portion  of  our  survey 
families. 

Although  the  school  lunch  program  was  not 
available  at  the  time  of  the  summer  survey  ac- 
tivities, it  was  in  full  operation  during  the  Valley 
operations  in  November.  One  in  eight  of  all  our 
adolescents  did  not  participate  in  this  program. 
Only  a little  more  than  one-half  had  used  their 
school  lunch  program  the  full  five  days  per 
week. 

Nine  percent  of  our  teen-agers  reported  the 
ingestion  of  clay,  starch,  or  paper,  or  other 
forms  of  pica.  Both  Mexican  and  Negro  Ameri- 
cans reported  its  use. 

Nutrient  supplements  (vitamins  and/or  min- 
erals) were  utilized  by  some  of  the  570  adoles- 
cent, 31  pregnant  and  182  elderly  individuals 
on  whom  dietary  data  were  obtained.  Eighteen 
percent,  42%,  and  38%,  respectively,  of  these 
individuals  were  taking  such  supplements. 

Among  our  elder  citizens  (over  60  years  of 
age)  three  out  of  four  reported  they  had  made 
a change  in  what  they  ate  or  drank  in  the  past 
ten  years.  One  out  of  five  were  on  some  type  of 
special  diet. 


During  the  survey  field  operations  in  26  coun- 
ties, the  Food  Stamp  Program  was  in  effect  in 
three  counties,  and  the  Food  Commodity  Pro- 
gram in  an  additional  19  counties.  In  July,  Bex- 
ar, El  Paso,  and  Tarrant  counties  were  utilizing 
the  Food  Stamp  Program.  More  than  6,500 
families  (26,700  persons)  were  eligible,  and  a 
minimum  of  3,650  families  made  one  or  more 
purchases  during  that  month.  On  a statewide 
basis  190,000  persons  were  served  items  from 
the  Food  Commodity  Distribution  Program  in 
July  1968.  In  our  19  surveyed  counties  with 
such  programs  in  operation,  86%  of  the  86,- 
300  eligible  persons  received  commodities  in 
July,  1968.  Our  household  dietary  data  indicate 
that  less  than  10%  of  survey  participant  fami- 
lies were  recipients  of  either  the  Food  Stamp  or 
Food  Commodity  Programs  (less  than  16%  of 
those  with  incomes  under  $3,000). 

When  a nondiseased  population  eats  an  ade- 
quate diet,  such  as  outlined  in  the  Recommend- 
ed Dietary  Allowances  of  the  Food  and  Nutrition 
Board  of  the  National  Research  Council,  one 
would  not  expect  to  identify  clinical,  biochemi- 
cal, or  dietary  manifestations  of  nutrient  lack. 
Based  on  our  preliminary  examination  of  the 
data  from  the  Nutrition  Survey  in  Texas,  there 
is  a significant  amount  of  malnutrition  among 
participants  residing  in  the  103  lower  socio- 
economic enumeration  districts  in  Texas.  Until 
our  data  processing  and  analysis  have  been 
completed,  one  cannot  pinpoint  the  impact  of 
age  and  sex,  level  of  available  cash  income,  ed- 
ucational background,  ethnic  characteristics,  or 
location.  Suffice  it  to  say  that  we  have  sufficient 
data  to  state  that  these  nutritional  health  prob- 
lems are  not  restricted  to  any  one  segment  or  re- 
gion of  our  state. 

The  Nutrition  Survey  in  Texas  has  completed 
its  fact  finding  phase  of  operations  based  on  a 
random  sample  of  over  1,700  families  (7,300 
people),  of  whom  over  70%  were  involved  in 
both  parts  of  our  examination  proceedings.  This 
sample  adequately  represents  all  the  lower  so- 
cioeconomic levels  in  our  state.  Having  rigidly 
stayed  within  our  sampling  plan  we  will  be  able 
to  use  our  data  for  statewide  interpretation  and 
recommendations. 


48 


TEXAS  MEDICINE 


While  the  majority  of  our  subjects  did  not  re- 
veal evidence  of  malnutrition,  a few  did  have 
overt  clinical  manifestations  of  nutritional  defi- 
ciency disease.  A significant  number  of  subjects 
had  physical  lesions  (1  to  5%)  and  either  “de- 
ficient” (1  to  70/0)  or  “low”  (8  to  22%)  bio- 
chemical levels.  These  data  are  in  the  same 
order  of  magnitude  as  had  been  reported  for 
the  Montana  Indians  in  1961  and  among  rural 
communities  in  the  six  Central  American  coun- 
tries in  1965  through  1967  (Tables  8 and  9). 

Limited  dietary  data  at  this  time  support  the 
clinical  and  biochemical  findings. 

From  6 to  9 months  of  growth  retardation  in 
height  and  weight  was  found  in  our  preschool 
(0-5  years)  children.  During  school  years  (6-18 
years)  these  body  measurements  moved  upward 
in  weight  and  to  a lesser  extent  in  height — to 
more  closely  approximate  accepted  American 
norms.  Beyond  age  25  the  other  extreme  begins 
to  appear,  namely,  an  ever  increasing  preva- 
lence of  obesity,  particularly  in  women. 

In  spite  of  some  protection  by  naturally  oc- 
curring fluoride  in  our  water  supply,  severe  den- 
tal problems — both  decay  and  periodontal  dis- 
ease— were  found.  In  1 out  of  every  14  over  the 
age  of  10  years,  this  was  advanced  to  the  extent 
that  it  could  well  interfere  in  their  food  intake. 

Our  data  do  not  indicate  that  any  one  ethnic 
group  of  this  sample  was  primarily  affected,  it 
would  be  extremely  dangerous  to  extrapolate 
these  findings  to  other  socioeconomic  segments 
of  our  state’s  population,  let  alone  to  other 
states.  Not  until  many  more  state  surveys  have 
been  completed  will  there  be  valid  factual  data 
to  draw  national  conclusions,  interpretations, 
and  recommendations.  In  contrast,  we  in  Texas 
now  have  the  hard  facts  to  commence  to  inter- 
pret and  to  develop  recommendations  for  our 
people.  With  the  aid  of  appropriate  state  and 
local  governmental  agencies,  professional  and 
educational  groups,  and  food  production  and  in- 
dustry representatives,  we  plan  to  move  forward 
to  solve  our  nutritional  health  problems. 

The  real  story  of  the  Texas  Nutrition  Survey 
is  of  the  participants,  the  team,  and  the  state 
and  local  support.  Our  appreciation  never  can 


be  expressed  adequately  to  the  over  4,500  indi- 
viduals who  volunteered  to  participate  in  all 
phases  of  the  examination;  the  more  than  600 
local  government,  health,  school,  and  welfare 
persons  who  assisted  with  the  four  parts  of  the 
field  team  activities;  Dr.  James  E.  Peavy,  our 
Commissioner  of  Health,  and  his  staff;  Dr.  J.  W. 
Edgar  and  his  staff  of  the  Texas  Education 
Agency;  and  to  the  staff  and  consultants  of  the 
National  Nutrition  Program  plus  the  Food  and 
Drug  Division.  It  was  a remarkable  survey  team 
of  25  professionals  and  63  allied  health  person- 
nel, of  whom  51  were  undergraduates  or  very 
recent  graduates  of  universities  within  our  state. 
Five  of  six  team  members  were  residents  of  our 
state,  and  one  out  of  three  was  fully  at  home 
with  both  the  Spanish  and  English  languages. 
Our  professionals  included  six  physicians  and 
three  dentists.  The  survey  is  probably  respon- 
sible for  consolidating  and/or  altering  a number 
of  our  student  team  members’  career  training 
plans.  From  our  team,  four  persons  have  joined 
the  New  York  State  Survey,  one  the  Kentucky 
Survey,  and  two  the  forthcoming  Michigan 
study.  An  additional  30  have  applied  to  join 
future  state  surveys  during  the  summer  recess 
of  1969.  Every  one  of  the  88  team  members 
functioned  superbly.  To  single  out  only  a few 
members  will  be  unfair.  However,  without  our 
codirector,*  Dr.  Fratis  L.  Duff  of  the  Texas  State 
Health  Department;  our  deputy  director  Dr.  Vir- 
ginia Blocker;  and  our  section  chiefs,  Mr.  Mar- 
tin Towler,  Mr.  Edwin  Bridgforth,  Mr.  Earl  Schu- 
bert, Dr.  Earl  Dawson,  Mr.  Meredith  Lewis,  Miss 
Ann  Fogelman,  Miss  Cleo  Arnett,  Miss  Karin 
Werrbach,  Dr.  Jorge  Cabrera,  Dr.  William  Buck- 
ner, Mr.  Malcolm  Adams,  Dr.  Buford  Nichols, 
Dr.  Sidney  Kaliski,  and  Mr.  Peter  Moore  the 
whole  operation  would  not  have  been  possible. 
It  was  a team  effort! 


*Editor's  Note:  The  other  codirector  was  Dr.  William 
J.  McGanity,  professor  and  chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology,  University  of  Tex- 
as Medical  Branch,  Galveston,  who  prepared  this  report. 
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IDENTIFYING  THE  PHYSICALLY  ABUSED 

CHI-.D 


ALBERT  I.  HARTLEY,  M.S.W. 

Under  Texas  law,  physicians  are  immune 
from  civil  and  criminal  liability  in  report- 
ing cases  of  physical  abuse  of  a child. 
Nevertheless,  it  may  be  difficult  to  deter- 
mine whether  or  not  a child’s  injuries  are 
in  fact  a result  of  deliberate  maltreat- 
ment. This  article  offers  guidelines  which 
may  help  the  physician  decide  what 
course  of  action  will  (1)  be  of  maximum 
value  to  the  child’s  welfare,  and  (2)  ful- 
fill his  own  legal,  ethical,  and  moral  as 
well  as  medical  responsibilities. 

AN  EXPLORATORY  STUDY  of  20  cases  of  physi- 
cally abused  children  cared  for  at  The  University 
of  Texas  Medical  Branch  was  made  to  determine 
if  criteria  could  be  established  to  help  physi- 
cians differentiate  between  the  young  accident 
victim  and  the  victim  of  imposed  physical 
abuse.  A factual  basis  was  also  sought  for 
guidelines  for  Texas  physicians  in  fulfilling  the 
legal,  ethical,  and  therapeutic  demands  of  car- 
ing for  the  physically  maltreated  child.  Certain 
patient  and  family  characteristics  that  could  be 
detected  easily  in  the  initial  doctor-patient-fam- 
ily interchange  were  distinguished.  Some  con- 
siderations of  action  by  the  physician,  peri- 
pheral to  the  direct  medical  attention  given  to 
the  patient,  are  discussed. 

Background:  In  November  of  1961,  Dr.  Henry  C. 
Kempe  of  Denver,  Colo.,  became  aware  that  on 
one  day,  four  battered  children  were  patients  in 
the  Colorado  General  Hospital.  Three  of  them 
are  now  dead.’^  Reporting  on  physically  abused 
children,  Kempe  popularized  the  term  “battered 
child  syndrome”  and  focused  national  concern 


on  the  dimensions  of  the  problem  and  the  need 
for  action."  Since  1960,  48  states  have  passed 
laws  regarding  the  reporting  by  physicians  of 
child  abuse.  The  Texas  Legislature  enacted  a 
permissive  law  in  1965  giving  civil  and  criminal 
immunity  to  reporting  physicians. ^ 

Child  abuse  has  been  studied  in  terms  of 
incidence,  or  rate,  at  the  national  and  local 
levels  for  many  years.  Studies  in  terms  of  major 
presenting  symptoms  are  more  recent.  The  re- 
sults of  these  studies  may  have  had  less  impact 
than  one  direct  exposure,  but  they  have  helped 
by  relieving  the  physician  of  the  feeling  that  he 
was  alone  with  an  extraordinary  phenomenon 
that  he  must  attack  intuitively  and  individually. 

The  pervasive  feeling  exists  in  all  age,  eco- 
nomic, and  social  strata  of  our  society  that 
battering  children  is  deviant  behavior  and  is 
clearly  opposed  to  our  legally  and  socially  de- 
fined norms.  In  normal  persons,  child  abuse 
may  evoke  an  emotional  response  that  is  strong 
enough  to  block  recognition,  or  to  result  in 
irrational  behavior.  The  extremes  in  reactions 
may  be  epitomized  in  denial  of  the  reality  that 
abuse  was  deliberately  inflicted,  or  in  moves 
aimed  at  severe  prosecution  of  the  abuser. 

Frequently  we  lose  our  objectivity  when  we 
are  confronted  with  an  injured  child.  This  is  well 
reflected  in  even  the  more  controlled  studies 
of  the  topic. ^ The  potential  for  being  designated 
as  a battering  parent  is  present  in  all  of  us. 
Physical  punishments  of  a child,  after  a long 
period  of  professional  proscription,  have  re- 
gained acceptance.  The  established  point  on 
the  continuum  marked  by  harsh  words,  severe 
punishments,  and  battering  of  the  child  fluc- 
tuates for  each  of  us. 
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A principle  of  pediatric  practice,  children  are 
dependent,  is  emphasized  by  the  problem  of 
child  abuse.  The  recognition  of  a need  for  medi- 
cal care,  the  presentation  of  the  child,  develop- 
ment of  the  history  for  symptoms,  and  the 
treatment  are  adult  activities.  It  is  in  the  nature 
of  the  problem  that  the  physician  will  be  faced 
with  elements  of  unreality.  Discrepancies  be- 
tween the  explanation  offered  by  the  parents 


and  a reasonable  accounting  for  the  child’s 
injuries  are  frequently  the  first  indicators  of 
deliberate  abuse.  An  infant  unable  to  walk  or 
crawl  who  “got  into’’  a caustic  solution  gives 
cause  to  doubt.  Inadequate  allegations  (“All  I 
did  was  lift  him  out  of  his  crib’’)  in  the  pres- 
ence of  multiple  bone  fractures  must  raise  the 
question  of  a false  history. 


Case 

Age 

Sex 

Presenting 

Complaint 

Admitting  Diagnosis 

Final  Diagnosis 

1 

6 

F 

Seizures 

Seizures,  bruising 

Seizure  disorder 

2 

1 

F 

Scratches,  bruises 

Lacerations,  bruises,  abrasions, 
healed  fractures,  multiple 
skin  scars 

"Battered  child  syndrome" 

3 

6 mo 

F 

Bruised,  lethargic 

Fractured  skull,  multiple 
severe  bruises 

Fractured  skull,  severe  bruising 

4 

9 mo 

F 

Prolapsed  rectum 

Prolapsed  rectum 

Anemia,  prolapsed  rectum, 
healed  untreated  fractures 

5 

2 

IVl 

Won't  grow,  sick 

Severe  malnutrition 

Multiple  old  fractures, 
malnourished  child 

6 

1 

M 

Bad  cold 

Pneumonia,  broken  rib 

Many  fractures  in  rib  cage, 
pneumonia,  fractured  skull 

7 

7 mo 

F 

Seizures 

Seizure  disorder, 
bruised  about  head 

Seizure  disorder,  bruised  about  head 

8 

1 

M 

Infected  penis, 
stiffness  of  legs 

Contact  dermatitis 

Healed  fractures,  badly  bruised 
posterior,  dermatitis 

9 

11 

IVl 

Broken  arm 

Residuals  of  trauma, 
broken  arm 

Broken  arm 

10 

1 

IVl 

Broken  leg 

Broken  leg,  extensive 
bruising 

Broken  leg,  extensive  bruising 

11 

3 mo 

IVl 

Broken  right  thigh 

Broken  right  thigh,  healed 
fracture  of  right  arm 

Broken  right  thigh,  healed 
fracture  of  right  arm 

12 

9 mo 

F 

Bruised  and 
swollen  face 

Bruised  and  swollen  from 
physical  trauma  to  head 

Severely  bruised  face  and  head 

13 

1 

Wl 

Seizures,  diarrhea 

Anemia,  seizure  disorder, 
diarrhea 

Fractured  skull,  severe  and  extensive 
bruising,  possible  broken  neck 

14 

1 

F 

Burn  on  foot 

2nd  and  3rd  degree  burn 
of  right  foot 

Old,  healing  and  new  fractures; 

2nd  and  3rd  degree  burns  of  right 
foot  and  ankle 

15 

9 mo 

M 

Meningitis 

Possible  meningitis 

Trauma  to  the  head,  multiple 
bruises,  meningitis 

16 

2 

F 

Won't  walk 

Failure  to  thrive 

Multiple  old  fractures,  diarrhea 

17 

10 

F 

Incontinent,  encopretic, 
burned 

Incontinent,  encopretic, 
burn  on  back 

Incontinent,  encopretic,  burn  on  back, 
emotional  disorder 

18 

8 

F 

Attacked,  passing  blood 
between  legs 

Sexual  molestation 

Sexual  molestation 

19 

5 

F 

Growth  on  rectum 

Rash,  possible  VD 

Acquired  syphilis 

20 

8 

F 

Stuck  nail  in  foot 

Infected  wound  in  foot, 
bizarre  behavior, 
possible  hallucinations 

Infection  of  wound  in  foot,  reactive 
emotional  disorder  probably  due  to 
attempted  sexual  molestation 

Table  1.  Patient  and  problem  classifications. 
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Child  abuse  seldom  is  witnessed  by  objective 
reporters.  The  abused  child  is  often  too  young 
to  give  verbal  testimony.  One  study  of  30  older 
children  showed  that  only  2 were  not  judged  as 
being  so  damaged  physically  or  emotionally 
that  they  required  institutionalization.®  A parent 
is  most  often  the  abuser  of  children  presented 
for  medical  care,  and  the  marriage  partner 
tends  to  support  and  protect  the  abusive  mate. 

Questionable  child  abuse  is  a family  affair. 
Perhaps  because  of  more  responsibility  and  ex- 
posure to  child  care,  the  mother  appears  in  the 
role  of  abuser  more  frequently  than  the  father. 
Single-parent  families  and  those  with  step- 
parents make  up  a small  number  of  the  families 
with  abused  children,  but  they  are  over-repre- 
sented for  their  numbers  in  the  general  popula- 
tion.*^ Socioeconomic  class  of  the  family  is  not 
a guide  in  the  identification  of  abusive  parents, 
nor  is  their  attained  educational  level.  The 
characteristic  most  often  present  prior  to  an 
instance  of  child  battering  is  serious  social 
difficulty;  60%  of  the  families  of  one  study 
evidenced  this  trait  in  that  at  least  one  parent 
had  been  a central  figure  in  domestic,  juvenile, 
or  criminal  court  action.® 

Method  and  Scope  of  Study:  Our  concern  in  this 
study  was  with  criminal  physical  abuse  imposed 
on  the  child.  We  do  not  understand  crimes  of 
violence  as  well  as  we  do  those  with  an  eco- 
nomic motive.  Murders,  sexual  assaults,  and  the 
battering  of  children  are  difficult  to  assimilate 
into  our  frames  of  reference  because  of  the 
subjectively  determined  motives  and  the  obscu- 
rity of  the  gains.  We  expect  behavior  to  be 
directed  towards  the  attainment  of  goals  com- 
monly accepted  in  our  value  system.  In  this 
study  we  did  not  try  to  determine  why,  but  to 


Ra  ce , 

Sex  W N L 0 Total 

iviaie  2 5 1 8~ 

Female  6 3 2 1 12 

Total  8 8 3 1 20 

W:  White  N:  Negro  L;  Latin  0:  Oriental 

Table  2.  Race  and  sex  of  subjects. 


learn  who  were  the  principals  in  the  cases  seen 
at  this  installation. 

The  selection  of  subjects  was  made  from  a 
listing  arranged  chronologically  beginning  in 
June  1966  (Table  1).  The  arbitrarily  determined 
number  of  20  cases  was  achieved  in  the  first 
21  cases  so  listed.* 

The  central  technique  of  this  study  was  the 
manipulation  of  patient  and  family  social  char- 
acteristics with  observation  of  the  results  for 
profiles  of  susceptibility.  Age,  race,  sex,  and 
sibling  relationship  categories  were  established 
and  relied  on  heavily  as  being  features  that  are 
obvious,  easily  obtained,  and  routinely  devel- 
oped by  most  physicians  caring  for  children. 
Distribution  of  the  subject  population  by  sex 
and  racial  categories  can  be  seen  in  Table  2. 

The  study  population  was  not  large  enough 
for  meaningful  mathematical  measures  of  cen- 
tral tendency,  of  weighted  variation,  and  of  co- 
efficient relationships  between  concepts.  The 
number  distribution  of  subjects  by  race  and  sex 
correlated  well  with  the  general  pediatric  patient 
population  at  this  installation. 

The  approach  to  study  was  one  of  structural 
analysis  of  the  nuclear  family  of  orientation  for 
the  deliberately  abused  children.  The  nuclear 
family  was  taken  as  a stable  reference  point 
identifiable  as  a unit  amenable  to  classification 
of  its  components  by  status  within  the  unit.  The 
family  unit  was  treated  as  extricable  from  the 
processes  and  relationships  with  other  social 

*The  case  eliminated  was  discarded  because  the  im- 
posed abuse,  neonatal  dependence  on  heroin,  was  not 
believed  to  be  of  a nature  that  would  contribute  to 
our  purposes  in  this  study. 
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units.  Comparisons  were  made  of  descriptive 
characteristics  of  the  components  of  these  units. 

The  frequency  with  which  caretaking  adults 
other  than  both  natural  parents  occurred  in  this 
sample  make  it  necessary  to  define  some  terms 
with  meaning  restricted  to  this  study.  Both 
“parents”  and  “caretakers”  were  used  to  des- 
ignate the  adult  parent  figures  to  the  subject  at 
the  critical  instance. 

The  Children:  The  age  range  of  the  children  was 
from  3 months  through  11  years;  14  were  less 
than  3 years  of  age.  There  were  no  3-to-5-year- 
olds.  The  older  age  levels  were  about  equally 
represented. 

Seven  of  the  8 boys  were  younger  than  3 
years  of  age.  The  ages  of  the  12  girls  arrayed 
more  evenly  but  7 were  less  than  3 years  old; 
3 of  the  older  girls  sustained  overt  sexual  abuse. 

Thus,  at  the  ages  when  physical  abuse  is 
most  apt  to  occur,  there  were  7 boys  and  7 girls 
in  this  study  sample.  Among  the  younger  chil- 
dren the  sex  characteristic  alone  did  not  seem 
to  be  of  importance.  At  ages  above  5 years  the 
girl  was  much  more  likely  to  be  abused,  and  her 
abuse  was  often  related  to  her  feminine  char- 
acteristics. 

Comparisons  of  the  numbers  of  children  by 
sex  and  race  indicated  that  white  girls  were 
more  often  the  victims  of  imposed  abuse. 
Abused  white  children  were  predominately  girls; 
abused  Negro  children  were  predominately  boys 
(Table  2). 

The  sex  and  racial  characteristics  of  the 
children,  when  considered  together,  made  two 


Sibling  W 

N 

L 

0 

Total 

Relationship  W1  F 

IW  F 

Wl  F 

Wl  F 

Wl 

F 

Total 

Only  Child  1 1 

Sibling  Order  with 

Other  Children  in 
the  Family: 

2 1 

3 

2 

5 

Oldest  Child 

0 

Oldest  Boy 

0 

Oldest  Girl  3 

1 

4 

4 

Youngest 

Child  1 3 

3 

1 

5 

3 

8 

Undistinguished 
by  Sibling 

Order 

2 

2 

4 

4 

Total  2 7 

5 3 

1 2 

1 

8 

13 

21* 

*0ne  white  girl  was  oldest  girl  and  youngest  child. 

Table  3.  Sibling  relationships 

of  subjects  in 

their  families 

by  race  and  sex. 

Age 

W 

Wl  F 

N 

Wl 

F 

L 

Wl 

F 

C 

Wl 

1 

F 

Total 

Wl  F 

Total 

15 

1 

1 

1 

16 

2 

2 

2 

21 

2 

2 

2 

22 

1 

2 

2 

1 

3 

24 

1 

1 

1 

25 

1 

1 

2 

2 

26 

2 

2 

2 

27 

1 

1 

1 

1 

2 

28 

1 

1 

1 

29 

2 

2 

2 

32 

1 

1 

1 

1 

2 

3 

34 

1 

1 

2 

2 

38 

1 

1 

1 

1 

2 

39 

1 

1 

1 

42 

1 

1 

1 

2 

1 

3 

44 

1 

1 

1 

52 

1 

1 

1 

Unknown 

1 

1 

3 

2 

1 

1 

5 

4 

9 

Total 

8 

6 

8 

8 

4 

4 

0 

2 

20 

20 

40 

Table  4.  Age  by  race  of  caretakers  of  abused  children. 
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discernible  classes  that  were  unusually  suscep- 
tible to  abuse:  The  Negro  boy  was  almost  twice 
as  likely  to  be  abused  as  the  Negro  girl.  The 
white  girl  appeared  to  be  in  three  times  as 
much  danger  as  the  white  boy. 

Sibling  relationships  of  the  children  were 
considered  by  race,  sex,  and  sibling  order 
(Table  3).  There  were  no  instances  wherein  the 
oldest  child,  nor  the  oldest  boy,  was  abused 
when  there  were  other  children  in  the  family. 
Only  four  of  the  subjects  were  undistinguished 
in  the  sibling  constellations. 

Conspicuous  positions  in  the  structure  of  the 
families  seemed  to  be  significantly  dangerous 
for  the  child.  All  Negro  boys  abused  were  either 
the  only  child  or  were  the  youngest  of  several 
children.  The  white  girls  all  held  distinguishable 
positions  as  only,  oldest  by  sex,  or  youngest 
child  in  the  family.  The  only  child  appeared  in 
this  study  as  a frequent  target  of  abuse;  how- 
ever, the  youngest  child  of  several  was  even 
more  likely  to  be  abused. 

The  Parents;  The  known  ages  of  the  parents  of 
the  subjects  ranged  from  15  to  52  years 
(Table  4).  The  ages  of  five  of  the  fathers,  and 
of  four  mothers  could  not  be  established.  Arrays 
of  the  ages  of  the  fathers,  the  mothers,  and  of 
combinations  indicated  relatively  even  distribu- 
tion throughout  the  range  established.  In  our 
accepted  model  family  the  father  is  older  than 
his  wife.  Four  instances  of  age  inversions  were 
observed  among  the  15  parental  pairings  that 
could  be  examined.  The  magnitudes  of  these 
inversions  were  four,  five,  six  and  eight  years. 

Examination  of  the  parental  pairs  by  racial 
composition  indicated  that  three  pairings  were 
cross-racial.  In  two  of  these,  the  wife  was  born 
in  the  Orient  of  Oriental  racial  stock.  The  two 
fathers  were  a white  and  a Latin.  The  subject 
child  of  one  of  these  pairings  was  an  adopted 


Relationship 

W/W 

N/N 

L/L 

W/L 

L/0 

W/0 

Total 

Natural  Parents 

5 

5 

2 

1 

1 

14 

Mother  Alone 

2 

1 

3 

Adoptive  Parents 

1 

1 

Foster  Parents 

1 

1 

Other 

1 

1 

Total 

6 

8 

3 

1 

1 

1 

20 

Table  5.  Caretaker  relationships  to  subjects  at  the  time 
of  abuse.  Subject  numbers  listed  by  racial  pairings  of 
caretakers. 


child.  The  third  set  of  parents  in  this  category 
were  Latin  and  white. 

Only  14  of  the  caretaker  relationships  were 
with  both  natural  parents  of  the  child  (Table  5). 
Three  children  were  living  with  the  single  female 
parent;  one  child  was  with  her  adoptive  parents; 
one  child  was  in  foster  placement;  and  one 
child  was  living  with  an  unrelated  single  woman. 

The  unusually  high  number  of  indicators  of 
social  disruption  demonstrated  by  the  caretaker 
relationships  in  this  population  is  in  agreement 
with  other  studies.  Six  of  the  children  were  with 
other  than  both  natural  parents.  Four  age 
inversions  among  the  parental  pairings,  and  the 
three  cross-racial  pairings  were  substantiative 
characteristics  suitable  for  “suspicion  indexing.’’ 

Conclusions:  The  safety  of  the  child,  and  the 
protection  of  the  parents  from  unfounded 
accusation,  must  be  prominent  considerations 
by  the  physician  contemplating  the  reporting 
under  Texas  legislation  of  an  injury  to  a child. 
The  physician  is  under  no  obligation  to  identify 
an  abuser.  He  is  a central  figure  in  the  identifi- 
cation and  management  planning  of  the  abused 
child. 

Identification  of  the  deliberately  abused  child 
in  the  absence  of  an  admission  by  the  abuser, 
an  accusation  by  the  child’s  adult  caretaker, 
or  clear  physical  distinction  between  accidental 
injury  and  inflicted  maltreatment  is  a significant 
problem.  The  physician  must  consider  the 
special  nature  of  the  physician  and  patient 
relationship,  the  distaste  of  officious  meddling, 
and  the  necessity  for  protective  services  when 
he  suspects  he  is  viewing  a physically  abused 
child.  Absolute  verification  of  the  causative 
agent  is  unlikely  at  the  time  of  greatest  need. 
The  bases  for  the  clinical  judgment  may  be 
expanded  through  attention  to  structural  char- 
acteristics of  the  family. 
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Seven  possible  family  characteristics,  when 
seen  in  combinations,  were  highlighted  in  this 
study  as  indicators  of  a climate  of  risk  for 
children: 

1.  The  child  is  age  three  months  to  three 
years. 

2.  The  child  is  a white  girl  or  a Negro  boy. 

3.  The  child  is  neither  the  oldest  child  nor 
the  oldest  boy  and  there  are  other  children  in 
the  family. 

4.  The  child  is  the  oldest  girl,  youngest 
child,  youngest  child  by  sex,  or  is  an  only  child. 

5.  The  mother  is  older  than  the  father. 

6.  The  parents  have  crossing  of  racial  or 
cultural  backgrounds. 

7.  The  child  was  not  living  with  both  natural 
parents. 

An  opinion,  as  with  any  diagnosis  and  treat- 
ment plan,  should  be  shared  with  the  caretakers 
by  the  physician.  Parental  behavior  in  response 
can  be  viewed  as  indicative  of  their  role  in  the 
injuries  sustained  by  the  child,  and  may  serve 
to  strengthen  or  obliterate  suspicion.  There  are 
predictable  responses  that  cast  a poor  prog- 
nosis if  the  child  is  not  given  protection.'^ 

Massive  denial  of  abusive  behavior  or  of  any 
personal  problem  is  unusual  behavior  for 
parents  who  are  concerned  for  the  welfare  of  an 
injured  child.  Rage,  hostility,  and  the  acting 
out  of  emotion  by  the  parents  would  not  be 
anticipated  if  the  presentation  of  the  opinion 
indicates  that  the  physician’s  interest  in  the 
patient  is  paramount.  Challenge  of  the  physi- 
cian’s motives,  and  the  demand  that  the 
relationship  be  authority-based  would  not  augur 
well  for  the  child’s  safety. 

The  single  most  decisive  behavioral  response 
— expressed  guilt  feelings — is  presented  by 


responsible  parents  even  when  the  child  is  the 
victim  of  abuse  by  others,  or  is  a victim  of  a 
true  accident.  Discrimination  by  the  physician 
between  feelings  of  guilt  because  of  their  paren- 
tal failure  to  provide  for  or  protect  the  child, 
and  fear  of  being  indicted  may  be  a crucial 
judgment. 

Where  there  is  a climate  of  risk,  physical 
injury  with  questionable  cause,  and  parental 
behavior  consonant  with  poor  prognosis  for  the 
child’s  safety  in  his  own  home,  it  is  necessary 
that  the  instance  be  brought  to  attention  under 
the  provisions  of  the  Texas  statute  on  the 
reporting  by  physicians  of  injuries  to  children. 
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PROBLEMS 

AT  PRESGHOOL 

MEDIGAL 

EXAMINATIONS 
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Routine  preschool  medical  examinations 
should  include  screening  tests  designed 
to  detect  deficits  in  sensorimotor,  per- 
ceptual, and  language  skills  which  may 
interfere  with  normal  scholastic  prog- 
ress. The  author  describes  one  such  test, 
and  also  points  out  areas  of  function 
which  should  be  studied  when  results  of 
a screening  test  indicate  a need  for  indi- 
vidual detailed  evaluation  of  a child’s 
neurological  efficiency. 

AMONGST  THE  VARIOUS  medical  responsi- 
bilities to  child  and  family,  higher  priority  must 
be  allotted  to  scholastic  aspects.  In  the  early 
years,  the  physician  assumes  responsibility  for 
developmental  guidance.  When  the  child  enters 
school,  the  doctor  is  prone  to  relinquish  his 
role  to  school  psychologists  or  counselors  who, 
while  skilled  in  academic  areas,  may  lack  ex- 
perience in  relating  the  indigenous  physical  and 
social  behavioral  problems  of  this  age  group 
with  scholastic  aptitude.  The  physician,  simi- 
larly unknowing  about  scholastic  performance, 
will  overrate  the  child’s  ability  almost  in  the 
same  proportion  that  the  educator  underrates  it. 

Proficient  school  work  in  the  early  years 
depends  as  much  upon  sensorimotor,  percep- 
tual, and  language  efficiency  as  upon  intellec- 
tual capacity.  The  standard  pediatric  examina- 
tion is  not  designed  to  evaluate  all  of  the 
reasons  for  school  failure.  Methods  must  be 
sought  whereby  we  can  learn  why  a normal 
child  with  average  or  higher  intelligence  from 
a healthy  home  environment  fails  in  school. 


With  some  reorientation  and  modification  of 
the  preschool  medical  examination,  the  medical, 
psychological,  and  educational  differences  can 
be  bridged. 

In  order  to  interchange  meaningful  informa- 
tion with  school  officials,  the  preschool  exam- 
ination must  include  evaluation  of  gross  motor 
function,  fine  patterned  movements,  perceptual 
motor  skills,  sensory  integration,  language 
skills,  and  complex  integration  skills. 

Philosophy  of  Evaluation;  Since  there  are  so 
many  children  who  appear  for  medical  assess- 
ment because  of  potential  failure  in  school,  two 
methods  of  evaluation  are  required:  (1)  group 
screening,  and  (2)  individual  detailed  evaluation. 

Group  Screening:  Until  the  physician  can 
intelligently  select  those  children  who  require 
intensive  study  because  of  academic  failure  he 
will  be  overwhelmed  by  the  numbers  of  children 
referred,  because  school  difficulty  is  sympto- 
matic of  social-environmental  stresses  as  well 
as  neurological  inefficiency  and  maturational 
delay. 

A 36-item  test,  the  Meeting  Street  School 
Screening  Test  for  Learning  Disorder,  has  been 
designed  to  help  identify  children  6-7V2  years 
old  who  have  normal  intelligence  but  may  have 
potential  learning  problems  on  the  basis  of 
neurological  inefficiency.  The  test  items  evalu- 
ate essential  functional  skills.  The  items  have 
been  standardized,  objectified,  and  validated 
against  a large  sample  of  a normal  school  popu- 
lation. Failure  to  perform  four  or  more  items  is 
considered  an  indication  of  possible  learning 
disorder;  seven  or  more  items  failed  correlates 
highly  with  failure  of  grade  promotion. 

Six  areas  provide  clues  to  potential  learning 
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Extend  arms  frontward,  10  seconds 
Stand  on  one  foot,  5 seconds 
Astereognosis  (satin,  ball,  key,  coin,  block) 

Eye-hand  coordination  (draw  line  down  middle  of  straight  and  curved  road) 
Draw  a square 

Articulation  errors  (repeat  sentences) 

Abstract  reasoning  (select  appropriate  word  for  sentence  and  finish  same) 


Table  I.  Items  most  commonly  failed  by  6-7V2-year-olds  who  fail  the  Meeting  Street  School  Screening  Test  for 
learning  disorders. 


(difficulty  on  a neurological  basis.  Of  355  nor- 
mal children  ages  6-71/2  years,  95%  passed 
items  in  these  areas  successfully: 

1.  Balance:  Stand  straight,  eyes  closed,  15 
seconds. 

2.  Gross  motor  synchronization  and  co- 
ordination: With  eyes  open,  hold  arms  out  front, 
held  equally,  5 seconds;  arms  above  head  v/ith- 
out  deviation,  5 seconds;  turn  hands  over  and 
back  smoothly,  4 times. 

3.  Fine  motor  coordination:  With  eyes  closed, 
touch  fifth  finger  to  tip  of  nose,  concise. 

4.  Motor  speech:  Open-close  mouth  smooth- 
ly, 5 times. 

5.  Extra-ocular  motility:  At  10-inch  distance, 
follow  a pencil  laterally,  medially,  up-down,  and 
diagonally. 

6.  Stereognosis:  Discriminate  right  and  left 
hands,  key,  coin,  and  button. 

Children  who  cannot  pass  these  items  likely 
will  fail  the  first  or  second  grade.  Additional 
screening  items  of  high  significance  are: 

1.  Gross  motor  skills:  Skip  across  the  room, 
walk  around  the  room,  run  around  the  room. 
Observe  for  awkward,  shifting  patterns. 

2.  Fine  patterned  movements  (finger  dex- 
terity) with  eyes  open:  Touch  each  finger  to 
thumb,  both  hands  simultaneously  at  one-sec- 
ond intervals;  repeat  with  eyes  closed.  Say 
“Puh-tuh-kuh”  at  rate  of  each  sound  of  one  per 
second;  repeat  in  sequence  three  times  without 
error. 

3.  Perceptual  motor:  Draw  a diamond  in 
both  a vertical  and  horizontal  plane  without 
deviation. 

4.  Sensory  integration:  Stereognosis,  as 


previously  described.  Graphesthesia — show  a 
child  the  following  sequences:  circle,  cross, 
square,  triangle.  He  then  closes  his  eyes  and 
the  examiner  draws  the  patterns  on  the  forearm, 
right  then  left. 

5.  Language  skills:  Articulation:  Ask  the 
child  to  repeat  the  sentence,  “The  girl  thinks 
the  cowboy  on  TV  is  real.’’  Circle  errors  with 
th,  s,  and  r.  Auditory  discrimination:  Select 
proper  word  in  “Jack  has  a (fat)  (sat)  (hat).’’ 
Auditory  discrimination:  Repeat  this  sentence 
after  listening  once:  “Tom  has  lots  of  fun  play- 
ing ball  with  his  sister.’’  Symbol  recognition  for 
auditory-visual  association:  Read  these  words  or 
name  the  letters:  He,  Come,  Big,  See. 

6.  Complex  integrative  skills:  With  eyes 
closed,  ask  the  child  to  raise  his  left  arm,  right 
leg,  left  arm,  touch  right  ear  with  left  hand. 
Determine  awareness  of  right-left  discrimina- 
tion. 

Children  who  fail  the  36-item  MSSST  usually 
fail  the  items  listed  in  Table  1,  therefore,  these 
are  excellent  screening  items. 

A word  of  caution  concerning  the  develop- 
mental nature  of  the  test  is  appropriate.  In 
many  children,  ability  to  perform  certain  items 
improves  by  age  7,  and  erroneous  predictions 
are  possible  unless  there  is  an  awareness  of  the 
maturational  nature  of  these  skills.  The  items 
are:  Gross  motor  skills — hop,  skip,  run;  fine 
motor  skills — finger  dexterity;  language  skills — 
auditory  discrimination  and  auditory-visual  as- 
sociation; muscle  trunk  strength — sit  from 
supine;  position  in  space — circle  flower  that  is 
different.  Table  2 provides  more  information 
about  this  important  area. 

Persistence  of  immature  performance  of 
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ITEMS  MOST  STABLE  OVER  AGE  RANGE 

GROSS  MOTOR  SKILLS 

Changing  gait  patterns — skipping 

FINE  MOTOR  SKILLS 

Bilateral  synchronous  skills — touch  forefinger  to  thumb,  both 
hands  simultaneously 

VISUAL  PERCEPTUAL  SKILLS 

Foreground-background  discrimination  by  tracing  a star  super- 
imposed upon  another  star 

VISUAL  PERCEPTUAL  MOTOR  SKILLS 
Draw  a square,  a diamond 
LANGUAGE  SKILLS 

Symbol  recognition  by  reading  words  and  naming  letters 
Ability  to  communicate  by  written  symbol  by  writing  name 

ITEMS  V/HICH  CHANGE  OVER  AGE  RANGE 
Change  Between  6-61/2  Years 

GROSS  MOTOR  SKILLS 

Balance — hop  along  line  on  one  foot;  then  the  other 
Trunk  strength — sit  up  from  supine 

FINE  PATTERNED  MOVEMENTS 

Eye-hand  coordination  and  finger  dexterity  by  picking  up  10 
sticks  and  placing  them  in  a box  within  10  seconds;  also,  wind- 
ing a 12-inch  length  of  thread  on  a spool  in  12  seconds 

Changes  Between  6V2-7  Years 

VISUAL  PERCEPTUAL  MOTOR  SKILLS 

Ability  to  draw  a line  down  middle  of  a curved  road  without 
touching  the  sides 

LANGUAGE  SKILLS 

Abstract  reasoning  by  filling  in  appropriate  words  to  complete 
sentence 

Auditory  retention  by  properly  repeating  a sentence  read 

ITEMS  WHICH  ARE  NOT  ESTABLISHED  IN  AGE  RANGE 
Right-left  discrimination 
Dominance — crossed 


Table  2.  Maturational  characteristics  of  selected  items 
contributing  to  learning  efficiency. 


these  skills  beyond  age  7 is  an  excellent  indi- 
cator of  potential  scholastic  difficulty. 

Individual  Detailed  Evaluation:  Individual  neu- 
rological evaluation  designed  to  test  areas  of 
function  related  to  learning  skills  must  be  devel- 
opmentally  oriented  and  stabilized  against 
maturational  change.  It  must  test  abilities  as 
well  as  disabilities.  Factors  which  are  relevant 
to  test  construction  are: 

1.  Sample  the  widest  range  of  functions. 

2.  Select  items  to  provide  maximum  objec- 
tivity and  efficiency. 

3.  Must  be  reliable  and  valid  on  re-test. 

4.  Must  be  evaluated  against  age  norms. 

Various  skills  are  evaluated  in  a range  from 
the  simple  isolated  action  to  complex  bilateral 


synchronous  skills  (Table  3).  The  test  items  can 
be  arranged  in  the  model  of  “intake-integration- 
output,”  so  that  other  developmental  disciplines 
can  interpret  the  findings  more  meaningfully. 

In  contradistinction  to  the  group  MSSST,  the 
items  on  the  individual  neurological  examination 
have  not  yet  been  fully  standardized.  However, 
the  indications  are  that  they  will  fulfill  the 
criteria  of  simple,  productive,  objective,  mean- 
ingful, and  valid  measures  to  test  functions 
which  contribute  to  school  success  or  failure 
between  the  ages  of  6-9  years. 

The  following  examples  of  test  procedure  are 
abstracted  from  the  test  form.  They  point  to  the 
differences  between  a standard  neurological 
test  and  a more  objective  procedure.  A score  is 
provided  for  each  test  item — 2 for  performance 
well  done  on  the  first  try;  1 for  repeat  perform- 
ance; 0 for  failure  on  third  try — and  a total 
score  of  100  is  a perfect  test  result. 

Gross  Motor  Skills 


Quasi-Objective 

Objective 

Score 

Romberg 

Balance,  one  foot 

(10  seconds) 

2 

Arm  drift 

Finger-nose  (concise) 

2 

Adiadokokinesis 

Hopping  in  place 

(1  second) 

2 

Tandem  walking  (heel-toe) 

Skipping/dancing 

Sit  from  supine 

2 

Fine  Patterned  Movement 

Quasi-Objective 

Objective 

Score 

Tongue  movement 

Articulation,  P-T-K 

10 

Fingers  adducted 

Bisynchronous 

Finger  skills 

4 

Light  drawing 

10 

Ocular-extraocular  motility 

Naming  objects 

10 

Sensory 

Integration 

Quasi-Objective 

Objective 

Score 

Position  sense 

Graphesthesia 

11 

Light/deep  touch 

Stereognosis 

12 

Form  discrimination 

8 

Two-point  discrimination 

Visual  discrimination 

16 

Auditory  discrimination  17 

Complex 

Integration 

Quasi-Objective 

Objective 

Score 

Right-left  discrimination 

Auditory  visual  skills 

10 

Finger  agnosia 

Visual  motor  skills 

10 

Auditory  motor  skills 

Auditory  motor  skills 

8 

Total  score 

100 

There  are  some  abnormal  signs  which,  col- 
lectively, appear  to  relate  to  poor  visual-per- 
ceptual-motor functions  and  consequently  poor 
written  work.  There  are  other  signs  which  sug- 
gest a language  dysfunction  and  difficulty  in 
verbal  performance.  These  are  yet  to  be  stand- 
ardized against  a normal  population  and  must 
be  used  cautiously  in  differential  diagnosis 
(Table  4). 

Generally,  the  items  which  reflect  sensory- 
parietal  or  intake  function,  such  as  face-hand 
and  two-point  discrimination,  are  successfully 
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BALANCE 

Stand  Straight 

Stand,  Each  Foot 

Hop,  Each  Foot 

Heel-Toe 

Skipping, 

Forward  - Back 

Dancing 

10  seconds 

15  seconds 

5 times 

10  feet 

10  feet 

FINGER  SKILLS 

Arms  Forward 

Arms  Lateral 

Finger-Nose 

Spread  Fingers 

Touch  Thumb- 
Fingers 

Count  Fingers 

10  seconds 

10  seconds 

right/ left 
concise 

right-left 

stimulation 

alternate 

right/left 

stimulation 

1,  2,  3,  4,  5 

1,  3,  5,  4 

TONGUE  SKILLS 

Tongue 

Tongue 

Articulation 

Below,  above, 
right,  left 

Rapid  lateral 
movements 

Puh  Tuh  Kuh 

EXTRA-OCULAR 

MOTILITY  EFFICIENCY 

Eyes  Follow 
Target 

Right,  Lateral  Left, 

Lateral 

Upward 

Downward  Diagonal  Diagonal 

Right-Left  Left-Right 

Rapid  Lateral, 
Left-Right 

6 inches 

6 inches  b inches 

6 inches 

6 inches  6 inches 

6 inches 

1/second/lO  times 

Table  3.  Evaluation  of  range  of  functional  skills. 


performed  by  bright  5-year-old  children.  Mature 
7-year-old  children  can  perform  these  items 
successfully.  Failure  to  succeed  reasonably  well 
in  these  skills  by  age  8 suggests  that  a detailed 
neurological  examination  is  required.  Table  5 
provides  an  outline  of  skills  which  should  be 
tested  as  part  of  a comprehensive  examination. 

Summary:  Group  screening  tests  for  neuro- 
logical inefficiency  as  it  relates  to  school  per- 
formance in  young  children  should  be  included 
in  a routine  preschool  medical  examination. 

At  6-71/2  years  of  age,  meaningful  test  items 
include  balancing  on  one  foot  for  five  seconds; 
stereognosis  of  block,  key,  coin,  and  button; 
drawing  a square  or  diamond  figure  properly; 
and  appropriate  organization  of  P-K-T  sounds. 

Detailed  individual  neurological  examination 
is  indicated  when  screening  tests  point  to 
inefficiency.  The  examination  should  assess 
function  of  gross  motor  skills,  fine  patterned 
movements,  and  complex  integration,  as  well  as 
sensory  integration,  perceptual  motor,  and 
language  skills. 

Both  types  of  tests  survey  functional  abilities 
in  a range  from  simple  to  complex  performance. 
The  test  items  are  simple,  objective,  and  pro- 
ductive in  selecting  children,  prior  to  or  shortly 
after  entering  school,  who  may  be  potential 
school  failures. 
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VISUAL/IVIOTOR/PERCEPTUAL 
Right-left  discrimination 
Mixed  dominance 

Poor  extra-ocular  motility  and  binocularity 
Equivocal  reflex  changes 
Poor  bisynchronous  skills 
Poor  balance 

Poor  identification  of  shapes/for,ms 
Inability  to  reproduce  geometric  forms 

LANGUAGE  DISORDERS— RECEPTIVE/ EXPRESSIVE 
Thickened  tongue 
Apraxia 

Unreliable  auditory  responses 
Poor  face/hand  2-point  discrimination 
Poor  stereognosis  symbols 
Poor  automatic-sequential  patterns 


Table  4.  Clinical  correlations  for  visual-perceptual- 
motor  and  language  skills. 


NEUROLOGICAL 


Intake 

(Sensory) 

Vision,  hearing,  proprioceptive,  tactile 
(face/hand  test,  2-point  discrimination  test, 
stereognosis  and  graphesthesia) 

Integrative 

Balance,  coordination,  changing  motor  patterns, 
and  position  in  space  (directionality,  ability  to 
use  spatial  clues  for  body  movement) 

Output 

(Motor) 

Extra-ocular  skills,  tongue  movements,  tonus,  re- 
flexes, muscle  strength 

VISUAL  PERCEPTUAL 

Intake 

(Visual) 

Perception  of  form  and  space 

Integrative 

Visual  sequencing,  figure-ground  relationships, 
spatial  orientation 

Output 

(Motor) 

Motor  ability  facility-planning-apraxia 
-1-  results  of  intake-integration 

LANGUAGE 

Receptive 

(Comprehension) 

Auditory  discrimination  and  retention 

Integrative 

(Abstraction) 

Sequencing,  conceptualization,  perseveration  and 
disorders  of  thinking 

Expressive 

(Output) 

Motor  speech  skills,  word  finding  and  formula- 
tion of  words,  phrases,  ideas 

Table  5.  Analysis  of  skills  which  comprise  a comprehen- 
sive pediatric  neurological  evaluation. 
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KENNETH  A.  WELLS 

Adolescence  starts  earlier  and  lasts  longer  than 
it  used  to.  Consciously  or  unconsciously,  the 
adolescent  wants  to  use  this  time  for  activities 
that  will  help  him  achieve  for  himself  the  iden- 
tity, occupational  role,  emotional  independence, 
mature  social-sex  role,  and  stable  values  that 
will  enable  him  to  enter  adulthood.  Adults  need 
to  understand  these  developmental  tasks,  and 
to  allow  young  people  sufficient  and  relevant 
opportunities  to  fulfill  them. 

ADOLESCENTS  ARE,  almost  from  day  to  day, 
in  a dilemma.  They  are  confronted  with  the  need 
to  choose  between  relatively  unsatisfactory 
courses  of  action  or  behavior.  What  has  hap- 
pened to  the  period  of  adolescence?  Of  what 
nature  are  the  developmental  tasks  of  adoles- 
cence? What  might  be  some  guidelines  for  the 
future? 

Meaningful  consideration  of  the  problems  of 
adolescents  must  include  an  attempt  to  recog- 
nize and  to  relate  what  has  happened  to  the 
adolescent  period  and  to  the  developmental 
tasks  of  the  period.  Change,  and  the  inevitability 
of  change,  are  about  the  most  common  factors 
in  the  present  experience  of  mankind.  Of  per- 
haps equal  significance  is  the  rapidly  increasing 
pace  of  change,  and  this  too  bears  heavily  on 
adolescents. 

What  has  happened  to  adolescence?  In  this  age 
of  rapid  social  change,  it  takes  twice  as  long  for 
a boy  to  get  through  adolescence  as  it  did  in 
the  first  couple  of  decades  of  this  century.  If  this 
is  a fact,  and  I believe  it  is,  it  is  one  factor 
underlying  the  adolescent’s  dilemma. 

Adolescence  is  generally  defined  as  the  per- 
iod from  puberty  to  maturity.  Puberty  is  a 
strictly  biological  term.  Maturity  is  a social  term 
reflecting  rather  vaguely  the  indefinite  point  at 
which  society  accepts  the  growing  individual  as 
an  adult  or  “mature”  member,  and  allows  and 
expects  him  to  fit  the  adult  society’s  behavioral 
norms.  About  two  generations  ago,  this  period 
was  considered  for  most  boys  to  be  from  about 
age  13  or  14  to  about  18  or  19.  Young  men 


were  then  expected  to  be  rather  securely  estab- 
lished in  society.  This  was  a period  of  about  5 
or  6 years.  Today,  this  period  is  considered  to 
be  from  about  age  12  or  13  to  about  22  or  23. 
This  is  about  10  to  12  years.  For  boys  it  is 
twice  as  long  as  formerly;  for  girls,  the  period 
has  also  been  extended  but  not  quite  as  much. 

Another  way  to  describe  this  is  to  visualize 
the  life  experience  from  birth  to  mature  adult- 
hood as  a cone.  Not  only  does  it  have  a dimen- 
sion of  length — the  passage  of  time — but  it  also 
expands  as  the  total  perspective  of  the  indi- 
vidual increases  in  scope.  Adolescence  is  a slice 
of  this  cone  of  experience.  It  is  not  only  a 
thicker  slice  than  it  used  to  be  in  relation  to 
the  length  of  the  cone,  but  it  is  expanding  in 
diameter  as  well.  I suspect  that  this  “two-way 
stretch”  will  continue.  Our  task  is  to  learn  how 
to  accommodate  to  what  has  developed. 

Some  of  the  factors  which  raise  the  age  of 
late  adolescence  are  extended  education,  mili- 
tary service,  job  preparation,  and  an  economic 
system  of  specialization.  The  factors  that  lower 
the  age  at  which  adolescence  begins  are  both 
biological  and  cultural. 

The  upward  extension  is  the  more  significant. 
In  1900,  only  11%  of  all  14-17-year-olds  were 
in  any  kind  of  school,  and  a high  school  diploma 
was  a rarity.  Today  well  over  80%  of  them  are 
in  school. 

In  1900,  only  4%  of  all  18-21-year-olds  were 
in  college.  Most  of  them  were  preparing  for  the 
professions;  almost  none  of  them  were  women. 
Today,  over  a third  of  the  people  in  this  age 
are  in  college  and  a high  school  education  is 
an  almost  universal  goal.  A college  degree  is 
more  common  today  than  a high  school  diploma 
60  years  ago.  Thus  the  period  of  education  has 
been  greatly  lengthened,  and  at  least  two  years 
of  military  service  has  been  superimposed  on 
boys.  One  may  argue  that  military  service  helps 
develop  maturity,  but  in  many  instances  it  may 
actually  postpone  the  process  because  job  prep- 
aration and  specialization  often  require  addi- 
tional years  of  study  and  training  before  one  is 
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settled.  This  process  of  upward  extension  has 
not  resulted  in  later  marriages.  It  may  even  be 
the  cause,  in  part,  of  earlier  marriages.  As 
young  people  strive  for  full  adult  status  they  can 
get  married,  and  this  provides  one  clear  and 
specific  symbol  of  maturity. 

The  factors  making  the  downward  stretch  are 
both  biological  and  cultural.  Biologically,  boys 
and  girls  haven’t  changed  much  but  they  have 
changed  some.  They  tend  to  be  taller  and  gen- 
erally healthier,  and  they  reach  puberty  from 
9-12  months  earlier  than  they  did  in  1900. 

We  often  hear  that  children  today  are  much 
smarter  than  they  used  to  be.  It  is  doubtful 
that  they  are  “more  intelligent,”  but  they  are 
more  sophisticated  because  they  have  been 
exposed  to  a greater  variety  of  ideas  and  exper- 
iences. For  many  of  our  children,  the  affluence 
of  society  has  led  to  new  opportunities  for 
experiences,  and  at  younger  ages.  The  revolu- 
tion in  transportation  has  expanded  horizons 
and  expectations  of  many  youngsters  today. 

I graduated  from  college  without  having  traveled 
beyond  my  home  state  and  the  one  across  the 
river,  but  at  that  time  travel  of  any  extent  was 
not  an  expectation  of  most  families.  The  revolu- 
tion in  communications  through  radio  and 
especially  television  has  greatly  expanded  the 
area  for  vicarious  experiences  and  thus  in- 
creased the  body  of  accumulated  information 
known  to  youth.  Increasing  affluence  has  en- 
abled parents  to  give  their  children  some  of  the 
kinds  of  experiences  that  they  did  not  have,  or 
that  they  could  only  expect  to  experience  at 
older  ages.  Parents  frantically  seek  to  give  their 
children  “advantages.”  In  one  sense  it  is  prob- 
ably a part  of  the  parents’  own  quest  for  status. 

None  of  these  changes  are  bad  in  and  of 
themselves.  They  do  help  to  account  for  the 
earlier  sophistication  of  youth.  Mary  knows  the 
binary  system  and  Johnny  understands  rocket 
engines,  but  this  is  not  evidence  that  they  are 
more  ready  than  their  parents  were  to  enter 
into  the  adult  society. 

Thus,  the  factors  of  biological  change,  of 


affluence,  and  the  increased  requirements  of 
education  and  job  preparation  have  combined 
to  extend  greatly  the  span  of  adolescence.  This 
trend  is  not  likely  to  be  halted,  let  alone  re- 
versed. Our  task  is  to  understand  it  and  find 
ways  to  cope  with  the  consequences. 

These  factors  affect  the  average  youth  in  our 
country.  I know  the  danger  of  averages  and  I am 
fully  aware  that  quite  different  critical  problems 
face  our  youth  in  the  inner  city,  and  among 
low-income  and  minority  groups.  Their  problems 
are  exacerbated  by  their  inability,  for  many 
reasons  frequently  beyond  their  control,  to  keep 
pace  with  the  mainstream  trends  of  the  culture. 
They  may  be  forced  to  drop  out  but  they  cannot 
and  will  not  simply  stand  aside  and  watch.  This 
problem  is  beyond  the  scope  of  this  article,  but 
it  demands  specific  remedial  action. 

What  is  the  nature  of  the  developmental  tasks? 

Some  of  the  adolescent’s  serious  problems  arise 
because  this  period  of  his  life  has  been  greatly 
lengthened  and  much  of  what  occupies  the  time 
is  not  sharply  or  clearly  related  to  his  basic 
developmental  tasks.  Our  adult  concern  for 
youth  has  its  paradoxical  side:  We  have  ex- 
tended childhood,  relieved  youth  of  adult  re- 
sponsibilities, and  then  frantically  tried  to 
create  ersatz  tasks  that  look  like  responsibilities. 
We  refer  to  adolescents  as  “young  citizens,”  but 
there  is  an  artificiality  about  it  all  that  both  we 
and  they  know  to  exist. 

Adolescents  are,  as  the  old  saying  goes, 
neither  fish,  fowl,  nor  good  red  herring.  On  the 
one  hand  we  say,  “Why  don’t  you  grow  up  and 
act  your  age?”  In  the  next  breath  we  are  just  as 
likely  to  say,  “You  can’t  do  that — you’re  not 
old  enough.”  The  adolescent  is  keenly  aware 
that  he  is  no  longer  a child — he  has  to  reject 
the  sure  safety  of  this  position  yet,  on  the  other 
hand,  he  is  not  accepted  as  an  adult.  He  falls 
between  two  stools  and  the  distance  between 
them  becomes  greater.  For  him,  this  world  may 
be  exciting  and  thrilling  one  day  and  discourag- 
ing and  terribly  boring  the  next.  He  runs  forward 
to  test  the  limits  and  boundaries  of  society  at 
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one  moment  and  draws  back  to  safety  and 
security  the  next. 

Fritz  RedI  has  said,  “If  you  are  too  old  to 
suck  your  thumb,  and  too  young  to  take  a 
drink,  what  else  is  there  to  do?’’ 

If  adolescence,  as  I have  defined  it,  is  much 
longer  than  before,  then  let  us  examine  its 
basic  developmental  tasks. 

Dr.  Robert  Havighurst  and  his  associates 
provided  the  first  clear  statement  of  the  devel- 
opmental task  concept.  A developmental  task  is 
a task  which  arises  at  or  about  a certain  period 
in  the  life  of  the  individual,  the  successful 
achievement  of  which  leads  to  his  happiness 
and  to  success  with  later  tasks,  whereas  failure 
leads  to  unhappiness  in  the  individual,  disap- 
proval by  society,  and  difficulty  with  later  tasks. 

The  basic  tasks  that  each  boy  and  girl  must 
accomplish  while  growing  from  childhood  to 
maturity  are: 

1.  The  achievement  of  a self  identity. 

2.  The  achievement  of  an  adult  occupational 
role. 

3.  The  achievement  of  an  emotional  inde- 
pendence from  the  family. 

4.  The  achievement  of  a mature  social-sex 
role. 

5.  The  achievement  of  a stable  scale  of 
values. 

The  achievement  of  a self  identity,  or  the 
lack  of  it,  is  a problem  that  physicians  meet 
regularly.  Knowing  who  one  is,  where  one  “fits,’’ 
and  testing  one’s  capacities  and  limitations  is 
a process  that  commences  early  in  life.  Chil- 
dren need  as  many  relatively  safe  opportunities 
as  possible  to  test  and  evaluate  themselves  with 
their  siblings,  peers,  and  adults.  Many  adults 


never  fully  resolve  this  task  in  their  lifetimes, 
but  one  major  task  of  adolescence  is  to  make 
progress  toward  its  resolution. 

The  achievement  of  an  adult  occupational 
role  is  essential  in  our  society.  Being  a mother 
and  a housewife  is  still  one  acceptable  solution 
for  some  women,  but  an  increasingly  less  than 
satisfactory  one  for  many.  For  men,  society  de- 
mands an  occupation  and  more  and  more  years 
are  devoted  to  preparing  for  it.  Among  the  con- 
cerns of  adolescent  boys,  this  problem  ranks 
second  only  to  their  concern  with  education 
which  is  of  immediate  import  and  is  the  prelude 
to  an  occupation.  As  they  move  through  adoles- 
cence their  occupational  aspirations,  quite  un- 
derstandably, come  closer  to  reality.  For  exam- 
ple, 72%  of  11-year-old  boys  expect  to  be  pro- 
fessional men,  but  by  age  16,  this  proportion 
has  declined  to  48%.  This  is  still  unrealistic 
for  the  foreseeable  future,  but  it  indicates  that 
the  American  dream  persists  and  yet  shapes 
toward  reality.  The  important  point  is  that  dur- 
ing adolescence,  major  progress  toward  resolv- 
ing this  task  must  be  made  if  social  maturity  is 
to  be  achieved. 

Historically,  and  to  some  extent  even  today, 
the  work  opportunities  for  youth  partly  pre- 
pared them  for  adult  occupations  and  responsi- 
bilities. Certainly  this  was  true  on  the  family 
farm,  and  in  apprenticeship  to  a craft.  Even 
household  tasks  used  to  make  more  sense  be- 
cause they  contributed  to  provision  of  the  fam- 
ily’s food,  shelter,  and  warmth.  For  most  chil- 
dren and  youth  today,  this  simply  is  not  true. 
There  are  fewer  and  fewer  meaningful  and 
worthwhile  tasks  in  the  home.  Even  those  that 
remain  do  not  lead  to  a sense  of  family  need  or 
personal  worth,  and  they  have  almost  no  con- 
nection with  the  future  skills  of  adulthood.  In 
this  respect,  girls  have  an  advantage  over  boys. 
A boy  in  today’s  world  has  greater  difficulty  in 
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learning  an  appropriate  masculine  role  than 
does  a girl  in  learning  an  appropriate  feminine 
role.  During  middle  adolescence,  more  girls 
than  boys  earn  money  from  various  kinds  of 
employment. 

The  achievement  of  emotional  independence 
from  the  family  is  essential  and  frequently  more 
difficult  for  parents  than  for  children.  Parents 
must  relax  the  ties  and  children  must  test  them. 
These  are  not  the  ties  of  love  and  respect,  but 
the  ties  of  deep  and  continuing  dependency  on 
the  part  of  some  children  and  a reversal  of  this 
dependency  on  the  part  of  some  parents.  The 
process  cannot  be  expected  to  be  without  ex- 
plosions and  revolts.  I am  always  a little  con- 
cerned with  the  youngster  who  has  never  re- 
volted in  some  manner  from  his  family  or  his 
family’s  surrogate  institutions  such  as  the 
church  or  the  Boy  Scouts.  These  institutions 
have  a task  to  help  in  this  uneven  and  neces- 
sary process  of  emotional  tie-breaking. 

The  achievement  of  a mature  social-sex  role 
is  critical.  The  extension  of  the  cultural  aspects 
of  adolescence  and  of  dependency  runs  directly 
into  the  nature  of  the  naked  ape  as  Desmond 
Morris  pictures  him.  Increasingly,  biologically 
mature  males  and  females  cannot  and  will  not 
curb  their  sexuality  to  fit  the  changing  demands 
of  the  culture  which  has  postponed  the  date  of 
acceptable  social  maturity.  Reluctantly,  society 
seems  to  be  accepting  patterns  of  premarital 
sexual  behavior  which  threaten  the  shibboleths 
of  older  codes.  The  establishment  of  the  pair 
bond  relationship  or  of  the  new  family  does  not 
wait,  but  neither  is  its  establishment  in  our  so- 
ciety necessarily  an  evidence  of  maturity.  Young 
people  can  and  do  marry,  and  this  establishes 
a visible  symbol  of  what  society  has  traditional- 
ly labeled  as  an  aspect  of  maturity.  The  other 
aspects  of  maturity  such  as  the  establishment 
of  self  identity  and  the  achievement  of  an  occu- 


pational role  are  likely  to  lag  behind — often  to 
the  danger  of  the  marriage  itself. 

The  establishment  of  a stable  scale  of  values 
is  a task  for  every  adolescent,  and  in  today’s 
world,  the  guides  are  not  clear  because  society 
itself  is  in  the  process  of  reassessing  its  value 
structure.  Historically,  the  ultimate  values  tend- 
ed to  stem  from  one’s  religious  heritage,  but  the 
religious  institutions  too  have  been  shaken  se- 
verely by  the  industrial  and  scientific  revolu- 
tions. As  a culture,  we  are  divided  in  many  ways 
over  matters  of  ethics  and  morals.  I do  not  see 
any  spectacular  growth  of  militant  atheism 
among  youth,  but  rather  a vigorous  questioning 
of  traditional  religious  concepts  and  values — 
frequently  ones  that  are  denied  or  at  least  not 
practiced  by  the  very  adult  society  which  sends 
its  youth  to  the  church.  It  is  my  personal  opin- 
ion that  a new  system  based  more  clearly  on 
the  humanistic  values  of  mankind  is  developing 
and  that  it  is  wholesome.  Even  if  it  is  good  in 
the  long  run,  this  process  does  little  to  guide 
adolescents  through  the  jungle  of  a society  that 
is  far  from  settling  on  its  own  goals. 

More  and  more  there  is  conflict  between  the 
traditionally  stated  values  which  stem  from  our 
common  Judeo-Christian  tradition  and  a differ- 
ent and  powerful  set  of  values  pounded  home 
day  after  day  by  other  important  segments  of 
our  society.  Magazines,  radio,  television,  motion 
pictures,  advertising,  and  other  media  empha- 
size other  values  for  other  reasons.  These  values 
are  frequently  related  to  being  always  young 
and  beautiful,  being  envied  for  what  we  can  own 
and  control,  being  sweet  smelling  and  attractive 
to  the  opposite  sex,  being  powerful,  admired, 
successful.  While  ostensibly  we  profess  alle- 
giance to  the  values  of  our  ancient  religious  tra- 
ditions, in  real  life  the  stress  is  on  the  aggres- 
sive, the  successful,  and  the  individualistic. 
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The  adolescent  is  keenly  aware 
that  he  is  no  longer  a child. 


Values  are  changing  constantly  and  social  prob- 
lems always  can  be  expected  to  grow  where 
there  is  a sharp  difference  between  the  sanc- 
tioned means  and  those  that  are  readily  accep- 
table in  day-to-day  living. 

Progress  toward  the  resolution  of  the  devel- 
opmental tasks  is  neither  direct  nor  steady  and 
the  intermediate  steps  cannot  be  neatly  charted. 
Adolescents  themselves  are  not  consciously 
aware  of  the  need  to  accomplish  these  tasks, 
nor  need  they  be.  On  the  other  hand  the  tasks 
cannot  be  ignored  by  those  of  us  who  presume 
to  work  with  adolescents  or  to  treat  their  ail- 
ments or  alienations,  for  failure  to  make  prog- 
ress during  adolescence  leads  to  unhappiness 
in  the  individual,  disapproval  by  society,  and 
difficulty  with  later  tasks. 

Guidelines  for  the  Future:  I have  no  ready-made 
prescription,  but  I believe  that  some  things  can 
be  done  by  the  society  and  its  institutions  that 
will  help  us  to  accommodate  to  the  situation  we 
have  inadvertently  and  rather  suddenly  created. 
Perhaps  the  adolescent’s  dilemma  can  be  ame- 
liorated. 

Fundamentally,  we  must  create  various  mean- 
ingful relationships  between  adolescents  and 
adults.  This  depends  partly  upon  the  way  we 
adults  relate  to  our  own  society,  and  partly  upon 
our  ability  as  adults  to  create  “linking  mechan- 
isms’’ with  adolescents  and  their  subcultures. 

Adolescents  must  be  able  to  see  the  adult 
society  as  one  worth  joining  because  its  goals 
and  their  goals  have  enough  in  common  to  make 
this  possible.  Although  our  society  has  changed 
dramatically  in  the  past  generation,  many  ado- 
lescents and  young  adults  sense  a falseness 
and  hypocrisy  in  the  process.  In  their  view,  we 
have  enthroned  statistical  affluence  as  a goal 


and  now  are  belatedly  concerned  with  its  mean- 
ing for  a large  segment  of  our  society — the  low- 
income  and  minority  groups. 

We  have,  in  some  respects,  created  a shell 
game  for  all  to  see:  We  can  demonstrate  mas- 
sive grief  for  Martin  Luther  King,  Jr.,  on  the  one 
hand  and  refuse  to  accept  the  principle  of  open 
occupancy  for  our  neighborhood  on  the  other. 
We  can  garner  tremendous  effort  and  talent  to 
save  a single  life  or  conquer  a virus  and  at  the 
same  time  build  a national  arsenal  capable  of 
incalculable  destruction.  We  can  save  the  whoop- 
ing crane  and  lose  Lake  Erie  at  one  and  the 
same  time.  The  adolescent  needs  to  see  a so- 
ciety, no  matter  how  great  its  troubles  and  its 
responsibilities,  that  knows  its  priorities  and 
moves  however  hesitatingly  toward  its  goals.  I 
am  afraid  that  he  does  not  see  our  house  as 
being  in  order.  He  needs  to  see  individuals  who 
can  articulate  their  deepest  convictions  and 
then  live  by  them  without  tortuous  rationaliza- 
tions. 

We  have,  over  the  generations,  created  insti- 
tutions, agencies,  and  organizations  to  deal  with 
what  society  has  always  seen  as  the  “problems 
of  adolescence.’’  They  are  needed  as  “linking 
mechanisms’’  to  help  bridge  the  gap  between 
adolescence  and  adulthood,  and  they  include 
the  church,  the  school,  and  the  many  so-called 
youth  serving  agencies,  some  which  are  geared 
to  doing  more  for  than  with  children  and  youth. 

This  leads  to  an  important  need:  The  need  to 
devise  ways  in  which,  throughout  adolescence, 
youth  can  increasingly  share  meaningful  deci- 
sion-making about  matters  related  to  their  lives, 
their  families,  their  churches,  and  their  com- 
munities. Many  organizations  allow  this  oppor- 
tunity to  a limited  extent,  but  in  general  we 
adults  reserve  the  important  information  and 
big  decisions  for  ourselves. 
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Could  we  create  meaningful  opportunities  for 
adolescents  to  contribute  to  the  total  society? 
The  Peace  Corps  is  our  best  present  example, 
but  its  participants  are  somewhat  older.  Simi- 
lar domestic  opportunities  could  be  created, 
through  private  channels,  for  15-16-year-olds. 

Could  our  organizations  and  institutions 
change  more  rapidly  in  order  to  give  our  pro- 
grams the  “today  tempo’’  to  match  the  needs 
of  the  adolescents  of  today  and  tomorrow?  I 
suspect  that  above  all  this  would  call  for  a new 
flexibility  on  the  part  of  adults  still  accustomed 
to  patterns  handed  down  from  long-dead  found- 
ers who  created  organizations  and  agencies  to 
deal  with  a very  different  set  of  problems. 

Could  we  create  programs  that  provided  real 
opportunities  for  important  job  exploration?  Ex- 
plorations that  could  move  out  from  the  class- 
room and  the  textbook  into  real  life  would  help 
to  fill  one  of  the  real  voids  in  the  adolescent 
period.  This  would  require  the  creation  of  adult- 
like activities  and  programs,  and  it  will  demand 
volunteer  time  and  effort  from  men  and  women 
willing  to  learn  the  nature  of  the  adult  role  vis- 
a-vis  adolescents.  Adolescents  do  not  reject 
adult  leadership  and  counsel;  they  want  it.  But 
most  adults  do  not  understand  how  this  role 
changes,  for  example,  as  seen  by  an  adolescent 
of  14  and  by  one  of  16  or  17.  I suspect  that  we 
focus  too  much  attention  on  providing  “fun,’’ 
and  forget  that  in  their  own  inchoate  way,  ado- 
lescents are  trying  to  focus  upon  decision-mak- 
ing for  their  own  lives  extending  through  and 
beyond  high  school  and  college.  There  are  ma- 
ture satisfactions  to  be  had  at  this  age  as  well 
as  fun  to  be  enjoyed. 

Can  we  make  more  use  of  our  existing  organi- 
zations and  agencies  as  relatively  safe  testing 
grounds  for  adolescents?  In  many  respects,  ado- 
lescents comprise  a distinct  subculture,  just  as 


do  the  adults  of  the  ghettoes.  And  the  adoles- 
cents in  the  ghettoes  are  our  most  alienated 
people  today;  many  of  them  have  quite  simply 
rejected  us  as  hopeless. 

Organizations  that  are  too  cautious  to  take 
risks  or  allow  their  members  to  take  risks  lose 
their  members.  They  hesitate  for  fear  of  losing 
their  supporting  adult  structure.  In  some  re- 
spects they  have  built  untarnished,  and  perhaps 
unreal,  images  of  accomplishment.  If  organiza- 
tions are  effective  in  linking  adolescents  to  the 
adult  society,  they  must  change  some  of  their 
goals  and  expectations. 

Conclusion:  Adolescence  has  been  greatly  ex- 
tended. The  satisfactions  of  adult  society  have 
been  pushed  farther  into  the  future  for  the  ado- 
lescent who  at  the  same  time  is  exposed  to 
more  new  and  tempting  experiences  paraded 
before  him  by  an  affluent  society.  Full  of  energy, 
drive,  and  curiosity,  he  is  sidelined  with  virtually 
nothing  to  do  except  go  to  school  and  have  fun. 
What  he  is  forbidden,  he  samples  surreptitious- 
ly. How  can  we  expect  him  to  prepare  for  the 
adult  world  if  he  is  denied  the  learning  that 
comes  from  meaningful  participation?  This  so- 
cial segregation  of  adolescents  in  a largely 
“fun’’  world  may  have  played  its  part  in  the 
frantic  efforts  of  many  to  drop  out  and  freak  out. 

If  we  understand  the  nature  of  the  develop- 
mental tasks,  and  if  we  as  adults  master  our 
roles  in  relation  to  adolescents  and  their  tasks, 
then  we  have  a chance  to  develop  new  attitudes 
for  ourselves  and  to  create  linking  mechanisms 
that  can  at  least  help  to  resolve  the  adolescents’ 
dilemma.  Society’s  dilemma  will  deepen  if  we 
fail. 


Mr.  Wells,  Director  of  Research,  Boy  Scouts  of  Amer- 
ica, New  Brunswick,  N.J.  08903. 
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Early  surgical  treatment  is  effective  in  reducing 
the  morbidity  and  mortality  of  many  neurologic 
disorders  seen  in  infants  and  children.  In  overt 
as  well  as  less  obvious  conditions,  neurologic 
deficits  can  develop  insidiously.  In  evaluating 
neurological  status,  the  physician  should  re- 
main keenly  aware  that  children  have  great 
ability  to  cover  the  subtle  early  deficits  which, 
without  treatment,  may  progress  to  cause  per- 
manent damage. 

PHYSICIANS  AND  SURGEONS  have  evolved 
new  concepts  of  treatment  aimed  at  reducing 
the  morbidity  and  mortality  of  various  pediatric 
neurosurgical  conditions. 

Most  often,  neurosurgeons  treat  pediatric  pa- 
tients for  (1)  subdural  hematoma  and  subdural 
effusion  of  infancy;  (2)  myelomeningocele  and 
hydrocephalus;  (3)  craniosynostosis;  (4)  spina 
bifida  occulta  (dysraphism);  and  (5)  neoplasia. 

Subdural  Collections:  Subdural  fluid  collections 
occur  most  commonly  in  the  first  two  years  of 
life,  and  in  this  age  group  they  are  in  many 
ways  dissimilar  from  subdural  hematomas  that 
occur  in  older  children  and  adults.  Treatment 
has  evolved  with  recognition  that  removal  of  the 
membranes  is  seldom  required. 

Etiology:  Subdural  collections  in  infancy  usu- 
ally are  sequelae  to  meningitis,  acute  general- 
ized sepsis,  or  severe  dehydration.  Some  cases 
result  from  head  injury,  precipitate  birth,  or  pre- 
mature delivery.  Rabe  and  others^  have  reported 
62  cases  in  which  the  etiology  was  infection  in 
24  cases  (40%),  trauma  in  16  (25%),  and  was 
obscure  in  17  (25%).  There  were  5 cases  re- 
sulting from  miscellaneous  conditions. 


THOMAS  A.  WALTZ,  M.D. 


Pathophysiology:  Although  subdural  effusions 
and  hematomas  are  fairly  common,  there  are 
many  gaps  in  our  knowledge  of  how  they  are 
produced.  We  do  know  that  lysis  of  blood  cells 
within  the  subdural  space  produces  an  osmotic 
force  capable  of  drawing  small  amounts  of  fluid 
into  the  cavity. 

The  most  important  force  for  dynamic  and 
continuing  enlargement  of  the  subdural  collec- 
tion is  the  activity  of  the  subdural  membrane. ^ 
The  outer  membrane  forms  on  the  inner  surface 
of  the  dura  and  becomes  vascularized  from  the 
dura.  This  membrane  permits  transudation  of 
albumin  into  the  subdural  fluid  which  is  respon- 
sible for  a large  osmotic  force.  This  force  causes 
inflow  of  fluid  and  enlargement  of  the  space. 
Presumably,  maturation  of  the  vessels  in  the 
outer  membrane  prevents  further  egress  of  pro- 
tein from  plasma  to  the  subdural  space,  result- 
ing in  arrest  of  the  problem. 

Diagnosis:  Diagnosis  can  be  made  only  by 
subdural  taps  through  the  open  fontanelle  or 
coronal  sutures,  and  there  are  several  indica- 
tions for  these  taps.  The  procedure  is  so  risk- 
free that  we  usually  perform  it  in  doubtful  cases. 
Meningitis  patients  who  have  improved  on  treat- 
ment and  then  have  a fever  spike  are  prime  sus- 
pects for  subdural  effusions.  In  patients  who 
have  had  meningitis,  or  were  premature  or  had 
precipitate  birth,  subdural  effusions  are  sus- 
pected if  full  fontanelle,  irritability,  failure  to 
thrive,  vomiting,  or  epileptic  convulsions  de- 
velop. Frequently  transillumination  of  the  skull 
will  show  subdural  collections  but  this  does  not 
help  differentiate  between  subgaleal  collections, 
severe  hydrocephalus,  and  hydranencephaly. 

Treatment:  A cardinal  principle  in  treatment 
is  repeated  drainage  until  the  collection  cycle  is 
broken.  Our  policy  is  to  do  bilateral  taps  daily, 
or  every  other  day,  until  the  space  is  obliterated 
or  until  it  is  obvious  that  we  are  not  making 
progress.  Taps  are  done  with  a 20-gauge  spinal 
needle  introduced  perpendicular  to  the  skin  un- 
til the  dural  pop  is  felt  and  the  stylet  is  with- 
drawn. The  subdural  space  is  usually  at  a depth 
of  4 to  6 mm,  and,  when  normal,  two  to  three 
drops  of  clear  spinal  fluid  may  be  obtained.  In 
subdural  collections,  more  than  10  cc  of  xantho- 
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chromic  fluid  usually  is  obtained.  Failure  to  re- 
duce the  amount  or  the  protein  concentration 
of  fluid  obtained  in  seven  to  ten  consecutive 
taps  is  an  indication  for  surgical  procedure. 

We  first  make  a burr  hole  and  drain  the  fluid, 
and  this  has  resulted  in  cure  of  all  but  one  of 
our  patients  who  were  not  cured  by  repeat  taps. 
We  make  a frontal  and  parietal  hole  on  one  or 
both  sides  depending  on  the  need.  The  dural 
edges  are  coagulated  to  cause  them  to  retract 
and  leave  a dural  defect.  The  outer  membrane 
is  treated  in  a similar  manner.  I do  not  intro- 
duce catheters  into  the  space  blindly,  as  I have 
achieved  little  success  by  this. 

The  skin  is  closed  in  two  layers  so  that  a 
communication  exists  between  the  subdural  and 
subgaleal  space.  The  communication  and  sub- 
galeal  space  is  small  and  closes  relatively  quick- 
ly, but  this  does  not  preclude  its  acting  as  a 
significant  drain  site.  Should  this  regimen  fail, 
we  perform  either  a subdural  pleural  shunt  or  a 
craniotomy  with  removal  of  as  much  of  the  outer 
membrane  as  possible.  These  measures  prevent 
a sizable  craniocephalic  disproportion.  That  the 
inner  membrane  in  some  cases  encircles  the 
brain  and  restricts  brain  growth  seems  possible. 
To  do  so,  however,  it  must  be  fused  to  the  pia 
arachnoid,  and  this  would  preclude  its  removal 
without  excessive  surgical  morbidity.  There  is 
evidence  that  the  membranes  tend  to  fade  away 
after  the  process  is  well  under  control. 

The  results  of  treatment  depend  on  the  con- 
dition of  the  patient  when  the  diagnosis  is 
made.^  Approximately  80%  of  the  patients  with 
postinfectious  subdural  collections  will  become 
well  with  appropriate  treatment,  as  will  about 
40%  of  the  patients  with  post-traumatic  idio- 
pathic subdural  collections. 

Summary:  Subdural  collections  are  common 
following  meningitis,  premature  or  precipitate 
birth,  general  sepsis,  or  trauma.  The  diagnosis 
is  suspected  in  irritable  children  or  ones  with 
full  fontanelle,  seizures,  or  positive  transillu- 
mination of  the  skull.  The  diagnosis  is  con- 
firmed by  subdural  taps.  Repeat  subdural  taps 
are  effective  treatment  for  most  children  and 
burr  hole  drainage  is  effective  in  most  of  those 


who  do  not  respond  to  taps  alone.  A few  require 
craniotomy  or  subdural  pleural  shunts. 

Craniosynostosis:  Surgical  relief  of  premature 
closure  of  the  cranial  sutures  should  be  accom- 
plished as  early  as  possible,  preferably  in  the 
first  three  months  of  life.  Such  a strong  state- 
ment requires  much  support,  particularly  in 
view  of  some  recent  reports  rebutting  this 
thesis. 

There  are  two  indications  for  surgical  relief 
of  premature  closure,  one  medical  and  one  cos- 
metic. In  some  patients,  untreated  premature 
closure  results  in  increased  intracranial  pres- 
sure with  retardation  of  brain  growth  and  pos- 
sibly blindness  secondary  to  papilledema.  This 
situation  prevails  in  the  majority  of  patients  with 
premature  closure  of  all  the  sutures,  and  in  the 
minority  of  patients  with  early  closure  of  the 
sagittal,  coronal,  or  metopic  suture. 

The  proponents  of  watchful  waiting  suggest 
that  to  operate  on  all  patients  subjects  some  to 
unnecessary  surgery.  There  are  three  points  re- 
futing this  concept:  (1)  There  is  gratifying  im- 
provement in  the  patient’s  appearance  if  surgery 
is  done  in  the  first  months  of  life.  This  is  suffi- 
cient indication  per  se  for  surgery.  (2)  The  onset 
of  neurologic  deficit  frequently  is  insidious,  and 
even  the  most  careful  observer  may  not  detect 
the  signs  early  enough.  (3)  The  risks  of  opera- 
tion are  much  less  than  the  risks  of  neurologic 
deficit  in  the  group  as  a whole.  In  519  surgical 
cases  reported  by  Shillito  and  Matson,^  only  two 
patients  died  (0.3%),  and  three  patients  had 
permanent  undesirable  morbidity  in  the  form  of 
scars  from  the  headrest  (0.58%).  An  additional 
7.5%  had  serious  but  correctable  sequelae 
which  were  related  to  the  wound. 

Diagnosis:  Patients  with  oddly  shaped  or 
small  heads  should  be  evaluated  for  signs  of  in- 
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creased  intracranial  pressure.  If  the  fontanelle 
is  open,  as  it  often  is  even  in  premature  closure, 
it  offers  a good  guide.  An  excessive  cracked-pot 
sound,  irritability,  or  beaten-silver  appearance 
of  the  skull  on  roentgenograms  are  additional 
signs  of  increased  pressure.  A prominent  ridge 
often  is  felt  at  the  site  of  a prematurely  fused 
suture  and  head  growth  is  prevented  in  that  di- 
rection. Consequently,  patients  with  sagittal 
synostosis  have  long,  thin  heads  as  all  growth 
occurs  at  the  coronal  and  lambdoidal  sutures. 
Coronal  synostosis  results  in  a tall  head  with  a 
flat,  broad  forehead  and  with  an  anteriorly  situ- 
ated fontanelle.  Radiographs  frequently  show 
all  or  part  of  the  suture  to  be  absent. 

Primary  synostosis  must  be  differentiated 
from  secondary  closure  of  the  suture  resulting 
from  microcephaly.  The  latter  obviously  will  not 
benefit  from  surgical  treatment. 

Surgical  Technique:  For  coronal  and  lambdoi- 
dal synostosis,  the  sutures  are  excised  from  the 
midline  laterally  as  far  as  possible.  In  opening 
the  coronal  suture,  it  is  important  to  rongeur 
away  the  thick  sphenoid  wing.  In  sagittal  syno- 
stosis, parallel  cuts  are  made  to  each  side  of 
the  midline,  extending  through  the  coronal  and 
lambdoidal  sutures  leaving  a strip  of  bone  to 
protect  the  sagittal  sinus.  The  edges  of  the 
craniectomy  are  lined  with  a film  of  inert  mate- 
rial to  prevent  too  rapid  refusion.  Careful  blood 
replacement  is  mandatory. 

Results:  Frequently  the  artificial  suture  will 
spread  two  to  three  times  its  original  width  with 
brain  growth,  lending  credence  to  the  thesis 
that  its  creation  was  valuable.  Postoperatively, 
periodic  evaluation  should  be  made  to  assure 
that  the  artificial  suture  remains  open  at  least 
until  age  four  when  88%  of  brain  growth  has 
occurred. 

The  cosmetic  result  is  excellent  in  those  pa- 
tients operated  on  in  the  first  three  months  of 


life,  and  is  beneficial  in  older  children.  The  ef- 
fects of  increased  intracranial  pressure  obvious- 
ly are  avoided  unless  premature  refusion  occurs 
and  remains  unrecognized. 

Summary:  I believe  that  surgical  treatment  at 
the  earliest  possible  time  is  indicated  for  pri- 
mary premature  closure  of  the  sutures.  In  pa- 
tients suffering  from  increased  intracranial  ten- 
sion, relief  of  pressure  is  mandatory.  In  patients 
with  no  apparent  increase  in  intracranial  ten- 
sion, the  procedure  is  indicated  for  cosmetic 
reasons  and  to  prevent  later  increase  of  intra- 
cranial pressure  that  occurs  in  about  20%  of 
the  cases. 

Myelomeningocele  and  Associated  Hydrocepha- 
lus: Early  surgical  closure  of  the  myelomenin- 
gocele permits  return  of  function  in  a few  of  the 
disabled,  and  in  the  others  it  protects  the  re- 
maining function.  Mortality  is  reduced  by  surgi- 
cal closure  within  the  first  48  hours  of  life. 

The  basic  clinical  study  of  treatment  for  this 
lesion  was  done  by  pediatricians,  neurosurgeons 
and  orthopedists  at  the  Childrens’  Hospital, 
Sheffield,  England.  They  noticed  that  in  spite 
of  paraplegia,  newborns  with  myelomeningocele 
had  normal  muscle  bulk,  indicating  that  the 
muscles  were  innervated  up  to  the  time  of  birth 
in  most  cases.  It  seemed  logical  that  much  of 
the  disability  resulted  from  trauma  to  the  ex- 
posed spinal  cord  during  birth,  and  from  neo- 
natal drying  and  distension  of  the  sac. 

They  set  up  a controlled  study  in  which  half 
of  the  children  would  have  the  defect  closed 
within  the  first  48  hours  of  life,  and  half  would 
have  the  same  supportive  treatment  except  that 
the  defect  would  be  left  untouched.^  Repeat 
neurological  examination  at  three  weeks  of  age 
showed  that  in  the  nonsurgical  group  (20  pa- 
tients), none  had  improved  and  9 of  the  18  sur- 
vivors had  less  function  than  at  the  initial  ex- 
amination. In  the  surgical  group  there  were  few- 
er survivors  (14)  at  three  weeks,  but  the  neuro- 
logical function  had  improved  in  7 patients,  4 of 
whom  showed  considerable  improvement.  The 
four-year  follow-up'^  indicated  that  the  treatment 
was  effective  in  improving  the  quality  of  survival 
and  ineffective  in  interfering  with  nature’s  law 
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of  natural  selection.  In  the  surgical  group  at  age 
four,  there  were  7 survivors,  all  of  whom  had 
sufficient  leg  function  to  walk  with  or  without 
appliances.  Of  the  6 survivors  in  the  nonsurgical 
group  only  2 could  walk,  and  they  had  under- 
gone emergency  closure  of  myelomeningocele 
at  a later  time  because  it  had  ruptured. 

In  the  neonatal  period,  the  insensitivity  of  the 
tissues  permits  closure  of  the  defect  without 
anesthesia.  In  my  experience,  dural  mobiliza- 
tion has  always  been  sufficient  to  effect  water- 
tight closure  with  a 7-0  continuous  locked  su- 
ture. The  skin  can  be  undermined  sufficiently  to 
close  directly,  with  or  without  relaxing  incisions 
as  necessary. 

Hydrocephalus  of  the  noncommunicating  type 
is  associated  with  myelomeningocele  in  85  to 
90%  of  cases.  Ventriculography  in  the  first  two 
weeks  of  life  will  allow  division  of  the  patients 
into  three  groups.  Those  with  less  than  25  mm 
of  cortical  mantle  should  have  a shunting  pro- 
cedure performed  right  away.  Those  with  more 
than  35  mm  of  cortical  mantle  will  rarely  require 
shunting,  and  those  with  25-35  mm  of  mantle 
thickness  should  have  shunting  performed  when- 
ever hydrocephalus  becomes  clinically  manifest. 
There  is  good  evidence  that  the  absence  of  a 
thick  cortical  mantle  does  not  preclude  normal 
intelligence.  In  patients  with  a thin  cortical 
mantle,  shunting  in  the  first  months  of  life  often 
results  in  the  ventricular  size  reverting  to  nor- 
mal. 

The  brain  cardiac  shunt  most  commonly  used 
now  is  fraught  with  many  complications  includ- 
ing obstruction,  bacterial  colonization,  and  be- 
ing outgrown  by  the  child  (which  usually  can  be 
overcome  by  operative  revision  of  the  appara- 
tus). There  is  considerable  research  into  meth- 
ods that  will  give  better  results,  including  that 
now  being  carried  out  at  our  Baylor  laboratory 
and  in  the  Spina  Bifida  Clinic  at  the  Texas  In- 
stitute for  Rehabilitation  and  Research. 

Summary:  I believe  that  the  myelomeningo- 
cele should  be  closed  within  the  first  48  hours 
of  life.  This  gives  the  infants  the  best  chance 
for  improvement  and  prevents  deterioration  of 


neurologic  function.  In  addition,  the  infant  with 
a repaired  defect  is  much  easier  to  care  for  and 
runs  less  risk  of  late  meningitis.  Shunting  should 
be  done  as  soon  as  evidence  of  hydrocephalus 
is  manifest,  or  earlier  in  those  with  mantle  thick- 
ness of  less  than  25  mm. 

Spina  Bifida  Occulta  (Dysraphism):  Club  foot, 
inability  to  empty  the  bladder,  or  recurrent  men- 
ingitis are  the  usual  first  signs  of  symptomatic 
spina  bifida  occulta.  In  most  of  these  patients 
there  is  little  to  suggest  that  the  primary  defect 
is  in  the  lumbosacral  spine,  and  the  physician 
needs  a high  index  of  suspicion  in  order  to  make 
the  association. 

Four  skin  lesions  are  commonly  seen  over- 
lying  spina  bifida  occulta.  A strawberry  mark, 
hairy  patch,  skin  dimple  or  discharging  sinus, 
and  lipoma  seen  in  the  midline  of  the  back  are 
hallmarks  of  possible  underlying  neurologic  ab- 
normality. The  neurologic  lesion  may  take  many 
forms  and  there  is  no  correlation  of  the  type  of 
skin  lesion  with  the  type  of  intraspinal  lesion. 

James  and  Lassman''  have  described  the  typ- 
ical orthopedic  defects  associated  with  lumbar 
spine  abnormality.  Indeed,  James  found  quite 
a few  of  these  patients  attending  a routine  or- 
thopedic clinic,  suggesting  that  the  incidence  of 
abnormality  may  be  somewhat  higher  than  sus- 
pected. Most  commonly,  a slight  cavo-varus  de- 
formity of  one  foot  is  the  first  sign.  Shortening 
of  the  foot  and  leg  usually  is  associated.  Sen- 
sory changes  are  difficult  to  elicit  but  saddle 
anesthesia  may  be  present.  The  foot  may  be  in- 
verted and  the  arch  slightly  high.  Trophic  ulcers 
have  occurred. 

Recurrent  staphylococcal  meningitis  occurs 
only  in  the  situation  of  a fistulous  tract  from  the 
subarachnoid  space  to  the  outside,  whether  of 
congenital  origin  or  the  result  of  a basilar  skull 
fracture  into  the  nasal  sinuses. 
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Young  children  with  bladder  emptying  prob- 
lems or  inability  to  control  urine  flow  may  have 
either  a neurological  or  a urological  disorder. 
Since  the  outward  manifestations  are  always 
urological,  consideration  must  be  given  to  the 
alternate  explanation. 

The  lesions  affecting  the  spinal  cord  and 
cauda  equina  do  so  by  direct  pressure  and  by 
tethering  the  cord  so  that  it  cannot  ascend  nor- 
mally with  growth.  Additionally,  patients  with  a 
fistulous  tract  manifest  only  by  skin  dimple  or 
discharging  fistula  may  get  staphylococcal  men- 
ingitis through  the  open  tract.  Not  all  of  the  pa- 
tients have  active  disease.  Some  have  an  ana- 
tomical abnormality  which  will  cause  neurologic 
deficit  in  the  future;  in  others,  the  neurologic 
deficit  is  determined  by  the  congenital  abnor- 
mality and  neither  active  compression  nor  teth- 
ering are  present  when  the  patient  is  first  seen. 

The  clinical  diagnosis  is  verified  and  refined 
by  radiographic  means.  Plain  films  of  the  lum- 
bosacral spine  frequently  show  an  increase  in 
the  interpedicular  distance  demonstrating  an 
unusually  broad  spinal  canal.  In  all  but  the  in- 
fants, the  laminar  arches  can  be  seen  and  spina 
bifida  above  the  S-1  level  is  a significant  find- 
ing. Anterior  posterior  laminograms  demon- 
strate diastematomyelia  except  in  patients  with 
small  or  fibrous  bands. 

The  most  important  and  revealing  examina- 
tion is  the  cisternal  myelogram.'  Cisternal  in- 
stillation of  the  Pantopaque  is  preferred  be- 
cause of  the  problems  inherent  in  lumbar  punc- 
ture in  patients  with  this  group  of  disorders. 
One  not  only  risks  poor  placement  of  the  Panto- 


paque and  permanent  obscuration  of  the  field, 
but  the  unknown  anatomy  makes  likely  a mis- 
adventure with  the  needle  tip.  General  anes- 
thesia is  used  for  cisternal  myelography  in  chil- 
dren. Myelography  is  effective  in  outlining  the 
filum  terminale  and  the  level  of  the  conus  med- 
ullaris.  Duplication  of  the  dural  sac  or  the  fi- 
brous bands  separating  the  cord  in  diastema- 
tomyelia are  seen.  Mass  lesions  compressing 
the  neural  structures  are  located  anatomically. 

In  their  series  of  patients  with  spinal  dys- 
raphism,  Lassman  and  James  operated  on  all 
patients  who  had  a discharging  sinus  or  a lipo- 
ma. In  addition,  all  patients  with  neurologic  defi- 
cits, spina  bifida  above  the  S-1  level,  and  myelo- 
graphic  evidence  of  a low  conus  medullaris  have 
had  surgical  treatment.® 

Certainly  all  patients  with  a discharging  si- 
nus must  be  operated  on  to  prevent  meningitis. 
The  procedure  is  simpler  and  the  outcome  will 
be  far  better  if  treatment  is  rendered  prior  to 
meningitis.  I believe  patients  with  skin  dimples 
above  the  intergluteal  crease  should  have  exci- 
sion with  careful  dissection  of  any  fibrous  bands 
or  tracts  that  might  be  attached  to  the  under- 
side. If  it  is  a simple  dimple  the  procedure  is 
minor.  If  there  is  a tract  or  fibrous  band  it 
should  be  dissected  to  its  termination.  This  is 
necessary  to  release  the  spinal  cord  if  the  band 
extends  to  the  conus,  or  to  prevent  infection  if 
there  is  an  epithelial  lined  tract. 

Patients  with  neurologic  deficit,  whether  man- 
ifest by  club  foot  or  inability  to  empty  the  blad- 
der, should  have  lesions  of  the  lumbar  spine 
treated  surgically  to  reduce  compression  or 
tethering  of  the  spinal  cord.  In  these  cases  the 
myelogram  is  of  the  greatest  help  in  directing 
the  surgical  approach  as  well  as  in  diagnosis. 

Lassman  and  James  believe  that  in  patients 
with  asymptomatic  lipomas  of  the  lumbar  spine 
the  benefits  of  “prophylactic”  surgery  outweigh 
the  risks  of  the  procedure.  Since  the  onset  of 
neurologic  disease  is  insidious  and  the  early 
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stages  often  are  missed,  there  is  justification  for 
myelography  and  surgical  treatment  if  abnor- 
malities are  found. 

Summary:  Club  foot,  meningitis,  or  inability 
to  empty  the  bladder  are  often  the  first  signs  of 
lumbar  intraspinal  lesions.  The  skin  lesions  of 
strawberry  mark,  hairy  patch,  midline  dimple, 
or  lipoma  are  often  associated.  Discharging 
tracts  and  skin  dimples  should  be  excised  with 
care  to  follow  their  attachment,  if  any,  to  the 
spinal  cord.  The  other  patients  should  have 
myelography  to  determine  if  an  intraspinal  ab- 
normality requiring  surgical  treatment  is  pres- 
ent. 

Neoplasia:  There  has  been  little  evolution  in  the 
treatment  of  intracranial  masses  in  the  last  dec- 
ade. The  use  of  cytotoxic  drugs  for  these  lesions 
has  increased  in  recent  years  and  there  are  sig- 
nificant and  promising  developments  in  this 
area.  However,  the  work  is  preliminary  and  ex- 
perimental. It  must  not  be  forgotten  that  the 
cerebellar  astrocytoma  seen  in  childhood  is  a 
benign  tumor  and  that  surgical  treatment  gives 
superb  results  when  applied  before  permanent 
neurologic  deficit  is  established.  The  optic  nerve 
glioma  frequently  seen  in  children  is  a relatively 
benign  lesion  and  long-term  survival  follows  ra- 
diotherapy if  the  lesion  cannot  be  excised  be- 
cause of  its  anatomical  situation. 

Some  authors  recently  have  advocated  com- 
plete excision  of  craniopharyngioma  in  child- 
hood, and  in  some  cases  cures  have  been 
achieved.  In  the  treatment  of  medulloblastoma 
and  the  malignant  supratentorial  tumors  of 
childhood  the  results  have  not  been  good,  and 
it  is  here  that  the  cytotoxic  drugs  have  been 
used  with  some  success.® 

Children  have  a great  ability  to  cover  neuro- 
logic deficit,  and  we  must  keep  this  in  mind  at 
all  times  so  that  we  can  detect  and  treat  these 
conditions  before  permanent  damage  ensues. 
Those  with  benign  disease  have  good  chances  of 
obtaining  cure,  and  those  who  have  remaining 


neurologic  deficits  are  seemingly  better  able  to 
adapt  to  their  deficit  than  are  adult  patients. 
For  these  reasons,  neurosurgery  in  children  is 
often  a gratifying  endeavor. 

Material  Needed  for  Study:  In  order  to  further 
our  study  of  the  pathological  aspects  of  birth  de- 
fects in  the  thoracic  and  lumbar  spine,  we  need 
opportunities  to  examine  stillborns  and  neo- 
nates whose  death  resulted  from  these  defects. 
We  would  appreciate  the  efforts  of  physicians 
who  can  help  provide  access  to  suitable  mate- 
rial, and  we  will  take  the  responsibility  of  these 
fetuses  if  suitable  parental  permission  can  be 
obtained.  We  can  be  contacted  by  telephone  at 
713-529-1300. 
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PNEUMOPERITONEUM 
IN  THE 
NEWBORN 


THOMAS  N.  WILLIAMS 


The  mortality  of  neonatal  pneumoperitoneum 
is  70-80%;  it  is  more  common  in  premature 
infants,  and  the  combination  of  prematurity 
and  pneumoperitoneum  is  ominous.  The 
upright  film  of  the  abdomen  is  the 
most  helpful  diagnostic  measure.  The 
stomach  is  the  most  common  site  of  perfora- 
tion and  the  treatment  is  early 
surgical  closure  of  the  defect. 


PERFORATION  OF  AN  ABDOMINAL  hollow  vis- 
cus  which  results  in  pneumoperitoneum  and 
peritonitis  is  relatively  uncommon  in  an  infant. 
The  importance  of  recognizing  this  entity  lies 
not  in  its  incidence  but  in  its  high  mortality  of 
70-80%.  The  stomach  is  the  most  common  site 
of  perforation,  and  the  most  frequent  underly- 
ing pathologic  condition  is  distal  intestinal  ob- 
struction.Many  other  causes  and  presump- 
tive etiological  factors  have  been  postulated 
(Table  1).  Approximately  two-thirds  of  the  cases 
of  spontaneous  pneumoperitoneum  occur  in 
premature  infants. 

Case  Summaries:  Seven  cases  of  pneumoperi- 
toneum in  newborns  occurring  between  May 
1963  and  July  1966  at  the  University  of  Texas 
Medical  Branch  are  summarized  in  Table  2.  The 
site  of  perforation  was  the  stomach  in  six  cases, 
while  in  one  case  no  site  was  found  at  surgery. 
Five  of  the  infants,  all  of  whom  died,  were  pre- 
mature. The  two  infants  who  survived  were  full 
term.  Three  of  the  five  premature  infants  were 
subjected  to  gastric  intubation  preceding  the 
development  of  pneumoperitoneum.  There  was 
no  race  or  sex  predominance. 


Autopsies  were  performed  on  all  the  infants 
who  died.  One  had  a congenital  defect  in  the 
gastric  muscularis,  and  one  had  suffered  an  in- 
tracerebral hemorrhage  and  had  an  acute  gas- 
tric ulcer.  The  remainder  of  the  autopsies  re- 
vealed gastric  perforation  through  areas  of  ul- 
ceration. 


Clinical  Manifestations  and  Radiological  Signs: 

The  early  clinical  symptoms  are  poor  feeding 
habits  and  vomiting.  Abdominal  distension,  tym- 
panites, and  diminished  or  absent  bowel  sounds 
occur  later.  Respiratory  distress  and  cyanosis 
occur  late,  after  the  development  of  significant 
abdominal  distension. 


The  most  important  diagnostic  finding  is  the 
radiographic  demonstration  of  free  air  in  the  ab- 
dominal cavity.  The  so-called  “football  sign’’ 
may  be  seen  on  the  supine  abdominal  film  if 
sufficient  free  air  is  present  (Fig  1).  This  is 
produced  by  the  relative  radiolucency  of  the  free 
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STOMACH 

Distal  obstruction 

Peptic  ulceration 

Congenital  muscle  defect 

Vigorous  gastric  intubation 

Resuscitation  efforts 

Central  nervous  system  hemorrhage 

Oxygen  given  under  pressure 

SMALL  BOWEL 
Distal  obstruction 
Duodenal  peptic  ulceration 
Small  intestine  diverticula  - Meckel's  diverticulum 
Birth  trauma 
Vascular  insufficiency 

LARGE  BOWEL 
Distal  obstruction 

Secondary  to  diagnostic  or  cleansing  enemas 
Rectal  thermometer 


Table  1.  Causes  of  gastrointestinal  perforation. 


Case ' Race /Sex 

Fetal 

Complications 

Age  of  Onset 

Clinical  Symptoms 

Surgical 

Findings 

Autopsy 

Findings 

1 C M 

Normal  term  infant  of 
twin  pregnancy 

5 days;  vomiting,  abdominal 
distension  absent  bowel 
sounds 

Perforation  of 
fundus  of  stomach 

2 W F 

None 

1 day;  abdominal  distension, 
cyanosis 

No  site  of  perforation 
found 

3 W F 

Premature  twin,  res- 
piratory distress 
syndrome 

1 day;  abdominal  distension, 
cyanosis 

Perforation  of  greater 
curvature  of  stomach 

Acute  gastric  ulcer 

4 W M 

Premature 

6 days;  poor  feeding,  abdom- 
inal distension,  diminished 
bowel  sounds 

Perforation  of  greater 
curvature  of  stomach 

Intracerebral  hemor- 
rhage, acute  gastric 
ulcer 

5 C M 

(?)  Premature 

1 day;  vomiting,  abdominal 
distension,  diminished  bowel 
sounds 

Perforation  of  lesser 
curvature  of  stomach 

Congenital  defect  of 
gastric  muscle,  acute 
gastric  ulcer 

6 C F 

Premature 

5 days;  abdominal  distension, 
respiratory  distress 

Perforation  of  greater 
curvature  of  stomach 

Acute  gastric  ulcer 

7 C M 

Premature 

5 days;  abdominal  distension, 
respiratory  distress,  cyanosis 

Perforation  of  greater 
curvature  of  stomach 

Acute  gastric  inflam- 
mation 

Table  2.  Summary  of  cases  at  The  University  of  Texas  Medical  Branch. 
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Fig  1.  Supine  film  of  the  abdomen  illustrating  the  "foot- 
ball sign."  The  falciform  ligament  is  outlined  by  air 
(arrows). 


air  adjacent  to  the  anterior  abdominal  wall  on 
either  side  of  and  outlining  the  falciform  liga- 
ment or  the  urachus  (median  umbilical  fold)  or 
both.  However,  small  amounts  of  free  air  can 
be  extremely  hard  to  detect  on  the  supine  film, 
particularly  if  dilated  and  gas-filled  bowel  is 
present.  The  most  important  and  revealing  ra- 
diographic procedure  is  the  upright  film  of  the 
abdomen  displaying  free  air  beneath  the  dia- 
phragm (Fig  2). 

In  addition  to  the  upright  and  supine  films  of 
the  abdomen,  lateral  upright  (Fig  3)  and  lateral 
decubitus  films  (Fig  4)  may  be  helpful  in  mak- 
ing the  diagnosis. 

Treatment:  The  treatment  is  early  surgical  clo- 
sure of  the  gastrointestinal  defect.  In  a recent 
review  of  gastric  perforation  in  neonates,  it  was 
found  that  none  survived  without  surgery.^ 
Reams  and  others^  demonstrated  a direct  rela- 
tionship between  survival  and  elapsed  time  be- 
tween diagnosis  and  surgical  correction.  In  a 
review  of  75  cases  of  pneumoperitoneum,  46% 
(6  of  13)  survived  after  being  operated  on  with- 
in 6 hours  after  diagnosis;  42%  (11  of  26)  sur- 
vived after  being  operated  on  between  6 and  12 
hours  after  diagnosis;  if  more  than  12  hours 
elapsed  before  surgery,  the  survival  rate  fell  to 
25%  (7  of  36). 
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Fig  2.  Upright  film  of  the  abdomen  showing  a large 
amount  of  air  beneath  the  diaphragm,  depressing  the 
liver.  The  falciform  ligament  may  again  be  faintly  seen 
in  the  epigastrium. 


Fig  4.  Lateral  decubitus  film  of  the  abdomen.  The  free 
air  outlines  the  lateral  abdominal  wall. 
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About  one-third  of  the  small  bowel  ob- 
structions in  neonates  are  caused  by  me- 
conium ileus,  a manifestation  of  cystic 
fibrosis.  Differential  diagnosis  and  early 
surgical  repair  are  mandatory;  even  with 
proper  care,  more  than  half  of  these  in- 
fants die  before  age  2 months.  Appropri- 
ate postoperative  care  is  a vital  factor  in 
management. 

CYSTIC  FIBROSIS  OR  MUCOVISCIDOSIS  occurs 
in  1 to  2 of  every  1,000  live  births;  however,  it 
is  responsible  for  3 to  4%  of  all  deaths  at  major 
children’s  hospitals. - Cystic  fibrosis  is  thought 
to  be  transmitted  by  a mendelian  autosomal  re- 
cessive gene  and  is  most  common  in  Cauca- 
sians of  European  heritage,  less  common  in  Ne- 
groes, and  rare  in  Orientals.  Approximately  6% 
of  all  newborns  with  the  disease  present  with 
meconium  ileus,  which  accounts  for  roughly 
33%  of  all  neonatal  small  bowel  obstructions.^’  ^ 
These  infants  present  with  bile-stained  emesis, 
distension,  and  roentgenographic  evidence  of 
small  bowel  obstruction.  The  roentgenogram 
may  have  a ground-glass  appearance  within  the 
loops  of  bowel  resulting  from  air  bubbles  being 
trapped  in  the  thick  meconium.  Calcifications 
may  be  seen,  representing  intrauterine  intes- 
tinal perforation  (meconium  peritonitis  or  depo- 
sition within  the  intestinal  wall).  All  patients 
with  meconium  ileus  and  40%  of  those  with 
meconium  peritonitis  have  cystic  fibrosis.'^ 

When  a newborn  presents  a clinical  picture 
compatible  with  meconium  ileus,  differential 
diagnosis  should  include  rotation  defects,  intes- 


tinal atresias,  the  meconium  plug  syndrome, 
and  Hirschsprung’s  disease.  The  preoperative 
work-up  should  be  directed  toward  evaluating 
these  diseases  and  should  include  a Hypaque 
enema  examination.**  A pilocarpine  iontophore- 
sis sweat  test  may  be  done  preoperatively,  but 
it  should  not  be  an  integral  part  of  the  preopera- 
tive work-up  as  there  should  be  no  undue  delay 
of  treatment." 

Several  operative  techniques  are  useful  in  the 
treatment  of  meconium  ileus  and  its  complica- 
tions. A 2%  solution  of  acetylcysteine  (Muco- 
myst  diluted  1:9  with  distilled  water)  may  be 
used  to  break  up  and  flush  out  residual  or  dis- 
tal inspissated  meconium. *•  Perforation,  gan- 
grene, atresia,  and  massively  dilated  segments 
should  be  resected,  whereas  localized  segments 
may  respond  to  acetylcysteine  irrigations.  The 
major  acceptable  procedures,  which  must  be 
adapted  to  the  surgical  findings  in  each  case, 
are  as  follows^*'-^^  (Fig.  1):  (1)  oblique  entero- 
tomy,  washing  out,  and  primary  closure;  (2)  15- 
or  18-gauge  needle  through  a purse  string  su- 
ture and  washing  out;  (3)  proximal  indwelling 
Witzel  catheter  enterostomy  and  washing  out; 
(4)  excision  and  primary  anastomosis;  (5)  Mi- 
kulicz procedure;  (6)  Santulli  procedure;  and 
(7)  Bishop-Koop  procedure. 

Primary  anastomosis  often  is  technically  dif- 
ficult because  of  the  disparity  in  bowel  size,  and 
complications  are  usually  fatal.  The  Mikulicz 
procedure  frequently  is  followed  by  bowel  ob- 
struction from  adhesions  in  later  years  and  has 
now  been  replaced  by  the  Roux-en-Y  enteroen- 
terostomies.  We  prefer  the  Bishop-Koop  entero- 
enterostomy  as  it  allows  for  both  resection  of 
dilated  or  gangrenous  bowel  as  well  as  provid- 
ing an  avenue  for  postoperative  irrigation  of  dis- 
tal inspissated  meconium  without  a fully  func- 
tioning ileostomy  and  its  fluid  and  electrolyte 
problems.  Halothane  is  the  preferred  anesthetic 
agent  as  it  is  nonirritating  and  therefore  dimin- 
ishes excess  bronchial  seceretions  and  may  be 
given  with  a high  oxygen  concentration.  Because 
the  anesthetic  gases,  including  oxygen,  tend  to 
dry  the  already  abnormally  viscid  bronchial  se- 
cretions, methods  of  humidifying  these  gases 
are  being  studied. 

Our  most  urgent  need  for  improvement  now 
lies  in  the  immediate  postoperative  period.  The 
postoperative  course  and  indeed  the  entire 
prognosis  of  the  disease  depends  upon  when 
and  to  what  degree  the  pulmonary  complications 
intervene;  95%  of  children  with  cystic  fibrosis 
eventually  develop  pulmonary  complications.^^ 
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The  infant  is  kept  in  an  isolette,  and  high 
humidity  is  maintained  using  a mist  nebulizer 
with  5 to  10%  propylene  glycol  to  loosen  secre- 
tions. Short  and  intermittent  nasopharyngeal 
suction  is  used  as  necessary,  being  careful  not 
to  suction  large  amounts  of  oxygen  from  the 
lungs.  The  major  cause  of  death  in  these  infants 
is  either  Staphylococcus  aureus  or,  more  recent- 
ly Pseudomonas  aeruginosa  pneumonitis.  There- 
fore, sodium  methicillin  (Staphcillin)  200  mg/ 
kg/day  and  colistin  (Coly-Mycin)  5 mg/kg/day 
is  begun  in  the  preoperative  period  and  contin- 
ued for  seven  to  ten  days  postoperatively.  Bron- 
chodilators  such  as  Bronkosol,  Aerolone,  or  Isu- 
prel  in  normal  saline  may  be  used  after  four  to 
five  days  or  if  pulmonary  complications  arise; 
iodides  usually  are  not  indicated.  The  isolette  is 
changed  every  24  hours  and  its  top  and  nebu- 
lizers are  either  autoclaved  with  ethylene  oxide 
or  cleaned  thoroughly  with  .25%  acetic  acid, 
the  latter  specifically  to  eradicate  the  Pseudo- 
monas. In  addition,  the  air  is  sampled  frequently 
for  gram-negative  rods,  and  a chest  film  is  ob- 
tained routinely  at  48-hour  intervals  or  more 
frequently  if  indicated.  Double  doses  of  vitamins 
A,  B,  C,  D,  and  especially  K are  administered 
daily,  and  when  the  infant  is  able  to  take  oral 
feedings  he  is  begun  on  a low  fat  formula  (Nu- 
tramigen,  Probana,  Portagen)  as  well  as  pancre- 
atic enzymes  orally  and  via  the  ileostomy  if  ne- 
cessary. Adequate  hydration  must  be  main- 
tained at  all  times  and  narcotics  are  contraindi- 
cated. The  pediatrician,  the  anesthesiologist, 
and  the  surgeon  must  become  full  partners  in 
the  postoperative  care  of  these  patients  (Ta- 
ble 1). 

Subsequent  medical  care  involves  close  and 
attentive  follow-up  by  the  pediatrician  as  well  as 
a thorough  understanding  of  and  psychological 
adjustment  to  the  condition  by  both  the  child 
and  his  parents.  Patients  are  maintained  on  a 
low  fat,  high  protein,  high  carbohydrate  diet 
with  pancreatic  enzyme  replacement  (Viokase, 
Ya  to  1 tsp/feeding)  and  a double  daily  dosage 
of  fat-soluble  vitamins.  Vitamin  K is  given  par- 
enterally  until  the  baby  is  one  year  old,  and  an 
early  and  complete  immunization  program  is 
instituted.  The  child  sleeps  in  a mist  tent,  using 
10%  propylene  glycol  in  normal  saline,  and 
breathing  exercises  are  begun  as  soon  as  the 
child  is  old  enough  for  instruction.  Aerosol  neb- 
ulizations  such  as  Aerolone:  normal  saline:  Mu- 
comyst  in  a 1:2:2  concentration  are  used  with 
a mask  or  hand  nebulizer  three  to  four  times  a 


day  followed  by  chest  percussion  and  postural 
drainage.  Ultrasonic  mist  and  intermittent  posi- 
tive pressure  breathing  assistance  may  be  used 
in  selected  cases.  Steroids  have  no  place  in 
cystic  fibrosis. 

At  Children’s  Medical  Center,  vigorous  ther- 
apy with  proper  antibiotics,  according  to  the  cul- 
ture and  sensitivity,  is  used  when  infection  oc- 
curs. We  think  that  routine  maintenance  on 
broad-spectrum  antibiotics  not  only  enhances 
development  of  resistant  strains,  but  creates  de- 
pendence upon  the  coverage.  Short-term  omis- 
sion frequently  results  in  pulmonary  infection. 
We  strongly  believe  that  good  pulmonary  hy- 
giene often  supplants  the  need  for  frequent  an- 
tibiotic therapy. 

The  prognosis  for  infants  born  with  meconi- 
um ileus  was  uniformly  fatal  until  Hiatt  and  Wil- 
son reported  five  survivals  only  20  years  ago.^^ 
Since  then,  the  mortality  within  the  first  two 
months  of  life  has  decreased  steadily,  but  still 
remains  above  50%  even  in  major  children’s 
hospitals.  Shwachman  and  associates  reported 
a 56%  mortality  in  1956;^®  Dey  reported  a 
79%  mortality  from  1957  to  1961;^"  and  Hols- 
claw  (London)  reported  a 59%  mortality  in 
1965.^®  At  Children’s  Medical  Center  we  have 
lost  8 of  14  infants  in  the  postoperative  period 
for  a 57%  mortality  (Table  2).  Six  died  of  se- 
vere pneumonitis,  which  also  was  a contributing 
factor  in  the  other  two  deaths.  We  believe  that 
the  next  major  step  toward  reducing  the  mor- 
tality of  meconium  ileus  will  be  a more  thorough 
understanding  of  the  disease  and  a more  vigor- 
ous application  of  the  previously  outlined  meth- 
ods of  postoperative  management. 
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Patient 

Age  on 
Admission 
(Days) 

Findings 

Operation 

Outcome 

1 

1961 

2 

Meconium  ileus 

Bishop-Koop 

Died  at  7 years; 
severe  lung  disease 

2 

1961 

1 

Meconium  peritonitis, 
volvulus,  gangrene 

Bishop-Koop 

Ileostomy  closed  at  2 years; 
moderate  lung  disease 

3 

1962 

8 

Meconium  ileus 

Resection  and  pri- 
mary anastomosis 

Died,  3rd  day, 
aspiration  pneumonitis 

4 

1962 

3 

Meconium  ileus 

Bishop-Koop 

Died,  4th  day, 
pneumonitis 

5 

1962 

2 

Volvulus,  gangrene 

Bishop-Koop 

Died,  3rd  day, 
pneumonitis 

6 

1963 

3 

Meconium  ileus 

Bishop-Koop 

Died,  30th  day, 
pneumonitis 

7 

1963 

1 

Meconium  peritonitis, 
volvulus,  gangrene 

Bishop-Koop 

Moderate  pulmonary 
disease  at  4 years 

8 

1964 

2 

Meconium  ileus 

Bishop-Koop 

Died,  28th  day, 
pneumonitis 

9 

1965 

4 

Meconium  ileus 

Ileotomy  and 
irrigation 

No  pulmonary  disease 
at  4 years 

10 

1965 

2 

Meconium  peritonitis, 
jejunal  atresia 

Bishop-Koop 

Died,  4th  day, 
pneumonitis 

11 

1966 

1 

No  surgery 

Hypaque-Mucomyst 

enemas 

No  pulmonary  disease 
at  2 years 

12 

1966 

3 

Meconium  ileus 

Ileotomy  and 
irrigation 

Died,  2nd  day, 
pneumonitis 

13 

1966 

2 

Meconium  ileus 

Cecostomy  and 
irrigation 

No  pulmonary  disease 
at  2 years 

14 

1968 

4 

Volvulus,  perforation, 
gangrene 

Bishop-Koop 

Died,  4th  day,  gram- 
negative sepsis 

Table  2.  Results  of  treatment  of  14  cases. 


1.  Isolette 

2.  IWist  nebulizer  with  propylene  glycol 

3.  Antibiotics  (methicillin  & colistin) 

4.  Frequent  sterilization  of  equipment 

5.  Vitamins  A,  B,  C,  D,  and  K 

6.  Adequate  hydration 


Table  1.  Postoperative  care. 
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Rx 

Valium®  (diazepam)  t.i.d.  and  h.s. 

B.A.  {cum  laude) . . .V.V.  (at  thirty-two)... symbols  that  illuminate  the 
quality  of  a life... the  satisfactions  of  achievement,  as  well  as  its 
price... the  pressures  and  stresses  that  can  often  create  cardiac 
manifestations  of  psychic  tension.  For  this  kind  of  patient— with  no 
demonstrable  pathology  — consider  the  singular  benefits  of  Valium 
(diazepam). 

With  its  pronounced  calming  action,  Valium  can  relieve  psychic 
tension  promptly,  attenuating  its  somatic  signs  and  symptoms. 
Further,  Valium  is  distinctly  useful  when  somatic  and  depressive 
symptomatology  (secondary  to  psychic  tension)  coexist.  And  Valium 
is  generally  well  tolerated;  in  proper  maintenance  dosage,  it  seldom 
dulls  the  senses  or  interferes  with  functioning. 

When  psychic  tension-related  insomnia  appears,  an  h.s.  dose  added  to 
the  t.i.d.  schedule  helps  promote  sleep. 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) . 

Contraindicated:  Known  hypersensitivity  to  the  dmg.  Children  under  6 months 
of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  emticonvulsant  medication;  abrupt  with- 
drawal may  be  associated  with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  under  careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In  pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amormt  in  elderly  and  debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido,  nau- 
sea, fatigue,  depression,  dy.sarthria,  jaundice,  skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep  distur- 
bances, stimulation,  have  been  reported;  should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Valium*  (diazepam) 

2-mg,  5-mg,  10-mg  tablets  t.i.d.  or  q.i.d. 

to  help  relieve  psychic  tension 
and  its  somatic  symptoms 


PHYSIOLOGY 
OF  DEGLUTITION 


GUILLERMO  McEWAN-ALVARADO,  M.D. 


Swallowing  is  acconnplished  through  a 
complex  series  of  voluntary  and  involun- 
tary actions,  and  these  are  described.  In- 
traluminal pressures  recorded  during 
swallowing  aid  in  the  physiologic  study. 

DEGLUTITION  OCCURS  IN  THREE  stages.^  2 
The  first  stage  (oral)  is  initiated  voluntarily.  The 
second  stage  (pharyngeal)  and  the  third  stage 
(esophageal)  are  involuntary  or  reflex  actions. 
Swallowing  may  be  produced  by  stimulation  of 
appropriate  areas  of  the  cerebral  cortex  or  by 
stimulation  of  local  receptors.  These  receptors 
are  distributed  in  a ring-like  fashion  around  the 
entrance  of  the  oral  pharynx  in  the  mucosa  of 
the  anterior  and  posterior  pillars  of  the  fauces, 
the  tonsils,  the  soft  palate,  the  base  of  the 
tongue,  and  the  posterior  pharyngeal  wall. 

Coordination  of  all  the  muscles  which  are  in- 
volved in  swallowing  is  controlled  by  neurons  in 
the  floor  of  the  fourth  ventricle.  This  is  the  swal- 
lowing center.  It  is  located  in  an  area  just  above 
and  somewhat  lateral  to  the  alae  cinereae  of  the 
medulla,  and  is  closely  associated  with  the  res- 
piratory center.  During  the  first  and  second 
stages  of  deglutition,  respiration  is  inhibited  re- 
flexly.  Also,  in  certain  diseases  of  the  medulla, 
difficulty  in  swallowing  often  precedes  respira- 
tory failure. 

The  efferent  nerves  of  deglutition  are  the  hy- 
poglossal, the  glossopharyngeal,  and  the  vagus. 
The  hypoglossal  and  glossopharyngeal  nerves 
coordinate  the  oral  and  pharyngeal  stages  of 
swallowing.  The  vagus  nerves  control  the  eso- 
phageal stage,  and  supply  the  striped  muscle  of 
the  esophagus  with  motor  fibers  without  inter- 
vention by  any  local  ganglion  cells.  In  the 
smooth  muscle  portion,  the  vagus  fibers  extend 
to  the  nerve  cells  of  Auerbach’s  plexus  but  do 


not  reach  the  muscle  cells.  This  plexus  is  capa- 
ble of  coordinating  peristalsis  in  the  smooth 
muscle  portion,  even  in  the  absence  of  the  ex- 
trinsic nerves.  The  peristalsis  in  the  striped  por- 
tion is  coordinated  in  the  central  nervous  sys- 
tem, but  is  aided  by  local  reflexes  arising  within 
the  esophagus. 

First  or  Oral  Stage  of  Deglutition:  When  food  is 
placed  in  the  mouth,  mastication  is  aided  by  the 
movements  of  the  tongue  against  the  walls  of 
the  mouth;  and  the  material  is  formed  into  a 
bolus  by  moistening,  lubricating,  and  mixing  it 
with  saliva.  As  this  bolus  is  maneuvered  to  a 
constant  “preparatory  position’’  on  the  postero- 
dorsal  surface  of  the  tongue,  swallowing  be- 
gins.* Mastication  ceases.  The  anterior  half  of 
the  tongue  is  depressed  and  retracted,  and  its 
posterior  half  is  retracted,  elevated,  and  pressed 
against  the  hard  palate.  Respiration  is  inhibited; 
and  the  hyoid  is  elevated  slightly.  The  elevation 
and  retraction  of  the  tongue  which  forces  the 
bolus  into  the  pharynx  is  produced  by  the  my- 
lohyoid, styloglossus,  and  hyoglossus  muscles. 

Second  or  Pharyngeal  Stage  of  Deglutition: 

From  the  pharynx,  a bolus  may  travel  via  four 
routes.  Three  of  these  passages  (the  oral  cavity, 
the  nasopharynx,  and  the  larynx)  remain  open 
during  the  resting  phase  and  they  provide  easy 
exits.  The  fourth  route  (the  esophagus)  is  the 
most  difficult  to  travel  because  its  entrance  is 
sealed  during  the  resting  phase  by  the  crico- 
pharyngeus  muscle  which  remains  contracted. 
Hence,  a series  of  complicated  and  highly  co- 
ordinated movements  which  can  be  grouped  in 
two  main  functions  are  required  when  a bolus 
passes  through  the  pharynx  into  the  esophagus. 

Protection  of  the  Airway:  The  three  routes  of 

*The  various  aspects  of  swallowing  can  be  demon- 
strated by  cineradiography. 
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Fig  1.  Pharyngeal  pressure  wave  recorded  during 
deglutition.  By  using  two  open-tip  catheters, 
the  slender  positive  wave  (magnitude  75  cm  of  water 
pressure)  was  produced  by  pharyngeal  peristalsis.  The 
wave  of  negative  pressure,  recorded  simultaneously 
with  the  pharyngeal  wave,  was  produced  by 
relaxation  of  the  cricopharyngeus  muscle.* 


Fig  3.  Tracings  recorded  by  three  catheters  placed 
at  the  pharyngoesophageal  junction  during  deglutition. 
(I)  Typical  pattern  produced  by  the  cricopharyngeus 
muscle.  (2,  3)  Tracings  from  the  upper  esophagus 
recorded  at  the  initiation  of  primary  peristaltic 
contraction.  Observe  the  sequence  between  this  and 
the  wave  produced  by  contraction  of  the 
cricopharyngeus  muscle. 


Fig  2.  Zones  of  high 
pressure  (HPZ)  recorded  at 
the  esophagogastric  (E-G) 
junction  during  resting 
conditions.  Tracings  were 
recorded  when  three 
catheters  were  placed  in  the 
stomach  and  slowly  with- 
drawn into  the  esophagus. 
Withdrawal  is  indicated  by 
numbered  signals  on  the 
baseline.  Tracings  to  the 
left  of  the  high  pressure 
zones  represent  fundic 
pressures.  Note  how  the 
pressures  drop  below  the 
fundic  pressure  levels  after 
the  high  pressure  zones 
are  passed  and  the 
catheters  are  in  the  esopha- 
gus. Arrows  indicate  the 
position  of  the  esophageal 
hiatus. 


*Camera  speed  for  all  recordings  was  10  mm  per  sec- 
ond. 
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Fig  4.  Normal  pressure 
pattern  of  primary 
esophageal  peristaltic 
contraction.  (1)  Small 
negative  wave  produced 
at  the  time  of  swallow- 
ing; (2)  small  positive 
wave  of  abrupt  rise; 
(3)  plateau  of  positive 
pressure;  and  (4)  tall, 
simple,  monophasic  wave 
of  positive  pressure. 


Pressure 


10  sec. 


SWALLOW 




PNEUMONOGRAPH 
MYOGRAPH 


Fig  5.  Normal  sequence 
of  primary  esophageal 
peristaltic  waves,  re- 
corded hy  three  catheters 
and  a small  balloon. 
Notice  how  the  first 
three  components  of 
each  pattern  occur  simul- 
taneously in  all  trac- 
ings. The  tall  rnonopha.sic 
waves  (4th  component) 
are  in  sequence. 
Distances  from  peak  of 
one  wave  to  the  other 
(curved  arrows)  indi- 
cate speed  at  which 
peristalsis  is  traveling 
down  the  esophagus. 
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I•'^g  6.  lour  true  inf’s 
recorded  { with  three 
open-tip  catheters  and  a 
small  balloon)  at  the 
esophagogastric  junction 
during  deglutition.  Distal 
tracing  ( balloon  at  43.8 
cm  from  incisors)  is 
located  at  the  sphincter 
which  relaxes  during 
deglutition  and  produces 
the  slow,  smooth  nega- 
tive wave.  Observe 
the  three  sequential 
positive  waves,  recorded 
by  the  three  catheters, 
indicating  that  the 
e.sophageal  peristaltic 
contraction  is  approach- 
ing the  sphincter  at  the 
time  it  is  relaxing. 

Note  that  the  sphincter 
begins  to  relax  almost 
immediately  after  swal- 
lowing (myograph). 


easy  access  from  the  pharynx  have  to  be  closed. 
The  tongue,  positioned  against  the  hard  palate, 
closes  the  oral  exit.  The  soft  palate  presses 
against  the  posterior  pharyngeal  wall  and  averts 
passage  of  the  bolus  into  the  nasopharynx.  En- 
trance into  the  larynx  is  avoided  by  inhibition  of 
respiration,  approximation  of  the  vocal  cords, 
and  diversion  of  the  food  by  the  epiglottis.  The 
epiglottis  is  concealed  under  the  tongue  and  is 
forced  into  a horizontal  position  by  the  back- 
ward movement  of  the  tongue  and  the  forward 
thrust  of  the  larynx. 

Propulsion  of  Food  Through  the  Pharynx  Into 
the  Esophagus:  When  the  other  routes  are  closed, 
the  entrance  of  the  esophagus  must  be  opened 
and  the  food  propelled  through  the  pharynx  into 
the  opened  esophagus.  Immediately  after  the 
first  stage  of  deglutition  is  completed  and  the 
bolus  reaches  the  base  of  the  tongue,  its  en- 
trance into  the  pharynx  is  accelerated  by  the 
downward  and  backward  motions  of  the 
tongue  and  forward  displacement  of  the  larynx. 
Once  the  bolus  is  in  the  pharynx,  the  superior 
pharyngeal  muscle  contracts  and  initiates  a 
rapid  peristaltic  wave  which  displaces  the  bolus 
down  the  pharynx.  The  hypopharynx  and  the 
cricopharyngeus  are  elevated;  and,  simultane- 
ously, the  cricopharyngeus  relaxes  to  receive  the 
bolus  and  allow  it  to  enter  the  upper  esophagus. 
The  peristaltic  wave  continues  into  the  esopha- 
gus and  becomes  the  primary  esophageal  peris- 
taltic contraction.  The  protective  and  propulsive 


mechanisms  are  involuntary  and  simultaneous 
acts  initiated  by  contact  of  the  bolus  with  the 
receptors. 

Intraluminal  pressures^  (recorded  from  the 
pharynx  with  open-tip  catheters  or  small  trans- 
ducers) during  swallowing  show  a monophasic 
wave  of  abrupt  rise  and  fall,  with  a magnitude 
between  50  and  100  cm  of  water  pressure  (Fig 
1).  From  studying  this  complex  and  highly  co- 
ordinated second  stage  of  deglutition  which  is 
completed  in  less  than  one  second,  one  can  un- 
derstand that  minor  impairment  of  any  of  the 
maneuvers  involved  in  the  act  of  swallowing  may 
result  in  a serious  motor  disorder. 

Third  or  Esophageal  Stage  of  Deglutition:  When 
the  esophagus  is  at  rest,  its  intraluminal  pres- 
sure is  slightly  negative  because  the  tube  is 
closed  at  both  ends.  At  the  upper  end,  the  cri- 
copharyngeus muscle  remains  in  a state  of  tonic 
contraction,  acts  as  a sphincter,  and  prevents 
aspiration  of  air  from  the  pharynx.  The  contrac- 
tion of  the  cricopharyngeus  muscle  produces  a 
short  zone  of  high  intraluminal  pressure  which 
is  located  15  to  20  cm  from  the  incisors.  It  is 
4 cm  in  length  with  a resting  pressure  of  ap- 
proximately 20  to  30  cm  of  water  pressure 
above  the  atmospheric  level.  At  the  lower  end, 
the  esophageal  vestibule  acts  as  a sphincter,  re- 
mains closed,  and  prevents  a reflux  of  the  gas- 
tric contents  into  the  esophagus.  Intraluminal 
pressures  recorded  from  this  sphincter  show  a 
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zone  of  high  pressure  of  about  4 cm  in  length 
with  from  10  to  20  cm  of  water  pressure  (Fig  2). 

During  deglutition,  manometric  tracings  from 
the  upper  esophageal  sphincter  differ  from 
those  recorded  from  the  pharynx. ^ Immediately 
after  the  onset  of  deglutition  (0.5  seconds)  the 
resting  pressure  increases  briefly,  and  is  fol- 
lowed by  a decline  of  pressure  to  below  the 
basal  and  usually  below  the  atmospheric  level. 
The  decrease,  due  to  relaxation  of  the  sphincter, 
occurs  simultaneously  with  an  increase  in  phar- 
yngeal pressure  and  forms  a gradient  which 
forces  the  bolus  across  the  sphincter  (Fig  1). 
Then,  as  the  sphincter  closes,  the  pressure  rises 
and  produces  a wave  with  a magnitude  of  about 
80  cm  of  water  pressure  above  the  atmospheric 
level.  This  increase  in  positive  pressure  is  the 
third  component  of  the  manometric  pattern  and 
represents  peristalsis  through  the  pharyngoeso- 
phageal junction.  The  intraluminal  pressure  re- 
turns to  its  basal  level  within  3 to  4 seconds 
(Fig  3). 

The  contractions  from  the  pharynx  pass  over 
the  junction  and  continue  downward  through 
the  body  of  the  esophagus,  maintaining  a pres- 
sure gradient.  Intraluminal  manometry,  per- 
formed with  open-tip  catheters  during  these  pri- 
mary peristaltic  contractions,  demonstrates  a 
resting  pressure  level  of  about  —5  cm  of  water 
pressure  and  a definite  pressure  pattern.®  The 
four  components  of  the  pattern  (Fig  4)  include: 
(1)  an  initial  negative  wave  of  short  duration, 
occurring  almost  simultaneously  with  the  onset 
of  deglutition:  (2)  an  abrupt  rise  in  intraluminal 
pressure  (10  to  15  cm  of  water  pressure)  form- 
ing a small  positive  wave;  (3)  a plateau  of  posi- 
tive pressure  or  zone  of  slowly  increasing  posi- 
tive pressure;  and  (4)  a large,  simple,  mono- 
phasic  positive  pressure  wave,  rising  rapidly  to 
a peak  of  from  40  to  100  cm  of  water  pressure 
and  declining  equally  fast.  This  last  component 
is  due  to  the  peristaltic  contraction  passing  over 
the  open  tip  of  the  catheter.  The  small  positive 
pressure  wave  that  follows  the  initial  negative 
wave  is  attributed  to  sudden  injection  of  the 
bolus  into  the  esophagus.  The  plateau  is  due  to 
the  approaching  peristaltic  wave.  An  interesting 
observation  is  that  although  the  peristaltic 
wave  is  approaching  the  tip  of  the  catheter  the 
esophageal  pressure  does  not  increase  with  the 
speed  of  the  approaching  wave.  The  explanation 
for  this  pressure  stability  is  that  as  the  wave  ap- 
proaches and  the  pressure  tends  to  increase, 
the  lower  sphincter  relaxes  slowly  and  main- 
tains an  almost  constant  pressure  level.  The 
presence  of  the  plateau  furnishes  indirect  evi- 


dence of  normal  relaxation  of  the  lower  sphinc- 
ter. When  three  catheters  (with  their  tips  posi- 
tioned 3 cm  apart)  are  used,  the  first  three  com- 
ponents are  recorded  simultaneously.  The  fourth 
(monophasic)  component  is  recorded  in  se- 
quence by  the  three  catheters,  and  the  distance 
from  one  wave  to  the  other  shows  the  rate  of 
propagation  of  the  peristaltic  wave  (Fig  5). 

When  a subject  is  in  the  recumbent  position, 
the  rate  of  propagation  of  the  peristaltic  wave  is 
not  uniform.  It  is  rapid  (approximately  50  cm 
per  second)  in  the  pharynx  and  upper  esopha- 
gus. At  the  distance  of  25  to  30  cm  from  the 
incisors,  the  speed  decreases  quickly  to  about 
3 cm  per  second.  Momentarily,  it  increases 
slightly,  then  decreases  to  about  1 cm  per  sec- 
ond at  the  esophagogastric  junction.®  The  total 
time  required  for  propagation  of  the  wave  is  8 
to  12  seconds. 

If  the  primary  wave  is  unable  to  propel  the 
bolus,  secondary  contractions  originate  and 
complete  the  transport.  These  contractions  arise 
locally  in  the  distended  esophagus.  Once  initi- 
ated, they  progress  downward  in  a manner  simi- 
lar to  the  primary  contraction. 

As  the  bolus  approaches  the  esophagogastric 
junction,  the  lower  esophageal  sphincter  relax- 
es; and,  as  it  does,  the  high  basal  pressure 
which  exists  at  the  esophagogastric  junction 
(Fig  2)  decreases  to  form  a slow  negative  wave 
of  7 to  10  seconds’  duration.  While  the  pressure 
decreases  in  the  junction,  it  increases  in  the 
lower  esophagus  and  a gradient  is  formed  (Fig 
6).  The  bolus  moves  down  this  gradient;  the 
sphincter  contracts  slowly,  and  the  contents  of 
the  esophagus  empty  into  the  stomach. 
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Let’s  be  specific  about  ( ! iiupbcirs  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 


Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
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ACUTE 

DUODENAL 

DIVERTICULITIS 

ROBERT  J.  TURNER,  III,  M.D. 


Experience  in  local  hospitals,  together 
with  a review  of  published  reports,  has 
shown  that  duodenal  diverticulitis  is  an 
unusual  complication  of  duodenal  diver- 
ticula. A case  of  duodenal  diverticulitis 
with  perforation  illustrates  the  clinical 
features  of  this  complication.  Preopera- 
tive awareness,  accurate  recognition  at 
the  time  of  surgery,  and  proper  surgical 
management  are  stressed  as  means  to 
lower  the  usually  high  mortality  rate. 


THE  DUODENAL  DIVERTICULUM  has  been 
known  to  exist  as  a pathological  entity  since 
first  described  by  Chomel^  in  1710.  Up  until 
the  early  20th  century  these  diverticula  were 
thought  to  be  rare,  as  they  were  found  only  at 
autopsy  or  laparotomy;  however,  since  duodenal 
diverticula  were  demonstrated  radiographically 
by  Case^  in  1913,  they  have  been  shown  to  be 
fairly  common.  The  usual  incidence  reported  on 
upper  gastrointestinal  x-ray  series  is  about 
1.5%.3 

The  duodenal  diverticulum  is  usually  classi- 
fied as  either  a true  diverticulum  or  a false  one. 
The  true  diverticulum  contains  all  layers  of  the 
adjacent  bowel  wall  and  is  further  subdivided 
into  congenital  and  traction  types.  In  the  false 
diverticulum  the  muscularis  is  absent,  and  the 
diverticulum  is  composed  of  a herniation  of  mu- 
cosa through  the  muscularis.  This  is  the  type  of 
diverticulum  considered  in  this  article. 

Several  theories  regarding  the  etiology  of 
false  duodenal  diverticula  have  been  proposed. 
The  most  commonly  accepted  one  is  that  they 
occur  at  areas  of  localized  muscular  weakness. 


In  1896  Klebs^  noted  that  this  weakness  usually 
existed  at  a point  of  blood  vessel  penetration 
through  the  muscular  bowel  wall. 

Various  complications  of  these  diverticula 
have  been  described,  and  discussions  of  these 
and  their  surgical  management  comprise  the 
majority  of  modern  surgical  reports  on  the  sub- 
ject. Complications  can  be  simply  classified  as: 
(1)  inflammation,  (2)  neoplasm,  (3)  obstruction, 
and  (4)  hemorrhage.  Inflammation  may  be  acute 
or  chronic  and  ultimately  may  result  in  abscess 
formation  and  perforation.  Unfortunately,  the 
pathological  pictures  are  seldom  distinct,  and 
two  or  more  (for  example,  inflammation  and  ob- 
struction) generally  are  present  at  the  same 
time. 

This  report  concerns  the  complication  of  in- 
flammation and,  more  specifically,  acute  duo- 
denal diverticulitis.  The  results  of  a five-year 
survey  of  patients  with  duodenal  diverticulum  is 
presented,  and  a case  of  duodenal  diverticulitis 
with  perforation  is  reported  in  detail.  The  latter 
patient  stimulated  our  interest  in  this  relatively 
rare  complication  of  the  common  duodenal  di- 
verticulum. 

Clinical  Material:  From  1960  through  July  of 
1966,  225  cases  of  duodenal  diverticulum  were 
recorded  in  two  major  hospitals  in  Fort  Worth. 
Almost  all  of  these  diagnoses  were  made  radio- 
logically.  Most  of  the  patients  were  in  the  sev- 
enth decade  (Fig  1).  There  were  136  women 
(60.5%)  and  89  men  (39.5%),  and  94%  of 
the  patients  were  Caucasian.  Most  commonly 
the  duodenal  diverticula  were  found  in  the  sec- 
ond part  of  the  duodenum  (Fig  2).  Twenty-sev- 
en patients  (12%)  had  multiple  diverticula.  Of 
the  225  patients  included  in  this  survey,  only 
six  were  operated  on,  giving  a surgical  inci- 
dence of  2.66%.  Only  one  of  the  surgical  pa- 
tients had  acute  duodenal  diverticulitis. 
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Fig  1.  Ages  (decades)  of 
225  patients  with 
duodenal  diverticula. 


yEAas 


Case  Report:  History:  A 27-year-old  white  wo- 
man was  admitted  to  the  hospital  Sept  28, 
1965.  She  had  been  in  good  health  until  that 
morning,  when  she  began  having  bilateral  mid- 
back  pain.  Later  the  pain  was  described  as  a 
constriction  about  the  waist,  and  subsequently 
became  more  pronounced  in  the  upper  right 
side  of  the  abdomen.  The  pain  was  described  as 
constant  and  not  colicky.  The  evening  of  admis- 
sion she  became  nauseated,  and  later  vomited 
previously  ingested  food  without  bile  discolora- 
tion. Her  past  medical  history  was  uneventful, 
and  her  symptom  review  by  systems  was  not 
relative. 

Physical  Examination:  The  patient’s  oral  tem- 
perature was  97  F,  her  pulse  rate  was  84  per 
minute,  and  her  blood  pressure  was  138/88 
mm  Hg.  There  was  maximum  tenderness  and 
moderate  rebound  tenderness  elicited  in  the 
right  upper  abdominal  quadrant.  The  right  flank 
muscles  were  tight,  and  there  was  tenderness  at 
the  right  costovertebral  angle.  The  abdomen 
was  relatively  quiet  at  auscultation. 

Laboratory  Tests:  Complete  blood  count  on 
admission  showed  a white  blood  cell  count  of 
18,800  cells/cu  mm,  which  increased  to  21,- 
800/cu  mm  the  next  day.  The  patient  was  not 
anemic.  The  serum  amylase  (normal  is  60-160 
units)  was  recorded  as  1,250  units  and  1,020 
units  on  two  occasions.  Serum  bilirubin  was  nor- 
mal. Urinalysis  showed  high  specific  gravity, 
1.036,  and  a trace  of  acetone.  There  was  no 
pyuria  or  hematuria. 

X-ray  Studies:  Roentgenogram  of  the  abdo- 
men demonstrated  gastric  dilatation  and  an  air 


fluid  level  in  the  duodenal  bulb  suggestive  of 
high  duodenal  obstruction  (Fig  3).  In  retro- 
spect, grumous-appearing  material  below  the 
duodenal  fluid  level  could  be  ascertained.  This 
material  probably  represented  the  enterolith, 
which  subsequently  was  seen  in  the  duodenal 
diverticulum.  An  intravenous  cholangiogram  did 
not  visualize  the  gallbladder  or  the  common  bile 
duct. 

Course  in  the  Hospital:  The  working  diagnosis 
on  admission  was  acute  cholecystitis  and  pan- 
creatitis, or  a possible  posterior  penetrating 
duodenal  ulcer  with  pancreatitis.  Treatment  with 
nasogastric  suction,  intravenous  fluids,  anti- 
spasmodics,  analgesics,  and  antibiotics  was 
started.  The  patient  seemed  to  improve  some- 
what on  this  regimen;  however,  on  the  evening 
of  Sept  30  her  condition  became  worse,  as 
manifested  by  greater  abdominal  tenderness 
and  rebound  tenderness.  Tachycardia  (120/ 
minute)  was  also  present.  Exploratory  surgery 
was  performed,  using  a right  subcostal  incision. 
The  peritoneal  cavity  contained  about  1,000  cc 
of  amber  fluid.  A large  inflammatory  mass  was 
uncovered  adjacent  to  the  duodenum  and  su- 
perior to  the  upper  pole  of  the  right  kidney.  We 
were  careful  to  exclude  the  kidney  as  the  source 
of  infection.  The  gallbladder  was  opaque  and 
thick-walled,  but  did  not  seem  to  be  primarily 
inflamed.  The  first  portion  of  the  duodenum  was 
free,  but  as  the  operator  rotated  the  second  and 
third  portions  medially,  purulent  material  ex- 
uded from  beneath  the  duodenum.  There  was  a 
soft,  gangrenous-appearing  mass  posterior  to 
the  second  part  of  the  duodenum  but  lateral  to 
the  head  of  the  pancreas  and  inferior  to  the 
hepatoduodenal  ligament.  Bile  came  from  a rent 
in  this  structure,  and  on  further  exploration  a 
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foul,  putrid,  putty-like  enterolith  was  seen.  A 
finger  could  be  inserted  into  the  duodenum,  and 
the  papilla  of  Vater  was  palpated  and  demon- 
strated to  be  situated  medially.  All  of  the  gan- 
grenous portion  of  the  diverticulum  was  excised. 
The  duodenal  opening  was  closed  in  two  layers 
with  chromic  catgut.  The  duodenum  was  rotated 
back  into  normal  position,  and  the  omentum 
was  sutured  adjacent  to  it  for  reinforcement.  A 
cholecystostomy,  gastrostomy,  and  jejunostomy 
were  then  performed.  Postoperatively  the  pa- 
tient progressed  reasonably  well.  Gastrointes- 
tinal x-ray  series  (Fig  4)  using  Gastrografin  re- 
vealed no  duodenal  leakage  or  obstruction.  Sim- 
ilarly, a cholecystogram  and  choledochogram 
via  the  drainage  tube  revealed  no  obstruction. 
The  patient  was  dismissed  from  the  hospital  on 
Oct  12,  1965,  on  the  14th  postoperative  day. 
Approximately  two  weeks  later  she  was  readmit- 
ted for  drainage  of  a wound  and  intra-abdominal 
abscess  located  between  the  omentum  and  peri- 
toneal suture  line.  Subsequently  she  has  been 
completely  asymptomatic  and  in  good  health. 

Discussion:  Acute  duodenal  diverticulitis  is  a 
relatively  uncommon  complication  of  the  duo- 
denal diverticulum.  In  a review  of  the  English 
and  European  medical  literature,  Munnell  and 
Preston^  found  62  cases  of  duodenal  diverticu- 
litis and  related  obstructive  complications  re- 
ported up  to  1966.  These  authors  recorded  27 
patients  with  perforated  duodenal  diverticulum 
and  abscess  formation  in  this  series.  In  addi- 
tion, there  were  two  instances  of  perforation  as- 
sociated with  enteroliths,  as  in  the  currently  re- 
ported case. 

The  symptoms  and  physical  signs  of  duodenal 
diverticulitis  are  not  pathognomonic  and  cannot 


l ig  2.  Location  of  duodena! 
diverticula  in  225  patients. 


be  differentiated  from  those  of  any  other  intra- 
abdominal catastrophe  which  produces  the  clin- 
ical picture  of  an  acute  condition  of  the  abdo- 
men. There  may  be  a history  of  intermittent  epi- 
gastric pain,  nausea,  anorexia,  weight  loss,  and 
intermittent  diarrhea.  Interestingly,  Zeifer® 
found  that  50%  of  patients  with  duodenal  diver- 
ticulitis and  perforation  had  no  previous  upper 
abdominal  gastrointestinal  complaints.  In  most 
of  the  cases  reviewed  and  in  our  case,  high  fe- 
ver is  generally  absent;  however,  tachycardia 
and  significant  leukocytosis  are  usually  pre- 
dominant features.  Radiographic  studies  can  be 
quite  helpful.  Evidence  of  an  enterolith  situated 
outside  of  the  colon  gas  pattern  should  be  look- 
ed for.  High  duodenal  obstruction  or  paralytic 
ileus  is  highly  suggestive  of  acute  duodenal  di- 
verticulitis. This  pattern,  of  course,  can  be  seen 
in  other  inflammatory  or  traumatic  lesions  of 
the  duodenum  and  therefore  is  not  diagnostic. 

At  the  time  of  surgical  exploration  the  true 
nature  of  the  lesion  can  be  rather  obscure.  Im- 
portant clues  are  retroperitoneal  emphysema, 
edema,  fat  necrosis,  and  bile  staining.  Common- 
ly the  duodenal  diverticulum  is  located  on  the 
concave  side  of  the  duodenum;  however,  Pap- 
palardo"  found  that  50%  of  the  diverticula  com- 
plicated by  inflammation  were  situated  poste- 
riorly and  laterally. 

It  is  unusual  for  the  surgeon  to  encounter 
generalized  peritonitis  with  perforated  duodenal 
diverticula.  There  is  generally  free  intraperi- 
toneal  fluid,  but  the  peritoneum  is  a strong  bar- 
rier and  confines  the  pathologic  process  to  the 
retroperitoneal  space.  This  also  explains  the 
oftentimes  slow  onset  and  progression  of 
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Fig  3.  Roentgenogram  of 
abdomen  in  27-year-old  woman 
with  acute  duodenal 
diverticulitis.  Note  the 
duodenal  air  fluid  level  and 
enterolith  below  this. 


Fig  4.  Postoperative  gastrointestinal 
series  and  cholangiogram 
showing  no  leakage 
or  obstruction. 
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symptoms  and  physical  signs  which  hamper 
early  diagnosis. 

There  are  other  helpful  hints  than  can  aid 
the  surgeon  in  successfully  managing  these 
complicated  cases.  The  duodenum  always 
should  be  mobilized  as  completely  as  possible. 
The  common  bile  duct  and  the  relationship  of 
the  ampulla  of  Vater  to  the  diverticulum  should 
always  be  visualized,  even  if  it  is  necessary  to 
open  the  duct  and  insert  a probe.  Sometimes  it 
may  be  helpful  to  do  an  anterior  duodenotomy 
to  further  establish  this  exact  relationship.  We 
have  found  complementary  procedures  such  as 
gastrostomy  and  jejunostomy  to  be  most  help- 
ful. Zeifer*^  has  also  stressed  this  point.  The 
most  common  complications  following  surgery 
of  duodenal  diverticula  are  suture  line  leakage 
and  fistula  formation.  A jejunostomy  will  en- 
able early  feeding  and  also  the  returning  of 
fistula  drainage  to  the  gastrointestinal  tract 
if  leakage  occurs.  The  procedure  of  choice  in  the 
surgical  management  of  these  patients  is  ex- 
cision of  the  gangrenous  or  inflamed  diverticu- 
lum and  closure  of  the  duodenal  stoma  in  two 
layers.  In  case  closure  would  encroach  upon  im- 
portant adjacent  structures  such  as  the  common 
bile  duct  and  pancreatic  duct,  the  surgeon  may 
have  to  use  his  ingenuity  in  closing  the  duode- 
nal opening.  A jejunal  patch  or  a Roux-en-Y  duo- 
denojejunostomy® can  be  employed.  In  the  in- 
stance of  the  precarious  suture  line,  a by-pass 
procedure  such  as  gastroenterostomy  or  Bill- 
roth II  gastrectomy  may  be  indicated. 

The  mortality  associated  with  duodenal  diver- 
ticulitis is  alarmingly  high.  Most  of  the  deaths 
result  from  failure  to  operate  or  failure  to  cor- 
rectly diagnose  and  manage  the  pathological 
condition  at  the  time  of  surgery.  Acute  duodenal 
diverticulitis  is  seldom  diagnosed  preoperative- 
ly.  Zeifer  and  Goersch®  found  that  only  3 of  23 


patients  had  the  correct  diagnosis  prior  to  sur- 
gical exploration.  The  mortality  rate  for  that 
group  was  48%.  In  the  large  number  of  com- 
plications collected  by  Munnell  and  Preston^, 
mortality  was  37%  in  27  patients  with  acute 
duodenal  diverticulitis  and  abscess  formation. 
This  group  included  those  cases  previously  re- 
corded by  Zeifer.®  These  mortality  figures  are 
quite  high,  but  the  mortality  drops  precipitous- 
ly® when  the  correct  diagnosis  is  ascertained 
and  definitive  surgery  is  carried  out. 
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high  under 
the  cuff. 


he  forgets  he  has  hypertension,  gets  hot 
under  the  collar. . . high  under  the  cuff. 

patients, consider  Regrotori 

chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 

To  lower  blood  pressure 

and  allay  anxiety  In  hypertension. 

For  brief  summary  of  prescribing  infor- 
mation, see  next  page. 


Regroton’  Geigy 

chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 

the  once-a-day  tablet  for  anxious  hypertensives 

Regroton  is  a combination  of  two  basic 
antihypertensives  designed  to  lower  blood 
pressure  and  allay  anxiety  in  hypertension. 

With  Regroton  he  can  keep  his  shirt  on 
and  you  can  keep  his  blood  pressure  down. 

Before  prescribing,  please  review  carefully 
the  indications,  contraindications, 
warning,  precautions,  adverse  reactions 
and  dosage  information  below. 


RE-6392 


Regroton® 

Each  tablet  contains: 
chlorthalidone  50  mg. 
reserpine  U.S.P.  0.25  mg. 

Indications:  Hypertension. 
Contraindications:  History  of  men- 
tal depression,  hypersensitivity, 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration 
of  enteric-coated  potassium  sup- 
plements, which  should  be  used 
only  when  adequate  dietary  sup- 
plementation is  not  practical,  the 
possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions 
has  frequently  been  required  and 
deaths  have  occurred.  Discontinue 
coated  potassium-containing  for- 
mulations immediately  if  abdom- 
inal pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleed- 
ing occur.  Discontinue  one  week 
before  electroshock  therapy,  and 
if  depression  or  peptic  ulcer 
occurs. 

Use  in  pregnancy:  Because  chlor- 
thalidone may  cross  the  placental 
barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in 
breast  milk,  this  drug  should  be 
used  with  care  in  pregnant  pa- 
tients and  nursing  mothers.  When 
used  in  women  of  childbearing 
age,  the  potential  benefits  of  the 
drug  should  be  weighed  against 
the  possible  hazards  to  the  fetus. 
Use  of  chlorthalidone  may  result  in 
fetal  or  neonatal  jaundice,  throm- 
bocytopenia, and  possibly  other 
adverse  reactions  which  have  oc- 
curred in  the  adult.  Increased 
respiratory  secretions,  nasal  con- 
gestion, cyanosis  and  anorexia 
may  occur  in  infants  born  to 


reserpine-treated  mothers. 
Precautions:  Antihypertensive 
therapy  with  this  drug  should  al- 
ways be  initiated  cautiously  in 
postsympathectomy  patients  and 
in  patients  receiving  ganglionic 
blocking  agents,  other  potent  anti- 
hypertensive drugs,  or  curare. 
Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at 
least  one-half.  To  avoid  hypoten- 
sion during  surgery,  discontinue 
therapy  with  this  agent  two  weeks 
prior  to  elective  surgical  proce- 
dures. In  emergency  surgery,  use, 
if  needed,  anticholinergic  or 
adrenergic  drugs  or  other  sup- 
portive measures  as  indicated. 
Because  of  the  possibility  of  pro- 
gression of  renal  damage,  periodic 
kidney  function  tests  are  indicated. 
Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated. 
Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may 
occur.  If  potassium  depletion 
should  occur  during  therapy,  the 
drug  should  be  discontinued  and 
potassium  supplements  given, 
provided  the  patient  does  not 
have  marked  oliguria. 

Take  particular  care  in  cirrhosis 
or  severe  ischemic  heart  disease 
and  in  patients  receiving  corti- 
costeroids. ACTH,  or  digitalis. 
Severe  salt  restriction  is  not 
recommended.  Use  cautiously  in 
patients  with  ulcerative  colitis  or 
gallstones  (biliary  colic  may  be 
precipitated).  Bronchial  asthma 
may  occur  in  susceptible  patients. 
Adverse  Reactions:  The  drug  is 
generally  well  tolerated.  The  most 
frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diar- 
rhea, constipation,  muscle  cramps, 
headache,  dizziness  and  acute 


gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety, 
depression,  bradycardia  and 
ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis), 
drowsiness,  dull  sensorium,  hyper- 
glycemia and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness, 
transient  myopia,  impotence  or 
dysuria,  orthostatic  hypotension 
which  may  be  potentiated  when 
chlorthalidone  is  combined  with 
alcohol,  barbiturates  or  narcotics, 
leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranu- 
locytosis. nasal  stuffiness,  in- 
creased gastric  secretions, 
nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis, 
optic  atrophy  and  glaucoma,  and 
pruritus.  Eruptions  and/or  flushing 
of  the  skin,  a reversible  paralysis 
agitans-like  syndrome,  blurred 
vision,  conjunctival  injection, 
increased  susceptibility  to  colds, 
dyspnea,  weight  gain,  decreased 
libido,  dryness  of  the  mouth, 
deafness,  anorexia,  and  pan- 
creatitis when  epigastric  pain  or 
unexplained  G.l.  symptoms 
develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia, 
paresthesia,  photosensitization 
and  necrotizing  angiitis  are 
possible. 

Average  Dosage:  One  tablet  daily 
with  breakfast. 

Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000 
(B)46-600-C 

For  details,  please  see  complete 
prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  I PPKR  RFSIMRATORV  ALLERGIES  AND  INEECTIONS 

Dimetapp  Extentabs* 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg. 

UP  TO  12  HOI  RS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindication.s:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertne.ss.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY  A-H-DOBINS 
RICHMOND,  VA.  23220 
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For  the  patient  who  has  been 
through  an  accident,  the  worry 
and  anxiety  following  the 
mishap  may  actually  heighten 
the  perception  of  pain.  This  is 
why  there’s  a classic  Va  grain 
sedative  dose  of  phenobarbital 
in  Phenaphen  with  Codeine— 
to  take  the  nervous  “edge”  off, 
so  the  rest  of  the  formula  can 
control  the  pain  more  effectively. 

A. H.  Robins  Company,  >3-11,1^0  R I MC 
Richmond. Va.  23220  /I  11  I /LID  I IM 3 


Phenaphen  with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital  (Va  gr.),16.2 
mg.  (warning:  may  be  habit  forming);  Aspirin  (2y2  gr.),  162.0  mg.;  Phenacetin 
(3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  Va 
gr.  (No.  2),  V2  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 

The  compound  analgesic  that  calms  instead  of  caffeinates 

Indications:  Phenaphen  with  Codeine  provides  relief  in  severer  grades  of 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindica- 
tions: Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  all 
phenacetin-containing  products  excessive  or  prolonged  use  should  be 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  con- 
stipation and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 
1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature. 


L J.  CASTIGLIONI,  M.D. 
MARCEL  PATTERSON,  M.D. 


In  diabetic  patients,  diarrhea  may  have 
any  of  the  common  etiologies  or  may 
stem  from  pancreatic  insufficiency  or 
primary  malabsorption  syndrome.  Oc- 
casionally, specific  diabetic  diarrhea  and 
steatorrhea  are  encountered.  The  patho- 
genesis is  not  understood  and  treatment 
is  difficult,  although  antibiotics  often  are 
useful. 

DIARRHEA  IN  DIABETICS  has  the  same  multi- 
plicity of  causes  as  it  has  in  the  general  popu- 
lation. In  addition,  a characteristic  diarrhea  that 
appears  to  be  a specific  complication  of  the  dis- 
ease develops  in  about  1 of  every  1,000  diabetic 
patients.  Such  patients  were  observed  more 
than  50  years  ago,  according  to  Joslin.^ 

/in  1926,  Bowen  and  Aaron,  in  discussing 
gastric  secretion  and  the  diabetic,  reported  ten 
cases  with  severe  diarrhea.^  However,  it  was  not 
until  1936  that  Bargen  and  his  associates  de- 
fined the  diarrhea  of  diabetics  as  a specific  en- 
tity.^ They  proved  that  the  symptom  did  not 
arise  from  pancreatic  insufficiency  and,  further, 
that  pancreatic  extracts  had  no  predictable  ef- 
fect. Later,  other  authors  substantiated  that  exo- 
crine pancreatic  function  was  normal  in  similar 
cases  and  most  observers  noted  this  symptom 
arising  in  the  “difficult  to  control”  diabetic  pa- 
tient. 

In  1945  Bundles,  in  a study  on  diabetic  neu- 
ropathy, reported  on  the  frequent  association  of 
gastrointestinal  complaints  with  diabetic  neuro- 
pathy.^ Such  complaints  included  cramps,  pain, 
severe  constipation,  diarrhea,  or  alternating 
constipation  and  diarrhea.  Of  his  125  patients 
with  diabetic  neuropathy,  27  (22%)  had  diar- 
rhea. 

In  1946,  Sheridan  and  Bailey  further  charac- 
terized the  syndrome. 5 Typically  the  diarrhea 
occurs  in  poorly  controlled  diabetics  with  neu- 
ropathy. It  tends  to  occur  nocturnally,  often  as- 
sociated with  incontinence,  and  frequent  recur- 
rence. Rapid  small  bowel  transit  is  commonly 
observed. 

Rarely  the  diarrhea  is  an  initial  complaint  or 
precedes  the  manifestations  of  the  diabetes.  On 
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the  average,  diabetes  has  been  overt  for  .9  years 
before  onset  of  the  symptoms,  but  this  may 
vary  from  1 to  more  than  30  years.  Most  pa- 
tients required  insulin  and  control  was  poor  for 
2 or  more  years  prior  to  the  onset  of  the  diar- 
rhea. Long  episodes,  a month  or  more,  of  poor 
control  are  often  associated  with  a relapse. 

Diabetic  neuropathy,  manifest  by  acitiQsta^ic 
hypotension,  impotence,  bfaclde£_^continence, 
a^TTonnal  sweat  patterns,  night  sweats,  muscle 
^ramps,  paresthesias  and  loss  of  reflexes  and 
vit7faj^ory~~?mse--aren;^^  Usijanv~Tpf5:>m- 
spinal^fTuid  protein  is  increased.  ' 

Other  complications  of  diabetes  such  as  ret- 
inopathy, vasculopathy,  or  nephropathy,  may  or 
may  not  be  present,  and  no  apparent  correlation 
exists  between  diarrhea  and  retinal  or  renal 
complications  of  the  disease. 

Frequently,  patients  have  10  to  30  stools/ 
24  hours  and  sometimes  up  to  50.  The  stools 
are  thin,  brown,  and  watery.  Characteristically, 
there  is  nocturnal  periodicity  or  exacerbation 
with  few  or  no  stools  during  the  day.  Should  the 
diarrhea  occur  during  the  day,  it  tends  to  be 
postprandial  or  very  early  in  the  morning.  Noc- 
turnal fecal  incontinence  is  distressing  and  fre- 
quent. Some  patients  must  sleep  on  a protective 
pad.  Despite  the  severity  of  the  diarrhea,  the 
patient  maintains  his  weight.  Although  close 
proximity  to  the  toilet  can  be  a necessity,  seri- 
ous disability  is  otherwise  uncommon.  The  diar- 
rhea may  be  continuous  (about  50%  of  Run- 
dles’  reported  cases)  or  intermittent  (80%  of 
Bailey  and  Sheridan’s  cases).  Spontaneous  ex- 
acerbations and  remissions  occur  unpredictably. 

Laboratory  findings  are  inconsistent  and  are 
those  one  might  anticipate  in  diabetes.  Usually, 
the  hematocrit,  blood  urea  nitrogen,  phenol- 
sulfonphthalein,  serum  proteins,  calcium,  phos- 
phorus, phosphatase,  prothrombin  time,  and 
liver  function  values  are  normal. 

Free  gastric  acidity  may  or  may  not  be  pres- 
ent and  does  not  appear  related  to  the  diarrhea 
but  resembles  the  pattern  in  nondiabetics  of 
comparable  age  groups. 

Exocrine  pancreatic  secretions  are  generally 
normal  in  volume,  electrolytes,  and  enzymes. 


Gastric  hypomotility  and  even  atony  often 
complicate  diabetes.  In  contrast,  intestinal  tran- 
sit time  from  duodenum  to  colon  when  measur- 
ed by  motor  meals  or  dye  marker  characteristi- 
ally  is  rapid  in  these  patients  (in  many  instances 
30  minutes  or  less).  The  small  bowel  pattern 
can  resemble  malabsorption  or  deficiency  stages 
with  segmentation,  variations  in  the  caliber  of 
the  intestinal  lumen,  dilation,  localized  coarsen- 
ing, and  partial  obliteration  of  the  folds.  Such 
changes  persist  during  remissions  and  do  not 
relate  to  the  degree  of  clinical  symptoms.  Fur- 
thermore, severe  diarrhea  may  be  noted  without 
the  typical  deficiency  pattern. 

■'^Occasionally,  patients’  stools  contain  large 
amounts  of  fat.  Berge  and  associates  first  de- 
scribed six  such  cases  in  1956."  These  cases 
resembled  the  other  diabetic  diarrheas  by  oc- 
curring in  poorly  controlled  diabetics  having 
neurologic  deficit.  Further,  the  intractable  diar- 
rhea was  postprandial  or  nocturnal,  but  no  other 
evidence  of  malabsorption  was  apparent.  Simi- 
larly, these  patients  did  not  respond  to  treat- 
ment with  pancreatic  enzymes,  liver  extract, 
anticholinergics,  or  corticosteroids. 

In  1960,  Ellenberg  and  Bookman®  also  re- 
ported a group  of  diabetics  with  steatorrhea, 
but  in  their  patients  the  diabetes  was  well  con- 
trolled. Also,  in  their  cases,  there  was  other  evi- 
dence of  primary  malabsorption  such  as  weight 
loss,  low  serum  carotene  levels,  and  depressed 
vitamin  A tolerance  curve.  On  jejunal  biopsy  a 
sprue-like  pattern  was  demonstrated,  and  these 
cases  responded  dramatically  to  corticosteroid 
therapy. 

/\r\  1963,  Vinnik  and  others®  reported  seven 
well-studied  cases  of  diabetes  and  diarrhea. 
They  separated  their  cases  into  two  groups, 
those  with  and  those  without  steatorrhea.  In  the 
first  group,  all  had  a history  of  poorly-controlled 
diabetes,  and  peripheral  and  autonomic  neuro- 
pathy with  a normal  small  bowel  biopsy.  The 
second  group,  by  contrast,  had  a history  of  well- 
controlled  diabetes  without  associated  neuro- 
logic or  degenerative  changes,  but  demonstrat- 
ed malabsorption  of  fat,  d-xylose,  glucose,  and 
urea.  Small  intestine  biopsy  showed  flat  villi  and 
other  changes  typical  of  nontropical  sprue.  In 
the  latter  cases,  the  diarrhea  responded  dramat- 
ically to  a gluten-free  diet. 
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stool  fat  normal  Diabetic  diarrhea 

Stool  fat  increased 

Jejunal  biopsy  normal  Diabetic  diarrhea 

Jejunal  biopsy  abnormal  Primary  malabsorption 


Table  I.  Diabetic  enicropaihy. 


Ref 

Age 

Fecal 

Fat 

(gm) 

Diabetic 

Control 

Neuropathy 

Abnormal 

Jejunal 

Biopsy 

Response  to  Therapy 
(Corticosteroids  or 
Gluten-Free  Diet) 

24 

27 

40 

Poor 

-t- 

_ 

11 

23 

23.6 

Poor 

+ 





7 

32 

51 

Poor 

+ 



9 

43 

Poor 

+ 

— 

— 

8 

40 

t 

Good 



+ 

+ 

40 

24 

Good 

— 

+ 

+ 

9 

53 

16.6 

Good 

— 

+ 

+ 

73 

* 

Good 

— 

+ 

+ 

39 

20.5 

Good 

— 

+ 

-F 

21,  11 

55 

46 

Poor 

+ 

+ 

‘Triolein  test  abnormal 
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Thus,  it  appears  that  diabetic  enteropathy 
can  be  divided  into  two  large  categories  on  the 
basis  of  the  quantity  of  fat  in  the  stool  (Table 
1).  Those  with  elevated  stool  fat  can  be  subdi- 
vided into  (1)  a group  with  normal  small  bowel 
biopsy  classified  as  diabetic  steatorrhea;  and 
(2)  a group  with  abnormal  small  bowel  biopsy 
representing  primary  malabsorption  syndrome. 

uch  a classification  is  of  practical  import- 
ance in  management,  since  appropriate  treat- 
ment in  those  with  abnormal  biopsy  results  in 
dramatic  improvement  and  spares  the  patient 
much  distress  (Table  2). 

Diabetic  steatorrhea  without  other  features  of 
malabsorption  seems  no  different  than  the  dia- 
betic diarrhea,  and  probably  only  represents 
difference  in  severity  rather  than  in  pathophysi- 
ology. Increased  fecal  fat  might  result  from  rap- 
id transit  and  poor  mixing.  Several  reports  indi- 
cate that  as  diarrhea  improves,  fat  absorption 
becomes  normal,  while  if  diarrhea  recurs,  stea- 
torrhea reappears. 

‘ The  relationship  between  celiac  disease  or 
nontropical  sprue  and  diabetes  mellitus  may  be 
only  fortuitous.  However,  Thompson^^  reported 
an  incidence  of  diabetes  in  celiac  patients  five 
times  greater  than  in  the  general  population. 
Other  studies  are  not  confirmatory.’^ 

Pathogenesis:  The  frequent  association  of  neu- 
ropathy with  diabetic  diarrhea  suggests  the  im- 
portance of  damage  or  degeneration  of  the  auto- 
nomic nervous  system  in  the  pathogenesis  of 


the  syndrome.  Furthermore,  one  frequently 
finds  concomitantly  other  evidence  of  visceral 
autonomic  neuropathy,  such  as  neurogenic  blad- 
der, orthostatic  hypotension,  changes  in  sweat- 
ing pattern,  and  loss  of  pilomotor  activity.  Then, 
too,  diarrhea  often  accompanies  other  condi- 
tions which  affect  the  autonomic  nervous  sys- 
tem, for  example,  after  vagotomy  or  resection 
of  sympathetic  ganglia,  or  with  the  use  of  gan- 
glionic blocking  agents.  Amyloidosis  involving 
the  autonomic  ganglia  and  myenteric  plexus, 
but  without  intestinal  mucosal  involvement,  has 
been  reported  as  causing  diarrhea. 

Degeneration  of  myenteric  plexuses  might 
cause  the  abnormal  motility  noted  in  diabetics, 
and  in  one  case-”  abnormalities  of  the  plexuses 
were  found,  but  this  has  not  been  confirmed  by 
others.  Berge  and  others’®,  in  a controlled  study 
compared  pathologic  changes  in  diabetics  with 
and  without  diarrhea.  They  found  no  differences 
in  the  enteric  ganglion  cells  or  in  the  incidence 
of  changes  in  the  enteric  mucosa,  muscle,  or 
vasculature  between  the  two  groups  and  normal 
controls.  Of  course,  significant  changes  might 
exist  that  were  not  demonstrable  by  the  tech- 
niques used.  Or  the  defect  may  lie  at  a biochem- 
ical rather  than  anatomical  level. 

Bacterial  overgrowth  in  the  small  bowel  may 
contribute  to  the  diarrhea  but  this  has  not  been 
well-studied  in  diabetics.  Gastric  hypomotility 
and  stasis,  often  accompanying  diabetic  neuro- 
pathy, permits  abnormal  bacterial  growth  in  the 
stomach  and  the  metabolic  products  of  such 
growth  could  then  stimulate  hyperperistalsis  of 
the  small  bowel.  Abnormal  gastric  cultures  have 
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been  found  in  some  patients. Such  a hypothe- 
sis attractively  explains  the  partial  success  of 
antibiotics  in  the  management  of  this  syndrome. 

Treatment:  The  multiplicity  of  suggestions  in 
management  and  the  variability  of  success  re- 
flect the  lack  of  a specific  or  consistently  effec- 
tive treatment.  Since  the  diarrhea  is  often  inter- 
mittent and  unpredictable,  evaluation  of  therapy 
is  difficult. 

Careful  diabetic  control  is  advised,  particu- 
larly since  other  forms  of  diabetic  neuropathy 
sometimes  are  reversible,  and  since  long  epi- 
sodes of  poor  control  (over  one  month)  are  as- 
sociated with  recurrence  of  diarrhea.  Unfortu- 
nately, good  diabetic  control  does  not  often  im- 
prove the  diarrhea. 

Particularly  important  is  the  recognition  of 
the  patient  with  primary  malabsorption  since 
those  with  characteristic  sprue-like  changes  in 
the  jejunal  biopsy  respond  dramatically  to  glu- 
ten-free diet  or  corticosteroids.  Pancreatic  insuf- 
ficiency should  be  considered  and,  if  present, 
replacement  therapy  used.  Otherwise,  dietary 
alteration,  such  as  restricting  residue,  fat,  or 
protein  is  not  reported  helpful. 

In  1946,  26  of  28  cases  were  reported  im- 
proved with  2-4  ml  of  liver  extract  given  intra- 
muscularly daily  for  four  days  and  then  weekly. 
A later  reevaluation  showed  a high  relapse  rate, 
and  only  two  patients  achieved  a long-term  re- 
mission.^ Similarly,  other  reports  of  the  use  of 
liver  extract  were  disappointing.  Often  folic  acid 
and  vitamin  Bio  are  recommended,  but  no  re- 
ports confirm  a predictable  effect  from  their 
use.  Occasionally,  atropine  (0.6  mg  qid)  checked 
the  diarrhea,  but  in  most  cases  this  drug  as 
v\/ell  as  other  anticholinergics  are  ineffective. 
Urecholine,  a cholinergic  drug,  in  dosages  up  to 
40  mg/day  was  reported  effective  in  several 
cases.® 

Likewise,  administration  of  ephedrine  or 
other  sympathomimetic  agents  has  occasionally 
been  associated  with  improvement  in  the  diar- 
rhea.^® 

The  most  encouraging  form  of  therapy  in  re- 
cent years  has  been  the  use  of  antibiotics.  Fa- 
vorable responses  were  reported  with  chlortet- 
racycline,  tetracycline,  chloramphenicol,  and 
neomycin.  In  one  series,  16  of  22  cases  (73%) 
were  controlled  with  antibiotics. i®  Tetracycline 
or  chlortetracycline  started  in  doses  of  250  mg 


three  or  four  times  daily  is  recommended.  If  a 
favorable  response  occurs,  dosage  of  one  or 
two  capsules  daily  is  maintained.  Occasionally 
as  little  as  one  dose  weekly  controls  symptoms. 
Infrequent  attacks  have  been  averted  by  prompt 
use  of  antibiotics  at  the  onset  of  an  episode. 

Other  agents  such  as  kaolin  with  pectin,  Lo- 
motil, or  paregoric  are  sometimes  useful  as  ad- 
junctive therapy.  Hydrophilic  colloids  such  as 
Metamucil,  although  considered  laxative,  may 
improve  watery  diarrheas  by  absorbing  water 
and  converting  several  watery  movements  into 
a single  bulkier  stool.  Despite  many  approaches, 
therapy  remains  a vexing  problem. 
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TEXAS  MEDICINE 


DIPHTHERIA,  POLIO,  SYPHILIS  INCREASE  SIGNIFICANTLY 
IN  1968,  TEXAS  HEALTH  DEPARTMENT  OFFICIAL  REPORTS 


Incidence  of  diphtheria  and  polio 
increased  sharply  in  Texas  in  1968, 
and  Texas  retained  its  rank  as  num- 
ber 1 in  reported  cases  of  infectious 
syphilis  last  year,  according  to  Dr. 
M.  S.  Dickerson,  chief.  Communica- 
ble Disease  Section,  Texas  State  De- 
partment of  Health.  Some  other  dis- 
eases decreased  substantially  and 
others  stayed  about  the  same  in  in- 
cidence. 

"Forty-three  communicable  dis- 
eases are  reportable  in  Texas,”  Dr. 
Dickerson  said  in  announcing  pre- 
liminary 1968  annual  figures  on 
communicable  diseases  in  Texas. 
The  incidence  of  disease  varies  from 
year  to  year  depending  on  (1)  the 
number  of  susceptibles  in  the  popu- 
lation; (2)  the  virulence  and  amount 
of  infectious  disease  agents  avail- 
able; and  (3)  the  suitability  of  en- 
vironmental conditions  such  as 
weather,  overcrowding,  poor  hous- 
ing, polluted  water,  inadequate  sew- 
age disposal,  and  personal  hygiene. 

State  Health  Department  prelim- 
inary findings  show  a reported  in- 
crease in  several  immunizable  com- 
municable diseases  as  compared  to 
1967  including  diphtheria,  paralytic 
polio,  and  typhoid.  Table  1 shows 
the  cases  of  diphtheria,  measles, 
paralytic  polio,  and  tetanus  reported 
in  Texas  in  1968  and  the  percent- 
age these  cases  represent  in  nation- 
wide totals. 

Diphtheria  increased  from  72 
cases  in  1967  to  113  cases  in  1968. 
Local  outbreaks  of  diphtheria  oc- 
curred in  three  Texas  areas  in  1968 
as  compared  to  two  in  1967.  This 
added  area  accounts  for  the  signifi- 
cant increase  in  cases.  The  113 
cases  in  1968  represent  46.5%  of 
all  cases  reported  in  the  US  for  the 
same  period. 

In  1968  Texas  reported  5,220 
cases  of  measles  as  compared  to 
13,411  in  1967.  This  was  a signifi- 
cant decrease  in  incidence  over 
previous  years  (Incidence  of  meas- 
les had  been  considerably  higher 
than  even  the  1967  figure;  1966 — 


25,566;  1965—30,771;  1964-71,- 
629;  1963 — 19.761;  1962 — 66,915; 
1961—16,697;  and  1960—50,674). 

Paralytic  polio  in  1968  increased 
more  than  100%  over  1967  (22 
cases  reported  in  1968;  10  in  1967). 
Significantly,  more  than  50%  of  the 
paralytic  polio  cases  reported  for 
1968  occurred  in  infants  under  one 
year  of  age. 

Only  17  cases  of  tetanus  (provi- 
sional) were  reported  in  Texas  dur- 
ing 1968,  a substantial  decrease 
from  the  44  cases  of  1967. 

Pertussis  decreased  from  846 
cases  in  1967  to  802  cases  in  1968. 
One  of  the  probable  reasons  for  the 
decrease  in  pertussis  is  due  to  the 
fact  that  100,000  immunizations 
were  given  in  1968  as  compared  to 

1967. 

Mass  immunization  campaigns 
and  efforts  by  local  health  depart- 
ments in  Texas  resulted  in  the  fol- 
lowing total  number  of  immuniza- 
tions in  1968:  polio,  441,740;  diph- 
theria, 456,762;  tetanus,  375,244; 
pertussis,  377,812;  and  measles, 
114,146. 

Maintaining  its  national  rank  of 
first  in  reported  cases  of  infectious 
syphilis  (Primary,  secondary,  and 
early  latent),  Texas  evidenced  an  in- 
crease in  1968  of  some  9%  over 
the  number  of  cases  reported  in 
1967:  3,863  cases  in  1967,  4,220  in 

1968.  Causes  for  the  increasing  in- 
cidence are  rapid  urbanization,  a 
relatively  mobile  population,  and  un- 
der-reporting of  cases.  Under-report- 
ing of  cases  results  in  more  con- 
tacts not  coming  to  medical  exami- 
nation and/or  treatment.  Total  sy- 


United 

States 

Texas 

% of 

US  Cases 
Occurring 
in  Texas 

Diphtheria 

243 

113 

46.5 

Measles 

22,527 

5,220 

23.2 

Paralytic  Polio 

57 

22 

38.6 

Tetanus 

159 

16 

10.0 

Table  1.  Cases  reported  in  1968. 


philis  (including  tertiary  and  late  la- 
tent) also  slightly  increased  from 
6,081  reported  cases  in  1967  to  6,- 
195  in  1968.  During  the  same  period 
the  reported  cases  of  gonorrhea  in- 
creased about  12%  (30,035  in 

1967;  33,667  in  1968). 

Recorded  cases  of  infectious  and 
serum  hepatitis  showed  a decrease 
from  2,818  cases  in  1967,  to  2,300 
cases  in  1968. 

Encephalitis  (including  arthropod- 
borne  and  post-infectious)  registered 
a significant  decline  in  the  number 
of  cases  reported:  46  in  1967,  19  in 
1968. 

Other  communicable  disease  sta- 
tistics are:  tuberculosis  (new  cases, 
all  forms) — 1967,  3,209  and  1968, 
3,108  (provisional);  typhoid  fever — 
1967,  7 and  1968,  13;  meningococ- 
cal infections — 1967,  110  and  1968, 
185;  infectious  and  serum  hepatitis 
— 1967,  2,818  and  1968,  2,300;  en- 
cephalitis— 1967,  46  and  1968,  19; 
and  leprosy — 1967,  25  and  1968, 
40. 

In  summarizing  the  early  report 
of  annual  statistics.  Dr.  Dickerson 
stressed  that  control  of  immunizable 
diseases  is  a continuing  community 
responsibility.  In  Texas,  an  average 
of  18,000  newborns  occur  each 
month.  These  babies  are  the  new 
susceptibles  present  in  Texas  com- 
munities. Reported  morbidity  and 
surveys  in  various  Texas  communi- 
ties in  1968  indicated  that  levels  of 
protection  were  low  for  diphtheria, 
poliomyelitis,  measles,  tetanus,  and 
pertussis.  As  time  progresses,  levels 
of  immunity  against  poliomyelitis 
appear  to  be  diminishing  among 
preschool  children.  “All  of  these  dis- 
eases are  subject  to  control,  if  not 
eradication,”  Dr.  Dickerson  said. 
“There  can  be  no  justification  for 
death  from  immunizable  diseases. 
They  can  be  prevented.” 

Nonreporting  of  venereal  disease 
cases  is  the  big  deterrent  to  stamp- 
ing out  venereal  disease,  Dr.  Dicker- 
son  emphasized.  The  reporting  of 
cases  of  venereal  disease  and  per- 
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mitting  confidential  interviews  of  pa- 
tients by  trained  public  health  per- 
sonnel to  locate  all  sex  contacts  is 
essential  in  the  control  of  venereal 
disease,  he  said. 

Arrhythmias  Test  Unit 
Is  Avaiiable  from  AHA 

A four  panel  table-top  unit  for 
physicians  to  test  their  ability  in  the 
diagnosis  and  treatment  of  arrhyth- 
mias, has  been  prepared  by  the 
American  Heart  Association's  com- 
mittee on  medical  education. 

Each  of  the  panels  illustrate  a 
medical  case,  with  x-rays  and  elec- 
trocardiograms correlated  to  the 
written  case  history.  After  studying 
these  materials  and  pertinent  labor- 
atory data  illustrated  on  the  panels, 
the  physician  answers  multiple 
choice  questions  relative  to  each 
case. 

The  unit  is  intended  for  use  at 
local  or  state  medical  meetings,  as 
teaching  exercises  for  medical  stu- 
dents and  house  officers,  and  at 
hospital  staff  meetings.  It  may  be 
obtained  on  a loan  or  purchase  basis 
through  local  heart  associations  or 
the  AHA  national  office,  44  E.  23rd 
St,  New  York,  N.Y.  10010. 

Narcotics  Don’ts  List 
Can  Protect  Physicians 

Physicians  may  protect  them- 
selves from  prosecution  under  fed- 
eral and  state  narcotic  laws  by  ad- 
hering to  a list  of  "don’ts”  written 
and  provided  by  the  federal  Bureau 
of  Narcotics  and  Dangerous  Drugs. 
Joseph  H.  Arnette,  secretary,  Texas 
State  Board  of  Pharmacy,  Austin, 
has  listed  the  following  “Don’ts  for 
the  Practitioner.” 

1.  DON’T  leave  prescription  pads 
around.  Addicts  want  them  for  ef- 
fecting narcotic  forgeries. 

2.  DON’T  write  a narcotic  pre- 
scription in  lead  pencil.  Avoid  writ- 
ing any  prescription  in  pencil:  many 
are  changed  to  call  for  morphine. 

3.  DON’T  write  narcotics  this 
way:  Morphine  HT  1/2  # X or  Mor- 
phine HT  1/4  # 10.  Several  X’s  or 
zeros  can  be  added  to  raise  the 
amount.  Use  brackets  or  spelling. 

4.  DON’T  carry  a large  stock  of 
narcotics  in  your  bag.  Addicts  are 
on  the  lookout  for  these  in  doctors' 
offices  and  cars. 

5.  DON’T  store  your  office  supply 
where  patients  can  get  at  it.  Avoid 
storage  near  sink  or  urinal.  The  pa- 
tients may  ask  to  use  these. 

6.  DON’T  fall  for  a good  story 


from  a stranger  claiming  ailment 
that  usually  requires  morphine.  The 
addict  can  produce  bloody  sputum, 
simulate  bad  coughs  or  other  symp- 
toms. Make  your  own  diagnosis. 

7.  DON’T  give  a narcotic  prescrip- 
tion to  another  without  seeing  the 
patient.  Addicts  have  posed  as 
nurses  to  get  doctors  to  prescribe 
narcotics. 

8.  DON’T  write  for  large  quanti- 
ties of  narcotics  unless  unavoidable. 
Diversion  to  addicts  is  a profitable 
business,  as  much  as  $1  for  1/4 
grain  M.S.  (morphine  sulfate). 

9.  DON’T  prescribe  narcotics  on 
the  story  that  another  physician  had 
been  doing  it.  Consult  that  physi- 
cian or  the  hospital  records  when- 
ever possible. 

10.  DON’T  leave  prescriptions 
signed  in  blank  at  the  office  for 
nurses  to  fill  in.  Signed  blanks  are 
bad  practice  and  may  have  been 
stolen  by  addicts. 

11.  DON’T  treat  an  ambulatory 
case  of  addiction.  Addicts  must  be 
under  proper  control.  Addicts  go  to 
several  physicians  at  a time.  Notify 
the  Bureau  of  Narcotics  and  Dan- 
gerous Drugs. 

12.  DON’T  dispense  any  narcot- 
ics without  keeping  a record  of 
them.  Bedside  and  office  administra- 
tion are  permitted  without  record. 

13.  DON’T  buy  your  office  narcot- 
ic needs  on  RX  blank.  The  law  re- 
quires a physician  to  use  an  official 
order  form. 

14.  DON’T  resent  a pharmacist’s 
call  for  information  about  a prescrip- 
tion you  may  have  written.  The  phar- 
macist is  held  responsible  for  filling 
forgeries.  Please  cooperate. 

15.  DON’T  hesitate  to  call  the 
Bureau  of  Narcotics  and  Dangerous 
Drugs  (BNDD),  Dallas  District  Office, 
1114  Commerce  St.,  749-3631,  area 
code  214.  The  conversation  will  be 
held  in  strict  confidence. 

Physicians  are  also  cautioned  not 
to  phone  in  a Class  A Narcotic  pre- 
scription except  in  real  emergencies. 
And,  even  in  real  emergencies  the 
pharmacist  must  have  a written  pre- 
scription in  his  or  his  agent’s  hands 
before  he  can  deliver  the  narcotics 
to  the  patient.  The  pharmacist  or 
his  agent  may  pick  this  written  pre- 
scription up  at  the  physician’s  office 
or  at  the  patient’s  home  before  he 
delivers  the  medicine.  Some  addicts 
have  learned  to  imitate  the  doctor’s 
voice,  and  in  large  cities  pharmacists 
find  it  impossible  to  recognize  the 
voices  of  all  practitioners. 

Violation  of  this  part  of  the  nar- 
cotic law  can  lead  to  a penitentiary 
sentence  for  both  physician  and 
pharmacist.  The  penalty  for  such  a 
violation  is  stated:  “Whoever  com- 


mits an  offense,  or  conspires  to 
commit  an  offense  shall  be  impris- 
oned not  less  than  two  or  more  than 
10  years  and,  in  addition,  may  be 
fined  not  more  than  $20,000.  For  a 
second  offense,  the  offender  shall 
be  imprisoned  not  less  than  five  or 
more  than  20  years  and,  in  addition, 
may  be  fined  not  more  than  $20,- 
000.  For  a third  or  subsequent  of- 
fense, the  offender  shall  be  impris- 
oned not  less  than  10  or  more  than 
40  years  and,  in  addition,  may  be 
fined  not  more  than  $20,000.” 

Texas  Communities  Get 
PHS  Disaster  Supplies 

Five  Texas  communities  have  been 
designated  recipients  of  50-bed  nat- 
ural disaster  hospitals  from  the 
United  States  Public  Health  Service, 
Emergency  Health  Services  Division. 
These  highly  mobile  temporary  care 
units  are  or  will  be  located  in  Amar- 
illo, Austin,  Edinburg,  Texarkana, 
and  Wichita  Falls. 

The  Texas  State  Department  of 
Health  is  also  discussing  placement 
of  other  such  hospitals  in  cities 
along  the  Texas  coast,  but  details 
have  not  been  fully  worked  out  on 
these  additional  units. 

The  units  are  mobile  and  can  be 
transported  by  two  trucks  to  the 
scene  of  the  disaster  and  used  for 
temporary  medical  care  until  pa- 
tients can  be  moved  to  more  ade- 
quate facilities.  A unit  includes  phar- 
maceuticals, hospital  products,  sup- 
plies and  equipment,  surgical  sup- 
plies and  equipment,  surgical  dress- 
ings, intravenous  solution  and  trans- 
fusion supplies,  hospital  records  and 
office  supplies,  water  supplies,  elec- 
trical supplies  and  equipment,  main- 
tenance and  housekeeping  supplies, 
and  tools. 

Resources  were  selected  for  sta- 
bilization and  for  accommodating  up 
to  100  non-ambulatory  casualties 
prior  to  evacuation,  100  ambulatory 
casualties  needing  stabilization  prior 
to  evacuation  for  definitive  care,  and 
100  ambulatory  casualties  who  can 
be  treated  and  released.  The  includ- 
ed items  were  selected  because  of 
their  desirability  for  use  where  on- 
site first  aid  is  required.  The  hos- 
pital unit  will  also  be  useful  when 
delay  of  up  to  24  hours  in  transfer 
of  patients  to  an  on-going  medical 
facility  is  likely. 

These  hospitals  are  new  arrivals 
in  the  state,  differing  in  size  and 
function  from  the  93  packaged  dis- 
aster hospitals  already  in  Texas 
which  may  actually  accommodate 
patients  for  longer  periods  of  time 
and  consist  of  200  beds. 
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REGENTS  ADOPT  DEVELOPMENT  POLICY 
ON  MEDICAL  EDUCATION,  OKAY  PLANS 


A four-point  statement  of  policy 
for  the  development  of  medical  edu- 
cation in  The  University  of  Texas 
System  was  adopted  Jan.  31  by  the 
UT  System  Board  of  Regents. 

The  statement  was  recommended 
by  Vice  Chancellor  Charles  A.  Le- 
Maistre  and  the  UT  System’s  Health 
Affairs  Council,  with  Chancellor  Har- 
ry Ransom’s  concurrence. 

The  statement  read: 

"The  University  of  Texas  medical 
schools  shall  continue  to  give  em- 
phasis to  increasing  the  output  of 
physicians  by  (a)  working  with  the 
undergraduate  institutions  to  in- 
crease the  number  of  qualified  pre- 
medical and  predental  applicants; 
(b)  improving  medical  student  coun- 
seling to  reduce  the  attrition  rate 
without  sacrifice  of  academic  stand- 
ards: and  (c)  shortening  the  span  of 
education  whenever  feasible,  espe- 
cially for  the  gifted  student. 

“The  medical  schools  shall  en- 
courage, for  both  the  preprofession- 
al and  the  medical  student,  individ- 
ualization of  the  education  of  the 
physician,  to  match  students’  vary- 
ing rates  of  achievement,  education- 
al backgrounds  and  career  goals. 

“The  medical  schools  shall  place 
continuing  emphasis  on  updating 
curriculum  content  and  educational 
methods  used  in  the  total  spectrum 
of  physicians’  education  so  that  pro- 
fessional competence  will  be  most 
relevant  to  meet  the  changing  health 
needs  of  the  people  in  Texas.  The 
medical  schools  should  continue  to 
develop  basic  health  sciences  gradu- 
ate and  clinical  training  programs. 
Curriculum  changes  shall  be  devel- 
oped by  interdepartmental  groups 
and  ratified  by  the  faculty  as  a 
whole  rather  than  by  individual  de- 
partments. 

“The  medical  schools  shall  as- 
sume increasing  responsibility  for 
education  and  research  in  the  or- 
ganization and  provision  of  health 
services  with  emphasis  upon  prob- 
lems such  as  the  cost  of  medical 
care;  the  quality,  effectiveness  and 
availability  of  medical  services;  the 
continuing  education  of  physicians, 
and  the  like.  In  particular,  the  medi- 
cal schools  shall  regularly  evaluate 
the  distribution  of  physicians  and  in- 
corporate in  their  programs  any  ap- 
propriate changes  which  will  en- 
courage better  distribution  of  phy- 
sicians.” 

The  University  of  Texas  System 


Board  of  Regents  on  the  same  day 
authorized  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las to  begin  detailed  planning  on  a 
$27  million  building  program. 

Seven  building  projects  are  in- 
cluded as  the  first  phase  of  the 
school’s  future  development. 

Completion  of  this  initial  phase 
will  provide  the  space  needed  to 
raise  entering  enrollment  figures  al- 
most 50%,  from  today’s  105  per 
class  to  150  per  class,  with  some 
projects  designed  to  accommodate 
up  to  200  medical  students  per 
class  in  the  future. 

The  projects  will  be  financed  by 
federal,  state,  and  private  funds. 

The  plan  includes: 

1.  Florence  Bioinformation  Cen- 
ter, which  will  contain  a 200,000- 
volume  library,  a bioinformation  sci- 
ence program,  audio-visual  resourc- 
es and  computer  center  at  an  esti- 
mated cost  of  $7  million; 

2.  A multi-purpose  student  labor- 
atory and  faculty  space  unit  with 
four  lecture  rooms  each  seating 
250,  at  an  estimated  cost  of  $13.1 
million; 

3.  Academic  and  administration 
unit,  which  will  house  expanded  aca- 
demic, administration,  and  business 
services  at  an  estimated  $1.9  mil- 
lion; 

4.  Renovation  of  the  present  Cary 
Basic  Science  Building  for  expansion 
of  Southwestern’s  clinical  depart- 
ments at  an  estimated  cost  of  $1.7 
million; 

5.  Auditorium  seating  1,600  per- 
sons and  costing  $1.3  million; 

6.  Physical  plant  expansion  which 
would  enable  the  school  to  provide 
the  services  needed  for  building 
maintenance,  security,  and  custodial 
service,  at  an  estimated  cost  of 
$580,000:  and 

7.  Cafeteria  with  a seating  area 
initially  accommodating  500  with 
flexibility  for  expansion  with  addi- 
tional construction  to  1,000  seats,  at 
an  estimated  cost  of  $1.4  million. 

The  total  estimated  costs  of  the 
projects  add  up  to  $26,980,000,  a 
figure  which  includes  contingency 
and  cost  escalation  factors. 

While  it  would  be  designed  for 
larger  enrollments  of  medical  stu- 
dents, the  phase  one  program  would 
cure  some  present  serious  space 
shortages,  especially  in  the  basic 
science  departments. 

The  medical  school,  having  out- 


grown the  present  three  buildings  at 
5323  Harry  Hines  Blvd.,  has  full- 
time faculty  quartered  in  rented 
space  and  in  Dallas  hospitals. 

Insurance  Council  Okays 
All-purpose  Claim  Form 

An  all-purpose  insurance  claim 
form  has  been  developed  and  ap- 
proved by  the  Health  Insurance 
Council,  Division  of  Health  Insur- 
ance Association  of  America.  The 
new  form  is  a further  simplification 
and  intended  improvement  over  the 
previous  uniform  form  developed  by 
the  council. 

The  Texas  Medical  Association 
Committee  on  Health  Insurance  has 
approved  this  form  and  has  recom- 
mended that  it  be  used  to  replace 
the  physicians’  part  of  the  Texas 
Standard  Form.  This  form,  however, 
does  not  replace  the  Individual  Re- 
sponsibility Program  form  for  physi- 
cians who  choose  to  use  it. 

Because  increased  paper  work, 
much  of  it  the  result  of  increased 
use  of  health  insurance,  had  become 
an  ever-increasing  burden  for  physi- 
cians and  hospital  personnel,  the 
council’s  uniform  forms  committee 
in  the  early  1950’s  began  work  on 
simplifying  and  standardizing  forms 
physicians  are  asked  to  complete. 
Meetings  were  held  between  this 
committee  and  representatives  of 
the  American  Medical  Association. 
The  resulting  form  was  an  all-pur- 
pose form  for  completion  by  physi- 
cians and  medical  clinics  in  lieu  of 
non-standard  forms  the  patient 
might  submit  and  was  labeled 
“COMB-1.” 

In  late  1967  the  uniform  forms 
committee  agreed  that  the  approved 
components  for  attending  physician 
statement  forms  should  be  reexam- 
ined. These  forms  were  further  simp- 
lified, and  an  attempt  was  made  to 
make  them  more  responsive  to  pres- 
ent-day attitudes  of  physicians  and 
needs  of  the  insurance  business. 
Some  questions  were  worded  more 
simply,  others  were  discarded.  In 
addition,  the  all-purpose  form, 
COMB-1,  was  revamped  so  as  to  be 
more  adaptable  to  electronic  data 
processing.  The  result  is  what  the 
Health  Insurance  Council  believes  to 
be  an  improvement  and  a simplifi- 
cation of  physicians’  paper  work  and 
therefore  an  aid  to  the  physician. 

A sample  copy  of  the  updated  all- 
purpose COMB-1  (10-67)  form  is 
available  along  with  a list  of  printing 
firms  which  handle  it  from  Health 
Insurance  Council,  750  Third  Ave., 
New  York,  N.Y.  10017. 
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FIGHT  END-OF-SUMMER  BLUES!  SEE  THE  ORIENT 


private  jet  will  depart  from  Houston 
and  Dallas  on  Sept.  10,  whisking 
the  physician  and  his  family  to  a 
14-day  unregimented  visit  to  the 
Orient.  Orient  Adventure  includes  all 
necessary  travel  expenses  and  al- 
lows complete  freedom  to  sightsee, 
shop,  golf,  nightclub,  or  spend  time 
in  any  other  desired  way.  The  total 
cost  of  $898  covers  round  trip  pass- 
age transportation,  deluxe  hotel  ac- 
commodations, and  two  gourmet 
meals  a day  at  a choice  of  restau- 
rants. Other  included  features  that 
contribute  to  a pleasant  trip,  are 
preregistration,  expedited  customs 
formalities,  and  100-lb.  baggage  al- 
lowance. 

Association  members  and  guests 
will  fly  directly  from  Houston  and 
Dallas  to  Tokyo  on  a chartered 


Spring  is  just  beginning,  but  if 
you  know  that  summer  ends  too 
soon  and  that  you  usually  miss  a 
much  needed  vacation,  or  if  the 
prospects  of  crossing  the  Pacific 
for  a medical  seminar  appeal  to 
you.  Sept.  10  could  find  you  bound 
for  Tokyo  and  Hong  Kong. 

The  Board  of  Trustees  of  the 
Texas  Medical  Association  has  ap- 
proved sponsorship  of  an  Ori- 
ent Adventure  tour  and  med- 
ical seminar  Sept.  10-24. 
The  tour  and  seminar 
have  been  planned 
with  the  busy  prac- 
titioner in  mind. 


Tokyo  Visit:  A 
World  Air- 
ways 707 


World  Airways  707  jet  featuring 
stretch-out,  extra-comfort  seating, 
food,  champagne,  and  compliment- 
ary cocktails.  Upon  arrival  in  Tokyo, 
guests  are  met  by  kimono-clad  Gei- 
shas and  five  Orient  Adventure 
hosts  who  will  transfer  guests  and 
their  baggage  to  the  New  Otani 
Hotel. 

The  five  Orient  Adventure  hosts 
will  staff  a hospitality  desk  in  the 
lobby  of  the  hotel  where  they  will 
be  available  at  all  times  to  arrange 
for  sightseeing,  shopping  on  the 
Ginza,  nightclubbing,  and  golfing. 

A full  American  breakfast  will  be 
provided  for  tour  members  at  the 
hotel  every  morning,  and  gourmet 
dinners  may  be  selected  from  a 
number  of  restaurants. 

While  in  Tokyo,  guests  may  take 
an  optional  sightseeing  trip  to  Nik- 
ko,  Kamakura,  and  throughout  the 
city  of  Tokyo  on  tours  arranged  ex- 
clusively for  the  Orient  Adventure 
group.  A two-  and  three-day  option- 
al excursion  to  Kyoto,  the  ancient 
capital  of  Japan,  is  also  available. 
This  excursion  is  via  first-class  cars 
in  the  Bullet  Train  which  will  make 
the  more  than  300-mile  trip  through 
scenic,  rural  Japan  in  less  than 
three  hours. 

Tokyo  Seminar:  While  in  Tokyo,  phy- 
sicians will  have  the  opportunity  to 
attend  a medical  seminar.  The  ten- 
tative program  of  the  Tokyo  semi- 
nar will  include  papers  on  the  fol- 
lowing subjects:  a contribution  to 
the  normal  fluctuation  of  leucocyte 
count,  advances  of  diagnosis  and 
surgical  management  of  upper  gas- 
trointestinal diseases  with  endo- 
scopy; demonstration  of  gastrocam- 
era  and  fiberscopes;  new  concept  on 
cholesterol  metabolism  or  metabo- 
lism of  plasma  cholesterol  ester  in 
liver  diseases  and  hypercholestero- 
lemia, several  rare  neurological  dis- 
orders of  childhood,  and  interesting 
hematological  disorders. 

Several  papers  will  deal  with 
health  conditions  in  Japan:  national 
health  insurance,  cardiovascular  dis- 
eases, clinicopathological  studies  on 
the  mediastinal  tumors,  gastroduo- 
denal ulcers,  gastric  and  esophageal 
carcinomas,  birth  control  and  abor- 
tions, and  ovarian  tumors. 


Tokyo’s  New  Otani  Hotel 
provides  luxury  accommoda- 
tions for  the  Orient  Adventure 
tourist  for  half  of  the 
14-day  trip. 


The  seminar  will  also  include  a 
visit  to  Tokyo  University  Hospital  or 
to  Prof.  Komei  Nakayama’s  Hospital 
for  Gastric  Surgery. 

Speakers  will  include  Prof.  H. 
Katsunuma,  Prof.  T.  Hayashida, 
Prof.  Hideo  Ueda,  Prof.  Iwao  Ito, 
Dr.  Yoshiyata  Takahashi,  Prof.  Shi- 
geru  Hatano,  Prof.  Minoru  Oi,  Prof. 
Komei  Nakayama,  Prof.  S.  Tojo, 
Prof.  M.  Mochizuki,  Prof.  Tadao  Ta- 
katsu,  and  Dr.  W.  P.  Loh. 

Hong  Kong  Visit:  After  seven  days 
in  Tokyo,  tour  members  will  depart 
via  World  Airways  707  private  jet  to 
Hong  Kong,  where  they  will  stay  at 
the  Mandarin  Hotel.  Again  Ameri- 
can breakfasts  will  be  served  at  the 
hotel,  and  dinners  will  be  from  a 
selection  of  Hong  Kong  restaurants. 

In  Hong  Kong,  as  in  Japan,  there 
will  be  absolutely  no  regimentation. 
Guests  may  eat  at  any  of  the  res- 
taurants provided  at  any  time  they 
wish.  On  some  days  they  may  wish 
to  eat  alone;  on  others  they  may 
prefer  a dinner  party. 

Again  Orient  Adventure  hosts  will 
provide  a selection  of  as  much  or 
as  little  group  activity  as  is  de- 
sired. Attractions  in  Hong  Kong  will 
include  shopping,  beaches,  and  nu- 
merous scenic  attractions.  Guests 
may  take  a special  low-cost,  three- 
day  two-night  excursion  to  Bangkok, 
Thailand,  if  they  wish  to  do  so. 


Hong  Kong  Seminar:  Again,  as  in 
Tokyo,  a medical  seminar  will  be 
held.  Subjects  to  be  discussed  will 
tentatively  include  nasopharyngeal 
carcinoma,  cryptogenetic  spleno- 
megaly and  recurrent  pyogenic  cho- 
langitis, thalassemia  in  Chinese  peo- 
ple, immunological  aspects  of  infec- 
tion with  Clonon  his  sinensis,  and  hy- 
datidiform  mole.  Attendees  will  be 
able  to  visit  the  Hay  Ling  Chau 
Leprosarium  and  the  University  of 
Hong  Kong  Medical  Center. 

Speakers  will  include  Dr.  H.  C. 
Ho,  Prof.  A.  J.  S.  McFadzean,  Dr. 
David  Todd,  Dr.  T.  Sun,  Prof.  Daph- 
ne Chun,  and  Prof.  G.  B.  Ong. 

Registration  Information:  Registra- 
tion fee  for  the  medical  seminar  is 
$30  and  entitles  the  participants  to 
attend  in  both  cities. 

The  complete  Orient  Adventure 
package  costs  less  than  round  trip 
tourist  air  fare  alone,  yet  includes 
first-class  hotels,  gourmet  meals, 
and  luxury  deluxe  travel.  Space  is 
strictly  limited  to  the  plane’s  capa- 
city of  160  persons.  The  first  160 
persons  to  send  in  the  reservation 
coupons  and  a $100  deposit  per 
reservation  will  be  entitled  to  go  on 
the  trip.  The  deposit  is  fully  refund- 
able up  to  60  days  prior  to  depar- 
ture date.  When  these  persons  send 
in  their  reservations  and  deposits, 
they  will  receive  specific  informa- 
tion as  to  vaccination  requirements. 


Japanese  shrines,  temples,  serene 
gardens,  and  old  traditions 
can  be  discovered  at  leisure 
by  the  Orient  Adventure  visitor. 

Existing  side  by  side  with  the 
Japanese  world  of  yesterday  is  a new 
world  of  neon  lights.  The  Ginza, 
Tokyo’s  world-famous  street  for 
shopping,  entertainment,  and  night 
life,  is  a must  for  exploring  tourists. 
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Senior  Consultants 

Perry  C.  Talkington,  M.D. 
Charles  L.  Bloss,  M.D. 

Psychiatrist-in-Chief 

Howard  M.  Burkett,  M.D. 

Medical  Director 

James  K.  Peden,  M.D. 

Associate  Psychiatrists 

Jerry  M.  Lewis,  M.D. 

Ward  G.  Dixon,  M.D. 


Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  Mae  Hanke,  M.D. 
Thomas  H.  Allison,  M.D. 
Maurice  S.  Green,  M.D. 
Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 
Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Joe  W.  King,  M.D. 

Claude  R.  Nichols.  M.D. 
Larry  E.  Tripp,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 
John  T.  Gossett,  Ph.D. 

Dale  R.  Turner,  Ph.D. 

Robert  W.  Hagebak,  Ph.D. 

Social  Work 

Sally  Stansfield,  M.S.W. 
Robert  O’Connor,  M.S.S.W. 
Kathleen  Wood,  M.S.W. 
Margie  W.  Buell,  M.S.S.W. 
Robert  P.  Stewart,  M.S.S.W, 


Occupational  Therapy 
Geraldine  Skinner,  B.S., 
O.T.R.,  Director 

Recreational  Therapy 

Lois  Timmins,  Ed.D., 
Director 

Director  of  Nurses 

Mae  Belle  James,  R.N. 

Business  Manager 

Ralph  M.  Barnette,  B.B.A. 


Evergreen  1-7181 


LAWN 

PSYCHIATRIC  CENTER 

Dallas,  Texas  75223  P.  0.  Box  11288 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

Narcotic  Cases  Not  Admitted 


KELSEY-SEYBOLD  CLINIC 


6624  FANNIN  STREET 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser.  M.D., 
F.A.C.P. 

E.  Peter  Pequegpiat,  M.D. 

Eduardo  P.  Wyse,  M.D. 

Pvlmonary  Diseases 

H.  Irving  Schweppe,  Jr., 
M.D.,  F.A.C.P. 

Stanton  P.  Fischer,  M.D., 
F.A.C.P. 

Gastrointestinal  Diseases. 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif  M.D., 
F.A.C.P. 

Ralph  D.  Eichhom,  M.D., 
F.A.C.P. 

F.  Scott  O’Neil,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia,  M.D. 

Wayne  E.  Dear,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 


JA  6- 

Hypertension  and  Peripheral 
Vascular  Diseases 

Gene  E.  Burke.  M.D. 

Cancer  Chemotherapy 

Carlos  F.  Taboada.  M.D. 

General  Medicine 

Moises  Lopez,  M.D. 

OCCUPATIONAL  MEDICINE 

John  R.  Hall,  M.D.,  M.P.H., 
F.A.C.P. 

Paul  E.  Wright,  M.D., 

F.A.C.P. 

Maurice  B.  Johnston,  M.D., 
F.A.C.Pr.M. 

Richard  M.  Fenno,  M.D., 
M.P.H..  F.A.C.P. 

Cannon  A.  Owen,  M.D. 

GENERAL  & THORACIC 

SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner.  M.D. 

William  A.  Johnson,  III, 

M.D. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 

Ricardo  Daichman,  M.D. 


PEDIATRICS 
Rheumatology 
Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Infectious  Diseases 

Fred  F.  Barrett,  M.D., 
F.A.A.P. 

Allergy 

Charles  W.  Ewing,  M.D., 
F.A.A.P. 

OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D., 
F.A.C.S. 

Joseph  S.  Weycer,  M.D. 

NEUROLOGY 

Robert  R.  Pierce,  M.D., 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens.  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

J.  David  Wright,  M.D. 

ORTHOPEDIC  SURGERY 
W.  Malcolm  Cranberry, 
M.D. 

Jesse  H.  Dickson,  M.D. 

OPHTHALMOLOGY 

Henry  E.  Wahlen,  M.D. 

RADIOLOGY 

Richard  G.  Fisher,  M.D. 
David  M.  Rulfs,  M.D. 

PATHOLOGY 

Robert  A.  Jordan.  M.D. 


HOUSTON,  TEXAS  77025 


DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 
Lois  Crane,  Ph.D. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox.  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 
Maxillo  Facial  Surgery 
Edward  C.  Hinds,  MJ}., 
D.D.S.,  F.A.C.S. 

Psychiatry 

Albert  Owers,  M.D. 

Neurosurgery 

Day  P.  McNeel,  Jr.,  M.D. 
Gerald  R.  Litel,  M.D. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
V ectorca  rdiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 
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travel  schedules,  and  costs  of  extra 
activities. 

INTRAV,  International  Travel  Ad- 
visors, Inc.,  acts  as  agent  for  the 
tour.  The  Texas  Medical  Association 
staff  is  handling  the  physical  ar- 
rangements of  the  tour,  with  IN- 
TRAV taking  care  of  the  processing 
expenditures.  The  Association  will 
incur  no  cost  in  serving  as  tour 
sponsor.  The  first  mailing  on  the 
Orient  Adventure  tour  went  out  to 
TMA  members  in  late  February. 

Interested  individuals  should  send 
reservation  coupons  and  deposits 
to  Texas  Medical  Association  Head- 
quarters Building,  1801  N.  Lamar 
Blvd.,  Austin  78701. 

UT  System  Appoints 
RMP  Coordinator 

The  appointment  of  Dr.  Charles 
B.  McCall  as  coordinator  of  the  Re- 
gional Medical  Program  of  Texas 
was  announced  Feb.  15  by  Dr. 
Charles  LeMaistre,  University  of 
Texas  System  executive  vice  chan 
cellor  for  health  affairs. 

The  UT  System  is  grantee  institu- 
tion for  the  Regional  Medical  Pro- 
gram, a significant  federal-state  ef- 
fort which  includes  continuing  medi- 
cal education,  patient  care  demon- 
strations. and  innovative  approaches 
to  the  delivery  of  health  services  to 
the  victims  of  heart  disease,  cancer, 
stroke,  and  related  diseases. 

Dr.  McCall  also  will  serve  as  as- 
sistant to  the  executive  vice  chan- 
cellor for  health  affairs  and  profes- 
sor of  medicine  in  The  University  of 
Texas  System.  His  appointment  is 
effective  June  1. 

Dr.  McCall,  40,  has  been  associ- 
ate coordinator  of  the  Tennessee 
Mid-South  Regional  Medical  Pro- 
gram and  associate  professor  of 
medicine  and  chief  of  the  pulmonary 
disease  section  in  the  Department  of 
Medicine  at  the  University  of  Ten- 
nessee in  Memphis. 

Dr.  McCall  received  a bachelor’s 
degree  from  Vanderbilt  University 
in  1950.  and  the  M.D.  degree  from 
Vanderbilt  in  1953. 

He  undertook  postgraduate  train- 
ing at  Vanderbilt,  the  National  In- 
stitutes of  Health,  the  National  Acad- 
emy of  Sciences,  and  the  University 
of  Alabama.  He  joined  the  University 
of  Tennessee  faculty  in  1959. 

Bes'des  serving  as  associate  med- 
ical director  of  the  Department  of  In- 
halation Therapy  for  the  City  of  Mem- 
phis hospitals.  Dr.  McCall  has  also 
served  as  medical  chest  consultant 
for  the  city’s  hospitals  and  as  a con- 
sultant for  pulmonary  physiology  for 
two  hospitals. 


Mental  Health  Institute 
Drug  Division  Formed 

The  new  Division  of  Narcotic  Ad- 
diction and  Drug  Abuse  will  admin- 
ister the  National  Institute  of  Men- 
tal Health’s  drug  research,  service, 
training,  and  public  education  pro- 
gram. The  new  Division  includes  two 
clinical  research  centers  at  Fort 
Worth  and  at  Lexington,  Ky.,  a Cen- 
ter for  Studies  of  Narcotic  and  Drug 
Abuse,  the  Addiction  Research  Cen- 
ter at  Lexington,  and  a Narcotic  Ad- 
dict Rehabilitation  Branch. 

The  long-range  aims  of  that  pro- 
gram are  to  rehabilitate  the  estimat- 
ed 100,000  narcotic  addicts  and  the 
estimated  200,000  to  400,000  per- 
sons in  the  US  who  regularly  abuse 
non-narcotic  drugs;  to  conduct  and 
support  research  so  that  drugs  of 
abuse  will  be  better  understood  and 
more  effective  treatments  can  be 
found  for  their  misuse;  and  to  stem 
the  current  epidemic  of  drug  use. 

Previously,  the  fulfillment  of  these 
aims  was  the  responsibility  of  var- 
ious separate  administrative  entities 
in  the  institute.  Unifying  these 
branches  will  enable  the  institute  to 
provide  continuous  care  for  addicts 
under  one  division. 

Since  its  establishment  in  1966, 
the  Center  for  Studies  of  Narcotic 
and  Drug  Abuse  has  developed  an 
extensive  program  for  the  study  of 
these  problem  areas.  The  center  cur- 
rently has  $4.4  million  invested  in 
programs  studying  LSD  and  other 
hallucinogens,  the  opiates,  amphet- 
amines, barbiturates,  and  mari- 
huana. 

Research  supported  by  the  cen- 
ter includes  basic  biochemical  in- 
vestigations to  determine  exactly 
what  happens  to  these  drugs  in  the 
body  and  studies  into  the  social 
patterns  of  drug  abuse. 

In  addition  to  supporting  research, 
the  center  also  provides  training 
grants  for  professionals  wishing  to 
specialize  in  drug  research  or  treat- 
ment; it  supports  a public  education 
program  designed  to  acquaint  the 
public,  especially  young  people,  with 
the  dangers  of  drug  abuse;  and  it 
supports  some  direct  service  pro- 
grams, for  example,  community- 
based  treatment  centers  for  narcotic 
addicts. 

These  treatment  centers  were  es- 
tablished as  part  of  the  implemen- 
tation of  the  1966  Narcotic  Addict 
Rehabilitation  Act,  which  provides 
for  the  civil  commitment  of  narcotic 
addicts  for  inpatient  treatment  and 
rehabilitation. 

The  two  Clinical  Research  Cen- 
ters, which  prior  to  1967  were  Pub- 


lic Health  Service  hospitals  for  nar- 
cotic addicts,  will  expand  their  re- 
search programs.  The  Clinical  Re- 
search Center  at  Lexington  will  con- 
tinue to  concentrate  on  studies  on 
the  management,  treatment,  reha- 
bilitation, and  aftercare  of  drug-de- 
pendent persons.  The  Fort  Worth 
center  is  concerned  primarily  with 
studies  of  the  management,  treat- 
ment, rehabilitation  and  aftercare  of 
persons  with  specific  personality  dis- 
orders. 

The  Addiction  Research  Center  at 
Lexington  will  also  continue  its  in- 
tramural research  program.  One  of 
the  center’s  major  research  projects 
is  to  screen  new  drugs,  as  they  come 
on  the  market,  for  abuse  potential. 
The  center  reports  its  findings  to  the 
National  Research  Council’s  com- 
mittee on  problems  of  drug  depend- 
ency which  in  turn  makes  recom- 
mendations to  the  Bureau  of  Nar- 
cotics and  the  World  Health  Organi- 
zation as  to  how  these  drugs  should 
be  controlled. 

The  center  also  conducts  exten- 
sive research  in  the  area  of  opiate 
addiction.  Recently,  scientists  at  the 
Center  established  that  the  "with- 
drawal syndrome’’  may  persist  up  to 
30  weeks.  These  physical  effects  of 
withdrawal  were  previously  thought 
to  last  only  three  or  four  weeks. 
This  new  finding  helps  explain  the 
cycle  of  drug  addiction,  treatment, 
and  relapse  and  may  result  in  modi- 
fication and  increased  efficiency  of 
existing  treatment  programs. 


18  Physicians  in  Texas 
To  Get  1969  Draft  Gait 

The  Texas  State  Headquarters, 
Selective  Service  System,  has  re- 
ceived a call  for  18  doctors  of  medi- 
cine, one  doctor  of  osteopathy,  and 
two  optometrists,  for  service  in  the 
US  Army  and  US  Air  Force. 

This  year’s  call  represents  a con- 
siderably lower  number  than  the 
1968  call  for  42  Texas  physicians. 
Probably  the  entire  call  can  be  filled 
by  physicians  who  will  complete  in- 
ternship training  this  year.  The  phy- 
sicians selected  probably  will  re- 
ceive orders  for  duty  on  July  1, 
though  actual  date  of  reporting  will 
be  spread  out  over  a period  of 
months,  from  July,  1969,  through 
January,  1970. 

The  total  number  of  doctors  to  be 
drafted  nationally  is  437,  with  23 
doctors  of  osteopathy,  and  25  op- 
tometrists. All  physicians  and  osteo- 
paths will  serve  in  the  US  Army,  and 
all  optometrists  will  be  called  for  the 
US  Air  Force. 


Volume  65.  March,  1969 


111 


FAMILY  MEDICINE  SPECIALTY  RECOGNIZED 


A new  specialty  of  family  medi- 
cine was  officially  recognized  by  or- 
ganized medicine  in  February  when 
the  advisory  board  for  medical  spe- 
cialties and  the  council  on  medical 
education  of  the  American  Medical 
Association  approved  a specialty 
board  in  family  practice. 

The  new  specialty,  20th  of  the 
profession’s  primary  specialty 
groups,  brings  medicine  full-circle 
since  the  trend  toward  specializa- 
tion began  after  World  War  II.  Be- 
fore that,  most  doctors  were  gen- 
eral practitioners  or  family  doctors. 
With  creation  of  the  specialty  of 
family  medicine,  the  family  doctor 
himself  now  can  become  a special- 
ist. 

The  advisory  board  actually  ap- 
proved a revised  application  for  spe- 
cialty status  submitted  by  the  Amer- 
ican Academy  of  General  Practice 
and  the  section  on  general  practice 
of  the  AMA. 

The  new  American  Board  of  Fam- 
ily Practice  is  empowered  by  the 
decision  to  conduct  examinations 
and  to  grant  specialty  certification 
to  family  physicians  who  meet  its 
qualifications  and  pass  the  exam- 
ination. This  certification  will  be 
recognized  by  the  American  Medi- 
cal Association  and  other  regulative 
bodies  in  medicine,  just  as  other 
specialty  groups  are  recognized. 

The  new  specialty  grew  out  of  the 
classic  general  practice  on  which 
modern  scientific  medicine  was 
founded.  Dr.  Maynard  I.  Shapiro, 
Chicago,  AAGP  president  said.  He 
described  it  as  an  evolutionary  de- 
velopment reflecting  the  changing 
pattern  of  American  society,  shift- 
ing population  trends,  changing 
public  attitudes  and  demands,  more 
specific  standards  and  criteria  for 
professional  function,  and  the  medi- 
cal profession’s  recognition  of  its 
responsibility  to  devise  a practical 
response  to  the  nation’s  rising 
health  care  needs. 

Official  sanction  of  the  new  spe- 
cialty is  expected  to  increase  the 
attractiveness  of  primary  medical 
practice  to  young  doctors.  A basic 
problem  in  American  health  care 
has  been  a shortage  of  physicians 
and,  more  specifically,  a severe 
shortage  of  physicians  to  serve  as 
first-line  doctors. 

“This  is  not  just  old-time  general 
practice  with  a new  name,  how- 
ever,” Dr.  Shapiro  said.  “We,  and 
the  many  medical  educators  and 
traditional  specialists  who  have 


been  helping  us,  feel  strongly  that 
a true  discipline  has  been  identi- 
fied, that  its  perimeters  have  been 
defined,  and  that  a specific  body  of 
knowledge  in  a vital  and  needed 
area  of  medicine  has  begun  to  de- 
velop. 

“This  form  of  practice  is  built  on 
the  solid  foundation  of  general 
practice  but  takes  off  dramatically 
from  there  into  the  important  areas 
of  behavioral  science  and  the  vital 
but  little-understood  health  factors 
in  environmental  and  interpersonal 
relationships.  It  is  true  that  many 
old-time  family  doctors  dealt  in 
these  factors  without  even  realizing 
it;  today  we  can  teach  it,  and  this 
is  what  the  new  specialty  is  about 
— teaching  young  doctors  to  prac- 
tice in  a scientific  context  those 
things  that  made  the  best  of  the 
old-time  general  practitioners 
great.” 

The  advisory  board  for  medical 
specialties’  liaison  committee  de- 
ferred an  earlier  application  in  Feb- 
ruary, 1968.  The  revised  application 
incorporated  a new  group  of  “Es- 
sentials for  Graduate  Training  in 
Family  Practice”  approved  by  the 
AMA’s  council  on  medical  education 
and,  at  its  last  meeting,  the  house 
of  delegates  of  the  AMA.  Currently, 
32  residency  training  programs  are 
actually  in  operation  or  in  develop- 
ment in  medical  schools  and  hospi- 
tals. The  new  specialty  board  re- 
quires three  years  of  graduate  (res- 
idency) training  for  eligibility  to 
take  the  certification  examination. 

Family  doctors  now  in  practice 
will  be  eligible  to  take  the  examina- 
tion upon  showing  evidence  of  hav- 
ing completed  a minimum  of  300 
hours  of  accredited  postgraduate 
study  in  medicine.  As  a practical 
matter,  in  most  cases  this  would 
mean  having  been  a member  of 
the  Academy  of  General  Practice  for 
six  years.  The  AAGP  requires  its 
31,000  members  to  complete  a 
minimum  of  150  hours  of  approved 
postgraduate  study  during  each 
three-year  membership  period. 

The  bylaws  of  the  new  board  call 
for  a termination  of  the  “practice- 
eligible”  category  in  ten  years,  so 
that  after  that  period  only  gradu- 
ates of  approved  family  practice 
residencies  will  be  eligible  for  cer- 
tification. There  is  no  provision  for 
“grandfathers”:  certification  can  be 
achieved  only  by  passing  the  exam- 
ination. Periodic  recertifications, 
also  by  examination,  will  be  re- 
quired. 


The  examination,  Dr.  Shapiro 
said,  is  ready  to  be  given  now.  It 
was  prepared  by  the  National 
Board  of  Medical  Examiners,  Phila- 
delphia, which  designs  most  similar 
examinations  for  medical  specialty 
boards,  state  licensing  boards,  and 
others.  Dr.  Shapiro  added  that  the 
new  board  will  begin  offering  the 
examinations  as  quickly  as  possible. 

“We  believe  we  have  the  most 
up-to-date,  meaningful  vehicle  for 
proving  technical  competence  in 
medicine  today,”  Dr.  Shapiro  con- 
cluded. “The  American  public  has 
a right  to  expect  the  highest  degree 
of  technical  ability  and  full  compre- 
hension of  the  latest  advances  in 
medical  science  from  all  its  doctors. 
We  can  give  them  proof  of  this  for 
first-line  physicians  through  this 
new  board.” 


Children  of  Low  Income 
Often  Called  ‘Retarded’ 

A child  from  a low-income,  mi- 
nority group  family  is  more  likely  to 
be  stigmatized  as  mentally  retarded 
than  his  middle-class  neighbor,  ac- 
cording to  findings  of  a computer- 
aided  study  made  by  researchers 
from  the  Socio-Economic  Study  Cen- 
ter for  Mental  Retardation  at  Pacific 
State  Hospital,  Pomona,  Calif.  Such 
mislabeling  results  from  social  and 
economic  bias  in  the  community, 
researchers  found. 

Data  compiled  primarily  by  inter- 
views since  1963  in  a cross-section 
survey  of  Riverside,  Calif.,  a city  of 
135,000  persons  about  100  miles 
east  of  Los  Angeles,  were  analyzed 
by  a computer  at  the  study  center. 

“What  we  have  found  most  inter- 
esting so  far  in  the  Riverside  study,” 
said  Dr.  Richard  K.  Eyman,  director 
of  the  study  center,  “is  how  the  la- 
bel— the  stigma,  really — of  mental 
retardation  is  placed  on  a child.  It 
tends,  in  many  cases,  to  follow  so- 
cioeconomic bias.” 

“In  other  words,  a minority  group 
child  whose  family  is  also  in  a lower 
income  group  is  more  likely  to  be 
tagged  mentally  retarded  by  the 
community  than  is  his  middle  class 
neighbor,”  Dr.  Eyman  said. 

“This  is  unfortunate  and  unfair. 
In  our  society  the  label  ‘retarded’ 
does  carry  a social  stigma.  It  im- 
plies an  incurable  condition.  But  the 
fact  is,  a great  many  of  these  chil- 
dren simply  have  a temporary  learn- 
ing problem,”  he  added. 

One  conclusion  from  the  study: 
“Communities  must  be  far  more 
careful  in  applying  the  label  ‘retard- 
ed’ to  a child,”  Dr.  Eyman  said. 
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Dr.  Wade  Named  Director 
Of  State  Health  Agency 

Dr.  David  Wade,  Austin,  has  been 
appointed  by  Gov.  Preston  Smith 
as  director  of  comprehensive  health 
planning  for  the  State  of  Texas.  Dr. 
Wade  will  be  the  top  staff  member 
of  the  State  Interagency  Health 
Council,  which  will  conduct  the 
State  Program  for  Comprehensive 
Health  Planning;  he  will  work  out 
of  the  governor’s  office.  The  ap- 
pointment was  effective  as  of  Feb. 
14. 

The  Interagency  Health  Council 
will  bring  together  all  official  health 
agencies  and  activities  in  the  state 
for  planning  and  action  in  the  en- 
tire field  of  health.  The  council  will 
work  with  all  aspects  of  health, 
both  providers  and  receivers  of 
health  care,  and  both  private  and 
public  sectors. 

Before  his  appointment.  Dr.  Wade 
had  been  assistant  commissioner 
for  medical  administration  in  the 
Texas  State  Department  of  Public 
Welfare  since  1967.  Before  that 
time  he  had  been  medical  adminis- 
trative consultant  to  the  Texas  Edu- 
cation Agency,  division  of  vocational 
rehabilitation,  since  1945.  As  a part 
of  more  than  30  years  in  public 
service  with  various  state  agencies 
and  institutions,  he  was  President 
of  Texas  Medical  Association  in 
1965-1966. 


Duke  Professor  Slated 
To  Visit  Southwestern 

Dr.  James  B.  Wyngaarden,  chair- 
man of  the  Department  of  Medicine, 
Duke  University  School  of  Medicine, 
Durham,  N.C.,  will  be  the  Henry  M. 
Winans  Visiting  Professor  in  Medi- 
cine at  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las April  20-25. 

Funds  to  bring  a visiting  lecturer 
to  Dallas  each  year  are  provided  by 
Southwestern  Medical  Foundation 
from  its  Henry  M.  Winans  Fund  in- 
come. The  fund  was  established  in 
1966  by  friends  and  former  patients 
to  honor  the  late  Dr.  Winans,  former 
chairman  of  the  Department  of  Med- 
icine. 

Dr.  Wyngaarden  is  a nationally 
recognized  authority  on  arthritis, 
gout,  and  metabolic  diseases.  A na- 
tive of  Michigan,  the  44-year-old 
physician  is  a graduate  of  the  Uni- 
versity of  Michigan  School  of  Medi- 
cine. He  was  an  investigator  in  the 
Public  Health  Research  Institute  of 
the  City  of  New  York,  Inc.,  and  in 


the  National  Heart  Institute  and  Na- 
tional Institute  of  Arthritis  and  Meta- 
bolic Diseases,  Bethesda,  Md.,  prior 
to  joining  the  faculty  at  Duke  in 
1956.  In  1965  he  became  chairman 
of  the  Department  of  Medicine  at 
the  University  of  Pennsylvania  Med- 
ical School,  returning  to  Duke  in 
1967  as  chairman  of  the  Depart- 
ment of  Medicine. 

Dr.  Wyngaarden  is  a member  of 
the  editorial  board  of  the  profession- 
al journal  Medicine  and  has  formerly 
served  on  the  editorial  boards  of 
Arthritis  and  Rheumatism,  Journal  of 
Clinical  Investigation,  and  Physiology 
for  Physicians. 

Currently  chairman  of  the  medical 
scientist  training  committee  of  the 
US  Public  Health  Service,  Dr.  Wyn- 
gaarden also  is  a member  of  the  ad- 
visory committee  on  biology  and 
medicine  of  the  US  Atomic  Energy 
Commission. 


Product  Safety  Survey 
Forthcoming  in  March 

A questionnaire  concerning  prod- 
uct-related accidents  will  be  mailed 
to  physicians  in  March.  The  survey, 
sponsored  by  the  National  Commis- 
sion on  Product  Safety,  will  be  at- 
tempting to  gather  information  which 
may  eventually  lead  to  elimination 
of  “unreasonable”  hazards  related 
to  products  commonly  used  in  and 
around  the  home. 

Physicians  will  be  asked  to  provide 
accurate  information  on  all  product- 
related  injuries  treated  during  the 
first  two  weeks  in  April. 

The  survey  is  a part  of  the  rising 
tide  of  interest  in  and  legislation  for 
increasing  safety.  The  movement  has 
brought  about  such  changes  as  auto- 
mobile design  reforms  and  warnings 
against  smoking.  Dr.  Samuel  C. 
Southard  of  Ventnor  City,  N.J.,  direc- 
tor, task  force  I,  is  conducting  the 
survey  for  the  commission. 


CORRECTION 

In  the  February  issue  on  page  2, 
biographical  data  on  Drs.  Fred  F. 
Castrow,  II,  and  A.  Navarrete-Reyna 
were  transposed.  Dr.  Castrow  is  the 
senior  author  of  "Eczema  Vaccina- 
tum Complicating  Pemphigus  Vul- 
garis,” p.  48,  and  Dr.  Navarrete- 
Reyna  is  the  senior  author  of  "My- 
xoglobulosis: Report  of  Two  Cases,” 
p.  52. 


Education  Council  Plans 
Campus  Unrest  Study 

A three-year  national  study  of 
campus  unrest  and  change  will  be 
undertaken  by  the  American  Council 
on  Education.  The  award  of  a $114,- 
400  grant  to  the  council  to  support 
the  first  year  of  the  study  was  an- 
nounced jointly  by  Dr.  Stanley  F. 
Yolles,  director,  National  Institute  of 
Mental  Health,  and  Dr.  Logan  Wil- 
son, council  president.  Dr.  Alexan- 
der W.  Astin,  director  of  council  re- 
search, will  direct  the  project. 

The  need  for  such  an  extensive 
in-depth  study  was  called  for  by  a 
group  of  behavioral  scientists  and 
educators  at  Stanford  University  in 
1968.  Nineteen  of  these  scholars 
issued  a statement  in  an  article  in 
Science  magazine  July,  1968,  citing 
the  need  for  comprehensive,  nation- 
wide data  to  shed  light  on  student 
unrest  and  its  causes,  as  well  as 
changes  emerging  in  modern  col- 
leges and  universities. 

Not  enough  is  really  known  about 
these  problems  either  to  be  respon- 
sive to  crises  or  to  understand  the 
causes  and  impact,  according  to  the 
Stanford  fellows.  “The  data  generat- 
ed by  the  study  should  provide  valu- 
able insights  for  understanding  cam- 
pus unrest  and  for  helping  to  pro- 
duce constructive  change,”  Dr. 
Yolles  said. 

Among  the  questions  the  study 
will  seek  to  answer  are:  What  is  the 
actual  frequency  and  extent  of  cam- 
pus unrest  in  American  higher  edu- 
cation? What  are  the  current  trends 
and  what  do  they  suggest  for  the 
immediate  future?  What  accounts  for 
individual  differences  in  the  protest 
behavior  of  students?  What  environ- 
mental factors  account  for  individual 
differences  among  institutions  in  the 
frequency  and  severity  of  protests 
that  occur?  Are  there  particular  ad- 
ministrative arrangements  which  are 
likely  either  to  give  rise  to  protest 
activity  or  to  affect  the  course  of  a 
protest  once  it  begins?  What  impact 
do  various  types  of  demonstrations 
or  confrontations  have  on  the  col- 
lege environment? 

Data  will  be  used  from  a national 
sample  of  300  institutions  in  the 
council’s  Cooperative  Institutional 
Research  Program.  In  addition,  de- 
tailed case  study  and  interview  ma- 
terial from  approximately  30  of  the 
campuses  will  also  be  collected. 

Twelve  educators  and  scientists 
will  participate  as  members  of  an 
advisory  committee,  chairman  of 
which  is  Dr.  Wayne  Holtzman 
(Ph.D.),  dean.  College  of  Education, 
The  University  of  Texas  at  Austin. 
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ivho  goBS 

forcfiBcbiilis? 


A vital  question.  For  if  early  diagnosis  and 
treatment  can  cure  cancer,  obviously 
regular  health  checkups  are  essential. 
In  a survey  conducted  for  the  Society,  we 
discovered  that  only  26%  of  those  questioned 
had  such  regular  checkups. 
But  90%  said,  if  their  physicians  told  them 
to  do  so,  they  would  have  annual 


checkups.  This  confirmed  what  we  have 
long  known— your  key  role,  doctor,  in  activating 
your  patients  in  good  health  practices. 

We  alert  the  public  with  facts  about  cancer. 

You  follow  through  by  urging  regular  checkups. 
A life-saving  combination. 

AMERICAN  CANCER  SOCIETY 


“GORILLA”  WARFARE 

Authors  Are  Happy  Hunting  Ground 
For  Hardhearted  Journal  Editors 


It  takes  a creative  author  to  in- 
vent 49  spellings  that  Webster  nev- 
er heard  of  and  use  them  all  in  a 
four-page  article.  The  same  author 
invented  “blood  urinary  nitrogen” 
with  nary  a qualm.  There  have  been 
other  authentic  literary  creations 
which  have  amazed  and  confused 
the  staff  of  Texas  Medicine. 

For  instance,  should  a paper  en- 
titled “Long-Term  Office  Anticoagu- 
lation’’ be  reviewed  by  a plumber, 
an  office  manager,  or  a centenar- 
ian? And  the  imagination  soars 
when  confronted  with  a title  like 
“Cancer  of  the  Prostate,  Aged  42” 

One  author  needed  only  an  open- 
ing line  to  place  his  status  as  a 
physician  in  doubt:  “When  I grad- 
uated from  medical  school  in  1933 
and  to  some  extent  this  continues 
to  the  present  day.  . . .” 

A surgeon  wrote  this  amazing 
sentence:  “She  was  a charity  pa- 
tient and  she  had  to  sacrifice  15 
cm.  of  ileum  at  the  first  opera- 
tion.” 

From  the  following,  one  might 
surmise  that  the  author  has  dis- 
covered a practical  method  of  bar- 
ter to  keep  difficult  patients  in  the 
“outgoing”  basket:  “.  . . 46  babies 
were  exchanged  due  to  Rh  prob- 
lems.” 

Some  writers  strive  for  complete- 
ness, and  believe  that  given  all  the 
facts,  the  reader  can  sort  them  at 
leisure.  The  results  look  like  this: 

“Her  son-in-law  being  a physi- 
cian, she  was  followed  indirectly 
with  home  traction  and  apparently 
no  longer  complained  of  intract- 
able face  pains  despite  repeated 
episodes  of  sneezing  and  rhinitis 
and  actually  I did  not  officially  see 
her  in  my  office  until  a rear-end 
collision  20  months  later.” 

Or  like  this: 

“The  last  fall  occurred  about  two 
months  ago  when  she  slipped  on  a 
throw  rug  and  struck  her  left  chest 
against  a chair,  which  required  tap- 
ing because  of  the  pain.  Other  than 
for  ‘chronic  urethritis’  she  appar- 
ently was  in  good  health.” 

Yes,  medical  writing  often  lacks 
clarity,  and  the  talent  to  paint  a 
picture  with  words  is  rare.  Rarer 
still  is  this  image  of  three  happy 
hunters  poking  through  the  under- 
brush in  search  of  prey: 


“Hirsutism  need  no  longer  be 
the  dermatologist’s  headache  — it 
can  be  a happy  hunting  ground 
where  dermatologist,  clinician,  and 
endocrinologist  can  fruitfully  join 
forces  to  chase  many  an  elusive 
diagnosis.” 

Then  there  was  the  doctor  who 
said  that  he  once  directed  a chron- 
ic hospital.  More  startling  was  a 
note  of  apology  for  delay  in  return- 
ing a manuscript  which  “arrived 
just  as  my  wife  was  admitted  to  the 
hospital  for  major  surgery  and  was 
temporarily  misplaced.”  The  writer 
was  forgiven:  that’s  enough  to  up- 
set anybody. 

In  fairness,  it  must  be  said  that 
even  the  most  suspicious  journal 
editor  can  overlook  a peculiar  phrase 
now  and  then.  One  story  read, 
“Rep.  Blank  gave  up  his  House  and 
seat  and  ran  unsuccessfully  for  gov- 
ernor . . .”  and  the  gleeful  typeset- 
ter added,  “Poor  guy,  he  really  lost 
everything.” 

And  the  editors  will  never  be  al- 
lowed to  forget  the  story  that  men- 
tioned “gorilla”  warfare,  for  the 
printer  fired  back:  “Those  Commies 
will  organize  ANYTHING.” 


Authors  who  desire  equal  space 
are  invited  to  submit  their  chief 
“complaints”  about  editors. 

75  Years  Ago:  School 
Health  Rules  Listed 

Six  pointers  for  the  health  of 
school  children  were  listed  in  the 
Journal  of  the  American  Medical  As- 
sociation Nov.  11,  1893,  as  reported 
in  the  Nov.  11,  1968,  issue  of  the 
journal.  These  pointers  may  be 
viewed  with  interest  75  years  later. 

The  six  pointers  are: 

1.  A minimum  age  for  entering 
primary  schools  may  properly  be 
stated  as  five  completed  years. 

2.  The  program  of  daily  work  for 
little  children  should  be  widely  dif- 
ferent from  that  for  older  ones.  . . . 
There  should  be  a constant  change 
of  activity,  passive  attention  alter- 
nating with  active  work;  recesses  of 
a few  minutes  coming  very  frequent- 
ly, and  recesses  of  fifteen  or  twenty 
minutes  at  least  twice  in  the  ses- 
sion. Adherence  to  one  posture 
should  be  required  for  only  a few 


minutes  at  once.  ...  If  an  afternoon 
session  of  two  hours  be  added,  the 
tasks  should  be  lighter  than  the 
forenoon  tasks. 

3.  Young  persons  of  both  sexes 
at  periods  of  rapid  bodily  growth, 
and  especially  at  that  of  sexual  de- 
velopment, not  infrequently  require 
some  special  relief  or  rest  from 
schoolwork,  which  in  the  case  of 
girls  may  come  at  periodic  intervals. 
As  the  age  increases,  the  power  of 
concentration  and  continuous  work 
is  strengthened.  ...  It  is  presumed 
that  the  school  has  two  half  holidays 
or  one  whole  holiday  weekly. 

4.  The  attention  of  teachers  and 
parents  should  be  called  to  the  ne- 
cessity for  wholesome  and  sufficient 
meals  for  scholars,  especially  break- 
fasts and  lunches.  The  health  of 
many  children  is  supposed  to  suffer 
from  over-study,  when  the  chief 
cause  of  the  mischief  is  neglect  to 
eat  a proper  breakfast,  or  the  sub- 
stitution of  pastry  and  sweets  for 
plain  lunch. 

5.  The  systems  of  calisthenics  in 
common  use — free-hand  exercises 
in  full  class  rooms,  for  five  minutes 
at  a time — serve  a very  useful  pur- 
pose as  a partial  relaxation,  but  are 
quite  inadequate,  considered  as  a 
means  of  bodily  development.  For 
the  latter  purpose  gymnastic  train- 
ing of  a more  serious  kind  is  more 
desirable.  ...  It  is  hoped  that  the 
systematic  teaching  of  gymnastics 
to  all  our  public  school  children  may 
soon  become  an  indispensable  part 
of  the  school  course,  but  it  must  be 
remembered  that  the  more  violent 
athletic  sports  tend  to  heart  strain 
and  other  disabilities  that  shorten 
life. 

6.  The  habit  of  constipation  is 
often  acquired  as  a result  of  depriva- 
tion of  bodily  freedom,  and  confine- 
ment to  a stooping  or  sitting  pos- 
ture, together  with  the  mental  ten- 
sion of  school  work  and  the  sense 
of  constraint.  In  order  to  avoid  this 
great  evil  and  its  frequent  attendant, 
dyspepsia,  it  is  desirable  to  give  re- 
cess with  liberty  of  play  out  of 
doors,  as  often  as  is  convenient. 
This  is  especially  applicable  to  young 
children.  Retention  of  urine  now  and 
then  occurs  under  too  strict  school 
discipline,  and  may  work  serious 
injury.  The  friendly  oversight  of  a 
teacher  at  recess  is  desirable,  often 
indispensable. 

Protection  of  the  eyes  was  also 
urged  by  avoidance  of  bad  lighting, 
bad  position  at  work,  too  protracted 
work,  bad  print,  bad  ventilation  and 
heating,  poor  food,  a stooping  posi- 
tion, and  the  wearing  of  tight  neck 
clothing. 
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TEXAS  MEDICINE 


ASSOCIATION  NEWS 


STIMULATING  ASSOBTMENT  OF  ANNUAL  SESSION  ACTIVUIES 
AWAIT  TMA  OOGTHIS  IN  HISTORIC  SAN  ANTOMO,  MAV  1-4 


Physicians  and  guests  who  jour- 
ney to  historic  San  Antonio  May  1-4 
will  find  numerous  Texas  Medical 
Association  Annual  Session  activi- 
ties for  professional  enrichment. 

The  four-day  medical  meeting  will 
feature  31  guest  speakers,  two  gen- 
eral meetings  and  luncheons,  seven 
continental  breakfast  round  table 
presentations,  7 committee  special 
programs,  numerous  other  special 
programs,  12  scientific  section 
meetings,  20  curbstone  consulta- 
tion groups,  50  scientific  exhibits, 
125  technical  exhibits,  14  films,  27 
related  organizations  programs,  and 
a host  of  Association  business  meet- 
ings culminating  in  the  meetings  of 
the  House  of  Delegates,  the  Asso- 
ciation’s top  policy  making  body. 

In  addition  to  scientific  and  busi- 
ness activities,  entertainment  fea- 
tures will  include  golf  and  tennis 
tournaments,  skeet  and  trap  shoot, 
art  exhibit,  fraternity  and  alumni 
parties,  class  reunions,  tour  of  the 
Aerospace  Medical  School,  and  open 
house  at  The  University  of  Texas 
Medical  School  at  San  Antonio. 

Guest  Speakers;  The  various  Annual 
Session  programs  will  feature  31 
guest  speakers,  some  of  them  par- 
ticipating on  several  programs.  For 
a complete  schedule  of  speakers' 
topics,  turn  to  the  complete  Annual 
Session  advance  program  beginning 
on  p.  P-1. 

The  list  of  guest  speakers  includes 
Drs.  Harry  E.  Bacon  and  Harold  G. 
Scheie,  both  of  Philadelphia;  F.  Lee 
Bailey  and  Dr.  Everett  D.  Kiefer, 
both  of  Boston;  Dr.  Daniel  X.  Freed- 
man and  Charles  B.  Shuman,  both 
of  Chicago;  Drs.  John  Bernard  Henry 
and  Max  L.  Som,  and  Gerald  Sanc- 
tuary, all  of  New  York  City;  Drs. 
Robert  H.  Moser  and  Peter  V.  Siegel, 
and  the  Hon.  John  G.  Tower,  all  of 
Washington,  D.C.;  and  Drs.  Arthur 
Jampolsky  and  Rees  B.  Rees,  both 
of  San  Francisco. 

Other  guest  speakers  are  Dr.  John 
H.  Bland,  Burlington,  Vt;  Dr.  Ro- 
berto Calderon,  Managua,  Nicaragua; 
Dr.  Reuben  M.  Cherniack,  Winnipeg, 
Manitoba,  Canada;  Dr.  Jules  V.  Cole- 
man, New  Haven,  Conn.;  Dr.  Denton 


A.  Cooley,  Houston;  Dr.  Robert  J. 
Duran,  Columbus,  Ohio;  Dr.  Paul  W. 
Gikas,  Ann  Arbor,  Mich.;  Dr.  B.  J. 
Kennedy,  Minneapolis;  and  Dr.  Ker- 
mit  E.  Krantz,  Kansas  City,  Kan. 

Also  speaking  will  be  Dr.  David 
M.  Little,  Hartford,  Conn.;  Dr.  Ian 
Macnab,  Toronto,  Ontario,  Canada; 
Dr.  Jack  H.  Mendelson,  Chevy  Chase, 
Md.;  Dr.  Theodore  C.  Panos,  Little 
Rock;  Dr.  Michel  Portmann,  Bor- 
deaux, France;  Dr.  J.  Edwin  Seeg- 
miller,  Bethesda,  Md.;  Dr.  David  J. 
Sencer,  Atlanta,  Ga.;  and  Dr.  E. 
Paul  Woodward,  San  Diego,  Calif. 

General  Meetings  and  Luncheons: 
General  meetings  will  take  place  at 
10  a.m.  Friday,  May  2,  and  at  2 p.m. 
Saturday,  May  3.  The  Friday  meeting 
will  be  followed  by  a general  meet- 
ing luncheon,  and  the  Saturday  one 
will  be  preceded  by  a general  meet- 
ing luncheon. 

The  Friday  general  meeting  pro- 
gram will  include  the  following 
speakers  and  papers:  Dr.  G.  V.  Brind- 
ley, Jr.,  Temple,  TMA  President,  pre- 
siding; Gerald  Sanctuary,  sex  and 
the  mass  media;  Dr.  J.  Edwin  Seeg- 
miller,  hereditary  diseases;  Dr.  John 
Bernard  Henry,  clinical  pathologic 
approach  to  thyroid  function  evalua- 
tion; Dr.  Reuben  M.  Cherniack,  in- 
tensive care  unit  for  the  manage- 
ment of  critically  ill  patients. 

Friday’s  general  meeting  luncheon 
will  feature  Charles  B.  Shuman, 
president  of  the  American  Farm  Bu- 
reau Federation,  speaking  on  "A 
Farmer  Looks  at  the  Medical  Pro- 
fession.” Other  luncheon  highlights 
will  include  presentation  of  the  Fifty 
Year  Club,  the  Council  on  Annual 
Session,  and  the  chairman  of  the 
Committee  on  General  Arrange- 
ments; presentation  of  the  Anson 
Jones  Awards;  announcements  of 
scientific  exhibit  awards  and  recog- 
nition of  senior  authors  of  exhibits; 
and  announcement  of  winners  of 
the  annual  art  exhibit. 

On  Saturday,  the  general  meeting, 
with  Dr.  Jay  J.  Johns  of  Taylor, 
Vice  President,  presiding,  will  fea- 
ture four  guest  speakers:  Dr.  B.  J. 
Kennedy,  hormonal  therapies  of 
breast  cancer;  Dr.  Denton  A.  Cooley, 


cardiac  transplantation  in  man:  stat- 
us one  year  later;  Dr.  Rees  B.  Rees, 
drug  eruptions — a classification  with 
examples;  and  Dr.  Kermit  E.  Krantz, 
quo  vadis  femininis  or  the  changing 
patterns  of  the  American  woman. 

The  Hon.  John  G.  Tower,  United 
States  Senator  from  Texas,  will 
speak  at  the  general  meeting  lunch- 
eon on  Saturday.  His  topic  will  be 
“New  Leadership  in  Washington.” 
Other  luncheon  events  will  be  the 
installation  of  Dr.  Charles  Max  Cole 
as  TMA  President;  and  recognition 
of  the  1968-1969  officers,  the  Past 
Presidents,  presidents  of  allied 
health  professions,  and  presidents 
of  paramedical  groups. 

Continental  Breakfast  Round  Table 
Presentations:  Continental  breakfast 
round  table  presentations  will  take 
place  from  8:30-9:45  a.m.,  Friday, 
May  2.  These  informal  programs  are 
given  primarily  for  those  in  general 
practice  and  feature  approximately 
25  minutes  of  lecture  by  the  guest 
speaker  followed  by  50  minutes  of 
questions  and  answers  and  informal 
discussion.  Complimentary  coffee, 
rolls,  and  juice  will  be  available  to 
those  attending. 

Subjects  to  be  covered  in  round 
table  discussions,  and  discussion 
leaders  are:  intestinal  fistulas — their 
diagnosis  and  management.  Dr. 
Harry  E.  Bacon;  the  carpal  tunnel 
syndrome.  Dr.  Robert  J.  Duran; 
chemotherapy  of  advanced  malig- 
nant diseases.  Dr.  B.  J.  Kennedy; 
diagnosis  and  management  of  re- 
gional enteritis.  Dr.  Everett  D.  Kiefer; 
pain  and  disability.  Dr.  Ian  Macnab; 
the  role  of  the  general  practitioner 
in  the  treatment  of  alcoholism.  Dr. 
Jack  H.  Mendelson;  and  the  medical 
aspects  of  space  exploration.  Col. 
Robert  H.  Moser. 

Special  Programs:  Ten  special  pro- 
grams, sponsored  by  TMA  com- 
mittees and  other  medically-related 
groups,  will  be  presented  at  the 
1969  Annual  Session.  They  are: 

1.  Conference  on  Medical  Aspects 
of  Automotive  Safety,  TMA  Commit- 
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mittee  on  the  medical  aspects  of 
automotive  safety. 

2.  Conference  on  School  Health, 
"Sex  Education  in  the  Public 
Schools,”  TMA  Committee  on  School 
Health; 

3.  Symposium  on  Cardiovascular 
Diseases,  "Problems  of  Progress  in 
Cardiovascular  Diseases,”  TMA  Com- 
mittee on  Cardiovascular  Diseases 
and  Texas  Heart  Association; 

4.  Panel  Program,  "Machine  Med- 
icine,” TMA  Committee  on  Medicine 
and  Religion: 

5.  Speech,  “What  Is  a Doctor?” 
by  Dr.  Roberto  Calderon,  TMA  Com- 
mittee on  Medical  History; 

6.  Conference  on  Rehabilitation 
of  the  Cardiovascular  Patient,  Texas 
Heart  Association  and  the  TMA  Com- 
mittees on  Cardiovascular  Diseases, 
Rehabilitation,  and  Workmen’s  Com- 
pensation and  Industrial  Health; 

7.  Texas  Academy  of  General 
Practice  seminar; 

8.  United  Cerebral  Palsy  of  Tex- 
as, Inc.,  program; 

9.  Symposium  on  Alcoholism, 
Texas  Commission  on  Alcoholism  in 
cooperation  with  The  University  of 
Texas  Division  of  Extension;  and 

10.  Symposium  on  Mental  Health, 
TMA  Section  on  Nervous  and  Men- 
tal Diseases,  Texas  Department  of 
Mental  Health  and  Mental  Retarda- 
tion, and  Texas  District  Branch, 
American  Psychiatric  Association. 

Scientific  Sections:  Twelve  scientific 
sections  will  meet  during  the  An- 
nual Session.  Complete  programs  of 
these  meetings  are  listed  in  the 
advance  program  which  begins  on 
p.  P-1.  The  sections  are  pediatrics, 
digestive  diseases,  nervous  and  men- 
tal diseases,  general  practice,intern- 
al  medicine,  obstetrics  and  gynecol- 
ogy, ophthalmology,  otolaryngology, 
pathology,  public  health,  radiology, 
and  surgery. 

Curbstone  Consultations:  Twenty 

Curbstone  Consultations  will  be  pre- 
sented at  the  Annual  Session  on  Fri- 
day, May  1,  and  Saturday,  May  2. 

Friday  discussion  topics  and  mod- 
erators are  you  and  the  law,  Philip 
R.  Overton,  Austin;  anemia — diag- 
nosis and  treatment.  Col.  Fred  G. 
Conrad,  San  Antonio;  postoperative 
shock  and  its  management.  Dr. 
Benjamin  W.  McCall,  Houston;  drug 
abuse  and  alcoholism — a year  later. 
Dr.  Paul  L.  White,  Austin;  current 
management  of  acne.  Dr.  J.  B.  Rich- 
ardson, Houston;  chest  pain — differ- 
ential diagnosis,  moderator  pending; 
treatment  of  cardiac  rhythm  dis- 
orders, Dr.  Don  W.  Chapman,  Hous- 
ton; interpretation  of  hearing  tests. 
Dr.  Aram  Glorig,  Dallas;  physical 


therapy  in  chronic  obstructive  lung 
disease.  Dr.  William  F.  Miller,  Dal- 
las; and  how  to  handle  patients 
who  shouldn’t  drive.  Dr.  Otto  Lipp- 
mann,  Austin. 

Saturday  Curbstone  subjects  and 
moderators  are  endocrine  disorders 
in  pediatric  practice.  Dr.  George  T. 
Bryan,  Galveston;  obstetrical  emer- 
gencies, Dr.  Harold  W.  Brumley, 
Austin;  use  of  anticoagulants  in 
thrombophlebitis  (a)  ante-partum, 
(b)  post-partum.  Dr.  Norman  L 
Renfro,  Corpus  Christi;  cutaneous 
malignancy.  Dr.  C.  H.  McCuistion, 
Austin:  indications  for  cardiac  sur- 
gery from  the  standpoint  of  the  con- 
servative medical  cardiologist.  Dr. 
Myron  B.  Zinn,  San  Antonio;  pre- 
ventable athletic  injuries.  Dr.  Louis 
J.  Levy,  Fort  Worth;  assisted  respira- 
tion, Dr.  Thomas  D.  Kirksey,  Gal- 
veston; monitoring  patients.  Dr. 
Charles  H.  Williams,  Houston;  emer- 
gency ambulance  and  hospital  care 
in  your  town  (or  area).  Dr.  Heinrich 
Lamm,  Harlingen”';  and  conservative 
management  of  low  back  injuries. 
Dr.  Arthur  E.  Grant,  San  Antonio. 

Art  Exhibit;  The  Second  Annual  Art 
Exhibition  of  the  Texas  Medical  As- 
sociation will  be  held  May  1-4,  1969, 
in  San  Antonio.  All  members  of  the 
Association  and  their  wives  are  eligi- 
ble to  enter.  Deadline  for  returning 
completed  application  for  entry  is 
March  31.  Awards  will  be  presented 
to  the  first,  second,  third  place,  and 
honorable  mention  entries  in  each 
of  four  categories:  (1)  painting 
(oils);  (2)  watercolor  (including 
drawing  and  graphics);  (3)  sculp- 
ture; and  (4)  photography. 

Applications  should  be  returned 
to  Dale  R.  Werner,  exhibit  manager, 
Texas  Medical  Association,  1801  N. 
Lamar  Blvd.,  Austin  78701. 

Memorial  Service:  A Memorial  Serv- 
ice at  9-9:30  a.m.,  Sunday,  May  4, 
will  honor  deceased  physicians  and 
deceased  physicians’  wives.  Chair- 
man for  the  service  is  Dr.  Clifton  F. 
Douglas,  Jr.,  San  Antonio,  who  will 
deliver  the  memorial  address  for  de- 
ceased physicians.  Mrs.  David  Mc- 
Cullough, San  Antonio,  will  deliver 
the  address  for  phyicians’  wives  who 
have  died  during  the  past  year. 

Headquarters:  Annual  Session  head- 
quarters are:  Hilton  Palacio  del  Rio 


*Dr.  Lamm  has  asked  that  doctors  from 
all  parts  of  Texas  interested  in  the  dis- 
cussion on  ambulance  service  consider 
ambulance  and  emergency  procedures  in 
their  areas,  hovir  well  they  work,  and  offer 
suggestions  for  improvement.  Physicians 
with  questions  or  suggestions  may  write 
to  him  at  2014  Pease  St.,  Harlingen 
78550. 


and  San  Antonio  Convention  Center, 
scientific  sessions;  St.  Anthony  Ho- 
tel, business  sessions;  and  Menger 
Hotel,  Auxiliary.  Other  hotels  with 
room  allotments  reserved  for  TMA 
members  and  guests  are  La  Quinta 
Motor  Inn,  La  Posada  Motor  Hotel, 
Gunter  Hotel,  Crockett  Hotel  and 
Motor  Inn;  El  Tropicano  Motor  Hotel; 
Holiday  Inn — Downtown,  Wayfarer 
Motel,  and  Sheraton-San  Antonio 
Motor  Inn.  For  further  information 
concerning  housing,  see  p.  119. 

TMA  Membership  List: 
(aP’s  Number  Almost  28% 

Nearly  28%  of  the  10,097  Texas 
Medical  Association  members  are 
general  practitioners,  according  to 
the  specialty  distribution  in  the  Tex- 
as Medical  Association  1969  Mem- 
bership Directory,  mailed  to  mem- 
bers in  February.  The  directory, 
published  every  three  years  by  Blue 
Cross-Blue  Shield  of  Texas,  this 
year  lists  2,801  physicians  in  gen- 
eral practice,  or  27.74%  of  the  to- 
tal membership. 

The  second  highest  percentage 
of  TMA  members  is  to  be  found 
in  internal  medicine:  10.26%  are 
internists,  or  1,036.  The  next  eight 
percentages  are  represented  by  gen- 
eral surgery,  906,  8.97%;  obstetrics- 
gynecology,  705,  6.98%:  pediatrics, 
550,  5.45%;  psychiatry,  488, 

4.83%:  radiology,  392,  3.88%; 
anesthesiology,  384,  3.80%;  ortho- 
pedic surgery,  336,  3.33%;  and 
ophthalmology,  302,  2.99%. 

The  least  practiced  specialties 
among  the  TMA  membership  are 
forensic  pathology,  3;  pediatric  al- 
lergy, 7;  diagnostic  roentgenology, 
8;  pediatric  cardiology,  15;  thera- 
peutic radiology,  17;  aviation  medi- 
cine, 21;  general  preventive  medi- 
cine, 21;  physical  medicine  and  re- 
habilitation, 29;  child  psychiatry, 
36;  colon  and  rectal  surgery,  37; 
and  neurology,  38. 

"Also  noteworthy  is  that  214  As- 
sociation members,  or  2.12%,  are 
retired,  96  members  are  residents 
or  interns,  and  50  are  in  adminis- 
trative medicine. 

Other  specialties  represented 
among  the  Association  member- 
ship and  the  number  of  participants 
are:  pathology,  298;  urology,  234; 
otolaryngology,  157;  dermatology, 
149;  thoracic  surgery,  107;  neuro- 
logical surgery,  100;  cardiovascular 
disease,  98;  eye,  ear,  nose,  and 
throat,  92;  allergy,  79;  public 
health,  65;  occupational  medicine, 
63;  plastic  surgery,  61;  pulmonary 
diseases,  54;  and  gastroenterology, 
48. 
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FEATURING 


32  GUEST  SPEAKERS 


tus  150  special  and  TMA-member  speakers 


12  SECTION . MEETINGS 


Digestive  Diseases,  General  Practice,  Internal 
k*edicine.  Nervous  and  Mental  Diseases, 


28  RELATED  & SPECIAL 
SOCIETY  PROGRAMS 

10  ^ECIAL PROGRAMS- 


Rehabilitation  of  the  Cardiovascular 
Patient  Conference 


Obstetrics  and  Gynecology,  Ophthalmology, 

Otolaryngology,  Pathology,  Pediatrics,  Public  Texas  Academy  of  General  Practice  Seminar 

Health,  Radiology,  and  Surgery 


2 GENERAL  MEETINGS 


190  SCIENTIFIC  AND 
TECHNICAL  EXHIBITS 


PHYSICIANS’  AND  WIVES’ 
ART  EXHIBITION 


FILM  PROGRAM 

20  CURBSTONE  CONSULTATIONS 


* l^rriLQunal  round-table  discussions  on  medical 


topics — Now  expanded  to  two  late  afternoon 
periods! 


7 CONTINENTAL  BREAKFAST 
ROUNDTABLES 


Symposium  on  Alcoholism 

Symposium  on  Cardiovascular  Diseases: 
Problems  of  Cardiovascular  Progress 

Medical  History  Dinner  and  Program: 

What  is  a Doctor? 

Symposium  on  Moral  and  Medical  Aspects 
of  Transplants 

Conference  on  Medical  Aspects  of 
Automotive  Safety 

Conference  on  School  Health: 

Sex  Education  in  the  Public  Schools 

United  Cerebral  Palsy  of  Texas  Symposium 
Symposium  on  Mental  Health 


Enjoy  coffee  and  rolls  with  the  guest  speakers! 
A^^^rogram  feature  this  year,  these  informal 
presentations  will  include  a 20  minute  lecture 
.*!•/  the  guest  speaker,  plus  50  minutes  of 
Quafiiftns  and  answers  and  informal  discussion 
«Htli  the  speaisr.' 


ENTERTAINMENT  / SPORTS 


Golf  and  Tennis  Tournaments,'  Skeet  and 
Trap  Shooting,  Fraternity  and  Alumni  Parties, 
Class  Reunions 


3 


MAKE  YOUR 

RESERVATIONS 

NOW! 

Select  your  first,  second 
and  third  choice  of 
hotels  and  motels  from 
the  list  below,  complete 
the  housing  request 
form,  and  mail  it  to  the 
TMA  Housing  Bureau. 
Preferences  will  be 
honored  as  far  as  pos- 
sible, and  confirmation 
of  reservations  will  be 
send  directly  to  you 
from  the  hotel  or  motel. 


SAN  ANTONIO  HOTELS  and  MOTELS 


* 1 Hilton  Palacio-del  Rio 

Scientific  Sessions 
Headquarters 

* 2 — St.  Anthony  Hotel 

Business  Sessions 
Headquarters 

* 3 — Menger  Hotel 

Auxiliary  Headquarters 

* 4 — La  Quinta  Mntnr  Inn 

* 5 — la  Posada  Mntnr  Hotel 


6 —  Gunter  Hotel 

7 —  Crockett  Hotel  and 
Motor  Inn 

8 —  El  Tropicano  Motor  Hotel 

9 —  Holiday  Inn — Downtown 

10 —  Wayfarer  Motel 

11 —  Sheraton-San  Antonio 
Motor  Inn 


*SORRY  — THESE  FACILITIES  ARE  FILLED. 
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TEXAS  MEDICAL  ASSOCIATION 
102nd  ANNUAL  SESSION 
MAY  1-4,  1969 


SEE  DETAILS  INSIDE 


PLAN  NOW  TO  AHEND 
THE  SOUTHWEST'S 
LARGEST  and 
FINEST 
ANNUAL 

MEDICAL  MEETING 


TEXAS  MEDICAL  ASSOCIATION 
MAY  1-4,  1969 


32  GUEST  SPEAKERS 


HARRY  E.  BACON,  M.D. 

Philadelphia,  proctology 

F.  LEE  BAILEY,  LL.B. 

Boston,  attorney  at  law 

JOHN  H.  BLAND,  M.D. 

Burlington,  Vt.,  internal  medicine 

ROBERTO  CALDERON,  M.D. 

Managua,  Nicaragua,  radiology 

REUBEN  M.  CHERNIACK,  M.D. 

Winnipeg,  Manitoba,  Canada,  internal  medicine 

j JULES  V.  COLEMAN,  M.D. 

New  Haven,  Conn.,  psychiatry 

DENTON  A.  COOLEY,  M.D. 

Houston,  thoracic  surgery 

ROBERT  J.  DURAN,  M.D. 

b Columbus,  Ohio,  plastic  and  reconstructive  surgery 

{ DANIEL  X.  FREEDMAN,  M.D. 

I Chicago,  psychiatry 

I PAUL  W.  GIKAS,  M.D. 

Ann  Arbor,  pathology  and' traffic  safety 


JOHN  BERNARD  HENRY,  M.D.  — 

Syracuse,  pathology 

ARTHUR  JAMPOLSKY,  M.D. 

San  Francisco,  ophthalmology 

B.  J.  KENNEDY,  M.D. 

Minneapolis,  medical  oncology 

EVEREH  D.  KIEFER,  M.D. 

Boston,  gastroenterology 

KERMIT  E.  KRANTZ,  M.D. 

Kansas  City,  obstetrics  and  gynecology 

DAVID  M.  LIHLE,  M.D. 

Hartford,  Conn.,  anesthesiology 

IAN  MACNAB,  M.D. 

Toronto,  Ontario,  Canada,  orthopaedic  surgery 

JACK  H.  MENDELSON,  M.D. 

Chevy  Chase,  Md.,  psychiatry 

COL.  ROBERT  MOSER,  M.C.,  USA 

Washington,  D.C.,  internal  medicine 

THEODORE  C.  PANOS,  M.D. 

Little  Rock,  pediatrics 


SPECIAL  LUNCHEON  SPEAKERS 


■ "CHARLES  B.  SHUMAN^^^^^^^*HON.  JOHN  G?TO¥Y^ 

Chicago  Washington,  D.C. 

h President,  American  Farm  Bureau  Federation  United  Slates  Senator  from  Texas 


MICHEL  PORTMANN,  M.D. 

Bordeaux,  France,  otolaryngology 

REES  B.  REES,  M.D. 

San  Francisco,  dermatology 

GERALD  SANCTUARY 

New  York,  Sex  Information  and  Lducalion 
Council  of  the  United  States 

HAROLD  G.  SCHEIE,  M.D. 

Philadelphia,  ophthalmology 

J.  EDWIN  SEEGMILLER,  M.D. 

Bethesda,  Md..  rheumatology 
and  hereditary  diseases 

DAVID  J.  SENCER,  M.D. 

Atlanta,  public  health 

PETER  V.  SIEGEL,  M.D. 

Washington,  D.C.,  aviation 

MAX  L SOM,  M.D. 

New  York,  laryngology  and 
head  and  neck  surgery 

E.  PAUL  WOODWARD,  M.D. 

San  Diego,  orthopedic  surgery 


PERFECT  PHYSICIAN  VACATION  MAY  BE 
IN  VOLUNTARY  MEDICAL  SERVICE  ABROAD 


Sometimes  persons  who  are  over- 
wrought from  work  find  that  work 
of  a different  nature  and  pace  sup- 
plies much  needed  relaxation.  Doc- 
tors who  spend  their  vacations 
rendering  medical  aid  to  people  in 
other  lands  are  just  such  advocates 
of  therapeutic  work. 

With  these  physicians  in  mind, 
several  agencies  sponsor  US  physi- 
cians on  short-term  working  vaca- 
tions abroad.  Types  of  service  and 
lengths  of  time  involved  vary,  as  do 
provisions  for  accommodations  and 
payment  of  expenses.  But  in  all  in- 
stances physicians  give  medical  serv- 
ice to  people  in  need  of  this  service 
and  return  refreshed  to  their  daily 
practice. 

A few  of  the  major  organizations 
sponsoring  volunteer  physicians 
abroad  are  listed  here  for  the  bene- 
fit of  Texas  physicians  wishing  to 
spend  vacations  in  a similar  manner 
in  1969.  An  interested  physician 
should  contact  directly  the  sponsor- 
ing organization  of  his  choice  for 
further  information. 

Project  HOPE:  Project  HOPE  (Health 
Opportunity  for  People  Everywhere) 
is  the  principal  activity  of  The  Peo- 
ple-to-People  Health  Foundation, 
Inc.,  of  Washington,  D.C.,  an  inde- 
pendent, non-profit  corporation.  Its 
principal  objective  is  to  teach  medi- 
cal, dental,  and  paramedical  per- 
sonnel in  developing  countries  the 
latest  techniques  of  US  medical 
science. 

A 15,000-ton  Navy  hospital  ship 
USS  Consolation  was  refitted,  loaned 
to  the  foundation  in  1960,  and  re- 
named the  SS  HOPE.  The  ship  left 
San  Francisco  on  Sept.  22,  1960, 
for  her  maiden  voyage,  to  Indonesia 
and  South  Vietnam.  Since  HOPE'S 
first  voyage,  more  than  1,200  Amer- 
ican medical  personnel  have  served 
with  the  project,  giving  aid  to  people 
in  Peru,  Ecuador,  Guinea,  Nicaragua, 
Colombia,  and  Ceylon. 

The  SS  HOPE  is  permanently 
staffed  with  doctors,  nurses,  and 
technologists.  Volunteer  teams  of 
physicians,  surgeons,  and  dentists 
in  20  specialties  are  flown  to  the 
ship  for  two-months’  service  with- 
out pay.  Meanwhile,  HOPE  teams 
throughout  the  country  examine  pa- 
tients, sending  to  the  ship  for  hos- 
pital care  the  cases  which  are  most 
urgent  or  medically  instructive.  Upon 
the  request  of  a host  country  HOPE 
selects  a nucleus  of  medical  person- 


nel to  remain  behind  when  the  ship 
leaves.  Teams  of  up  to  20  or  more 
physicians,  dentists,  nurses,  and 
technologists  follow  up  on  teaching 
programs  instituted  during  the  ship’s 
stay. 

Two  Texas  physicians.  Dr.  Edmund 
Fountain  of  Houston  and  Dr.  Ed- 
mund N.  Walsh  of  Fort  Worth,  re- 
cently returned  from  Project  HOPE 
service  in  Ceylon. 

Headquarters  for  Project  HOPE 
are:  The  People-to-People  Health 
Foundation,  Inc.,  2233  Wisconsin 
Ave.,  NW,  Washington,  D.C.  20007. 

AmDoc:  AmDoc  (short  for  AMerican 
Doctor)  is  a non-profit,  non-sectari- 
an, non-governmental  related  corpo- 
ration. It  places  physicians  into  suit- 
able needy  locations  in  countries 
outside  the  US.  Hospitals  and  clinics 
are  now  established  in  Central  Amer- 
ica, South  America,  the  Far  East, 
Southeast  Asia,  the  Near  East,  and 
Africa.  An  intermediary  between  the 
haves  and  the  have  nots,  AmDoc 
seeks  to  render  medical  service 
without  fanfare  but  with  precision. 

American  physicians  volunteer  for 
one  month  or  longer,  and  they  fi- 
nance the  trips  themselves.  On  the 
average,  the  cost  to  the  physician 
is  about  $300.  Physicians  serve  with 
a team  at  a hospital,  a mission,  an 
improvised  clinic,  or  an  outlying 
medical  field  station. 

Several  Texas  physicians  have 
served  with  AmDoc,  among  them 
Dr.  Ralph  D.  Eichhorn  of  Houston, 
who  served  in  Chiang  Mai,  Thailand, 
in  1967,  and  whose  account  of  his 
experiences  appeared  in  the  May, 
1968,  issue  of  Texas  Medicine.  Dr. 
Philip  T.  Weisbach  of  Beaumont 
also  served  in  Qui  Nhon,  Vietnam, 
in  October,  1968. 

AmDoc,  Inc.,  headquarters  are  at 
27  E.  Canon  Perdido  St.,  Santa  Bar- 
bara, Calif.  93101. 

LAOS:  LAOS  (Laymen’s  Overseas 
Service,  Inc.)  is  a non-denomina- 
tional  organization  that  recruits  and 
trains  short-term,  self-supporting  vol- 
unteers for  various  services  in  Latin 
America,  Asia,  and  Africa,  and  the 
United  States.  It  has  been  operating 
for  more  than  20  years. 

Usually  physicians  pay  for  their 
food,  while  the  local  hospital  or 
church  supplies  housing.  Families 
are  welcomed  to  participate. 

A Texas  physician  who  took  his 
family  on  a medical  mission  for 


LAOS  is  Dr.  Dick  Cason  of  Hillsboro, 
who  served  in  Bolivia  in  August, 
1967,  and  whose  account  of  experi- 
ences appears  in  the  May,  1968,  is- 
sue of  Texas  Medicine. 

LAOS,  Inc.,  can  be  reached  at 
P.  O.  Box  5031,  Jackson,  Miss. 
39216. 

FOCUS,  INC.:  Volunteer  ophthalmol- 
ogists may  elect  to  serve  with 
FOCUS,  Inc.,  (Foreign  Ophthalmo- 
logical  Care  from  US)  a non-profit 
and  nonsectarian  agency  for  estab- 
lishment and  maintenance  of  eye 
departments  in  Haiti.  Haitians  sup- 
ply room,  board,  and  internal  trans- 
portation. Procurement  of  drugs, 
medicine  and  glasses,  and  the  re- 
cruiting of  physicians  are  assumed 
by  FOCUS,  Inc.  Generally,  FOCUS 
buys  a volunteer’s  tickets  to  Port  au 
Prince,  but  each  volunteer  is  expect- 
ed to  contribute  to  FOCUS  an 
amount  to  cover  this  cost. 

Physicians  are  asked  to  serve  for 
a month.  They  may  return  for  ad- 
ditional tours  of  duty.  Expenses  will 
also  be  paid  for  the  physician’s  wife 
if  she  wishes  to  serve.  Children  are 
not  included  in  these  provisions, 
however. 

Interested  physicians  should  write 
to  FOCUS,  Inc.,  1431  Ashland  Ave., 
River  Forest,  III.  60305. 

Project  Concern:  Texas  Medical  As- 
sociation members  got  an  introduc- 
tion to  Project  Concern  when  its 
founder  Dr.  James  W.  Turpin  spoke 
to  the  TMA  Public  Relations  and 
Public  Affairs  Conference  in  Sep- 
tember, 1968.  The  non-profit  organ- 
ization seeks  to  bring  medical  care 
to  the  world’s  needy  of  all  ages. 
Currently,  the  organization  has  oper- 
ations in  Hong  Kong,  South  Viet- 
nam, and  Mexico  and  has  an  inter- 
national staff  of  more  than  137 
doctors,  nurses,  pharmacists,  labor- 
atory technicians,  teachers,  x-ray 
technicians,  and  supporting  staff. 
Volunteers  from  more  than  30  coun- 
tries serve  in  various  capacities. 
Some  staff  members  receive  small 
salaries. 

Project  Concern  was  incorporated 
in  1961  and  began  work  by  estab- 
lishing a medical  clinic  in  Hong 
Kong.  Later  projects  have  included 
out-patient  and  mobile  clinics,  self- 
help  training  programs,  and  mother- 
and-child  care  centers. 

Prospective  volunteers  may  obtain 
further  information  from  Project 
Concern,  Inc.,  P.  0.  Box  2468,  San 
Diego,  Calif.  92112. 

Volunteer  Physicians  for  Vietnam: 
Sponsored  by  the  American  Medical 
Association,  the  Volunteer  Physicians 
for  Vietnam  program  has  sent  more 
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than  500  American  physicians  to 
render  two-months  volunteer  medi- 
cal service  to  the  civilian  popula- 
tion of  South  Vietnam.  Begun  under 
the  auspices  of  the  People-to-People 
Health  Foundation  in  1965,  the  pro- 
gram was  designed  to  relieve  civilian 
suffering  in  a country  possessing  a 
severe  shortage  of  medical  man- 
power. The  AMA  took  over  adminis- 
tration of  the  program  in  July,  1966. 
Finances  come  from  the  United 
States  Agency  for  International  De- 
velopment (USAID). 

Physicians  serve  two  months  with- 
out pay  in  Vietnamese  civilian  hos- 
pitals. Transportation  is  provided  to 
and  from  his  Vietnamese  destina- 
tion, and  housing  is  provided.  Each 
volunteer  physician  receives  a mini- 
mal expense  allowance;  and  expens- 
es connected  with  passport,  visa, 
and  immunization  are  paid  by  US- 
AID. Through  December,  1968,  32 
tours  by  Texas  physicians  had  been 
served  in  this  program. 

Dr.  Charles  H.  Moseley,  535  N. 
Dearborn  St,  Chicago  60610,  is  pro- 
gram director. 

Other  Organizations:  The  Oct.  14, 
1968,  issue  of  Medical  Economics 
mentioned  several  other  organiza- 
tions sponsoring  volunteer  physi- 
cians abroad.  Their  names  and  ad- 
dresses are: 

1.  Medical  Assistance  Programs, 
Inc.,  Box  50,  Wheaton,  III.  60187; 

2.  Catholic  Medical  Mission 
Board,  10  W.  17th  St,  New  York 
10011; 

3.  Christian  Medical  Council  for 
Overseas  Work,  National  Council  of 
the  Churches  of  Christ  in  the  USA, 
475  Riverside  Dr.,  New  York  10027; 

4.  World  Brotherhood  Exchange, 
Lutheran  Council  in  the  USA,  315 
Park  Ave.  S.,  New  York  10010; 

5.  Operation  Crossroads  Africa, 
Inc.,  150  Fifth  Ave.,  New  York 
10011; 

6.  MEDICO,  Orthopaedics  Over- 
seas Division,  2007  Eve  St.,  NW, 
Washington,  D.C.  20006; 

7.  Holidays  for  Humanity,  Inc., 
3700  Bellemeade  Ave.,  Suite  105, 
Evansville,  Ind.  47715;  and 

8.  Other  church  programs,  spon- 
sored by  individual  religious  groups 
(For  example.  Dr.  Coyle  W.  Williams, 
Jr.,  San  Antonio,  served  one  month 
in  1965  in  Chonju,  Korea,  under 
sponsorship  of  the  Board  of  World 
Missions  of  the  Presbyterian  Church, 
US.  Interested  physicians  may  con- 
tact such  organizations  through 
their  churches.). 
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state  Commissioner  of  Health 
since  1959,  Dr.  James  E.  Peavy  of 
Austin,  has  been  reappointed  to 
that  post  for  a two-year  period. 

Dr.  Margaret  Patricia  Sullivan  of 
Houston,  associate  pediatrician  in 
the  Pediatric  Section  of  The  Uni- 
versity of  Texas  M.D.  Anderson  Hos- 
pital and  Tumor  Institute,  is  coun- 
cilor of  growth  and  development  for 
1969-1970  in  the  American  Medical 
Women's  Association,  Inc. 

Bob  Fenley,  science  writer  for  The 
University  of  Texas  Southwestern 
Medical  School  at  Dallas,  has  been 
appointed  director  of  development 
for  that  institution.  In  the  new  ca- 
pacity, Fenley  will  coordinate  local 
support  and  assist  in  planning  the 
medical  school's  upcoming  major 
phase  of  development. 

Dr.  Richard  D.  Haines  of  Temple 
has  been  elected  president  of  the 
board  of  trustees  of  Scott  and  White 
Memorial  Hospital  and  Scott,  Sher- 
wood and  Brindley  Foundation.  Oth- 
er physician  officers  elected,  all  of 
Temple,  are  Drs.  J.  H.  Greenwood, 
first  vice  president;  P.  H.  Langsjoen, 
second  vice  president;  Hanes  H. 
Brindley,  secretary;  and  Walker  A. 
Lea,  treasurer.  R.  L.  Foree  of  Dallas 
was  reelected  chairman  of  the 
board.  Dr.  Haines  succeeds  as  pres- 
ident Dr.  A.  Ford  Wolf  of  Temple 
who  had  served  a maximum  term 
as  president  and  was  reelected  as 
a member  of  the  board. 

A Lubbock  physician.  Dr.  Robert 
T.  Canon,  was  recently  selected  for 
the  Panhandle  District  Medical  Soci- 
ety Bulletin’s  annual  salute.  Dr. 
Canon  has  practiced  medicine  for 
51  years.  After  World  War  II,  he 
served  at  the  Naval  Medical  Center 
at  Bethesda,  Md.,  as  chief  of  the 
ear,  nose,  and  throat  service,  and 
treated  President  Franklin  D.  Roose- 
velt, members  of  the  Roosevelt  fam- 
ily, and  US  and  foreign  dignitaries. 

Houston  physician.  Dr.  Louis 
Daily,  has  been  reappointed  state 
medical  chairman  of  the  Texas  So- 
ciety for  the  Prevention  of  Blind- 
ness, Inc.,  at  a recent  board  of  di- 
rectors meeting  of  the  National  So- 
ciety for  the  Prevention  of  Blind- 
ness held  in  New  York  City. 

Dr.  Sidney  R.  Kaliski  of  San  An- 
tonio, was  recently  awarded  the  Out- 
standing Civilian  Service  Medal  and 
Citation  by  the  United  States  Army. 
Dr.  Kaliski  has  been  civilian  con- 
sultant in  pediatrics  at  Brooke  Gen- 
eral Hospital  since  1946. 

Dr.  James  H.  Sammons  of  Bay- 
town  was  reelected  president  of  the 


Houston  Academy  of  Medicine  for 
1969  at  the  academy's  annual  meet- 
ing in  January. 

Dr.  J.  L.  Jackson  of  Wichita  Falls 
became  potentate  of  Maskat  Temple 
Shrine  in  Wichita  Falls  on  Jan.  14. 

Dr.  J.  J.  Johns  of  Taylor,  Tex., 
TMA  vice  president,  was  named 
Taylor's  Outstanding  Citizen  of  the 
Year  at  the  annual  Chamber  of 
Commerce  banquet  in  January. 

Austin  ophthalmologist.  Dr.  Otto 
Lippmann,  has  been  designated  as 
an  American  Medical  Association 
representative  to  the  German  Medi- 
cal Association  17th  International 
Postgraduate  Congress  for  Practical 
Medicine  in  Davos,  Switzerland,  in 
March. 

Dr.  Preston  W.  DeShan  of  Lub- 
bock will  be  installed  as  a fellow  of 
the  American  College  of  Obstetri- 
cians and  Gynecologists  at  the  col- 
lege's annual  meeting  April  28-May 
1 in  Bal  Harbour,  Fla. 

Chairman  for  the  annual  meeting 
of  Southern  Professors  of  Psychiatry 
to  be  held  in  Dallas  in  January, 
1970,  will  be  Dr.  Robert  Stubble- 
field, chairman  of  the  Department 
of  Psychiatry  at  The  University  of 
Texas  Southwestern  Medical  School 
at  Dallas. 

Dr.  Charles  F.  Gregory,  chairman 
of  the  Division  of  Orthopedic  Sur- 
gery at  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las, has  been  named  president  of 
the  American  Board  of  Orthopaedic 
Surgery. 

A Texas  physician  currently  serv- 
ing in  South  Vietnam  treating  the 
population  under  the  auspices  of 
the  American  Medical  Association 
Volunteer  Physicians  for  Viet  Nam 
program  is  Dr.  Jay  Norton  of  San 
Antonio. 


"Then  one  day  I noticed  my  wife 
was  deliberately  eating  all  my  favorites 
in  our  variety  pack  of  individual  cereals.” 
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TEXAS  MEDICINE 


TEXAS  SURGICAL  SOCIETY 

A variety  of  subjects  and  numerous  speakers  will  make  up  the 
program  of  the  Texas  Surgical  Society  April  14-15  at  the  Hotel 
Galvez  in  Galveston. 

Some  of  the  subjects  to  be  discussed  are  familial  endocrine 
adenomatosis,  massive  colonic  hemorrhage,  anoplasty  for  anal 
ulcer  and  anal  stenosis,  ai'terial  embolectomy,  surgery  of  the 
vertebral  artery,  reoperation  for  peptic  ulcer,  gastric  erosions 
of  Dieulafoy,  and  abdominal  injuries. 

Guest  speaker  will  be  Dr.  Robert  J.  Freeark,  Chicago;  and  Texas 
speakers  include  Drs.  Hylmar  E.  Karbach,  Jr.,  J.  Peyton  Baimes, 
Francis  C.  Usher,  Luke  W.  Able,  Jimmy  F.  Howell,  and  Geoi’ge 
C.  Morris,  Jr.,  all  of  Houston;  Drs.  W.  David  Barnett,  Jesse  E. 
Thompson,  Dale  J.  Austin,  Charles  D.  Bussey,  and  Ernest  Poulos, 
all  of  Dallas;  Drs  John  J.  Hinchey,  P.  L.  Day,  Spencer  Rowland, 
and  Albert  W.  Hartman,  all  of  San  Antonio;  Drs.  Albert  0. 
Singleton,  Jr.,  John  McGivney,  Edgar  J.  Poth,  and  John  R. 
Derrick,  all  of  Galveston;  Dr.  Robert  J.  Turner,  III,  Fort  Worth; 
Dr.  Maui-ice  Hood,  Austin;  Dr.  Walter  B.  King,  Jr.,  Waco;  and 
Dr.  Joshua  Seidel,  Kerrville. 

Dr.  Jesse  E.  Thompson,  3434  Swiss  Ave.,  Dallas  75204,  is  society 
secretary. 

TEXAS  TUBERCULOSIS  AND  RESPIRATORY 
DISEASE  ASSOCIATION 
TEXAS  THORACIC  SOCIETY 

TEXAS  CONFERENCE  OF  TUBERCULOSIS  WORKERS 

Expansion  of  knowledge  of  tuberculosis  and  other  respiratory 
diseases,  of  air  pollution  control,  of  methods  to  help  people  quit 
smoking,  of  federal-state  volunteer  cooperative  efforts  to  make 
Americans  healthier,  and  of  across-the-border  work  to  control 
diseases  in  the  US  and  Mexico  will  be  stressed  by  the  Texas 
Tuberculosis  and  Respiratory  Disease  Association,  Texas  Tho- 
racic Society,  and  Texas  Conference  of  Tuberculosis  Workers 
this  month.  These  organizations  will  meet  March  28-29  at  the 
International  Civic  Center  in  McAllen. 

Speakers  will  include  Drs.  Waldimar  G.  Johanson,  Charles  B. 
Shuey,  Jr.,  James  E.  Wilson,  III,  and  Pedro  Paez,  all  of  Dallas; 
Drs.  R.  M.  Inglis,  Tony  M.  Toledo,  William  W.  Burgin,  Jr.,  and 
Col.  Charles  L.  Hedberg,  all  of  San  Antonio;  Dr.  Jorge  Jimenez- 
Gandica,  El  Paso;  Dr.  George  A.  Hurst,  Tyler,  Tex.;  Dr.  G.  V. 
Brindley,  Jr.,  Temple,  Texas  Medical  Association  President;  Dr. 
Ted  Nicklaus,  Amarillo;  and  Dr.  Arthur  C.  Beall,  Jr.,  Houston. 
Mrs.  Pauline  K.  Matthis  is  executive  director,  Texas  Tuberculo- 
sis and  Respiratory  Disease  Association,  P.O.  Box  6158,  Austin 
78702. 
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CURRENT  MEETINGS 

TEXAS  ACADEMY  OF  GENERAL  PRAC- 
TICE, Two-Day  Symposium  on  Pediatrics, 
Geriatrics,  Recognition  of  Disease,  and 
Treatment  of  Infection,  will  be  offered 
March  29-30  at  The  Inn  of  the  Six  Flags. 
Arlington,  Tex.  Sponsored  by  a grant  from 
Merck  Sharp  & Dohme,  the  symposium  will 
feature  both  formal  papers  and  round  table 
discussions.  Subjects  to  be  covered  include 
care  of  the  premature,  evaluation  of  the 
newborn,  arthroblastosis,  cancer  genetics, 
emphysema  and  bronchitis,  strokes  and 
hypertension,  management  of  the  terminal 
cancer  patient,  and  schedule  for  immuniza- 
tion. Among  program  speakers  will  be. 
all  of  Dallas,  Drs.  Fred  S.  Brooksaler, 
Jacob  L.  Kay,  Delores  Carruth,  J.  O.  Arm- 
strong, Richard  E.  Block,  Paul  M.  South- 
ern. Jr.,  John  H.  Childers,  and  Edwin  P. 
Jenevein,  Jr.  The  scientific  program  was 
arranged  by  Dr.  John  S.  Chapman  of  Dal- 
las. Registration  fee  in  advance  is  $25  ; at 
the  symposium,  $30.  Donald  C.  Jackson. 
1905  N.  Lamar  Blvd.,  Austin  78705,  is 
academy  executive  secretary. 

EIGHTH  DISTRICT  MEDICAL  SOCIETY 
has  scheduled  a meeting  April  12  at  the 
Oasis  Club  in  Bay  City,  Tex.  Five  speakers 
will  be  featured:  Dr.  Robert  White,  the 
drug  problem  in  our  teenagers  and  schools  : 
Dr.  Charles  Bishop,  low  backache  and  of- 
fice orthopedics;  Dr.  Charles  Litton,  epi- 
dural and  regional  block  anesthesia : Dr. 
Roger  Youmans,  demonstrating  cardiac 
massage  and  resuscitation  ; and  Dr.  Leon- 
ard Charpentier.  sex  and  the  practitioner. 
All,  except  Dr.  Bishop,  of  Victoria,  are 
from  Galveston.  The  society  will  also  elect 
officers.  Dr.  W.  D.  Nicholson,  Freeport 
Medical  and  Surgical  Clinic,  21  Hospital 
Rd.,  Suite  109-A,  Freeport,  Tex.  77541,  is 
secretary  of  the  society. 


AMERICAN  INDUSTRIAL  HEALTH  CONFERENCE 

Houston  will  host  the  American  Industrial  Health  Conference 
of  the  Industrial  Medical  Association  and  the  American  Associa- 
tion of  Industrial  Nurses,  April  21-24  at  the  Shamrock  Hilton 
Hotel.  Texas  Industrial  Medical  Association  will  also  meet. 
Meeting  events  will  include  postgraduate  seminars;  medical 
television  programs;  audiometric  intensive  course  for  industrial 
technicians;  courses  on  updating  records  and  effective  listening; 
film  program;  exhibits;  general  medical,  surgical-orthopedic, 
psychiatry,  cardiology,  and  respiratory  disease  sessions;  Ameri- 
can Board  of  Preventive  Medicine  examinations;  field  trips  to 
Texas  Medical  Center,  Baytown  refineries,  and  NASA  Manned 
Spacecraft  Center;  visit  to  the  Astrodome  for  a baseball  game; 
a “night  in  Houston”;  awards  luncheon;  and  barbecue. 
Contact:  American  Industrial  Health  Conference,  55  E.  Wash- 
ington St.,  Chicago  60602. 


NINTH  DISTRICT  MEDICAL  SOCIETY 
will  meet  March  20  in  Hempstead,  Tex.,  at 
the  Quail  Creek  Country  Club.  Subjects  and 
speakers  will  include  surgical  treatment  of 
cerebrovascular  insufficiency,  Dr.  W.  S. 
Henly,  Houston ; an  emergency  treatment 
of  hand  injuries,  Dr.  John  R.  Hill,  Hous- 
ton ; office  procedures  for  fractures,  Dr. 
R.  O.  Whitson,  Baytown  ; and  melanoma. 
Dr.  John  Stehlin,  Houston.  Guest  luncheon 
speaker  will  be  Dr.  Charles  Max  Cole  of 
Dallas.  President-Elect  of  Texas  Medical 
Association.  Discussion  periods  will  be  held 
following  each  speech.  An  orientation  for 
county  medical  society  officers  will  take 
place  at  4:30  p.m.,  at  the  program’s  close. 
Dr.  William  H.  Bridges,  1105  Decker  Dr., 
Baytown  77520,  is  society  secretary-trea- 
surer. 

THE  SECOND  ANNUAL  FORT  WORTH 
CLINICAL  SYMPOSIUM  will  be  held  April 
12-13,  at  the  Tarrant  County  Convention 
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Center,  Dr.  Raymond  Satterwhite,  sym- 
posium president,  has  announced.  Six  med- 
ical speakers  will  present  12  hours  of  sci- 
entific pro^ams  on  varied  medical  topics. 
Meetings  to  be  held  in  conjunction  with 
the  symposium  are  the  spring  seminar  of 
the  Tarrant  County  Academy  of  General 
Practice,  the  postgraduate  symposium  of 
the  Tarrant  County  Heart  Association,  and 
the  annual  meeting  of  the  13th  District 
Medical  Society.  On  the  evening  preceding 
the  symposium,  the  Tarrant  County  unit 
of  the  American  Cancer  Society  will  pre- 
sent a forum  to  which  the  public  will  be 
invited.  Dr.  Satterwhite’s  address  is  5182 
Ollie  St.,  Fort  Worth  76119. 

SCOTT  AND  WHITE  MEMORIAL  HOS- 
PITAL Annual  Pediatrics  Postgraduate 
Conference  will  be  held  at  the  Stagecoach 
Inn  in  Salado,  Tex.,  March  28-29.  Two  fea- 
tured guest  speakers  are  Dr.  Stanley  E. 
Crawford,  chairman.  Department  of  Pedia- 
trics, The  University  of  Texas  Medical 
School  at  San  Antonio,  and  Dr.  Heinz 
Eichenwald.  chairman.  Department  of  Ped- 
iatrics, The  University  of  Texas  South- 
western Medical  School,  Dallas.  In  addi- 
tion. the  program  will  contain  presenta- 
tions by  members  of  the  Scott  and  White 
Clinic  staff.  Social  events  are  being  planned 
for  physicians  and  their  wives.  Further 
information  may  be  obtained  from  the  Edu- 
cation Office,  Scott  and  White  Memorial 
Hospital,  Temple,  Tex.  76501.  Dr.  N.  C. 
Hightower  is  director  of  the  hospitars 
Education  and  Research  Division. 

TEXAS  NURSING  HOME  ASSOCIATION 
19th  annual  spring  meeting  will  take  place 
March  23-25,  at  the  Terrace  Motor  Hotel  in 
Austin.  Speakers  will  discuss  such  subjects 
as  multiple  levels  of  care — implementation, 
accident  prevention  in  nursing  homes,  the 
five  meal  a day  plan,  public  relations,  bow 
to  improve  kitchen  production  without 
spending  a nickel,  personnel  evaluation, 
infection  control  and  sanitation,  and  sex 
and  the  geriatric  patient.  Dr.  G.  V.  Brind- 
ley, Jr.,  Temple,  Texas  Medical  Association 
President,  and  Dr.  Philip  A.  Gates,  Austin, 
coordinator  of  nursing  home  services,  Texas 
State  Department  of  Public  Welfare,  will 
be  among  program  guest  speakers.  John 
M.  Crawford,  Jr.,  6225  US  Highway  290  E., 
Austin  78723,  is  association  executive  di- 
rector. 

TEXAS  ACADEMY  OF  GENERAL  PRAC- 
TICE, VALLEY  CHAPTER,  will  hold  the 
second  annual  Medical-Surgical  Conference 
of  the  Rio  Grande  Valley,  March  21-23  at 
the  McAllen  Civic  Center  in  McAllen,  Tex. 
Speakers  and  their  topic  areas  are  Dr.  A. 
R.  Kirkley,  Washington,  D.C.,  American 
Medical  Association ; Dr.  Demetrio  Sodi- 
Pallares,  Mexico  City,  cardiology ; Dr.  Ivan 
Kuhl,  McAllen,  dermatology;  Drs.  Edgar  A. 


Haunz,  Grand  Forks,  N.D.,  and  Garner 
Klein,  Harlingen,  Tex.,  internal  medicine ; 
Drs.  L.  G.  Cigarroa,  Laredo,  Robert  J. 
Coffey,  Washington,  D.C.,  and  S.  S.  Evans, 
McAllen,  general  surgery;  Dr.  William  J. 
McGanity,  Galveston,  obstetrics-gynecology ; 
Dr.  Bruce  M.  Cameron,  Houston,  orthope- 
dics ; Dr.  Heinz  F.  Eichenwald,  Dallas,  pe- 
diatrics ; Dr.  Sanford  Glanz,  Corpus  Chris- 
ti,  plastic  and  reconstructive  surgery ; Dr. 
George  A.  Constant,  Victoria,  psychiatry; 
and  Dr.  John  R.  Derrick,  Galveston,  thor- 
acic and  cardiovascular  surgery.  Planned 
social  activities  will  include  trips  into  the 
neighboring  city  of  Reynosa,  Mexico.  Dr. 
Carlos  D.  Godinez,  606  S.  Broadway,  Mc- 
Allen 78539,  is  conference  director, 

HOUSTON  SOCIETY  OF  CLINICAL 
PATHOLOGISTS  has  announced  its  ninth 
annual  Pathology  Radiology  Seminar, 
March  29,  in  Texas  Children's  Hospital 
Auditorium  in  Houston.  The  seminar  will 
be  conducted  by  Dr.  Sheldon  C.  Sommers, 
clinical  professor  of  pathology,  Columbia 
University  College  of  Physicians  and  Sur- 
geons, and  Dr.  Richard  H.  Marshak,  clini- 
cal professor  of  radiology,  Mt.  Sinai  School 
of  Medicine  of  the  City  University  of  New 
York,  and  will  focus  on  gastrointestinal 
pathology.  Slide  sets,  protocols,  and  prints 
are  available  at  $12.50  per  set.  Dr.  Don  B. 
Singer,  Department  of  Pathology,  Texas 
Children’s  Hospital,  Houston  77025,  is 
course  information  source. 

THE  CHILDREN’S  HOSPITAL  EDUCA- 
TION AND  RESEARCH  FOUNDATION, 
INC.,  San  Antonio,  will  present  its  Sev- 
enth Annual  Teaching  Conference,  March 
22-23,  in  San  Antonio.  Guest  speakers  and 
their  topics  will  be  Dr.  David  E.  Smith, 
Los  Angeles,  management  of  the  adolescent 
drug  abuse  patient ; Dr.  Clark  D.  West, 
Cincinnati,  glomerulonephritis — recent  ad- 
vances in  diagnostic  studies  and  approaches 
to  treatment,  and  renal  transplantation  in 
children  ; and  Dr.  Mary  Allen  Engle,  New 
York  City,  arrhythmias  in  children.  The 
second  conference  day  will  be  devoted  to 
“Sunday  Seminars”  on  cardiovascular  dis- 
orders, renal  and  metabolic  diseases,  hema- 
tology and  oncology,  and  neurologic  prob- 
lems. The  conference,  which  is  accredited 
for  eight  hours  by  the  American  Academy 
of  General  Practice,  is  sponsored  annually 
by  a grant  from  Merck,  Sharp  & Dohme. 
Dr.  Leo  J.  Geppert,  519  W.  Houston  St., 
P.O.  Box  7330,  Station  A,  San  Antonio 
78207,  is  chief  of  Pediatrics  Service  at  the 
hospital. 

TEXAS  MEDICAL  ASSOCIATION  and 
TEXAS  NURSES  ASSOCIATION  will  hold 
a conference  March  29-30  at  Stagecoach 
Inn  in  Salado,  Tex.  Theme  of  the  conference 
is  “Sharing  Responsibilities  for  Patient 
Care.”  Subjects  to  be  considered  include 
liaison  committee — yesterday  and  today ; 
management  of  labor,  emergency  room- 


operating  room  ; admission  of  patients,  and 
laboratory  specimens.  Discussion  groups 
will  consider  requirements  of  Joint  Com- 
mission on  Accreditation  of  Hospitals: 
joint  policy  statements — one  answer  ; Will 
medical-nursing  practice  change?,  and  im- 
plementation of  expanding  roles,  respon- 
sibilities in  local  situations.  Among  those 
scheduled  to  speak  are  Dr.  G.  V.  Brindley, 
Jr.,  Temple.  TMA  President;  Dr.  Robert 
Grace,  Dallas,  co-chairman,  TMA  Com- 
mittee on  Nursing;  Dr.  Charles  Guerriero; 
and  Dr.  George  J.  Race,  Dallas ; and  sev- 
eral nurses,  nursing  supei’visors,  and  deans 
of  nursing  in  Texas.  Some  70  Texas  phy- 
sicians and  nurses  have  been  invited  to 
attend.  Mrs.  Lillian  E.  Taubert,  R.  N., 
434  S.  Main,  Suite  205,  San  Antonio  78204, 
is  executive  director,  Texas  Nurses  As- 
sociation. 

ST.  LUKE’S  EPISCOPAL  HOSPITAL, 
Houston,  and  BAYLOR  COLLEGE  OF 
MEDICINE  have  arranged  the  Fifth  An- 
nual Orthopaedic  Symposium,  April  17-19 
at  the  Warwick  Hotel  in  Houston.  Entitled 
“Problems  of  the  Knee — Traumatic  and  Re- 
constructive,** the  symposium  will  feature 
four  guest  speakers.  Dr.  W.  Malcolm 
Cranberry,  6624  Fannin  St.,  Houston  77025, 
is  information  officer. 

AMERICAN  MEDICAL  SOCIETY  OF  AL- 
COHOLISM (regional)  and  NATIONAL 
COUNCIL  ON  ALCOHOLISM  will  meet 
April  15-18  in  Fort  Worth.  The  American 
Medical  Society  on  Alcoholism  will  hold  a 
regional  meeting  at  the  Fort  Worth  Acad- 
emy of  Medicine  Building,  and  the  National 
Council  will  meet  at  Green  Oaks  Inn. 
Society  program  will  include  the  following 
topics  and  physician  speakers,  all  of  New 
York  City:  Dr.  Stanley  E.  Gitlow,  practical 
therapeutics  outside  the  hospital ; Dr.  Le 
Clair  Bissell,  practical  therapy  with  the 
hospital  framework : Dr.  Ruth  Fox,  psy- 
chiatric aspects  of  alcoholism ; and  Dr. 
Luther  Cloud,  social  aspects  of  the  treat- 
ment of  alcoholism.  Council  meeting  pro- 
gram was  still  in  preparation  at  Texas 
Medicine  press  time.  Dr.  Rex  J.  Howard, 
1010  Fifth  Ave. . Fort  Worth  76104,  can 
supply  further  information. 

THE  UNIVERSITY  OF  TEXAS  AT  AUS- 
TIN, in  conjunction  with  the  TEXAS  SO- 
CIETY OF  HOSPITAL  PHARMACISTS, 
will  present  the  21st  Annual  Hospital 
Pharmacy  Seminar,  March  21-23,  at  the 
Undergraduate  Academic  Center  and  the 
Villa  Capri  Motor  Hotel  in  Austin.  The 
program  will  be  divided  into  three  sec- 
tions: drug  distribution,  clinical  pharmacy, 
and  management  of  the  acutely  injured 
patient.  Si)eakers  will  include  Andrew 
Canada  of  Philadelphia  College  of  Phar- 
macy; Dr.  Thomas  D.  Kirksey,  The  Uni- 
versity of  Texas  Medical  Branch  at  Gal- 
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veston ; Mrs.  Margaret  J.  Oates,  R.N.,  of 
Columbus,  Ohio ; and  several  Texas  phar- 
macists. B.  B.  Wylie,  The  University  of 
Texas  Student  Health  Center,  The  Phar- 
macy, Austin  78712.  is  seminar  committee 
chairman. 

TEXAS  SOCIETY  FOR  THE  PREVEN- 
TION OF  BLINDNESS  will  hold  its  an- 
nual state  board  of  directors  meeting, 
March  31  at  the  Summit  Club,  Houston 
Bank  and  Trust  Building,  Houston.  Mrs. 
Virginia  Smith  Boyce,  New  York  City, 
assistant  executive  director,  National  So- 
ciety for  the  Prevention  of  Blindness,  will 
be  guest  speaker.  Mrs.  Pauline  Outland. 
3617  Fannin  St.,  Houston  77004,  is  society 
executive  secretary. 

TEXAS  SOCIETY  OF  CHILD  PSYCHIA- 
TRY will  meet  at  Lakeway  Inn,  Lake 
Travis,  near  Austin.  April  11-12.  The  pro- 
gram will  consist  of  report  and  discussion 
of  the  findings  of  the  Joint  Commission  on 
Mental  Illness  and  Health,  Inc.,  and  for- 
mulation of  subsequent  plans  for  Texas, 
Dr.  John  A.  Boston.  Jr.,  500  W.  15th  St.. 
Austin  78701,  is  society  secretary. 

AMERICAN  MHDICAL  ASSOCIATION’S 
Council  on  Rural  Health  will  sponsor  a 
22nd  National  Conference  on  Rural  Health 
March  21-22  in  Philadelphia.  Conference 
theme  will  be  ^‘Meeting  Rural  Health  Needs 
in  Our  Changing  Times.*’  Topics  to  be 
discussed  include  health  education  as  a 
foundation  for  healthful  living,  planning 
for  rural  health  services,  systematic  ap- 
proach to  emergency  medical  services,  and 
the  changing  role  of  the  nurse.  Discussion 
groups  will  take  up  such  topics  as  migrant 
health  programs  that  work,  mental  health 
services  for  rural  areas,  techniques  for 
community  health  action,  and  preparing 
communities  for  medical  emergencies.  Two 
symposia  will  consider  health  manpower 
for  the  changing  rural  community  and 
changing  methods  in  delivery  of  rural 
health  care. 

AMERICAN  MEDICAL  ASSOCIATION'S 
Institute  for  Biomedical  Research,  first 
annual  symposium,  will  bring  together 
distinguished  scientific  investigators  from 
the  United  States,  Europe,  and  parts  of 
Asia  March  24-28  in  Chicago.  Sessions  will 
be  held  in  the  Continental  Plaza  Hotel. 
The  symposium’s  central  theme  is  study  of 
evolution  of  the  cerebellum  over  some  500 
million  years,  including  efforts  to  find  the 
direction  of  future  research  in  this  field. 
Dr.  Rodolfo  R.  Llinas,  Institute  for  Bio- 
medical Research,  American  Medical  As- 
sociation, 635  N.  Dearborn  St.,  Chicago 
60610,  is  symposium  coordinator. 

AMERICAN  MEDICAL  ASSOCIATION 
Third  National  Congress  of  Socio-Econom- 
ics of  Health  Care,  will  consider  in  detail 


major  issues  in  health  care  and  the  chal- 
lenge they  pose  to  medicine,  March  28-29, 
in  Chicago.  The  congress  is  sponsored  by 
the  council  on  medical  service  and  the 
Division  of  Health  Service  of  AMA.  Areas 
of  discussion  will  be  evaluation  and  main- 
tenance of  quality,  meeting  needs  for 
health  manpower,  improved  financing  of 
health  services.  A windup  panel  session  and 
audience  discussion  will  attempt  to  identify 
priorities  for  future  action  by  physicians, 
organized  medicine,  and  other  groups  in 
all  three  subject  areas  of  the  congress. 
Contact:  Department  of  Community  Health, 
American  Medical  Association,  535  N. 
Dearborn  St.,  Chicago  60610. 

SOUTH  CENTRAL  ASSOCIATION  OF 
BLOOD  BANKS  will  hold  its  11th  annual 
meeting  at  the  Fontainebleau  Motor  Hotel 
in  New  Orleans,  March  20-22.  Subjects  to 
be  discussed  include  component  therapy 
and  the  clinician,  computerization  of  donor 
files,  total  quality  control,  personnel  rela- 
tions, human  chimerism,  and  pitfalls  in 
patient  identification.  Texans  on  the  pro- 
gram are  Dr.  E.  Richard  Halden,  Jr.,  Fort 
Worth,  medical  director.  Carter  Blood  Cen- 
ter : Mrs.  Beth  Keller,  Fort  Worth ; Dr. 
George  Peacock,  Dallas,  resident  patholo- 
gist, Parkland  Memorial  Hospital ; and  Dr. 
L.  Ruth  Guy  (Ph.D.),  Dallas,  associate 
director.  Parkland  Memorial  Hospital  Blood 
Bank.  Program  features  are  a clearing- 
house workshop,  a seminar  on  *'Complica- 
tions  of  Blood  Transfusions** ; general  and 
scientific  sessions.  Mrs.  Elsie  Howard, 
2109  Commerce  St.,  Dallas  75201,  is  asso- 
ciation executive  director. 

AMERICAN  ASSOCIATION  FOR  THO- 
RACIC SURGERY  will  hold  its  49th  an- 
nual meeting  March  31-ApriI  2 at  the 
Fairmont  Hotel  in  San  Francisco.  Texans 
on  the  program  include  Drs.  Donald  L. 
Paulson,  Harold  C.  Urschel,  Jr.,  J.  Judson 
McNamara,  and  Robert  R.  Shaw,  all  of 
Dallas:  and  Drs.  M.  E.  DeBakey,  E.  B. 
Diethrich,  G.  P.  Noon,  W.  T.  Butler,  S.  A. 
Kinard,  J.  M.  Lewis.  D.  K.  Brooks,  Grady 
L.  Hallman,  Louis  L.  Leatherman,  Robert 
D.  Leachman,  Donald  G.  Rochelle,  Donald 
L.  Bricker,  Robert  D.  Bloodwell,  and  Den- 
ton A.  Cooley,  all  of  Houston.  Speakers 
will  discuss  numerous  subjects,  such  as 
human  cardiac  transplantation,  aortic  valve 
replacement,  experimentation  evaluation  of 
myocardial  tunnelization  as  a method  of 
myocardial  revascularization,  pulmonary 
complications  in  burn  patients,  closed  chest 
left  heart  bypass  without  anticoagulation, 
and  bronchoplastic  procedures  for  broncho- 
genic carcinoma.  Dr.  Thomas  B.  Ferguson, 
Suite  311,  7710  Carondelet  Ave.,  St.  Louis 
63105,  is  association  secretary. 

AMERICAN  PSYCHIATRIC  ASSOCIA- 
TION’S Committee  on  Psychiatry  and 
Medical  Practice  will  sponsor  its  Eighth 


Colloquium  on  Postgraduate  Training  of 
Physicians  in  Psychiatry,  March  22-23  in 
Pittsburgh’s  Hilton  Hotel.  Colloquium  theme 
will  be  “Problems  and  Issues  in  Communi- 
cation and  Collaboration  between  Psychia- 
trists and  Other  Physicians.”  Leading  dis- 
cussions will  be  Dr.  Maynard  Shapiro,  Chi- 
cago, president,  American  Academy  of 
General  Practice : and  Dr.  Frank  Kiealer, 
Grand  Rapids,  Minn.,  director,  Northland 
Mental  Health  Center.  Dr.  Rex  A.  Pitten- 
ger,  1700  18th  St.  NW,  Washington,  D.C., 
20009,  is  colloquium  coordinator. 

STUDENT  AMERICAN  MEDICAL  ASSO- 
CIATION'S national  convention  will  take 
place  April  1-4,  at  the  Conrad  Hilton  Hotel 
in  Chicago.  In  addition  to  the  regular  meet- 
ing of  the  association’s  house  of  delegates, 
the  convention  will  feature  a two-day  sym- 
posium on  “medicine  and  society,”  open 
workshops  on  SAMA  programs  and  issues, 
and  scientific  and  technical  exhibits.  Sub- 
jects under  discussion  at  the  symposium  on 
medicine  and  society  will  be  the  problems, 
the  community,  the  new  technology,  the 
capital,  the  health  people  and  facilities, 
and  the  future.  Workshop  topics  are  ad 
hoc  committee  on  medical  education,  com- 
mission on  medical  education,  conference 
on  medical  education,  problems  of  medical 
schools  (externships  and  student  participa- 
tions), internship  and  residency  (intern- 
ship evaluation  and  resident  matching), 
and  liaison.  Student  American  Medical  As- 
sociation headquarters  is  at  2635  Flossmoor 
Rd.,  Flossmoor,  111.  60422. 

JOHNS  HOPKINS  UNIVERSITY,  Depart- 
ment of  Medical  Care  and  Hospitals  will 
present  a health  services  research  seminar 
April  13-18  in  Baltimore.  Sponsors  are  the 
Division  of  Regional  Medical  Programs, 
National  Center  for  Health  Services  Re- 
search and  Development,  and  the  Associa- 
tion of  American  Medical  Colleges.  The 
seminar  is  aimed  at  meeting  needs  of 
workers  in  regional  medical  programs, 
neighborhood  health  centers,  comprehensive 
child  care  centers,  comprehensive  health 
services  planning,  medical  school  group 
practice  plans,  family  medicine  units,  Ap- 
palachian regional  commission  “202”  dem- 
onstrations, Title  XIX  programs,  and  health 
service  research  and  development  centers. 
Areas  of  discussion  will  include  patient 
care  and  medical  care  research,  health  in- 
formation systems,  research  funding,  health 
manpower,  continuing  medical  education, 
health  economics,  medical  sociology,  and 
demography,  epidemiologic  and  survey 
methods,  and  health  services  legislation. 
Dr.  John  W.  Williamson,  Department  of 
Medical  Care  and  Hospitals,  Johns  Hop- 
kins University  School  of  Hygiene  and 
Public  Health,  Seminar  Office,  560  N. 
Broadway,  Room  207,  Baltimore  21205,  is 
seminar  coordinator. 
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DIA-quel  actually  tastes  good 

DIA-quel  contains  the  only  therapeutically  active  ingredient  of  paregoric- 
tincture  of  opium.  This  has  been  combined  with  homatropine  methylbromide  and 
pectin  to  make  a sensible  antidiarrheal  formula. 

By  leaving  out  paregoric’s  outdated  preservative— bitter-tasting  camphor— we’ve 
produced  an  antidiarrheal  that  is  good-tasting,  as  well  as  effective  and 
prompt-acting  in  acute,  nonspecific  diarrheas  and  their  accompanying  “cramps.” 
It  is  DIA-quel,  a clear,  red  liquid  with  a pleasant  cherry  flavor. 


Each  teaspoonful  (5  ml.)  of  DIA-quel  Liquid  contains: 

Tincture  of  Opium . . . 0.03  ml.— Equivalent  to  0.75  ml.  of  paregoric. 

(Warning:  May  be  habil  forming) 

To  reduce  hypermotility  and  frequency. 

Homatropine  Methylbromide ...  0. 1 5 mg. 

A safe  dose  for  mild  spasmolysis  to  curb  cramping  and  griping. 

Pectin...  24. mg. 

Demulcent,  adsorbent.  Helps  form  stools. 

Alcohol  107©  by  volume. 


In  case  you’re  curious,  back  in  the  1700’s  paregoric  was 
being  used  for  diarrhea,  but  since  the  state  of  the  pharma- 
ceutical art  was  extremely  primitive,  fungus  growth  in 
the  medication  was  a problem.  Bitter-tasting  camphor 
was  added  to  prevent  such  growth  and  anise  oil  was 
added  in  an  attempt  to  cover  up  the  camphor  taste. 
DIA-quel  Liquid  is  a modern  formulation  that  does  not 
contain  either  of  these  outdated  ingredients. 

Caution:  With  use  of  DIA-quel  Liquid  observe  the  usual 
precautions  associated  with  opium  derivatives  and  anti- 
cholinergics. 

Dosage:  Usual  adult  dosage:  1 or  2 tablespoonfuls  (15 
or  30  ml.)  t.i.d.  or  q.i.d.  Usual  children’s  dosage  (Clark’s 
rule):  V2  to  2 teaspoonfuls  (2.5  to  10  ml.)  t.i.d.  or  q.i.d. 

How  Supplied:  In  4 fl.  oz.  (118  ml.)  band-sealed  bottles. 


DIA-quel  is  a Federally  exempt  narcotic  (Class  X)  prep- 
aration. Where  state  law  permits,  no  prescription  is 
necessary. 

For  a complimentary  sample  of  DIA-quel,  simply  mail 
your  request  to  us  on  a signed  prescription  blank. 

DIA  -QUELuo.o 


INTERNATIONAL  PHARMACEUTICAL  CORE 

Warrington,  Pennsylvania  18976 
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MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


AMERICAN  ACADEMY  OF  PEDIATRICS 
will  discuss  such  subjects  as  youth  in  re- 
volt, critical  congenital  heart  disease  in 
newborn  infants,  the  short  child,  changing 
patterns  of  pediatric  care,  and  pediatric 
emergencies  at  its  annual  spring  session, 
April  21-23,  at  Boston’s  Sheraton-Boston 
Hotel.  The  meeting  will  feature  closed- 
circuit  color  television  clinical  presenta- 
tions, scientific  program,  more  than  90 
scientific  and  technical  exhibits,  and  panel 
discussions  on  pediatric  pot-pourri  and 
problems  of  a Head  Start  consultant.  Dr. 
Robert  G.  Frazier,  1801  Hinman  Ave.. 
Evanston,  111.  60604,  is  academy  executive 
director. 

AMERICAN  ACADEMY  OF  NEUROLOGY 
21st  annual  meeting  will  take  place  at  the 
Washington  Hilton  Hotel  in  Washington, 
D.  C.,  April  21-26.  Meeting  features  are 
scientific  sessions,  special  courses,  scien- 
tific and  technical  exhibits,  three  parties 
and  dances.  Two  Texans  scheduled  for  pro- 
gram participation  are  Dr.  David  Daly  of 
Dallas  and  Dr.  Carlos  Vallbona  of  Houston. 
Special  course  subjects  are  advanced  elec- 
troencephalography, neuropathology,  neuro- 
chemistry, neurophysiology,  correlative  neu- 
roanatomy, neuropharmacology,  virus  in- 
fections of  the  central  nervous  system, 
newer  concepts  in  neurology,  cerebrospinal 
fluid,  useful  techniques  for  neurologic  diag- 
nosis, scientific  basis  of  neurology,  practi- 
cal clinical  neurology,  computer  techniques 
and  neurology,  neuroepidemiology,  and  neu- 
roendocrinology. Stanley  A.  Nelson,  400.6 
W.  65th  St.,  Minneapolis,  Minn.  55435,  is 
academy  executive  secretary. 

AMERICAN  ACADEMY  OF  PHYSICAL 
MEDICINE  AND  REHABILITATION  31st 
annual  assembly  will  be  held  April  24-26  at 
the  Sheraton-Chicago  Hotel,  Chicago.  Pro- 
gram participants  will  discuss  such  subjects 
as  chronic  obstructive  lung  disease  (cold), 
management  of  hip  disorders,  cardiac  re- 
habilitation, edema  of  the  extremities, 
histopathology  of  peripheral  nerve  disord- 
ers, management  of  knee  disorders,  newer 
concepts  in  management  of  bedsores,  rheu- 
matoid hand  and  surgery,  psychologic  as- 
pects of  normal  aging  in  American  society, 
myoelectric  control  systems,  gait  analysis, 
immediate  postoperative  prosthesis,  and 
management  of  patients  with  aphasia.  Dr. 
James  R.  Oates  of  Houston  will  speak  on 
management  of  shoulder  disorders.  The 
program  is  designed  to  enhance  the  train- 
ing of  residents  who  are  training  for  ex- 
aminations to  qualify  as  specialists  and 
to  update  the  knowledge  of  those  already 
practicing  this  specialty.  Dr.  Keith  Still- 
well, 30  N.  Michigan  Ave.,  Chicago  60602, 
is  academy  president. 


ALSO  IN  APRIL 

AMERICAN  COLLEGE  OF  ALLERGISTS,  Washington, 
D.C.,  April  13-18,  1969.  Eloi  Bauers,  2100  Dain  Tower, 
Minneapolis,  Minn.  55402  Exec.  Vice  Pres. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Bal  Harbour,  Fla.,  April  28-May  1, 
1969.  American  College  of  Obstetricians  and  Gynecolo- 
gists, Meeting  Services  Department,  79  W.  Monroe,  Chi- 
cago 60603. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION. 
Scottsdale,  Ariz.,  April  17-22,  1969.  Dr.  Barrett  Kennedy, 
1642  Tulane  Ave.,  New  Orleans,  La.  70112,  Sec. 

AMERICAN  MEDICAL  ASSOCIATION,  Sixth  Congress 
on  Environmental  Health,  Chicago,  April  28-29,  1969. 
AMA  Department  of  Environmental  Health,  536  N. 
Dearborn  St.,  Chicago  60610. 

AMERICAN  PEDIATRIC  SOCIETY,  Atlantic  City,  N.J., 
April  30-May  1,  1969.  Dr.  Charles  D.  Cook,  333  Cedar  St., 
New  Haven,  Conn.  06610,  Sec.-Treas. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  Chicago,  April  11-12,  1969.  Frank  K.  Wool- 
ley,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago  60601, 
Exec.  Dir. 

■ BAYLOR  COLLEGE  OF  MEDICINE,  postgraduate 
course.  Surgical  Treatment  of  Vascular  Lesions,  Houston, 
April  17-19,  1969.  Dr.  Michael  E.  DeBakey,  Baylor  College 
of  Medicine,  Texas  Medical  Center,  Houston  77025,  Dir. 

■ TEXAS  DENTAL  ASSOCIATION,  DaUas,  April  27-30, 
1969.  Bill  Howard,  3707  Gaston  Ave.,  Dallas  75246,  Exec. 
Dir. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATTON, 
Houston,  April  21-24,  1969.  Dr.  G.  E.  McGlothlen,  P.O. 
Box  336,  Bridge  City,  Tex.  77611,  Sec.-Treas. 

■ THE  UNIVERSITY  OF  TEXAS  M.  D.  ANDERSON 
HOSPITAL  AND  TUMOR  INSTITUTE,  postgraduate 
course.  Bronchogenic  Carcinoma : The  Diagnosis,  Evalua- 
tion, and  Treatment  of  Lung  Cancer,  Houston,  April  7-9, 
1969.  Dr.  Clifton  F.  Mountain,  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor  Institute,  Houston 
77025,  Chairman.  (See  p.  134  for  course  details.) 


MAY 

AEROSPACE  MEDICAL  ASSOCIATION,  San  Fran- 
cisco, May  6-8,  1969.  Dr.  Merrill  H.  Goodwin,  Aerospace 
Medical  Association,  Washington  National  Airport,  Wash- 
ington, D.C.  20001,  Exec.  Vice  Pres. 

■ AMERICAN  ACADEMY  OF  PEDIATRICS,  TEXAS 
CHAPTER,  San  Antonio,  May  2,  1969.  Dr.  Robert  L. 
Mathis,  4119  Montrose  Blvd.,  Houston  77006,  Sec.-Treas. 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
TEXAS  CHAPTER,  San  Antonio,  May  4,  1969.  Dr. 
Daniel  E.  Jenkins,  1200  Moursund  Ave.,  Houston  77025, 
Sec.-Treas. 
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■ AMERICAN  COLLEGE  OF  SURGEONS,  SOUTH 
TEXAS  CHAPTER,  Houston,  May,  1969.  Dr.  August  F. 
Herff,  Jr.,  820  M&S  Tower,  San  Antonio  78205,  Sec. 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION, Washington,  D.C.,  May  14-17,  1969.  Dr.  H.  D. 
Janowitz,  11  E.  100th  St.,  New  York  City  10029,  Sec. 

AMERICAN  MEDICAL  ASSOCIATION.  Fourth  Confer- 
ence on  International  Health,  Chicago,  May  22-23,  1969. 
Dr.  Virgil  T.  DeVault,  Department  of  International 
Health,  AMA,  535  N.  Dearborn  St.,  Chicago  60610,  Dir. 

AMERICAN  OPHTHALMOLOGICAL  SOCIETY,  Hot 
Springs,  Va.,  May  26-28,  1969.  Dr.  Samuel  D.  McPherson, 
Jr.,  1110  W.  Main  St.,  Durham,  N.C.  27701,  Sec.-Treas. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  Miami 
Beach,  Pla.,  May  5-9,  1969.  Dr.  Robert  S.  Garber,  Car- 
rier Clinic,  Belle  Mead,  N.J.  08502,  Exec.  Sec. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION,  TEXAS 
DISTRICT  BRANCH,  San  Antonio,  May  1-4,  1969.  Dr. 
Irvin  M.  Cohen,  641  Hermann  Professional  Bldg.,  Hous- 
ton 77025,  Sec. 

AMERICAN  THORACIC  SOCIETY,  Miami  Beach,  Fla.. 
May  24-26,  1969.  Robert  G.  Weymueller,  1780  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION,  San  Fran- 
cisco, May  12-15,  1969.  William  P.  Didusch,  1120  N. 
Charles  St.,  Baltimore  21201,  Exec.  Sec. 

■ FLYING  PHYSICIANS  ASSOCIATION,  TEXAS 
CHAPTER,  San  Antonio,  May  1,  1969.  Dr.  Robert  L. 
Schoenvogel,  401  Sycamore,  Brenham  77833,  Sec.-Treas. 

INTERNATIONAL  ASSOCIATION  FOR  ACCIDENT 
AND  TRAFFIC  MEDICINE,  Third  Triennial  Congress 
on  Medical  and  Related  Aspects  of  Motor  Vehicle  Acci- 
dents, New  York  City,  May  29-.June  1,  1969.  Dr.  Cyril 
H.  Wecht,  520  First  Ave.,  New  York  10016,  Sec. -Gen. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEX- 
AS DIVISION,  San  Antonio,  May,  1969.  Dr.  Thomas  L. 
Hill,  Kings  Daughters  Clinic,  Temple  76501,  Sec. 

NATIONAL  CONFERENCE  ON  BREAST  CANCER. 
Washington,  D.C..  May  8-10,  1969.  Dr.  Roald  N.  Grant, 
219  E.  42nd  St.,  New  York  10017,  Coordinator. 

NATIONAL  LEAGUE  FOR  NURSING,  Detroit.  May 
19-23,  1969.  Miss  Inez  Haynes,  10  Columbus  Cir.,  New 
York  10019,  Exec.  Director-General. 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS,  Milwaukee,  May  14-16,  1969.  Miss  Margaret 
S.  Banks,  79  Madison  Ave.,  New  York  10016,  Admin. 
Asst. 

■ SEVENTH  ANNUAL  BAYLOR  ALUMNI  DAY,  Bay- 
lor University  College  of  Medicine,  Houston,  May,  1969. 
Mr.  Russell  Clem  and  Dr.  Herbert  Fred,  Baylor,  Houston 
77025,  Coordinators. 


■ SOUTHWEST  FOUNDATION  FOR  RESEARCH  AND 
EDUCATION,  19th  Annual  Southwestern  Conference  on 
Diseases  in  Nature  Transmissible  To  Man,  San  Antonio, 
May  22-23,  1969.  Dr.  S.  S.  Kalter  (Ph.D.),  P.O.  Box 
2296,  San  Antonio  78206,  Conference  Chairman. 

■ TEXAS  ACADEMY  OF  GENERAL  PRACTICE,  sym- 
posium, Surgery — When  and  How  to  Do  It,  Laredo.  Tex., 
May  17-18,  1969.  Donald  C.  Jackson,  1905  N.  Lamar 
Blvd.,  Austin  78705,  Exec.  Sec. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  San  Antonio, 
May  1,  1969.  Dr.  C.  F.  MUIer,  Box  1338,  Waco  76703, 
Sec.-Treas. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, San  Antonio.  May  1,  1969.  Dr.  Reinhold  E. 
Johnson,  Box  4905,  Midland  79701,  Sec.-Treas. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  San  Antonio, 
May  3,  1969.  Dr.  Coleman  Jacobson,  3707  Gaston  Ave., 
Dallas  75246,  Sec.-Treaa. 

■ TEXAS  DIABETES  ASSOCIATION,  San  Antonio,  May 
4,  1969.  Dr.  Holbrooke  S.  Seltzer,  4600  S.  Lancaster, 
Dallas  75216,  Sec.-Treas.  and  Prog.  Chm. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Dallas,  May  17- 
21,  1969.  O.  Ray  Hurst,  P.O.  Box  4553,  Austin  78751, 
Exec.  Dir. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION,  San 
Antonio,  May  1,  1969.  Dr.  George  E.  McGIothlen,  P.O. 
Box  336,  Bridge  City,  Tex.,  Sec.-Treas. 

■ TEXAS  MEDICAL  ASSOCIATION,  San  Antonio,  May 
1-4,  1969.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  San 
Antonio,  May  2-3,  1969.  Dr.  John  Kuppinger,  613  W. 
Fillmore,  Harlingen  78550,  Sec. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION,  San  An- 
tonio, May  3,  1969.  Dr.  Ray  Lawson,  2828  Lemmon  Ave., 
Dallas  75204,  Sec.-Treas. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION,  San 
Antonio,  May  2-3,  1969.  Dr.  Charles  Engelking,  224-34  W. 
Beauregard,  San  Angelo  76902,  Sec. 

■ TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  San  Antonio,  May  1,  1969.  Dr.  Robert 
M.  Izard,  Jr.,  P.O.  Box  58,  Gonzales,  Tex.  78629,  Sec.- 
Treas. 

■ TEXAS  PROCTOLOGIC  SOCIETY,  San  Antonio,  May, 
1969.  Dr.  James  M.  Hampton,  448  Hermann  Professional 
Bldg.,  Houston  77025,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  San 
Antonio,  May  3-4,  1969.  Dr.  Presley  Chalmers,  2310 
Gramercy,  Houston  77025,  Sec.-Treas. 

■ TEXAS  SOCIETY  OP  ATHLETIC  TEAM  PHYSI- 
CIANS, San  Antonio,  May  2,  1969.  Dr.  Stonie  R.  Cotten, 
2601  Welborn,  Dallas  75219,  Sec.-Treas. 
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■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC.,  San 
Antonio,  May  4,  1969.  Dr.  Jack  L.  Smith,  3155  Staggr  Dr., 
Beaumont  77701,  Sec.-Treaa. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  San 
Antonio,  May  3,  1969.  Dr.  Frank  Dunton,  3601  Swiss 
Ave.,  Dallas  75204,  Sec.-Treas. 

■ TEXAS  TRAUMATIC  SURGICAL  SOCIETY,  San  An- 
tonio, May  1,  1969.  Dr.  C.  M.  Ashmore,  5124  Richmond 
Rd.,  Bellaire  77401,  Sec.-Treas. 

■ THE  UNIVERSITY  OF  TEXAS  MEDICAL  BRANCH 
AT  GALVESTON  and  TEXAS  HEART  ASSOCIATION, 
Galveston,  May  18,  1969.  Dr.  Leonard  C.  Harris,  2607 
Meadow  Lane,  La  Marque  77568,  Information  Officer. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  INC.,  San  Antonio,  May  3,  1969.  Mr.  Wally 
Christensen,  1919  Lavaca,  Austin  78701,  Exec.  Dir. 


JUNE 

AMERICAN  ASSOCIATION  OF  POISON  CONTROL 
CENTERS,  International  Conference  on  Poison  Control. 
New  York  City,  June  3-4,  1969.  Dr.  Irving  Sunshine,  520 
First  Ave.,  New  York  10016,  Conference  Chm. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION  (In- 
terim) Sausalito,  Calif.,  June  19-21,  1969.  Miss  Gertrude 
F.  Conroy,  1740  Broadway,  New  York  10019,  Exec. 
Officer. 

AMERICAN  ORTHOPAEDIC  ASSOCIATION,  Hot 
Springs,  Va.,  June  23-26,  1969.  Dr.  Sam  W.  Banks,  29 
E.  Madison  St.,  Chicago  60602,  Sec. 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
TEXAS  CHAPTER,  Lubbock,  June  6-8,  1969.  Jesse  W. 
Hofacket,  3615  19th  St.,  Lubbock  79410,  Chairman. 

AMERICAN  PROCTOLOGIC  SOCIETY,  Boston,  June 
16-19,  1969.  Dr.  John  E.  Ray,  320  W.  Lafayette,  Detroit 
48226,  Sec. 

AMERICAN  RHEUMATISM  ASSOCIATION,  Boston, 
June  19-20,  1969.  Margaret  M.  Walsh,  1212  Avenue  of  the 
Americas,  New  York  10036,  Exec.  Sec. 

FLYING  PHYSICIANS  ASSOCIATION,  INC.,  Essex 
County,  N.Y.,  June  15-20,  1969.  Albert  Carriere,  801 
Green  Bay  Rd.,  Lake  Bluff,  111.  60044,  Business  Counsel. 

INTERNATIONAL  CONFERENCE  ON  DRUG  ABUSE, 
New  York  City,  June  2,  1969.  Larry  Alan  Bear,  520 
First  Ave.,  New  York  10016,  Conference  Chm. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Lake  Ta- 
hoe, June  2-5,  1969.  Dr.  Jack  A.  Barney,  301  Pasteur 
Bldg.,  Oklahoma  City  73103,  Sec.-Treas. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Fort  Worth,  June  23-25,  1969.  Dr.  M.  H.  Crabb,  1612 
Summit  Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 

UNITED  STATES  - MEXICO  BORDER  PUBLIC 
HEALTH  ASSOCIATION,  Santa  Fe,  N.M.,  June,  1969. 
Dr.  Jorge  Jimenez  Gandica,  601  US  Court  House,  El 
Paso  79901,  Sec. 


JULY 

AMERICAN  MEDICAL  ASSOCIATION,  New  York,  July 
13-17,  1969.  Dr.  Ernest  B.  Howard,  535  N.  Dearborn  St., 
Chicago  60610,  Acting  Exec.  Vice  Pres. 

■ POSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH 
TEXAS,  Houston,  July  21-23,  1969.  Mrs.  W.  H.  Dahme, 
209  Jesse  H.  Jones  Library  Bldg.,  Houston  77025,  Exec. 
Sec. 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver, 
July  17-19,  1969.  Kenneth  L.  Smith,  American  National 
Bank  Bldg.,  818  17th  St.,  Denver  80202,  Sec. 

■ TEXAS  PHARMACEUTICAL  ASSOCIATION,  Austin, 
July  20-23,  1969.  Luther  Parker,  Austin  Savings  Bldg., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  REHABILITATION  ASSOCIATION,  El  Paso, 
July,  1969.  Mrs.  Sharon  Estep,  P.O.  Box  20194,  Austin 
78767,  Sec.-Treas. 


AUGUST 

AMERICAN  CONGRESS  OF  REHABILITATION  MED- 
ICINE. Chicago,  Aug.  17-22,  1969.  Creston  C.  Herold,  30 
N.  Michigan  Ave.,  Chicago  60602,  Exec.  Dir. 

AMERICAN  HOSPITAL  ASSOCIATION,  Chicago,  Aug. 
18-21,  1969.  Dr.  Edwin  L.  Crosby,  840  N.  Lake  Shore  Dr., 
Chicago  60611,  Exec,  Officer. 

15TH  ANNUAL  SOUTHERN  OBSTETRICAL  AND 
GYNECOLOGICAL  SEMINAR,  Asheville,  N.C.,  July  28- 
Aug.  1,  1969.  Dr.  George  T.  Schneider,  1514  Jefferson 
Hwy.,  New  Orleans  70121,  Chm. 


SEPTEMBER 

AMERICAN  ACADEMY  OF  GENERAL  PRACTICE, 
Philadelphia,  Sept.  26-Oct.  3,  1969.  Dr.  Mac  F.  Cahal 
(J.D.),  Volker  Blvd.  at  Brookside,  Kansas  City,  Mo., 
Exec.  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  Washington, 
D.C.,  Sept.  8-12,  1969.  Demi  Costas,  620  Michigan  Ave., 
Chicago  60611,  Public  Relations  Director. 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION,  Phil- 
adelphia, Sept.  18-22,  1969.  David  Littler,  420  Lexington 
Ave.,  Suite  417,  New  York  10017,  Exec.  Sec. 

MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO.  Albu- 
querque, Sept.  24-27,  1969.  Mrs.  Virginia  E.  Bryant,  333 
W.  Thomas  Rd.  #207,  Phoenix  85013. 

■ METHODIST  HOSPITAL  OF  DALLAS,  CARDIOPUL- 
MONARY INSTITUTE,  Myocardial  Infarction  Sympos- 
ium, Dallas,  Sept.  11-13,  1969.  Miss  Alice  Dykeman,  P.O. 
Box  5999,  Dallas  75222,  Public  Information  Officer. 

■ TEXAS  HEART  ASSOCIATION,  Houston,  Sept.  23-28, 
1969.  Jim  R.  Rose,  P.O.  Box  25041,  Houston  77005,  Act- 
ing Executive  Director. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Sept.  20, 
1969.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 

■ TEXAS  PEDIATRIC  SOCIETY.  Corpus  Christi,  Sept. 
25-27,  1969.  Dr.  P.  A.  Cato,  1015  E.  32nd  St.,  Austin 
78705,  Sec. 
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MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


OCTOBER 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Chicago,  Oct.  12-17,  1969.  Dr.  C. 

M.  Kos,  15  Second  St.,  SW,  Rochester,  Minn.  55901,  Exec. 
Sec.-Treas. 

■ AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE.  Dallas,  Oct.  13-17,  1969.  Joseph  J.  Gar- 
vey, 4 E.  Clinton  St.,  Joliet,  111.,  60434,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  MEDICAL  ASSIST- 
ANTS, Honolulu,  Oct.  15-19,  1969.  Miss  Pauline  M. 
Hunter,  5652  N.  10th  St.,  Phoenix  85040,  Sec. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS.  Chi- 
cago, Oct.  29-Nov.  2,  1969.  Murray  Kornfeld,  112  E. 
Chestnut  St..  Chicago  60611,  Exec.  Dir. 

■ AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Houston,  Oct.  19-22,  1969.  Daniel  Weiss.  33  W.  60th  St., 
New  York  City  10023,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS.  San  Francisco, 
Oct.  6-10,  1969.  Dr.  John  Paul  North,  65  E.  Erie  St., 
Chicago  60611,  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  San 
Francisco.  Oct.  25-29,  1969.  John  W.  Andes,  515  Busse 
Hwy.,  Park  Ridge,  HI.  60068,  Exec.  Sec. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Cincinnati,  Oct.  30-Nov.  3.  Dr,  John  A.  D.  Cooper,  2530 
Ridge  Ave.,  Evanston,  111.  60201. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS, Quebec.  Canada,  Oct.  16-17,  1969.  Dr.  Arthur 
E.  Brown,  501  Boylston  St.,  Boston  02117,  Sec.-Treas. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS,  Dallas,  Oct.  17-18, 
1969.  William  E.  Russell,  4429  N.  Central  Expressway, 
Dallas  75205,  Exec.  Dir. 

OKLAHOMA  CITY  CLINICAL  CONFERENCE,  Okla- 
homa City,  Oct.  27-29,  1969.  Mrs.  Alma  O’Donnell,  2809 
NW  Expressway,  Oklahoma  City  73112,  Exec.  Sec. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lub- 
bock, Oct.  11,  1969.  Mrs.  Carlie  Umphres,  Box  3276,  Am- 
arillo 76106,  Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Asheville, 

N. C.,  Oct.  5-7,  1969.  Dr.  Nat  T.  Winston,  Jr.,  300  Cor- 
dell Hull  Bldg.,  436  6th  Ave.  N.,  Nashville,  Tenn.  37219. 

■ TEXAS  ACADEMY  OF  GENERAL  PRACTICE,  San 
Antonio,  Oct.  12-16,  1969.  Donald  C.  Jackson,  1905  N. 
Lamar  Blvd.,  Austin  78705,  Exec.  Sec. 


NOVEMBER 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  Hous- 
ton, Nov.  16-20,  1969.  Miss  Lois  J.  James,  Suite  1322, 
30  N.  Michigan,  Chicago  60602,  Exec.  Officer. 

AMERICAN  ASSOCIATION  FOR  INHALATION  THER- 
APY Kansas  City,  Mo.,  Nov.  15-19.  1969.  Mark  T.  Bow- 
ers, 4075  Main  St.,  Riverside,  Calif.  92501,  Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City, 
Nov.  6-8,  1969.  Lane  W.  Adams,  219  E.  42nd  St.,  New 
York  City  10021,  Exec.  Vice  Pres. 


■ AMERICAN  HEART  ASSOCIATION.  Dallas,  Nov. 
13-16,  1969.  Dr.  James  M.  Hundley,  44  E.  23rd  St.,  New 
York  10010,  Exec.  Dir. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION,  Cin- 
cinnati, Nov.  5-8.  1969.  Miss  Gertrude  F.  Conroy,  1740 
Broadway,  New  York  10019,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  Phila- 
delphia, Nov.  10-14,  1969.  Dr.  Berwyn  F.  Mattison,  1740 
Bi'oadway,  New  York  City  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  Chicago,  Nov. 
6-8,  1969.  Dr.  Warren  R.  Lang.  7112  Lincoln  Dr.,  Phila- 
delphia 19119,  E.xec.  Sec.-Treas. 

ASSOCIATION  OF  MILITARY  SURGEONS,  Washing- 
ton, D.C.,  Nov.  16-19,  1969.  Brig.  Gen.  Frank  E.  Wilson, 
1500  Massachusetts  Ave.  NW,  Suite  132,  Washington 
D.C.  20005,  Exec.  Sec. 

RADIOLOGICAL  SOCIE'TY  OF  NORTH  AMERICA. 
Chicago,  Nov.  30-Dec.  5,  1969.  Dr.  Reynold  F.  Brown, 
433  California  St..  San  Francisco  94104,  Chm.  Bd.  of 
Directors. 

SOUTHERN  MEDICAL  ASSOCIATION,  Atlanta.  Ga., 
Nov.  10-13,  1969.  Robert  F.  Butts,  2601  Highland  Ave., 
Birmingham,  Ala.  35205,  Exec.  Dir. 

■ TEXAS  NURSING  HOME  ASSOCIATION,  Houston, 
Nov.  5-7,  1969.  John  Crawford,  6225  Hwy.  290-E.,  Austin 
78723,  Exec.  Dir. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  Bal  Har- 
bour, Fla.,  Dee.  6-11,  1969.  Mrs.  Dorothy  Compton,  2250 
NW  Flanders,  Portland  97210,  Exec.  Sec. 

SOUTTIERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va.,  December,  1969.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center,  Durham,  N.C.  27706.  Sec. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE, 
Houston,  Dec.  6,  1969.  Dr.  O.  R.  Hollan,  703  Nix  Pro- 
fessional Bldg.,  San  Antonio  78205,  Sec. 

■ TEXAS  DIVISION,  INC.,  AMERICAN  CANCER  SO- 
CIETY, Austin,  Dec.  10-11,  1969.  Curt  W.  Reimann,  5014 
Bull  Creek  Rd.,  Austin  78731,  Exec.  Vice  Pres. 

■ TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, Fort  Worth,  Dec.  5-6,  1969.  Dr. 

James  H.  Scruggs,  2223  Austin  Ave.,  Waco  76701,  See. 


JANUARY 

SOCIETY  FOR  CRYOSURGERY,  Hollywood,  Fla.,  Jan. 
4-9,  1970.  Dr.  John  G.  Bellows,  30  N.  Michigan  Ave., 
Chicago  60602,  Sec. 

■ SOUTHERN  PROFESSORS  OF  PSYCHIATRY,  Dallas, 
January,  1970.  Dr.  Robert  Stubblefield,  5323  Harry  Hines 
Blvd.,  Dallas  75235,  Chm. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan.  17, 
1970.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  Fort  Worth,  January,  1970.  Wally  Christensen, 
1010  Lavaca,  Austin  78701,  E.xec.  Officer. 
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Bronchogenic  Carcinoma:  American 
College  of  Chest  Physicians,  The 
University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute  at 
Houston,  and  The  University  of 
Texas  Graduate  School  of  Biomedi- 
cal Sciences  at  Houston  will  present 
a postgraduate  course  on  Broncho- 
genic Carcinoma:  Diagnosis,  Evalu- 
ation, and  Treatment  of  Lung  Can- 
cer, April  7-9  in  Houston. 

The  course  is  an  integrated  and 
cohesive  review  of  bronchogenic 
carcinoma  from  basic  science  as- 
pects to  the  most  recent  concepts 
of  clinical  evaluation  and  therapy. 
Emphasis  will  be  placed  on  elabo- 
rating recent  and  practical  informa- 
tion with  frank  assessment  of  cur- 
rent therapeutic  trends.  The  pro- 
gram format  will  include  seminars 
and  tutorial  sessions  for  more  indi- 
vidualized instruction  in  various  clin- 
ics and  laboratories. 

Guest  faculty  will  include  Dr.  Dale 
Bennett,  San  Antonio;  Dr.  David  P. 
Boyd,  Boston;  Dr.  Vincent  P.  Collins, 
Houston;  Dr.  Alvan  Feinstein,  New 
Haven,  Conn.;  Dr.  Alton  Ochsner, 
New  Orleans;  and  Dr.  Donald  Lowell 
Paulson,  Dallas.  M.  D.  Anderson  fac- 
ulty, all  of  Houston,  will  include  Drs. 
Howard  T.  Barkley,  Max  L.  Boone, 
Walter  J.  Burdette,  Gerald  D.  Dodd, 
Jr.,  Emil  Frei,  III,  Lillian  M.  Fuller, 
Arnold  W.  Goldman,  William  V. 
Leary,  John  M.  Lukeman,  John  M. 
Miller,  Clifton  F.  Mountain,  Edward 
Quinlan,  Melvin  L.  Samuels,  Carl  F. 
Tessmer,  and  Sidney  Wallace. 

Special  events  in  addition  to  the 
course  instruction  will  include  an  ex- 
hibition baseball  game  betv^/een  the 
Houston  Astros  and  the  Boston  Red 
Sox,  tours  of  the  NASA  Manned 
Spacecraft  Center,  Houston  Sym- 
phony Concert,  tour  of  Astroworld, 
and  a cocktail  party. 

Sessions  will  be  held  at  the  Sham- 
rock Hilton  Hotel  and  at  M.  D.  An- 
derson Hospital.  Tuition  for  ACCP 
members  is  $60,  for  non-members, 
$75.  Registrations  and  information 
are  available  from  American  College 
of  Physicians,  112  E.  Chestnut  St., 
Chicago  60611. 

Sports  Medicine;  The  American 
Academy  of  Orthopaedic  Surgeons 
will  sponsor  a postgraduate  course 
in  sports  medicine  April  7-9  at  the 
Skirvin  Hotel,  Oklahoma  City. 

The  three-day  course  of  lectures 
and  audio-visual  demonstrations  will 
be  devoted  to  conditions  of  the 
knee  in  athletics  and  is  directed 
toward  orthopaedic  surgeons.  Gen- 
eral physicians,  high  school  and 
college  team  physicians,  and  others 
with  a medical  interest  in  the  care 
of  the  athlete  will  be  eligible  to 


POSTGRADUATE 

COURSES 


attend  the  course  which  is  spon- 
sored by  the  academy’s  committee 
on  sports  medicine  in  cooperation 
with  the  Department  of  Orthopaedic 
and  Fracture  Surgery,  University  of 
Oklahoma  School  of  Medicine,  Okla- 
homa City. 

Chairman  of  the  course  is  Dr. 
Don  H.  O’Donoghue,  chairman  of 
the  Orthopaedic  and  Fracture  Sur- 
gery Department  at  the  medical 
school.  The  faculty  is  composed  of 
lecturers  from  nine  states  and 
members  of  the  university  staff. 
Lecturers  will  discuss  in  depth 
topics  including  conditioning,  diag- 
nosis, postoperative  care,  and  knee 
anatomy  and  physiology. 

For  application  forms  and  further 
information,  write  Dr.  O’Donoghue, 
1111  N.  Lee  St.,  Oklahoma  City 
73103,  or  the  American  Academy 
of  Orthopaedic  Surgeons,  430  N. 
Michigan  Ave.,  Chicago  60611.  The 
course  is  approved  for  28  hours  of 
credit  by  the  American  Academy  of 
General  Practice. 

Trauma:  The  Chicago  Committee  on 
Trauma  of  the  American  College  of 
Surgeons  will  present  its  13th  an- 
nual postgraduate  course  in  trauma, 
April  16-19  in  Chicago. 

Subjects  to  get  consideration  in- 
clude complicated  ankle  fractures, 
neurogenic  claudication,  false  frac- 
tures of  the  foot,  trauma  causing 
limp  in  a child,  the  failed  hip  pros- 
thesis, bone  graft  or  bone  implant?, 
fractures  of  the  tibia,  new  method 
of  myelography,  electrodiagnosis  in 
trauma,  fractures  of  the  hand,  me- 
niscus injuries,  knee  triad,  emer- 
gency management  of  facial  injuries, 
genitourinary  trauma,  essentials  of 
burn  management,  amputations  in 
children,  and  missed  fractures. 

Course  faculty  will  include  numer- 
ous Chicago  physicians  and  the  fol- 
lowing guests:  Drs.  Guillermo  de 
Velasco  Polo,  Mexico  City;  Dr.  Ian 
Macnab,  Toronto,  Ontario,  Canada; 
Dr.  Nicholas  J.  Giannestras,  Cincin- 
nati; and  Dr.  Lee  W.  Milford,  Jr., 
Memphis. 

Registration  fee  is  $90.  Dr.  James 
P.  Ashtrom,  Jr.,  55  E.  Erie  St., 
Chicago  60611,  is  chairman  of  the 
course  and  source  of  further  infor- 
mation and  registration  materials. 

Cardiac  Auscultation:  New  York  Uni- 
versity Post-Graduate  Medical  School 
will  offer  a two-day  course  in  cardiac 
auscultation,  April  14-15,  in  New 
York  City.  The  course,  utilizing  tape 


recordings,  individual  electronic 
stethoscopes  and  visual  patterns  of 
sound,  is  designed  to  teach  rapidly 
the  recognition  of  sounds  and  mur- 
murs, and  stresses  their  correlation 
with  the  underlying  hemodynamic 
phenomenia.  The  entire  field  of 
cardiac  auscultation,  including  valv- 
ular and  congenital  types  of  abnor- 
malities, will  be  covered. 

Tuition  is  $75.  Write  Office  of  the 
Recorder,  Room  158MSB,  New  York 
University  Post-Graduate  Medical 
School,  550  First  Ave.,  New  York 
10016,  for  further  information  and 
applications. 

Ophthalmology:  New  York  University 
Post-Graduate  Medical  School  is 
presenting  a series  of  courses  in 
ophthalmology:  theory  and  practice 
of  contact  lenses,  April  24-25;  oph- 
thalmoscopy, April  28-May  2;  and 
external  diseases  of  the  eye,  May 
5-8. 

The  first  course  accents  basic 
fitting  procedures  utilizing  keratom- 
eter  and  slit  lamp.  The  second  will 
study  normal  fundus,  congenital 
anomalies,  diseases  of  the  vitreous, 
retina,  choroid,  and  optic  nerve 
head.  And  the  third  will  stress  prac- 
tical aspects  in  the  diagnosis  and 
treatment  of  the  more  important 
and  most  commonly  encountered 
entities  involving  the  lids,  conjunc- 
tiva, cornea,  and  ocular  adnexae. 

Tuition  is  $75,  $100,  and  $50 
respectively.  Additional  information 
and  applications  are  available  from 
the  Office  of  the  Recorder,  New 
York  University  Post-Graduate  Med- 
ical School,  550  First  Ave.,  New 
York  10016. 

Oncology:  Current  Concepts  in  Clin- 
ical Oncology  will  be  the  subject  of 
a symposium  and  course  at  New 
York  University  Post-Graduate  Med- 
ical School,  New  York  City,  May  7- 
9,  Chemotherapy  and  related  meth- 
ods of  cancer  treatment  as  well  as 
recent  theoretical  concepts  of  malig- 
nant cell  growth  will  be  discussed. 
The  faculty  for  the  symposium  and 
course  will  be  composed  of  oncolo- 
gy specialists  from  New  York  Uni- 
versity School  of  Medicine  and  oth- 
er medical  schools  and  cancer  re- 
search laboratories.  They  will  pre- 
sent the  results  of  specific  studies 
and  clinical  experience  to  an  audi- 
ence of  cancer  researchers  and  phy- 
sicians treating  cancer  patients. 

A tuition  fee  of  $100  is  payable 
in  advance.  Residents  in  approved 
training  programs  will  be  enrolled 
at  half-fee.  Applications  may  be 
obtained  from  the  Office  of  the  Re- 
corder, New  York  University  Post- 
Graduate  Medical  School,  550  First 
Ave.,  New  York  10016. 
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heavenly  relief 
for  unearthly  cough 


Beiiyliri 

EXPECTORANT 


yj 


1 


Each  Ruidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


4tOR6g 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  ioss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains;  methenamine.  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 

COMPANY,  INC.,  RICHMOND,  VIRGINIA  2321  7 


“The  inconvenience  of  a cold” 


i=or  a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
jhelp  provide  sinus  drainage  and  ventilation.  Dosage 
;may  be  repeated  every  three  or  four  hours  as  needed, 
'for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
ibut  overdosage  should  be  avoided. 

As  a sinusitis  deterrent,  nTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

jgupplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
I with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor.  It 
Neo-Synephrine®  (brand  of  phenylephrine) 
HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 
Thenfadil®  (brand  of  thenyidiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 
Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 ;5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 


contains 


the  formula. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


l^mfhrop 


Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 


L-gltf 

ANTISECRE1 

SEDATIV 
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E 
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Antrocol  provides  the  prompt,  predictable  antisccrc- 
tory  action  of  the  belladonna  alkaloid,  atropine,  fortf 
fied  with  sedation  and  blended  with  Bcnsulfoid,  con- 
tributing to  slow,  even  absorption. 

Each  Antrocol  tablet  or  capsule  contains  0.324  mg.  ol 
atropine  sulfate,  which  is  twenty-four  thousandths  ol 
a milligram  more  than  the  smallest  effective  dose 
specified  in  U.S.P.,  Vol.  17.  This  slight  increase  in  the 
smallest  effective  dose  of  the  antisecretory  factor 
(atropine)  is  all  the  average  patient  can  tolerate 
without  discomfort. 

One  Antrocol  tablet  or  capsule  taken  three  times 
daily  lessens  emotional  stress  and  maintains  a gastric 
function  that  is  not  conducive  to  the  development  ol 
peptic  ulcer. 

Antrocol  is  also  useful  in  the  treatment  of  peptic 
ulcer.  Dosage  up  to  8 tablets  or  capsules  per  day  to 
obtain  the  desired  antisecretory  titer.  When  ulcer  has 
healed,  one  Antrocol  tablet  or  capsule  morning  and 
evening  gives  protection  against  recurrence. 

Each  tablet  or  capsule  contains; 

Atropine  Sulfate  0.324  mg. 

Phenobarbilal  (may  be  habit  forming)  ..  16  mg. 

Ilensulfoid,  see  white  section  P.D.R,  ...  65  mg. 

Side-effects:  Toxic  levels  of  atropine  may  produce  flush- 
ing, dry  mouth,  blurred  vision,  tachycardia,  or  urinary 
retention.  Precautions:  Do  not  use  in  glaucoma.  Use 
( autinusly  in  prostatic  hypertrophy. 

Eedernl  Invv  prohibits  dispensing  without  prescription. 


How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 


Prescribing  information  — Composition:  Each  white,  beveled, 
tablet  contains;  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg.  indications:  For  the  prevention  and  treat* 
rnent  of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnaricy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 
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MEDICINE  IN  LITERATURE 


ABNORMAL  OFFENDER,  RELATIVITY,  NERVOUS  SYSTEM 
DISCUSSED  IN  PSYCHIATRIC,  NEURDLDGICAL  LITERATURE 


The  Mentally  Abnormal  Offender,  A 

Ciba  Foundation  Symposium,  A. 

V.  S.  de  Reuck  and  Ruth  Porter 

(eds.),  260  pp.,  Boston,  Little, 

Brown  and  Co.,  1968,  $10. 

THIS  REPORT  of  a symposium  spon- 
sored by  the  Ciba  Foundation,  held 
at  its  Foundation  House  in  London 
July  3-6,  1967,  is  indeed  useful. 
Symposium  contributors  include 
chairman  Sir  Charles  Cunningham, 
and  22  individuals,  mostly  physi- 
cians. 

Many  different  disciplines  and  at- 
titudes toward  management  of  the 
mentally  abnormal  offender  are  pre- 
sented. The  authors  agree  that  prog- 
ress toward  adequate  management 
of  the  mentally  abnormal  offender 
has  been  impeded  by  difficulty  with 
communication,  primarily  between 
two  schools  of  thought:  (1)  that 
every  person  is  the  sovereign  ste- 
ward of  his  fate,  free  to  select  a life 
of  his  choice,  and  fully  accountable 
for  his  option,  and  (2)  that  man  is 
not  capable  of  self-control  in  more 
than  a marginal  sense  and  most  of 
his  actions  are  beyond  the  scope 
of  his  comprehension  and  will.  They 
further  agree  that  better  communi- 
cation does  exist  now  and  that  law 
and  medicine  have  a better  under- 
standing of  each  other. 

Factors  discussed  relating  to 
management  of  the  mentally  ab- 
normal offender  in  clinical  settings 
include  a patient’s  potential  danger 
to  society  upon  release;  declining 
of  seriousness  of  offenses  with  in- 
creasing age;  comparative  rarity  of 
aggressive  crimes  against  individ- 
uals when  an  offender  is  advanced 
in  age  (the  one  exception  being 
sexual  assault  against  children  with 
sexual  maladjustment  existing  prior 
to  old  age):  schizophrenia;  cyclo- 
phrenia  (manic  depressive  psycho- 
sis); mental  deficiency;  psychopath- 
ic personality;  offenders  in  mental 
hospitals;  after  care  of  the  mentally 
abnormal  offender:  and  American 
attitudes  toward  the  mentally  ab- 
normal offender. 

The  book  is  recommended  read- 


ing for  anyone  who  must  deal  with 
the  mentally  abnormal  offender.  The 
reader  will  find  a wealth  of  informa- 
tion and  insight  into  current  con- 
cepts of  management  of  mentally 
ill  individuals  who  come  into  con- 
flict with  the  law. 

HOWARD  M.  BURKETT,  M.D., 

Dallas. 

Relativity  for  Psychology,  A Causal 
Law  for  the  Modern  Alchemy, 
D.  G.  Garan,  338  pp..  New  York, 
Philosophical  Library,  1968,  $7.95. 

THE  AUTHOR  of  this  is  a most  un- 
usual book — depicts  himself  as  a 
revolutionary  in  the  area  of  psy- 
chology. However,  his  philosophies, 
are  not  really  very  different  from 
the  more  simply  stated  law,  “For 
each  action  there  is  an  equal  but 
opposite  reaction.” 

The  author,  who  admittedly  is 
critical  of  practically  all  present 
theories  in  psychology  and  psychia- 
try, states,  “The  simplest  formula- 
tion of  the  laws  of  relative  causa- 
tion is  that  there  can  be  no  satis- 
faction, value,  pleasure,  or  positive 
reaction  without  an  equal  need,  dis- 
value,  displeasure,  or  negative  re- 
action.” 

Dr.  Garan  seems  to  contradict 
himself.  In  his  foreword  he  states 
that  psychological  relativity  offers 
full,  though  simple,  causal  explana- 
tions for  all  organic  reactions,  in- 
cluding psychological  experiences. 
Yet  throughout  the  book,  he  deals 
with  very  involved  explanations  of 
such  topics  as  philosophy,  progress, 
esthetics,  and  the  living  process, 
none  of  which  is  a simple  topic, 
and  dealing  with  which  through  rel- 
ativity of  psychology  is  unthinkable. 
And  again  in  the  chapter  entitled, 
“The  Paradox  in  Psychosomatics 
and  Medicine,”  he  gives  “simple” 
solutions  and  explanations  through 
his  philosophy  embodied  in  rela- 
tivity for  psychology. 

This  book  is  tedious  to  read  be- 
cause of  a multiplicity  of  references 
and  involved  syntax.  However,  if 


one  can  manage  to  “wade”  through 
the  more  than  300  pages  of  dis- 
agreement with  established  theories 
and  practices,  he  might  find  suf- 
ficient value  in  viewing  an  opinion 
of  discord.  That  his  so-called  new 
idea  or  theory  will  make  much  of 
an  impact  on  or  revolutionize  the 
behavioral  sciences  is  doubtful.  Prob- 
ably, the  greatest  value  of  the  book 
is  in  encouraging  review  and  recon- 
sideration of  established  schools  of 
thought  with  the  possibility  of  ad- 
dition to  or  modification  of  present 
knowledge. 

ERNEST  W.  KEIL,  M.D., 
Temple. 

Growth  of  the  Nervous  System,  A 
Ciba  Foundation  Symposium,  G. 
E.  W.  Wolstenholme  and  Maeve 
O’Connor  (eds.),  295  pp.,  illus., 
Boston,  Little,  Brown  and  Co., 
1968,  $12. 

BEAUTIFULLY  PRINTED  and  illus- 
trated, these  proceedings  of  a three- 
day  symposium  on  the  development 
of  the  nervous  system  and  its  con- 
nections in  the  nonhuman  matur- 
ing embryo  bring  together  contribu- 
tions of  neurophysiologists  from  the 
United  States,  England,  Scotland, 
Hungary  and  Czechoslovakia  and 
Norway. 

The  experimental  material  pre- 
sented has  certain  implied  clinical 
applications,  such  as  the  transport 
of  radioactive  material  from  muscle 
to  central  nervous  system  and  from 
central  nervous  system  to  muscle  in 
such  animals  as  the  frog  and  the 
snail;  penetration  of  labeled  amino 
acids  into  the  peripheral  nerve  fi- 
bers from  surrounding  body  fluids 
in  amphibians;  and  hypoplasia  of 
various  brain  parts  in  tadpoles  be- 
cause of  thyroid  or  pituitary  defi- 
ciencies. 

However,  little  of  the  book’s  con- 
tent can  be  applied  to  clinical  prac- 
tice. Replete  with  references  to  pre- 
vious works,  the  book  is  merely 
a source  of  information  on  factors 
influencing  the  development  of  the 
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In  angina  pectoris,  fresh  sublingual 

nitroglycerin 
is  fast. 


Isordil  Sublingual 

(isosorbide  dinitrate) 

is  fdst 

and  long- lasting. 


Prescribe  oral  Isordil  for  prophylactic  treatment  of  angina  pectoris. 


ISORDIL  SUBLINGUAL  acts  almost  as  fast  as  nitroglycerin,  yet  lasts 
hours  longer.  Reliable  because  it's  stable. 

Prescribe  ISORDIL  SUBLINGUAL  (5-mg.  tablets)  for  treatment  of  acute 
attacks  or  for  prophylaxis  when  increased  physical  or  emotional  stress 
place  an  increased  burden  on  your  angina  pectoris  patients. 

ISORDIL  dilates  coronary  arteries  and  significantly  reduces  the  number, 
duration  and  severity  of  angina  attacks.  Exercise  tolerance  is  also  in- 
creased in  some  patients. 

Available  in  four  additional  dosage  formulations  to  provide  flexible  man- 
agement of  your  angina  pectoris  patients. 

Prescribe  ISORDIL®  10  mg.  (scored,  oral  tablets)  or  ISORDIL®  TEMBIDS® 
(40-mg.  sustained  action  tablets)  for  basic  prophylactic  treatment  of 
angina  pectoris. 

Prescribe  ISORDIL®  ORAL  5 mg.  (scored,  oral  tablets)  to  facilitate  small 
adjustments  in  dosage. 

Prescribe  ISORDIL®  with  PHENOBARBITAL  when  anxiety  or  emotional 
disturbances  are  important  factors  in  the  clinical  picture.  Each  tablet 
contains  10  mg.  isosorbide  dinitrate  and  15  mg.  (14  gr.)  phenobarbital, 
U.S.P.,  {Warning:  Phenobarbital  may  be  habit  forming). 

Indications;  ISORDIL  Sublingual— \or  prevention  and  treatment  of  angina 
pectoris.  Oral—ior  relief  of  angina  pectoris  (pain  of  coronary  artery  dis- 
ease); the  oral  dosage  forms  are  not  intended  to  abort  the  acute  anginal 
episode,  but  are  widely  regarded  as  useful  in  the  prophylactic  treatment  of 
angina  pectoris. 

Contraindication:  Idiosyncrasy  to  this  drug. 

Warning:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety 


Precautions.-  Intraocular  pressure  is  increased;  therefore,  caution  is  re- 
quired in  administering  to  patients  with  glaucoma.  Tolerance  to  this  drug 
and  cross-tolerance  to  other  nitrites  and  nitrates  may  occur.  In  patients 
with  functional  or  organic  gastrointestinal  hypermotility  or  malabsorption 
syndrome,  it  is  suggested  that  either  the  ISORDIL  ORAL  5 mg.  or  ISORDIL 
10  mg.  oral  tablet  or  ISORDIL  SUBLINGUAL  be  the  preferred  therapy.  The 
reason  for  this  is  that  a few  patients  have  reported  passing  partially  dis- 
solved ISORDIL  TEMBIDS  in  their  stools.  This  phenomenon  is  believed  to  be 
on  the  basis  of  physiologic  variability  and  to  reflect  rapid  gastrointestinal 
transit  of  the  sustained  action  tablet.  ISORDIL  TEMBIDS  should  not  be  chewed. 

Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Headache  is  com- 
mon and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness  and 
weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with  pos- 
tural hypotension  may  occasionally  develop.  This  drug  can  act  as  a physio- 
logical antagonist  to  norepinephrine,  acetylcholine,  histamine,  and  many 
other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to  the 
hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug  rash 
and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

ISORDICdSOSORBIDE  DINITRATE) 

May  we  send  you  reprints,  detailed  information  and/or 
professional  samples? 

TEMBIDS®— TRADEMARK  FOR  SUSTAINED  ACTION  TABLETS 

IVES  LABORATORIES  INC. 

685  Third  Avenue,  New  York,  N.Y.  10017 
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central  and  peripheral  nervous  sys- 
tems in  lower  life  forms. 

MORTON  H.  LEONARD,  M.D., 
El  Paso. 

Neuropsychiatry  in  World  War  II, 
Zone  of  Interior,  Vol.  1,  (prepared 
under  the  direction  of  Lt.  Gen. 
Leonard  D.  Heaton),  Col.  Robert 
S.  Anderson  (editor-in-chief),  898 
pp.,  illus.,  Washington,  DC,  US 
Government  Printing  Office,  1966, 
$7.50. 

FOR  AN  INSIGHT  into  the  psychia- 
tric problems  that  arise  in  large 
scale  military  mobilization — upheav- 
al and  disruption  of  family  ties,  in- 
terruption of  social  and  living  pat- 
terns, adjustment  to  new  living  con- 
ditions, and  establishment  of  dif- 
ferent occupational  skills — one  will 
find  this  book  of  great  value.  The 
intense  pressures  that  surround 
mobilization  include  training,  selec- 
tion, and  utilization  of  personnel  to 
carry  out  an  overall  military  plan. 
All  of  these  factors  place  much 
stress  on  both  trainees  and  those 
in  charge  of  training. 

The  magnitude  of  this  correlation 
of  the  many  lessons  learned  from 
World  Wars  I and  II  and  subsequent- 
ly by  personnel  in  the  Korean  con- 
flict cannot  be  matched  by  any 
other  organization.  As  this  is  being 
written,  the  lessons  learned  in  Viet- 
nam are  being  systematically  col- 
lected. The  farsightedness  of  ca- 
reer psychiatrists  and  their  civilian 
colleagues  in  collecting  records  and 
drawing  conclusions  around  a for- 
mulated plan  is  commendable. 
Some  15  psychiatrists  and  others 
contribute  to  this  publication  and 
record  some  of  the  many  lessons 
that  can  be  learned  from  World 
War  II  in  the  practice  of  neuro- 
psychiatry. This  is  an  illuminating 
book  that  should  be  read  by  all 
those  interested  in  better  patient 
care.  This  history  touches  and  in- 
volves many  medical  specialties. 
Besides  being  interesting,  it  leaves 
one  better  informed. 

JOE  C.  RUDE,  M.D., 
Austin. 

Insurance  For  The  Doctor,  Harvey 
Sarner  and  Herbert  C.  Lassiter, 
193  pp.,  Philadelphia,  W.  B. 
Saunders  Co.,  1967,  $9. 

WRITTEN  by  two  attorneys,  this 


book  is  a welcome  addition  to  the 
literature  available  to  the  profes- 
sional man  in  fields  other  than  med- 
ical science.  All  fields  of  insurance 
necessary  for  the  doctor  are  includ- 
ed— life,  disability,  accidental  death 
and  dismemberment,  office  over- 
head, health,  malpractice,  fire  and 
casualty,  automobile,  unemployment, 
and  workmen’s  compensation  in- 
surance. 

The  tax  aspects  of  insurance  are 
discussed,  as  well  as  insurance  as  a 
fringe  benefit  for  employees,  insur- 
ance planning,  and  insurance  forms 
and  claims.  The  volume  concludes 
with  a chapter  on  the  insurance 
broker. 

This  book,  while  not  an  authori- 
tative text  on  the  subject,  is  an  ex- 
cellent place  for  the  professional 
man  to  begin  seeking  an  under- 
standing of  the  principles  of  in- 
surance. 

ALFORD  R.  HAZZARD,  M.D., 
Austin. 

Cell  Differentiation,  Ciba  Foundation 
Symposium,  A.  V.  S.  de  Reuck 
and  Julie  Knight  (eds.),  257  pp., 
illus.,  Boston,  Little,  Brown  and 
Co.,  1967,  $12. 

IN  THIS  TIMELY  SYMPOSIUM  the 
24  participants  pinpoint  and  clarify 
the  many  existing  hypotheses  and 
offer  enlightening  new  approaches 
for  discovering  possible  answers. 

The  book  opens  with  a general 
review  of  the  nature  of  differentia- 
tion. Topics  discussed  include  feed- 
back regulation  in  haemopoiesis; 
cellular  synthetic  activities  in  induc- 
tion of  tissue  transformation:  RNA 
and  protein  synthesis  in  developing 
cells;  and  disturbances  of  differen- 
tiation and  growth  control,  including 
maintenance  of  tumour  structure  in 
vitro  and  interaction  of  tumour  and 
embryonic  tissues  in  vivo. 

Cell  Differentiation  is  a valuable 
book  for  anyone  concerned  with 
this  remarkable  biologic  process. 

Physical  Standards  in  World  War  II, 

(prepared  under  the  direction  of 
Lt.  Gen.  Leonard  D.  Heaton),  Col. 
Robert  S.  Anderson  (ed. -in-chief), 
356  pp.,  illus.,  Washington,  DC, 
US  Army  Medical  Dept.,  US  Gov- 
ernment Printing  Office,  1967, 
$3. 

ONE  OF  THE  SMALLER  volumes 


covering  World  War  II,  this  book 
covers  a subject  that  has  had  per- 
haps a more  far  reaching  influence 
over  a broader  area  in  the  health 
field  than  probably  any  other. 

The  wealth  of  tabulated  material 
can  benefit  federal,  state,  and  local 
health  agencies  in  their  efforts  to 
remedy  conditions  amenable  to 
treatment.  And  the  data  can  be  util- 
ized by  insurance  companies  in 
their  requirements  as  to  insurable 
physical  fitness. 

The  book  outlines  the  bringing 
into  being  of  the  Physical  Profile 
Serial  System  (P  U L H E S)  based 
upon  the  function  of  various  organs, 
systems,  and  integral  parts  of  the 
body:  profiles  were  set  up  for  as- 
signment, retention,  and  placement. 
A clear  and  accurate  physical  de- 
scription was  furnished  for  each 
person. 

Other  subjects  studied  in  the 
book  include  separations,  line  of 
duty  determinations,  disability  de- 
terminations, retirement,  and  mis- 
use of  medical  channels  for  disposi- 
tion of  personnel. 

A complete  review  of  this  volume 
requires  more  extensive  knowledge 
than  this  reviewer  has.  The  physi- 
cian will,  however,  be  familiar  with 
many  problems  dealt  with  in  the 
book  and  will  benefit  from  the  ap- 
proaches taken  toward  solutions. 

JOE  C.  RUDE,  M.D., 
Austin. 
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American  Cancer  Society,  Massa- 
chusetts Division;  Cancer:  A Man- 
ual for  Practitioners,  ed.  4,  Bos- 
ton, American  Cancer  Society, 
Inc.,  1968. 

Cleland,  W.  P.:  Operative  Surgery: 
Thorax,  ed.  2,  Philadelphia,  J.  B. 
Lippincott  Co.,  1968. 

Goldberger,  E.;  How  to  Interpret 
Electrocardiograms  in  Terms  of 
Vectors,  A Practical  Manual, 
Springfield,  ML,  Charles  C Thom- 
as, Publisher,  1968. 
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ders  Co.,  1968. 


Volume  65,  March,  1969 


141 


PAMPHLETS 


Alcoholics  and  Alcoholism  by  Har- 
ry Milt,  a new  Public  Affairs  Pamph- 
let, is  a concise  summary  of  what 
is  known  today  about  alcoholic  ad- 
diction and  its  victims;  about  var- 
ious kinds  of  treatment  and  the 
chance  for  cure;  and  the  organiza- 
tions that  are  helping.  The  pamph- 
let is  available  for  25  cents  from 
the  Public  Affairs  Committee,  381 
Park  Ave.  S.,  New  York  10016. 

Drug  Dependence:  A Guide  For 
Physicians  is  a new,  186-page  paper- 
back developed  by  the  American 
Medical  Association’s  council  on 
mental  health  and  its  committee  on 
alcoholism  and  drug  dependence. 
The  pamphlet  was  designed  to  aid 
physicians,  as  well  as  other  profes- 
sionals, in  the  complex  field  of  drug 
abuse  and  dependence.  Much  of  the 
information  has  appeared  previous- 
ly, but  separately,  in  the  Journal  of 
the  American  Medical  Association 
and  the  Archives  of  General  Psychi- 
atry. The  Guide  discusses  pharmaco- 
logical, psychological,  and  sociologi- 
cal bases  for  drug  abuse  and  de- 
pendence, especially  among  youth, 
the  majority  of  drug  abusers.  In- 
cluded are  sections  on  medical 
treatment  and  management,  the  role 
of  law  and  education  in  deterring 
abuse,  and  the  needs  for  ongoing 
research. 

Requests,  accompanied  by  pay- 
ment ($1  per  copy),  should  be  di- 
rected to  the  American  Medical  As- 
sociation’s Order  Handling  Dept., 
535  N.  Dearborn  St.,  Chicago 
60610. 

“Men,  women  and  children  are 
the  three  causes  of  fire,"  states  the 
latest  American  Medical  Association 
Timely  Tip  on  Health  and  Safety, 
entitled  “Fireproofing,”  which  points 
out  that  “elimination  of  human 
carelessness  would  eliminate  90% 
of  fire  injuries.”  It  adds  advice  on 
making  every  home  and  family 
fireproof:  (1)  guard  against  reach- 
ing over  fires  on  stoves  and  space 
heaters  and  avoid  reaching  into 
fireplaces;  (2)  select  fire-retardant 
textiles  for  clothing,  bedding,  and 
draperies;  and  (3)  keep  matches 
away  from  children.  The  message 
encourages  everyone  to  take  proper 
precautions  to  prevent  fires  and  re- 
minds parents  never  to  leave  chil- 
dren unattended. 

Copies  may  be  obtained  from 
the  AMA’s  Order  Handling  Dept., 
535  N.  Dearborn  St.,  Chicago 
60610,  at  20  cents  per  100. 

Planning  guides  for  premedical 


and  high  school  students  consider- 
ing studying  toward  practice  in  ob- 
stetrics-gynecology are  enumerated 
in  a pamphlet  by  the  Communica- 
tions Dept,  of  the  American  College 
of  Obstetricians  and  Gynecologists. 

Obstetrics  and  Gynecology  as  a 
Career  covers  the  training  require- 
ments, emphasizing  factors  deter- 
mining where  internship-residency 
training  should  be  taken;  describes 
varied  opportunities  of  practice;  and 
lists  requirements  for  American 
Board  of  Obstetrics  and  Gynecology 
certification. 

Up  to  25  complimentary  copies 
of  the  10-page  pamphlet  will  be 
provided  on  request  to  medical  so- 
cieties and  individual  physicians.  In- 
quiries should  be  directed  to  the 
Communications  Dept.,  American 
College  of  Obstetricians  and  Gyne- 
cologists, 79  W.  Monroe,  Chicago 
60603. 

The  American  Medical  Associa- 
tion has  published  a series  of 
pamphlets  to  warn  of  the  alleged 
“new  remedies,”  “secret  remedies” 
and  other  deceptive  “treatments” 
which  cost  the  public  millions  of 
dollars  each  year. 

Health  Quackery — Arthritis,  first 
of  the  series,  states  that  arthritis 
sufferers,  by  the  nature  of  their  ail- 
ment, are  vulnerable  targets  for  the 
deceitful  nostrum  peddler  and  vi- 
cious health  quack. 

Second  in  the  series.  Health 
Quackery — Devices,  warns  that  the 
health  machine  quack  falsely  claims 
that  he  can  diagnose  and  cure  dis- 
ease simply  by  the  use  of  his  ma- 
chine or  by  selling  or  renting  the 
device  for  self-treatment. 

Health  Quackery  — Chiropractic, 
third  in  the  series,  stresses  that 
“chiropractic  constitutes  a hazard  to 
rational  health  care  in  the  US  be- 
cause of  the  substandard  and  un- 
scientific education  of  its  practition- 
ers and  their  rigid  adherence  to  an 
irrational,  unscientific  approach  to 
disease  causation.” 

Copies  of  all  three  pamphlets  are 
available  from  the  Order  Handling 
Department,  AMA,  535  N.  Dearborn 
St.,  Chicago  60610,  at  various  costs. 

Recent  Retardation  of  Mortality 
Trends  in  Japan  is  a study  of  trends 
in  the  death  rates  of  Japan  accord- 
ing to  sex,  age,  and  cause  of  death, 
undertaken  as  part  of  a survey  of 
mortality  trends  in  the  United 
States  and  other  countries. 

This  Public  Health  Service  Publi- 
cation No.  1000-Series  3-No.  10,  is 
for  sale  by  the  Superintendent  of 
Documents,  US  Government  Print- 
ing Office,  Washington,  D.C.  20402, 
for  35  cents. 


Recent 

Deaths 


DR.  L L KEYSER 

Medical  director  of  the  Student 
Health  Center  at  Southern  Method- 
ist University,  Dr.  Lester  Langford 
Keyser  died  Jan.  7,  1969.  Cause  of 
death  was  a massive  stroke.  He  was 
58. 

Dr.  Keyser  was  born  Oct.  10, 
1910,  in  Castell,  Tex.,  the  son  of 
Amzie  and  Cordie  Pluenneke  Keyser. 
He  was  graduated  from  Southwest- 
ern University  at  Georgetown,  Tex., 
in  1931,  with  a bachelor  of  science 
degree.  His  MD  degree  was  obtained 
in  1937  from  The  University  of  Tex- 
as Medical  Branch  at  Galveston, 
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after  which  he  served  an  internship 
at  John  Sealy  Hospital  in  Galveston 
from  1937  to  1938.  He  then  began 
private  practice  in  Fredericksburg 
and  was  a partner  in  the  Fredericks- 
burg Hospital  and  Clinic.  While  in 
Fredericksburg,  he  served  on  the 
school  board  for  10  years  and  as 
medical  director  of  the  Selective 
Service  System  for  15  years.  He  was 
also  active  in  the  local  Red  Cross 
unit  and  Heart  Association  and  was 
president  of  the  Lions  International, 
in  Fredericksburg,  Tex. 

In  1959,  Dr.  Keyser  moved  to 
Dallas  to  become  director  of  the 
SMU  Student  Health  Center.  He 
served  as  secretary  of  the  General 
Board  of  Temperance,  was  treas- 
urer of  the  Jurisdictional  Board  of 
Christian  Social  Relations,  was  pres- 
ident of  the  Dallas  Council  on  Alco- 
holism, and  served  as  treasurer  to 
the  Methodist  State  Board  of  Higher 
Education.  He  had  also  lectured  to 
many  local,  state,  and  national 
groups  on  the  subject  of  alcoholism. 

A past  president  of  Kerr-Kendall- 
Gillespie-Bandera  Counties  Medical 
Society,  Dr.  Keyser  was  a member 
of  Dallas  County  Medical  Society  at 
the  time  of  his  death.  He  was  a 
member  of  Texas,  Southern,  and 
American  Medical  Associations  and 
the  American  Academy  of  General 
Practice.  He  also  belonged  to  Nu 
Sigma  Nu  medical  fraternity  and 
was  past  president  of  Southwestern 
University  Ex-Students  Association. 

Dr.  Keyser  is  survived  by  his  wife, 
Lynette  Neas  Keyser,  formerly  of 
Galveston,  and  his  mother,  Mrs. 
Cordie  Keyser  of  Dallas. 


DR.  R.  BOWEN 

Assistant  professor  of  radiology 
at  Baylor  University  College  of  Medi- 
cine, Dr.  Ralph  Bowen,  died  Dec.  26, 
1968.  He  was  38. 

Born  March  7,  1930,  in  Memphis, 
Tenn.,  he  was  the  son  of  Dr.  Ralph 
Bowen,  Sr.,  and  Celestine  Vosmek 
Bowen.  After  attending  Harvard  Uni- 
versity in  Cambridge,  Mass.,  from 
1948  to  1951,  Dr.  Bowen  obtained 
his  MD  degree  from  Baylor  Univer- 
sity College  of  Medicine  in  Houston 
in  1955.  Internship  was  served  at 


DR.  BOWEN 


Pennsylvania  Hospital  in  Philadel- 
phia from  1955  to  1956.  He  served 
surgery  and  plastic  surgery  resi- 
dencies at  the  Mayo  Clinic  in  Ro- 
chester, Minn.,  from  1956  to  1960. 
In  1960  he  received  a master  of 
science  degree  from  the  University 
of  Minnesota  in  Minneapolis. 

From  1960  to  1961,  Dr.  Bowen 
practiced  medicine  in  Nairobi,  Ken- 
ya, where  he  was  a fellow  of  the 
African  Medical  Research  Founda- 
tion in  Nairobi. 

He  was  a member  of  Harris  Coun- 
ty Medical  Society,  Texas  and  Amer- 
ican Medical  Associations,  American 
Society  of  Plastic  and  Reconstruc- 
tive Surgery,  American  Board  of 
Radiology,  American  College  of  Sur- 
geons, and  the  British  Association 
of  Plastic  Surgeons  and  was  a staff 
member  of  the  Regional  Medical 
Program  at  Baylor.  Dr.  Bowen  served 
the  Harvard  Club  of  Houston  as 
president  in  1968.  He  was  a mem- 
ber of  Phi  Chi  medical  and  Sigma 
Xi  honorary  scientific  fraternities.  He 
belonged  to  St.  Martin’s  Episcopal 
Church  in  Houston. 

Surviving  Dr.  Bowen  are  his  wife, 
the  former  Sheila  Ann  Smith  of 
Owatonna,  Minn.;  two  sons,  David 
and  Peter;  a daughter,  Susan  Eliza- 
beth; his  mother,  Mrs.  Ralph  Bowen, 
Sr.,  all  of  Houston;  and  a sister, 
Mrs.  Judith  Ann  Broillar  of  Hunts- 
ville, Ala. 


DR.  J.  H.  WILLIAMS 

Alice,  Tex.,  general  practitioner 
for  almost  19  years.  Dr.  Joseph  Har- 
old Williams,  died  in  a Houston  hos- 
pital on  Dec.  16,  1968.  He  was  55. 

Dr.  Williams,  the  son  of  Joseph 
Neal  and  Mary  Hutchinson  Williams, 
was  born  April  29,  1913,  in  Nash- 
ville, Ark.  After  earning  an  AB  degree 
from  Henderson  State  Teachers  Col- 
lege in  Arkadelphia,  Ark.,  in  1935, 
he  received  his  MD  degree  in  June, 
1940,  from  the  University  of  Arkan- 
sas School  of  Medicine  in  Little 
Rock.  He  was  on  the  staff  of  Dix 
Hill  State  Hospital  in  Raleigh,  N.C., 
from  1940  to  1942.  In  1942-1943, 
he  served  an  internship  at  St.  Mar- 
garet Hospital  in  Kansas  City,  Kan. 


Dr.  Williams  practiced  medicine  in 
Alice,  Tex.,  for  19  years  before  mov- 
ing to  Baton  Rouge,  La.,  in  July, 
1968.  Prior  to  that  time,  he  had 
practiced  in  Raleigh,  N.C.,  from  1940 
to  1942;  in  Maxton,  N.C.,  from  1943 
to  1946;  in  Baton  Rouge,  La.,  from 
1946  to  1948;  and  in  Cabot,  Ark., 
from  1948  to  1949. 

In  1957,  Dr.  Williams  served  the 
Brooks-Duval-Jim  Wells  Counties 
Medical  Society  as  president.  He  was 
also  a member  of  Texas  and  Ameri- 
can Medical  Associations.  He  belong- 
ed to  the  First  Methodist  Church 
in  Alice. 

Surviving  Dr.  Williams  are  his 
wife  of  Baton  Rouge,  the  former 
Thurston  Nyleen  Daniel  of  Redfield, 
Ark.;  two  sons,  Joseph,  Jr.,  and 
Neal  Roth,  both  of  Baton  Rouge; 
two  daughters,  Mrs.  John  Cornett, 
Jr.,  and  Mrs.  William  Luedecke,  both 
of  Alice,  Tex.;  two  brothers,  Clyde 
and  Charles,  both  of  Nashville,  Ark.; 
and  two  sisters,  Mrs.  Sam  H.  Dildy 
of  Houston  and  Mrs.  Olan  Roberts 
of  DeQueen,  Ark. 


DR.  T.  G.  PRICE 

Austin  pathologist.  Dr.  Thomas 
Gordon  Price,  died  at  his  home  on 
Dec.  13,  1968.  He  was  43. 

Dr.  Price  was  born  Feb.  12,  1925, 
in  Nacogdoches,  Tex.,  the  son  of 
Rufus  E.  and  Effie  Secrest  Price.  He 
received  a BA  degree  in  1943  from 
The  University  of  Texas  at  Austin, 
and  an  MD  degree  in  1947  from 
The  University  of  Texas  Medical 
Branch  at  Galveston.  Dr.  Price 
served  an  internship  at  Harris  Hos- 
pital in  Fort  Worth  in  1947-1948. 
He  then  began  practice  in  Itasca, 
Tex.,  before  entering  the  US  Navy 
in  1949.  He  did  postgraduate  work 
at  the  National  Naval  Medical  Cen- 
ter in  Bethesda,  Md.,  in  1951-1952; 
and  he  served  pathology  residencies 
at  Veterans  Administration  Hospital 
in  Dallas  in  1952-1954  and  at  Har- 
ris Hospital  in  Fort  Worth  in  1954- 
1956.  In  1956,  Dr.  Price  was  board 
certified.  He  moved  to  Austin  in 
1956,  where  he  was  a partner  in  the 
Clinical  Pathology  Laboratories  un- 
til his  death. 

A member  of  the  Texas  Medical 
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Association  House  of  Delegates  and 
Council  on  Medical  Jurisprudence, 
he  was  also  a member  of  American 
Medical  Association,  Travis  County 
Medical  Society,  Texas  Society  of 
Pathologists,  College  of  American 
Pathologists,  American  Society  of 
Clinical  Pathologists,  American  Asso- 
ciation of  Blood  Banks,  and  South 
Central  Association  of  Blood  Banks. 
He  served  on  the  council  of  Ascen- 
sion Lutheran  Church. 

Surviving  Dr.  Price  are  his  wife  of 
Austin,  the  former  Ruth  McMahon 
of  Georgetown,  Tex.;  a son,  Tom,  Jr., 
and  a daughter,  Vicki,  both  of  Aus- 
tin; his  father,  Rufus  E.  Price  of 
Mexia,  Tex.;  a brother,  Robert  of 
Port  Arthur;  and  a sister.  Miss  Ruth- 
mary  Price  of  Corpus  Christi. 


DR.  W.  S.  MOORE 

Past  president  of  the  Travis  Coun- 
ty Medical  Society,  Dr.  Walter  S. 
Moore,  43,  died  in  a one-car  acci- 
dent west  of  Austin  on  Dec.  14, 
1968. 

Dr.  Moore  was  born  in  Lubbock, 
Tex.,  on  March  10,  1925,  the  son  of 
Walter  S.  and  Naomi  Cox  Moore.  He 
attended  The  University  of  Texas  at 
Austin  from  1941  to  1943  and  The 
University  of  Texas  Medical  Branch 
at  Galveston,  obtaining  his  medical 
degree  in  1947.  He  then  served  an 
internship  at  Philadelphia  General 
Hospital  in  Philadelphia  from  1947 
to  1949  and  moved  to  Elgin,  Tex., 
where  he  practiced  until  1953.  After 
a 1953-1955  tour  as  a lieutenant  in 
the  US  Navy  in  California  and  in 
the  Pacific,  Dr.  Moore  began  prac- 
tice in  Austin.  He  was  newly  elected 
chief  of  the  medical  staff  at  Austin’s 
Brackenridge  Hospital  at  the  time  of 
his  death. 

Dr.  Moore  was  a member  of  Tex- 
as and  American  Medical  Associa- 
tions, and  Texas  and  American  Acad- 
emies of  General  Practice.  He  had 
served  as  an  elder  in  the  Westmin- 
ster Presbyterian  Church  in  Austin. 

His  widow,  the  former  Cornelia 
Olson  of  Galveston,  survives,  as  do 
a son,  Walter  Scott  of  Austin;  two 
daughters,  Laurie  and  Sharon,  both 


of  Austin;  his  mother,  Mrs.  Naomi 
Moore  of  Lubbock;  and  a sister,  Mrs. 
Pat  Jackson  of  Houston. 


DR.  G.  H.  RICKS 

Brady  general  practitioner  for  36 
years.  Dr.  Glenn  Hall  Ricks,  63,  died 
in  a San  Angelo  hospital  on  Nov.  21, 
1968.  Cause  of  death  was  coronary 
occlusion  and  pneumonia. 

The  son  of  Bertie  Hall  Ricks  and 
Allison  J.  Ricks,  Dr.  Ricks  was  born 
in  Willow  City,  Tex.,  on  Sept.  5, 
1905.  After  attending  The  Univer- 
sity of  Texas  at  Austin  from  1923  to 
1926,  he  served  as  principal  and  sci- 
ence teacher  at  Eldorado,  Tex.,  High 
School  for  one  year.  He  received  his 
MD  degree  in  1931  from  Tulane 
University  School  of  Medicine  in 
New  Orleans  and  was  president  of 
his  graduating  class.  He  served  in- 
ternships at  French  Hospital  in  New 
Orleans  in  1930-1931  and  at  United 
States  Marine  Hospital  of  the  US 
Public  Health  Service  No.  21  in 
Stapleton,  N.Y.,  in  1931-1932.  He 
served  an  obstetrics  and  gynecology 
internship  at  St.  Vincent’s  Hospital 
in  New  York  City  the  same  year.  Dr. 
Ricks  moved  to  Brady,  Tex.,  in  July, 
1932,  where  he  was  in  general  prac- 
tice, with  emphasis  on  obstetrics 
and  gynecology,  until  his  death.  He 
was  a partner  in  the  Brady  Hospital 
and  Clinic. 

Dr.  Ricks  served  as  Brady  city 
health  officer  for  28  years,  was  a 
member  of  the  Brady  Independent 
School  Board  for  17  years,  serving 
as  president  and  vice  president,  and 
was  on  the  board  of  directors  of  the 
Brady  Chamber  of  Commerce.  Dr. 
Ricks,  who  was  a registered  angus 
breeder,  also  belonged  to  the  local, 
state,  and  national  angus  associa- 
tions and  had  served  on  the  board 
of  directors  of  the  Heart  of  Texas 
Angus  Association. 

A member  of  Texas  Medical  Asso- 
ciation and  of  American  Medical 
Association,  he  was  past  president, 
secretary-treasurer,  and  TMA  dele- 
gate of  the  Kimble-Mason-Menard- 
McCulloch  Counties  Medical  Society 
and  was  past  secretary  and  presi- 
dent of  the  Fourth  District  Medical 
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Society.  He  was  also  a member  of 
Southern  Medical  Association  and 
American  Academy  of  General  Prac- 
tice. Dr.  Ricks  helped  set  up  the 
licensed  vocational  nurses  program 
in  Texas  and  assisted  in  getting  the 
program  passed  through  the  Texas 
Legislature.  He  belonged  to  the  First 
Christian  Church  in  Brady  and  was 
a member  of  Theta  Kappa  Psi  medi- 
cal fraternity. 

Surviving  Dr.  Ricks  are  his  wife, 
Alice  Glenn  Young  Ricks  of  Brady; 
two  sons,  James  Glenn  of  Dallas 
and  Lt.  William  Robert,  who  is  sta- 
tioned in  Viet  Nam;  two  daughters, 
Mrs.  Charles  J.  Lane  of  Lubbock 
and  Elizabeth  Hall  Ricks  of  Austin; 
a brother,  A.  J.  Ricks  of  Brady;  and 
a sister,  Mrs.  Ben  M.  Shelton  of 
Brownwood,  Tex. 


DR.  R.  F.  BONHAM 

Dr.  Russell  Farber  Bonham,  Hous- 
ton anesthesiologist,  died  Nov.  9, 
1968.  He  was  67. 

A past  president  of  Gulf  Coast 
Anesthesiology  Society,  he  belonged 
to  Texas  Medical  Association,  Harris 
County  Medical  Society,  American 
Medical  Association,  Southern  Medi- 
cal Association,  American  Society  of 
Anesthesiologists,  and  Texas  Society 
of  Anesthesiologists.  He  was  a chart- 
er member  of  the  Houston  Surgical 
Society  and  was  a fellow  of  the 
American  College  of  Anesthesiolo- 
gists and  the  International  Anesthe- 
sia Research  Society.  Dr.  Bonham 
was  a member  of  St.  Luke’s  Method- 
ist Church  in  Houston.  He  was  a 
Scottish  Rite  Mason  and  an  Arabian 
Temple  Shriner. 

Born  April  15,  1901,  the  son  of 
John  and  Ella  B.  Jordan  Bonham,  he 
was  graduated  from  the  University 
of  Oklahoma  in  Norman  in  1924 
with  a BS  degree.  He  then  attended 
the  University  of  Oklahoma  School 
of  Medicine  in  Oklahoma  City  and 
received  his  medical  degree  in  1926. 
Internship  was  served  at  Wesley 
Medical  Center  in  Wichita,  Kan.,  in 
1926;  and  he  served  a residency  in 
1926-1927  at  Memorial  Baptist  Hos- 
pital in  Houston.  Another  residency 
was  served  at  Dr.  Greenwood’s  Sani- 
tarium in  Houston  in  1927-1928.  He 
was  certified  in  1944. 

Surviving  Dr.  Bonham  are  two 
sons,  Russell  F.,  Jr.,  of  Los  Angeles, 
and  Dr.  H.  E.  Eugene  of  Houston; 
three  brothers,  Clarke  of  Fort  Worth, 
John  and  Leslie,  both  of  Cordell, 
Okla.;  and  three  sisters,  Mrs.  Scott 
C.  Smith  of  Clinton,  Okla.,  Mrs.  Hugh 
R.  Maxwell  of  Omaha,  and  Mrs. 
Gwen  Livingston  of  Denver. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L.  Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D. 

Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

TraudI  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

A.  N.  Griffin,  M.A. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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HOMESTEAD 

CHILD  PLACEMENT  AGENCY 
and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

ED  5-5942  ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomote  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


When  it's  a Ford  Dixon  selection,  you  can  be  as- 
sured of  having  the  finest  quality  instrument  avail- 
able in  the  American  market  today.  In  most  cases 
your  order  will  be  shipped  the  day  it's  received. 
Give  us  a chance  to  fill  your  requirements. 

*j0zd  ^ix0K  C0mpan^ 

Surgical  Instruments 

P.  0.  Box  35704  Dallas,  Texas  75235 

Visit  us  at  Booth  #86  during  the  TMA  meeting. 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
James  W.  Buice,  M.D.,  M.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
James  A.  Holland,  M.D.,  M.A.C.R. 

Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  D.A.B.R. 


Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R, 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 


Claude  Williams,  M.D.,  M.A.C.R. 
DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


100  Medical  Tower  Bldg.  — ED  6-8681 


Offices: 


1217  West  Cannon  — ED  6-8627 


TRAVIS  CLINIC  AND  THE 

NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery : 

Internal  Medicine: 

Pediatrics : 

L.  L.  TravU,  M.D. 

J.  T.  Boyd.  M.D. 

M.  L.  Gray,  M.D. 

J.  S.  O’Harc,  M.D. 

F.  H.  Verheyden,  M.D. 

R.  K.  Willma,  M.D. 

J.  T.  Scogin,  M.D. 

Radiology  and  Radioactive  Isotopes : 

Orthopedic  Surgery: 

Mary  A.  Bone,  M.D. 

L.  W.  Ralston,  M.D. 

E.  L.  Mahon,  Jr.,  MJ). 

Obstetrics  and  Gynecology : 

William  J.  Fowler 

Urology : 

J.  C.  Rucker,  M.D. 

Administrator  of  Nan  Travis 

H.  F.  Rives,  M.D. 

J.  D.  Crawford,  M.D. 

Memorial  Hospital 

Pathology : 

Ophthalmology : 

J.  G.  Casey 

Harbert  Davenport,  Jr.,  M.D. 

Fred  Haberle,  M.D. 

Business  Manager  of  Travis  Clinic 

MEDICAL  ARTS  CLINIC 


Box  841 

Corsicana,  Texas 


PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  FAA.P.* 

INTERNAL  MEDICINE 
ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JiVMES  F.  WITTEN,  MJ).,  A.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

OBSTETRICS  & GYNECOLOGY 
KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 


BUSINESS  MANAGER 
OWEN  G.  ELLIOTT,  M.G.M.A. 
SURGERY 

LOUIS  E.  GIBSON,  M.D.,  FA.C.S.* 
OPHTHALMOLOGY 
ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
EAR,  NOSE,  THROAT 
PHILLIP  M.  AWTREY,  M.D.* 
DENTISTRY 

ROBERT  A.  LANG,  D.D.S. 


*Diploniate  of  the  American  Board 
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TEXAS  MEDICINE 


A realistic 
approach 

to  pain 
relief 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


Empirin’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 


Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 
Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 


y.  & Co.'  narcotic  products  are 

iss  "B",  and  as  such  are  available  on  oral 

ascription,  where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
'Rickahoe.  N.Y. 


Dosage:  One  25  mg.  tablet 
b.i.d.  or  t.i.d.  Or  one  75  mg. 
Endurets  tablet  a day, 
taken  by  midmorning. 
Availability:  Pink,  square, 
scored  tablets  of  25  mg.  for 
b.i.d.  or  t.i.d.  administration, 
in  bottles  of  100  and  1000. 

Pink,  round  Endurets® 
prolonged-action  tablets  of 
75  mg,  for  once-a-day  ad- 
ministration, in  bottles  of  100 
and  1000.  (B)  R3-46-560-B 

Under  license  from 
Boehringer  Ingelheim  G.m.b.H. 

For  complete  details, 
please  see 

full  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 
Geigy  Chemical  Corporation 
Ardsley,  Ne\w  York  10502 


Pieludin® 

phenmetrazine  hydrochloride 

Preludin  is  indicated  only  as 
an  anorexigenic  agent  in  the 
treatment  of  obesity.  It  may 
be  used  in  simple  obesity 
and  in  obesity  complicated 
by  diabetes,  moderate  hyper- 
tension (see  Precautions), 
or  pregnancy  (see  Warning). 
Contraindications:  Severe 
coronary  artery  disease,  hy- 
perthyroidism, severe  hyper- 
tension, nervous  instability, 
and  agitated  prepsychotic 
states.  Do  not  use  \«ith  other 
CNS  stimulants,  including 
MAO  inhibitors. 

Warning:  Do  not  use  during 
the  first  trimester  of  pregnan- 
cy unless  potential  benefits 
outweigh  possible  risks. 
There  have  been  clinical  re- 
ports of  congenital  malfor- 
mation, but  causal  relation- 


ship has  not  been  proved. 
Animal  teratogenic  studies 
have  been  inconclusive. 
Precautions:  Use  with  cau- 
tion in  moderate  hyperten- 
sion and  cardiac  decompen- 
sation. Cases  involving 
abuse  of  or  dependence  on 
phenmetrazine  hydrochloride 
have  been  reported.  In 
general,  these  cases  were 
characterized  by  excessive 
consumption  of  the  drug  for 
its  central  stimulant  effect, 
and  have  resulted  in  a psy- 
chotic illness  manifested  by 
restlessness,  mood  or  be- 
havior changes,  hallucina- 
tions or  delusions.  Do  not  ex- 
ceed recommended  dosage. 
Adverse  Reactions:  Dryness 
or  unpleasant  taste  in  the 
mouth,  urticaria,  overstimu- 
lation, insomnia,  urinary  fre- 
quency or  nocturia,  dizzi- 
ness, nausea,  or  headache. 


Preludin  Endurets 


phenmetrazine  prolonged-action 
hydrochloride  tablets 


They  run 
a good  chance 
of  losing 
weight. 


Exercise  and  Preludin  run  together  in  helping 
patients  to  lose  weight. 

Preludin  often  puts  a natural  curb  on  appetite 
and  frequently  promotes  a sense  of 
well-being.  By  boosting  a dieter’s  spirit, 
Preludin  may  help  patients  get  the  exer- 
cise you  may  prescribe. 


One  Endurets  tablet  taken  between  break- 
fast and  midmorning  usually  provides 
daylong  and  early-evening  suppression 
of  appetite. 


M3d  ulcerative  colitis  may  be  triggered  here... 


In  mild  ulcerative  colitis,  a number  of 
factors  can  precipitate  an  attack:  for  in- 
stance, dietary  indiscretion,  such  as  eat- 
ing raw  foods,  or  emotional  overreaction, 
such  as  that  aroused  by  financial  difficul- 
ties. No  matter  what  causes  the  patient’s 
sensitive  colon  to  “act  up,”  he  soon  suf- 
fers from  acute  discomfort... and  often, 
from  anxiety  and  apprehension  as  well. 
Such  patients  frequently  respond  well  to 
adjunctive  dual-action  Librax®  therapy. 

Librax  combines,  in  a single  conve- 
nient capsule,  the  well-known  antianxiety 
effect  of  Librium®  (chlordiazepoxide 
HCl)  and  the  dependable  anticholinergic 
/ antispasmodic  effect  of  Quarzan®  (clidi- 
nium  Br).  Therefore,  as  Librax  helps  to 
relieve  the  patient’s  excessive  anxiety  and 
reduce  his  overreaction  to  stress,  it  also. 


at  the  same  time,  helps  to  control  hyper- 
secretion and  hypermotility,  thus  reliev- 
ing spasm  and  abdominal  discomfort. 

With  Librax,  the  dosage  schedule  is 
simple;  1 or  2 capsules,  t.i.d.  or  q.i.d., 
will  in  most  cases  bring  the  patient  sig- 
nificant relief  of  both  the  emotional  and 
physical  elements  that  contribute  to  his 
psychovisceral  disorder. 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows. 

INDICATIONS:  Indicated  as  adjunctive  ther- 
apy to  control  emotional  and  somatic  factors  in 
gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glau- 
coma; prostatic  hypertrophy  and  benign  blad- 
der neck  obstruction;  known  hypersensitivity 
to  chlordiazepoxide  HCl  and/or  clidinium 
bromide. 

WARNINGS:  Caution  patients  about  possible 


combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  cau- 
tion patients  against  hazardous  occupations  re- 
quiring complete  mental  alertness  {e.g.,  operating 
machinery,  driving).  Though  physical  and  psy- 
chological dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  ad-i 
ministering  Librium  (chlordiazepoxide  hydro- 
chloride) to  known  addiction-prone  individuals 
or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use 
of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards. 
As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

PRECAUTIONS:  In  elderly  and  debilitated, 
limit  dosage  to  smallest  effective  amount  to  pre- 
clude development  of  ataxia,  oversedation  or 
confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  toler- 
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ated).  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimula- 
tion and  acute  rage)  have  been  reported  in  psy- 
chiatric patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  im- 
pending depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 

ADVERSE  REACTIONS:  No  side  effects  or 
manifestations  not  seen  with  either  compound 
alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone, 
drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These 


are  reversible  in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-volt- 
age fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranu- 
locytosis). jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood 
counts  and  liver-function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported 
with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary 
hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low 
residue  diet. 


two  good  reasons 
for  prescribing 

LIBRAX' 

Each  capsule  contains  5 mg  chlordiaz- 
epoxide HCl  and  2.5  mg  clidinium  Br. 


ROCHE 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


Public  Enema  No-i 


mm 


Claim  the  rewards  of  sparing  your  patients  the  tubes 
and  tribulations  of  unpleasant  enemas. 

Compared  to  enemas,  Dulcolax  suppositories  are  a 
gentler  and  simpler  way  to  empty  the  bowel.  Gone 
are  the  tubing,  the  "accidents”,  and  the  bruised  egos. 
Just  one  suppository,  inserted  against  the  bowel  wall, 
usually  brings  about  an  evacuation  within  15  minutes 
to  an  hour. 

In  the  hospital,  order  Dulcolax  for  constipation  or 


bowel  cleansing.  Your  patients  will  often  prefer  it  to 
embarrassing  enemas.  And  you  can  be  sure  nurses 
will  appreciate  the  saving  in  time  and  effort. 

Dulcolax  tablets  taken  at  night  usually  result  in  a 
bowel  movement  the  following  morning.  A combina- 
tion of  tablets  at  night  and  a suppository  the  next 
morning  generally  cleans  the  bowel  thoroughly  in 
preparation  for  surgery  or  special  procedures.  Keep 
in  mind,  however,  that  the  drug  is  contraindicated  ir 
the  acute  surgical  abdomen. 


Under  license  from  Boehringer  Ingelheim  G.m.b  H. 


Geigy  Pharmaceuticals , Division  of  Geigy  Chemical  Corporation,  Ardsley,  New  York  10502 


DU-6 


TOTAL  MANAGEMENT  SERVICE  NOW  OFFERED 
TO  HEALTH  CARE  INVESTORS  AND  FACILITY  OWNERS. 

Offering  the  same  control  and  supervision  that  w/e  provide  our  company-owned  facilities. 

For  information,  contact:  C.  B.  FRANCIS,  2303  W.  NORTH  LOOP,  AUSTIN,  Ph.  512  454-2725 


fr^ncisT 

HOSPiTELS 

INCORPORAltD 


FRANCIS?^ 

I CONVALESCENT 
CENTERS 


FRANCIS  HOSPITELS  — WACO:  Francis  Hospitel 

FRANCIS  CONVALESCENT  CENTERS  — AUSTIN:  Retirement,  Inc.; 

FORT  WORTH:  Francis  Convalescent  Center; 

CORPUS  CHRISTI:  Francis  Convalescent  Center; 

LONGVIEW:  Highland  Pines;  SAN  ANTONIO:  San  Pedro  Manor 

FRANCIS  MANAGEMENT  — PORT  ARTHUR:  The  Golden  Triangle  Convalescent 

Center. 


^aiomUt 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 

Active  Insrredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  . . 0.60% 

Chlorobutanol 0.15% 

Tripelennamine  Hcl  0.50% 

In  Isotonic  Solution 


(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 

Active  Insrredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . . 0.60% 

Chlorobutanol  0.15% 

In  Isotonic  Solution 

USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


(ANTfHlSTAM(NIC) 


VasoBust 


VdsomisT 

'ANTIHISTAMINICI 
, VASocomnucToa 
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DIRECTIONS : Adults  and  ChU- 
dren : Instill  two  or  three  drops  into 
each  nostrils  usinsT  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain* 
in^  ^ fluid  oz.  and  in  dropper 
bottles  contain  inff  1 fluid  ox. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 
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—The  lowest  priced  tetracycline— nystatin  combination  available— 


ONCOLOGY 

Oscar  L.  Morphis,  M.D.,  F.A.C.R.  R.  P. 

O’Bannon,  M.D.,  F.A.C.R. 

Radiation  Therapy 

Radiation  Therapy 

Radium  Therapy 

Norris  Gilfillan,  M.D.,  F.A.C.S.  Tom  B.  Bond,  M.D.,  F.A.C.R. 

Chemotherapy 

Consultant 

Jack  M.  Morgan,  M.S.,  F.A.C.R. 

Consultant-Physicist 

1550  West  Rosedale,  Suite  620  Fort  Worth 

ED  6-2028 

Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 

of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

James  Rountree,  M.  D.  Co-Owners  F.  E.  Seale,  M.  D. 
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TEXAS  MEDICINE 


PHYSICIANS'  DIRECTORY 


Allergy 


Cardiovascular  Disease 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein.  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatric  Allergy 


216  Medical  Prof.  Bids. 
CA  6-7671 


San  Antonio  16,  Texas 
CA  7-6331 


GUS  SCHREIBER,  M.D.,  F.A.C.C. 
Electrocardiography 

Reception  and  Interpretation  of 
Telephone- Transmitted  Electrocardiocrrams 

1430  Medical  Arts  Building  Dallas,  Texas  75201 

Business  Office  Telephone  214  - 748-3716 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 
RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 
F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER.  M.D..  F.A.C.A. 

RAMON  GARRIDO,  M.D. 

(Certified  American  Board  of  Pediatrics) 

Suite  156,  Hermann  Professional  Building: 

6410  Fannin  St.,  Houston,  Texas  77025 
JA  6-3281 


Clinics 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO.  TEXAS 


701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  AUersry 
ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Interna]  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 


Ophthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
(Consultant  in  Pathology— 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard.  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


Robert  P.  Gordon,  C.P.A.,  Administrator 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Charles  D.  Haunschild,  M.D.  James  A.  Murray,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C,  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


ALLERGY  CLINIC 
Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 
TU  2-3487 

2530  Morgan  Corpus  Christi,  Texas 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $8.00  per  column  inch  and  must  run  six 
months.  New  listings  are  limited  to  those  specialties  rec- 
ognized by  the  American  Medical  Association.  A discount 
of  5%  is  allowed  for  six  month's  advance  payment.  Mail 
copy  to  Advertising  Assistant,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is 
20th  of  the  month  preceding  publication  month. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout.  M.D.  G.  Con  Smith,  M.D. 

Frank  L.  Bynum,  M.D.  Donald  S.  Gibbs,  M.D. 

Ed  Etier,  Jr.,  M.D. 

RADIOLOGY 

Otto  H.  Grunow.  M.D. 


102nd  Annual  Session  of  the 
Texas  Medical  Association 
May  1-4^  1969 San  Antonio 
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THOMAS-SPANN  CLINIC 
& THOMAS-SPANN  HOSPITAL,  INC. 

1646  S.  Brownlee  Corpus  Christi,  Texas  78404 

Telephone  884-3861 


SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 
J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 


INTERNAL  MEDICINE 
William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 


L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey.  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vemor.  M.D, 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


RADIOLOGY 
Crysup  Sory.  M.D. 
ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  25,  Texas  JA  6-2061 

Internal  Medicine  and  Diagnosis 


Cardiovascular  Disease 
♦Charles  D.  Reece,  M.D. 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson.  M.D. 
Michael  B.  Raine,  M.D. 
Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandiver,  M.D. 
Charles  H.  Gregory,  M.D. 

B.  Frederick  Gregory,  M.D. 


Infectious  Diseases 

Lewie  L.  Travis,  Jr.,  M.D. 
Jack  L.  Reddin,  M.D. 

Internal  Medicine 
Jeffrey  Zatorski,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Pathology 

Jack  P.  Abbott,  M.D. 

Paul  B.  Radelat,  M.D. 


RUGELEY  AND  BLASINGAME  CLINIC 
Wharton,  Texas 

2100  North  Fulton  Street  713  LE  2-1700 


INTERNAL  MEDICINE 
R,  D.  Little,  M.D. 

David  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  KoUe,  M.D. 

PATHOLOGY 
Hector  M.  Perches,  M.D. 

GEINERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D., 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 

R.  E.  Goelzer,  M.D.,  F.A.C.S 


DENTISTRY 

G.  C.  Sbumbera,  D.D.S. 

UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 

NEUROPSYCHIATRY 
Raleigh  R.  Gleason,  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 

33S0  S.  Lancaster  Ed.,  Dallas,  Texas 
FR  6-6411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Pediatrics 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller,  M.D.,  Considtant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 
R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


Endocrinology,  Metabolic 
Diseases  and  Director  of 
Clinical  Research 

Raymond  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 


Pulmonary  Diseases 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Radiology  and  Nuclear  Medicine 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Rheumatology 
John  E.  Norris,  M.D. 

Administration 
C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 

Laboratory: 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 
Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


CONSULTATION  BY  APPOINTMENT 

♦Deceased 


MALONE  and  HOGAN  CLINIC 
901  Main  Street  Phone  267-6361 

Big  Spring,  Texas  79720 


Ophthalmology  and 
Otolaryngology 

P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D.,  F.A.C.S. 
Orthopedic  Surgery 
P.  H.  Rhymes,  M.D. 

Internal  Medicine 

J.  H.  Burnett,  Jr.,  M.D. 

J.  P.  Darby,  Jr.,  M.D.,  F.C.C.P. 
W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


Obstetrics  and  Gynecology 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot,  Jr.,  M.D.,  F.A.A.P. 
Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  Dillon,  M.D. 

Consultants  in  Pathology 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

Business  Manager 
R.  L.  Heith 


B E E L E R-M  A N S K E CLINIC 
9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713,  WI  8-8521 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  6-4333 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

O.  Mendes,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 

J.  H.  Cochrane.  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


SURGERY 

W.  S.  Lorimer,  Jr,,  M.D., 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P. 

Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 


Mrs.  Evelsm  Farr,  Business  Manager 


USE  YOUR 


40,000  Bound  Volumes 


TEXAS  MEDICAL  ASSOCIATION  MEMORIAL  LIBRARY 


Extensive  Reprint  Collection  400  Medical  Films 


875  New  Journals  Monthly  Audio  Digest  Foundation  Tapes 


CALL  OR  WRITE  TODAY!  1801  North  Lamar  Boulevard,  Austin,  Texas  78701  512-477-6704 
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CLINIC  OF  THE  SOUTHWEST 

6437  High  Star  at  Hillcroft 

Houston,  Texas  77036  PR  4-7671 

INTERNAL  MEDICINE  GENERAL  SURGERY 

William  C.  Franklin,  M.D.  Harvey  B.  Koch,  M.D. 

Charles  C.  Douglass,  M.D.  rTonr  r\nv 

Hematology  & Oncology  ukugugy 

Glen  E.  Lewis,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Joy  L.  Deere,  M.D.  DENTISTRY 

Loren  B.  Goss,  M.D.  Burley  G.  Ingram,  D.D.S. 

PEDIATRICS  RADIOLOGY 

John  R.  Dunn,  Jr.,  M.D.  Neil  B.  Longley,  M.D. 

Blanca  S.  Azios,  M.D.  Richard  E.  Schuette,  M.D. 

PHYSICAL  THERAPY  BUSINESS  MANAGER 

Richard  D.  Tinsley,  R.P.T.  C.  C.  Walker 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

1410  Medical  Arts  Bldg.  Dallas,  Texas 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 

Colon  and  Rectal  Surgery 

RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 

Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 

3610  34th  Street  Lubbock,  Texas 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 

MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomatea  of  the  American  Board  of  Colon  and  Rectal  Surgery 
Proctology 

Colon  and  Rectal  Surgery 

710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 

WM.  E.  FLOOD,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1550  W.  Rosedale  Fort  Worth,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

T^oIIqq  * 1 o 

Off.  Tel.  TA  4-2673  ’ Res.  Tel.  EM  1-4500 

EVERETT  R.  SEALE,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.  Houston  25,  Texas 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street  Houston,  Texas 

J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg. 

Houston  25,  Texas 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Ssrphilology,  and  Treatment  of 

Skin  Cancer 

Radium  and  X-Ray  Therapy 

1410  Pruitt  Street  Fort  Worth  4,  Texas 

C.  D.  L.  CROMAR,  M.D. 

Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 

Pasadena,  Texas  77502 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

Dermatology 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 

ROGER  W.  MANAR,  M.D. 

DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 

1400  Eighth  Street  Wichita  Falls,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

FREDERICK  F.  CASTROW,  II,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 

Phone  JA  6-3733  Houston  25,  Texas 
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THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  Therapy  in  the 

Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  6 

800  Fifth  Ave.  Fort  Worth,  Texas 

CECIL  0.  PATTERSON,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive  Dallas  25,  Texas 

315  North  Shiloh  Road  Garland  40,  Texas 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 
DERMATOLOGY 

HAIR  TRANSPLANTATION  & DERMOPLANING 
Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Phone:  464-6369  Houston,  Texas  77024 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 

GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

Eye,  Ear,  Nose,  Throat 

General  Surgery 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophaeologry  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S.,  A.I.C.S. 

Wnu  F.  Anderson,  M.D.,  Ernest  Nalle,  Jr.,  M.D. 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  F_A.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

HAROLD  D.  DOW,  M.D. 

FREDERICK  J.  KOBERG,  M.D. 

General  Practice — Surgery 

Box  546  Phone  PL  8-3641 

Seminole,  Texas  206  N.W.  8th 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

Gastroenterology 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thsrroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  523-8323  Houston,  Texas  77025 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

MILFORD  0.  ROUSE,  M.D. 

announces  limitation  of  practice  to  consultation  in  hospitals. 
His  office  is  now  at  Dallas  Chamber  of  Commerce  in  Com- 
munity Health  Focus  program.  Records  of  his  patients  are 
with  Cecil  0.  Patterson,  M.D.,  and  Daniel  Polter,  M.D.,  1414 
Medical  Arts  Building,  Dallas,  RI  2-6144. 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 
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HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77025 

JA  2-4141 


Internal  Medicine 


JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 
Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 


HENRY  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 

Internal  Medicine  and  Diseases  of  the  Chest  and  Heart 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagrnosis 

1003  Memorial  Professional  Building 
1010  Louisiana  Houston,  Texas  77002  222-7224 


Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 
James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 
Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Thomas  H.  Allison,  M.D. 
Stanley  L.  Seaton,  M.D. 
Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
practice  limited  to 
PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 
EV  1-7181 


THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

♦Bernard  J.  Dolenz,  M.D.  ♦Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-6469 

Fort  Worth,  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 


Neurology/ Psychiatry 


HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 


♦Abe  Hauser,  M.D, 
♦Harris  M.  Hauser,  M.D. 
♦Robert  I.  Hauser,  M.D. 
Wayne  Keller,  M.D. 
♦Gerald  Ratinov,  M.D. 
Ronald  J.  Hauser,  M.D. 


Clinical  Psychology 
Joanne  Borba,  M.  A. 
Robert  D.  Langston, 
PH.D.,  Consultant 
Psychiatric  Social  Work 

Ethel  M.  Feinsilver, 
M.S. 


808  Memorial  Professional  Building 
Houston,  Texas  77002 
CA  4-5041 


HOUSTON  ASSOCIATES 
IN 

PSYCHIATRY  AND  NEUROLOGY 
Houston,  Texas 

C.  A.  lannucci,  M.D. 

Joe  C.  A.  Eckhardt,  Jr.,  M.D. 
Alfred  H.  Vogt,  M.D. 

George  M.  Stevens,  M.D. 

Jules  Bohnn,  M.D. 

Leroy  Androes,  M.D. 

A.  R.  Martinez,  Ph.D. 

Ruth  Searls,  M.S.W. 

Diana  Sheer,  M.S.W. 

Dan  DeShazo,  M.S.W. 

Beth  Bowman,  M.A. 


•Diplomate,  American  Board  of  Psychiatry  and  Neurolosry 


Comprehensive  Neuropsychiatric 
Evaluation  and  Treatment 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 
NEUROLOGY  and  PSYCHIATRY 
1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 


Electroencephalography 

1021  Hermann  Prof.  Bldg.  JA  9-5721 
6812  Staffordshire  RI  8-3780 


ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 
Hours  by  Appointment 
1000  East  32nd  Street,  Suite  6 
Phone  GR  6-7371  Austin,  Texas 


CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 
Child  Psychiatry  and  Marriage  Counseling 
Hypnotherapy  for  Smoking  and  Obesity 

3701  21st  Street  Lubbock,  Texas  79410 

swift  5-4023 
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Neurological  Surgery 

Nuclear  Medicine 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1501 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77025 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  ME  1-1500 

Ophthalmology 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

HOUSTON  EYE  ASSOCIATES 

Texas  Medical  Center 

Richard  S.  Ruiz,  M.D.,  1121  Hermann  Professional 

F.A.C.S.  Bldg. 

Charles  E.  Russo,  M.D.  Houston,  Texas  77025 

Malcolm  L.  Mazow,  M.D.  528-1918  (A/C  713) 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

ME  7-0420 

Suite  667-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  O.  Murphy.  M.D. 

John  J.  Alpar.  M.D. 

Coleman  Taylor.  M.D. 

J.  Franklin  Howell.  Jr.,  M.D. 

Diplomatea  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston  Avenue  Dallas,  Texas  75246 

Telephone  TA  4-2543 

HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 

Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building 

Dallas.  Texas  748-0958 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

BERT  C.  BRYAN,  M.D. 

Surgery  and  Diseases  of  the  Eye 

1314  Medical  Arts  Building 

RI  7-7474  Dallas,  Texas  RI  7-2481 

WILLIAM  J.  NELSON,  M.D. 

Neurological  Surgery 

Suite  300 

University  Towers 

915-542-0643 

1900  N.  Oregon  St.  El  Paso,  Texas  79902 

102nd  Annual  Session  of  the 

Texas  Medical  Association 

May  1-4,  1969  San  Antonio 
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Orthopedic  Surgery 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

HAND  SURGERY  AND 

UPPER  EXTREMITY  RECONSTRUCTIVE 
SURGERY 

3707  Gaston  Ave.  Area  Code  214 

Dallas,  Texas  75246  TA  3-5351 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 

Otolaryngology 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr..  M.D.  Fred  W.  Sanders,  M.D. 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 

Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road  Phone:  JA  9-4389 

Houston,  Texas 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  514 

Dallas,  Texas  Hours  By  Appt. 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

ROYCE  C.  LEWIS,  JR.,  M.D. 

KENNETH  C.  SCHOLZ,  D.D.S.,  M.D. 

A.  CLARKE  MILLER,  M.D. 

3702  21st  St.,  Suite  9 806-763-8281 

Lubbock,  Texas  79410 

W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard.  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  633-7465  El  Paso,  Texas  79902 

DONALD  N.  MATHESON,  M.D, 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 

Pathology 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 

TAylor  4-7883 

MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 

CHARLES  E.  GRAHAM,  M.D. 

212  South  Cottonwood  Suite  D 

Richardson,  Texas  75080 

ORTHOPEDIC  SURGERY 

AD  1-6396 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D, 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 
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FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  O.  Box  1118  Port  Worth,  Texas  76101 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

S^eroyoe^^r^fn°^’  Exfoliative  Cytology,  Hematology, 

S sSiim  Prnf  Parasitd- 

gy,  berum  Protein  Electrophoresis  and  Hemoglobin 

Electrophoresis 

wSt^r  r V.  Miller,  M.D. 

^ T M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  25,  Texas 

Containers  on  Request” 

Office  Pickup  Service  in  Houston” 

HAROLD  WOOD,  M.D.  — REFERRAL  LABORATORY 

Endocrine  Assays 

Serum  Human  Growth  Hormone  - Serum  Insulin 
Special  Chemistries  - Medical  Toxicology 
Exfoliative  Cytology  and  Surgical  Pathology 


2909  Hillcroft  Ave. 

713 


Houston,  Texas  77027 
781-1272 


ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomats  American  Board  of  Patholo^' 

Exfoliative  Cytolog^r 
Surgical  and  Clinical  Pathology 
ino  T»  i , Radioactive  Isotopes 

ED°  2 94^7  Worth,  Texas 

i ^ gjj  5-5297 

Mailing  Containers  on  Request 

PATHOLOGISTS 
BIO-MEDICAL  LABORATORIES 
Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

^rge  J.  M.D.,  M.S.  Wm.  B.  Kingsley.  M.D. 

Marie  L.  Shaw,  M.D.  r'  r.  tt  . 

Worman  G.  P.  Helgeson.  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 
712  N.  Washington,  Dallas,  Texas  75246 
Phone  TAylor  4-1258  or  TAylor  6-6918 

nuclear  medicine  laboratories 

OF  TEXAS 

6411  South  Main  Street 
Texas  Medical  Center 
Houston,  Texas  77025 

Completely  equipped  radioisotope  laboratory  for 
aiagnostic  radioactive  tests  in: 

'Phy^oidology,  Endocrinology, 
Gastroenterolo^,  Cardiology,  Neurology,  l^Gro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 
JAckson  6-1501 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 
FRED  S.  PREUSS,  M.D.,  F C A P 

fO®.  South  Iowa  Street 

Telephone:  TA  3-6912  TeSn'efBL  3-8998 

opecimen  containers  on  request 
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John  H^.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

oi-  • laboratory  service  of  DALLAS 

Clinical  Pa^ology  Surgical  Pathology 

IWioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  76236 

MEHroee  7-0210 

(Mailing  containers  available  upon  request) 

PRUITT  MEDICAL  LABORATORIES 
Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology  Exfoliative  Cytology,  Clinical  Pathology. 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  76901 

Phone  634-4463 

TEXAS  MEDICAL  LABORATORIES 
1550  W.  Rosedale  Fort  Worth  76104 

Phone  817,  ED  6-7161 

Mdilers,  Office  pickup  service. 

David  Murray,  M.D.,  Diplomate 
(Clinical  & Anatomic),  A.B.P. 

WACO  CLINICAL  PATHOLOGY  LABORATORY 
K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cytology 
Surgical  Pathology  Medicolegal  Consultation 
Mailing  containers  on  request 
2112  Washington  Avenue  PL  6-7226 

P.O.  Box  3160 Waco,  Texas  76707 

R.  H.  CHAPPELL,  M.D.,  F.A.C.P. 

Diplomate  in  Clinical  Pathology 
and  Anatomical  Pathology 
by  the  American  Board  of  Pathology 
SMALL  HOSPITAL  PATHOLOGY 
Quality  control  and  check  sample  and  C.P.C.  service 
for  the  small  hospital.  Pickup  and  delivery  service. 

P.  0.  Box  1288  Texarkana,  Texas  75501 

Ph:  214-792-2161 


Physical  Medicine 
and  Rehabilitation 

TEXAS  REHABILITATION  HOSPITAL 

OF  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC 

P.O.  BOX  68,  GONZALES,  TEXAS  78629 
. Facilities  for  physical  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy. 
RecreationBi  Therapy,  School  from  first  grade 
through  twelfth  grade. 

IZARD,  JR.,  M.D.  LYNN  SMITH,  SR. 

_Medical  Director Administrator 


Plastic  Surgery 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 
THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

6419  Caroline  Street  JA  3-8131  Houston.  Texas  77004 

WILLARD  c.  SELLMAN,  JR.,  M.D. 
Plastic,  Maxillo-Facial  and  Hand 
Surgery 

530  Locke  Medical  Building 
6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 


TEXAS  MEDICINE 


BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomats  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiologry 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

H OTIS  ton  Office  Pasadena  Office 

1103  Medical  Towers  904%  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-4751 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS.  TEXAS 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4543 

602  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont.  Texas 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

Plastic  Surgery  Associates 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate,  American  Board  of  Plastic  Surgery 

JAMES  LEE  MOORE,  M.D. 

Practice  limited  to  Plastic.  Beconstructive  and  Hand  Surgery 

Medical  Center  Office : 272  Hermann  Prof.  Bldg. 

Houston,  Texas  77025  JA  8-2481 

Spring  Branch  Office:  1343  Blalock 

Houston,  Texas  77055  JA  8-2481 

BOND  AND  MORPHIS 

Tom  B.  Bond,  M.D.,  F.A.C.R. 

Oscar  L.  Morphis,  M.D.,  F.A.C.R 

Radiation  Therapists 

909  8th  Avenue  Fort  Worth,  Texas 

Hours  by  Appointment 

Phone  336-2028 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and  Surgery  of  the  Hand 

Suite  104 

Telephone  3434  Swiss  Avenue 

TAylor  4-7290  Dallas,  Texas 

Thoracic  Surgery 

Radiology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

800  Rusk  street 

Amarillo,  Texas  79106  373-8324 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  PE  8-4594 
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Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

Urology 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  limited  to 

UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  and 

PERIPHERAL  VASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

Robert  R.  Shaw,  M.D.  John  L.  Kee,  Jr.,  M.D. 

DRS.  SHAW  AND  KEE 

THORACIC  SURGERY 

The  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas  75246 

TA  6-5184 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E,  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D. 

JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surg^ery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 

El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas.  Texas  75235  ME  7-4833 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 

UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 

UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  332-7879 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

Use  your 

Texas  Medical  Association 

Memorial  Library 

40,000  Bound  Volumes  400  Films 

875  New  Journals  Each  Month 

Extensive  Reprint  Collection 

Audio  Digest  Foundation  Tapes 

Call  or  write  today! 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

AC  512  477-6704 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 

CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  I.  COX,  M.D. 

Diplomates  American  Board  of  Urology 

Richard  H.  Harrison  III,  M.D.  John  M.  Baird,  M.D. 

F.A.C.S.,  D.A.B.U. 

DRS.  HARRISON  AND  BAIRD 

UROLOGY 

2721  Osier  Blvd.  823-0011  Bryan,  Texas  77801 
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TEXAS  MEDICINE 


Physicians  Wanted 


WANTED — A GENERAL  PRACTITIONER,  but  would  consider  in- 
ternist ; to  become  salaried  associate  to  a six  man  clinic  group  who  op- 
erate an  accredited  hospital  under  same  roof  with  clinic  in  a central 
Texas  town  of  10,000  ; would  be  on  salaried  basis  for  two  years  as  asso- 
ciate and  then  become  owner-partner.  Please  reply  to  Charles  A.  Garrett, 
M.D.,  215  Craig  Street,  Hillsboro,  Texas. 

WANTED — M.D.'s  to  do  general  practice  with  surgery,  Houston  area. 
Present  doctors  netting  $4,000  to  $8,000  monthly  after  six  months  prac- 
tice. No  investment  required.  Send  resume  to  Box  179,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIAN  WANTED : GP  moving  from  six  year  location.  Choice 
area  of  suburban  Houston.  Three  open-staff  hospitals  in  neighborhood. 
Office  and  equipment  available.  No  cash  needed.  Ideal  for  GP,  internist, 
pediatrician  or  OB/GYN.  Please  reply  to  Ad-168,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  ONE  OR  TWO  GENERAL  PRACTITIONERS  to  join  two 
physicians.  Town  of  6,000,  area  13,000.  65-bed  hospital.  Guarantee  $18,000 
net.  Rotate  weekends,  holidays,  etc.  James  C.  Price,  M.D.,  or  W.  A.  Siev- 
ers,  M.D.,  Gonzales,  Texas. 

GENERAL  PRACTICE — DALLAS.  Established  three  man  group.  Los- 
ing one  man.  General  medicine  and  obstetrics.  No  office  investment  need- 
ed. Beginning  salary  with  partnership  after  interval.  Regular  day  off  and 
annual  vacation  with  no  lost  income.  Write  Drs.  Smith  and  Teel,  221 
Pleasant  Grove  Shopping  Center,  Dallas,  Texas  76217. 

INDIVIDUAL  PRIVATE  GENERAL  PRACTICE:  all  of  the  advan- 
tages of  group  practice  with  none  of  the  disadvantages.  Guaranteed  high 
monthly  income.  Little  or  no  overhead  or  investment  initially.  Maximum 
leisure  time  with  your  family.  Texas  license.  Contact  Sanford  Smith, 
Northshore  Medical  Center,  P.O.  Box  9836,  Houston,  Texas  77015.  Tele- 
phone  GL  3-5454. 

WANTED  FOURTH  INTERNIST,  board  certified  or  eligible,  for  grrow- 
ing  16  man  multi-specialty  group  in  Southwest.  New  clinic  with  excel- 
lent facilities.  Liberal  fringe  benefits.  Remuneration  negotiable.  Please 
reply  to  Ad-200,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

OPPORTUNITY  FOR  AMBITIOUS  GENERAL  PRACTITIONER  to 
associate  or  otherwise  with  well-established  general  practitioner  in  cen- 
tral Texas  town.  Negotiate  salary.  Have  Medicare-approved  hospital  of 
16  beds  and  32-bed  rest  home  complex.  Ideal  country  outdoor  living  with 
excellent  schools,  churches,  and  nearby  recreational  facilities.  No  initial 
capital  investment.  Must  see  to  appreciate.  For  information  reply  to 
Ad-187,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  General  practitioner,  pediatrician,  internist  on  staff  of  Den- 
ton State  School.  Base  annual  salary  $18,000,  extra  $1,000  to  $3,000,  if 
board  certified.  40-hour  week  with  ample  vacation  time,  other  fringe 
benefits.  Excellent  community  to  live.  Near  Dallas,  Fort  Worth.  Contact 
Medical  Director,  Denton  State  School,  Box  368,  Denton,  Texas. 

ORTHOPEDIC  SURGEON  AND  TWO  GP*s  needed  by  19  doctor  group. 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas,  Texas  75216. 

WANTED:  MD  TO  DO  GENERAL  PRACTICE,  with  surgery  and  OB, 
in  a two  doctor  clinic.  Financial  arrangements  can  be  worked  out  on  an 
individual  basis.  Mineral  Wells,  Texas,  has  a rapidly  growing  population 
of  18,000  with  a trade  area  of  40,000  to  60,000.  Located  four  miles  west 
of  Fort  Wolters.  We  have  good  schools,  industry,  lakes,  golf  course,  hunt- 
ing and  fishing.  Fifty  minutes  from  Fort  Worth  and  Dallas.  Contact  Mr. 
W.  W.  Carter,  Business  Manager,  Baker  Clinic,  Mineral  Wells,  Texas, 
FA  5-2564. 

GENERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford,  Texas.  The  community’s  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals, 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  646,  Milford,  Texas  76670,  area  code  214,  493-2611. 

ASSOCIATE  GROUP  MEMBER  WANTED.  Practice  in  Northeast  Dal- 
las for  20  years,  members  Baylor  Medical  Center  Staff.  Need  pediatri- 
cian, internist  and  general  practitioner.  Lakewood  Medical  Center,  6331 
Prospect,  Dallas,  Texas  75214. 

ANESTHESIOLOGY  RESIDENCIES  AVAILABLE— FuUy  approved 
two  year  program  in  600  bed  general  hospital  includes  neur<^urgery, 
thoracic,  and  cardiovascular  surgery.  Annual  anesthetics  administered — 
over  13,000.  Stipend — $8100  and  $9300.  Board  and  laundry.  A.  N.  Hein- 
richs, M.D.,  Director,  Department  of  Anesthesia,  Harris  Hospital,  1300 
West  Cannon,  Fort  Worth,  Texas  76104. 

GENERAL  PRACTITIONER  WANTED  to  join  five  man  clinic  in 
growing  town  of  Clifton,  30  miles  northwest  of  Waco  near  Lake  WTiit- 
ney.  41-bed  fully  accredited  hospital  with  plans  to  expand  by  30  beds. 
Salary  to  start,  commensurate  with  present  requirements ; partnership 
later.  Good  schools,  churches  and  hunting  and  fishing  facilities.  Contact 
V.  D.  Goodall,  M.D.,  Goodall  & Witcher  Clinic,  Clifton,  Texas  76634. 


EXCEPTIONAL  OPPORTUNITY  for  one,  two,  or  three  physicians 
(specialist  or  GP)  to  phase  into  and  assume  thriving  two  man  general 
practice  now  grossing  $200,000  annually  in  a growing,  progressive  area. 
Modern  building — new  equipment.  No  initial  investment  required.  One 
partner  wishes  retirement,  the  other  a residency.  Reply  to  Ad-219,  Texas 
Medicvn*t,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

EXCELLENT  OPPORTUNITY  for  physicians  in  Carrizo  Springs, 
Texas.  Office  space  available  in  new  professional  building  adjacent  to 
hospital  and  nursing  home.  Excellent  schools  and  housing  in  city.  One 
general  practitioner  and  surgeon  needed.  For  information  write  or  call 
C.  W.  Vandervoort,  600  North  First,  Carrizo  Springs,  Texas  78834,  tele- 
phone 612-876-2550. 


PATHOLOGY  RESIDENCIBIS  AND  INTERNSHIPS  available  in  600 
bed  general  hospital.  Fully  approved  four  year  program  in  anatomical 
and  clinical  Pathology.  Average  annual  specimens  and  tests — 348,687. 
Interns — $6300;  residents — $8100  up.  Board  and  laundry.  Charles  B. 
Mitchell,  M.D.,  Director  of  Laboratories,  Harris  Hospital,  1300  West  Can- 
non, Fort  Worth,  Texas  76104. 

PHYSICIANS  WANTED — Alice,  Texas,  26,000  population.  Trade  area 
50,0()0.  Excellent  economy.  Could  use  general  practitioners  as  well  as 
specialists.  Large  modern  hospital  with  radiologist.  Contact  Physicians  & 
Surgeons  Hospital  of  Alice,  Texas  78332. 

RADIOLOGIST:  Certified  or  board  eligible.  Private  office  and  two  hos- 

pitals. New  radiation  department.  Isotopes.  Gulf  Coast  City.  Send  cur- 
riculum vitae.  Personal  interview  required.  B^inancial  arrangement  open 
to  negotiation.  Reply  Ad-226,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin.  Texas  78701. 

PHYSICIAN  WANTED — full  time  in  medical  department  of  large  cor- 

poration. Matured  with  sound  clinical  background.  Duties  to  include  co- 
ordinating and  advisory  responsibilities,  administrative  functions,  clinical 
medicine.  Challenging  work,  salary  competitive.  Please  reply  Ad-227, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED  : GENERAL  PRACTITIONER  to  associate  with  busy  general 

practitioner  in  GP,  S & OB.  City  of  10.000,  trade  area  of  22,000.  26.bed 
hospital,  60-bed  nursing  home.  Plans  for  new  40-bed  hospital  in  progress. 
Contact  Gene  E.  Bennack,  M.D.,  505  South  10th,  Raymondville,  Texas 
78580.  Phone  MU  9-2188. 

WANTED:  GENERAL  PRACTITIONER,  SURGEON  OR  INTERNIST 

as  an  associate  with  GP  in  small  town  in  Central  Texas.  Have  privately 
owned  combination  clinic  and  hospital.  Salary  $2,000  per  month  and  in- 
crease to  $3,000  in  12  months  or  may  rent  space  and  be  on  own.  Dr.  M. 
A.  Childress.  Goldthwaite,  Texas  76844.  Phone  648-2212. 

WANTED — GENERAL  PRACTITIONER  to  associate  with  overworked 
solo  GP  in  East  Texas  town  of  5000.  Have  been  here  two  years.  Practice 
grosses  over  $100,000.  40-bed  local  hospital.  Contact  George  B.  Tipton, 
M.D.,  7th  and  Henderson,  Rusk,  Texas  75785. 


PSYCHIATRIC  RESIDENCY : Progressive  State  Hospital,  five  year 
career  program,  affiliated  with  Southwestern  Medical  School  in  Dallas. 
First  year — $13,000.  second  year — $14,000,  third  year — $15,000,  fourth 
year — $18,000  and  fifth  year — $20,000 — total  $80,000,  plus  other  liberal 
benefits.  If  you  are  interested  in  starting  in  July,  please  write  Luis  M. 
Cowley,  M.D.,  Superintendent,  Terrell  State  Hospital,  P.  O.  Box  70, 
Terrell.  Texas  75160. 

OPPORTUNITY  AVAILABLE  FOR  GENERAL  PRACTITIONER  to 
partially  retire  and  live  at  Lakeway,  only  20  miles  northwest  of  Austin 
on  Lake  Travis.  Office  and  practice  would  be  within  3 minutes  of  home. 
Lakeway  is  an  outstanding  resort  with  complete  country  club  living  and 
probably  has  the  most  desirable  year  around  climate  in  Texas.  Write  or 
call  Lakeway,  204  Lakeway,  Austin,  Texas  78746.  Telephone  263-2173. 

WANTED  UNIVERSITY  STUDENT  HEALTH  PHYSICIAN  at 
Southern  Methodist  University.  Internist  or  general  practitioner  pre- 
ferred. Excellent  facilities  and  working  conditions — insurance,  retirement 
plan,  vacation,  etc.  Salary  competitive.  Contact  John  E.  Wiedeman,  M.D., 
SMU  Health  Center,  Dallas,  Texas  75222. 

DERMATOLOGIST  WANTED  to  associate  with  clinic  with  five  physi- 
cians, two  dentists,  one  orthodontist.  Also  complete  laboratory  and  x-ray 
facilities.  Write  John  G.  Compton,  Jr.,  M.D.,  Medical  Center  Clinic,  Wax- 
ahachie,  Texas  75165. 

WANTED : General  practitioner,  pediatrician,  specialists,  or  internists 
to  join  medical  staff  of  Abilene  Stete  School.  Base  annual  salary  $18,000 
with  supplement  of  $1,000  to  $3,000  if  board  certified  and  working  full- 
time in  that  capacity.  Forty  hour  week,  excellent  vacation/sick  plan  and 
about  eleven  holidays  a year.  Good  life  and  hospitalization  plan,  social 
security  and  excellent  state  retirement  coverage.  Lovely  community  of 
110,000  friendly  people  in  West  Central  Texas.  Texas  license  required. 
Contact  Superintendent  L.  W.  Cain,  P.O.  Box  304,  Abilene,  Texas  79604. 

INTERNIST,  Board  certified  or  eligible  for  multi-specialty  group, 
adjacent  to  hospital.  Robert  L.  Donald,  M.D.,  411  West  20th  Street. 
Houston,  Texas  77008.  Phone  AC  713,  869-3701. 

OPHTHALMOLOGIST  WANTED  IMMEDIATELY  in  Rio  Grande  Val- 
ley resort  city  to  take  over  a very  lucrative  practice  with  unlimited  eye 
surgery.  Accredited,  modern  hospital  in  city.  Will  introduce  and  help 
take  over  uninterruptedly.  Very  negligible  financial  arrangement  for 
records  and  equipment.  Write  P.  O.  Box  3449,  McAllen,  Texas  78501. 

GENERAL  PRACTICE:  DALLAS-FORT  WORTH  AREA.  Join  two 
well-established  physicians  in  large  practice.  Excellent  salary  and/or 
early  partnership.  Superior  opportunity  for  the  right  person.  Reply  for 
further  information  to  AD-232,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin.  Texas  78701. 

GENERAL  PRACTITIONER:  Active  general  practice — leaving  Dallas 
east  area.  All  specialties  represented  in  building.  Hospital  appointment 
available.  Will  lease  office — will  introduce  and  supply  files.  Please  reply 
to  9269  Vinewood,  Dallas,  Texas  75228.  Phone  DA  8-1414. 

ASSUME  EXCELLENT  GENERAL  PRACTICE— Established  15  years, 
top  clientele,  southwest  Dallas,  16  minutes  to  large  hospital,  open  staff. 
Office  fully  equipped — lab,  x-ray,  ecg.  Gross  near  six  figures.  (lood  lease 
at  $500  month,  no  investment  needed.  Leaving  for  specialty,  will  intro- 
duce. Reply  to  Ad-233,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 
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Texas  78701. 


Volume  65,  March,  1969 


165 


AVAILABLE.  $100,000  a year  private  and  industrial  practice  avail- 
able with  no  investment  necessary.  Finest  technical  services  and  modern 
facilities  to  support  general  surgical  and  medical  practice  in  north  Dallas. 
Personal  and  professional  qualifications  must  meet  group  standards. 
Texas  license  necessary.  Write  or  call  W.  H.  Handley,  Jr.,  M.D.  or  Mr. 
W.  E.  Bushman,  Business  Manager,  5414  Forest  Lane,  Dallas,  Texas 
76234.  Phone  AC  214.  EM  3-0121. 


RESIDENCIES:  PHYSICAL  MEDICINE  AND  REHABILITATION 
(Rehabilitation  Medicine).  Three  year  University  residency  program,  new 
hospital  with  extensive  PM&R  Department.  Comprehensive  inpatient  and 
outpatient  services,  research  facilities.  Salary  $7,500-$8,700.  Contact: 
Arthur  E.  Grant,  M.D.,  University  of  Texas  Medical  School  at  San  An- 
tonio, 7703  Floyd  Curl  Drive,  San  Antonio,  Texas  78229. 


Situations  Wanted 


PEDIATRICIAN,  age  32,  completing  his  training  in  a hospital  affili- 
ated with  Baylor  School  of  Medicine  in  Houston,  and  who  intends  to  take 
the  board  examinations  in  June,  1969,  desires  association,  partnership  or 
group  practice  in  Houston,  Texas,  July  1969.  Please  contact  Y.  Zebaida, 
1542  Daytona,  Corpus  Christi,  Texas  78415. 


RADIOLOGIST : 42  year  old  board  certified,  ACR  and  Fellow  American 
College  of  Chest  Physicians.  Prefer  position  in  group  practice.  Experi- 
enced in  diagnostic,  radium  and  x-ray  therapy.  Available  now.  Write 
Ad-225,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


MD  SEEKS  OPENING  in  state,  federal,  insurance,  industrial,  college 
or  relief  work.  Experienced  in  private  practice  and  industrial  and  insti- 
tutional work.  Will  accept  full,  part  time,  or  relief  work  as  need  same. 
Please  reply  to  Ad-195,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Te.xas  78701. 


INTERNIST-HEMATOLOGIST,  board  certified,  33,  married,  family, 
military  completed.  Interested  in  large  group  practice  association,  metres 
politan  area.  Available,  October  1969.  Please  reply  to  Ad-230,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


DESIRE  LOCUM  TENENS.  Radiologist.  Board  certified.  Please  contact 
Ad-234,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


U.T.M.B.  graduate,  Texas  license,  interning  at  Kansas  City  General 
Hospital  desires  two  week  locum  tenens  with  North  Dallas-Richardson 
general  practitioner  during  April  or  May.  Please  reply  to  9433  Reeder 
Road,  Overland  Park.  Kansas  66214. 


BOARD  ELIGIBLE  SURGEON.  Texas  License.  Speaks  Spanish,  French 
and  Italian  fluently.  Seeks  salaried  position  leading  to  partnership  or 
group.  Please  write  4127  Cottonwood,  Memphis,  Tennessee,  or  telephone 
AC  901,  363-7915. 


For  Sale  or  For  Rent 


PRACTICE  OPPORTUNITY — Houston,  Texas.  General  practitioner 
leaving  for  residency  training  in  July.  Modem  suburban,  new  office  space 
of  1280  square  feet  for  lease.  Fully  equipped  with  new  and  modern  fur- 
niture, medical  equipment  and  instrumentation.  This  is  an  excellent  op- 
portunity to  purchase  new,  up  to  date  equipment  at  a bargain  price  and 
take  over  an  active  practice  grossing  $60,000  or  above  annually.  Contact 
A.  S.  Manfre,  M.D.,  5734  Cheltenham  Drive,  Houston,  Texas  77035.  Phone 
713,  774-2162  (after  6 p.m.).  

OFFICES  AVAILABLE — Highly  prosperous  suburb,  Houston,  Texas. 
New  office  suites  available  with  established  physicians.  Area  needs  oto- 
laryngology, orthopedics,  pediatrics,  general  practice,  obstetrics  and  gyne- 
cology. For  information  call  HO  4-1557  or  write  James  E.  Cook,  M.D., 
9320  Westview,  Houston,  Texas  77055.  All  new  physicians  in  this  area 
have  been  successful  in  very  short  period  of  time. 

FOR  SALE  OR  LEASE — Port  Isabel.  Texas.  Nine  room  clinic  build- 

ing with  equipment.  South  Padre  Beach  Area.  Fastest  growing  resort 
area  in  Texas.  Please  contact  Mrs.  J.  A.  Hockaday,  P.  O.  Box  8,  Port 
Isabel,  Texas  78578.  Phone  WHitehall  3-2868  after  6 p.m.  or  weekends. 

PROFESSIONAL  OFFICE  SPACE  AVAILABLE  for  lease.  Private 
practice  associated  with  established  practitioners.  Write  401  Junction 
Highway.  Kerrville,  Texas  78028.  Phone  CLearwater  7-6212. 

FOR  SALE;  X-ray  screen,  38”  x 80”,  lead  laminated  plywood  with  leaded 
glass  window.  $35.00.  Spencer  monocular  microscope  with  three  objectives, 
light  and  case.  $125.00.  Contact  Miss  Joan  Atherton,  R.T.,  3100  Red 
River,  Austin,  Texas  78705.  Phone  472-9860. 

FOR  SALE:  Collins  13.5  Liter  Respirometer.  Used  only  10  times.  Cost 
$760.00.  Will  take  $300.00.  Please  reply  to  Ad-231,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

OFFICE  SPACE  AVAILABLE.  Early  success  is  assured  acceptable 
M.D.  who  moves  into  spacious  office.  Spring  Branch  area,  Houston,  with 
prosperous  burgeoning  population  and  two  local  hospitals.  Waiting  room, 
front  office,  x-ray  equipment  furnished  and  assistance  by  established 
M.D.  Contact  J.  Siegel,  M.D.,  7410  Long  Point,  Houston,  Texas  77055. 
Phone  682-2553. 

DALLAS,  TEXAS — beautiful  new  medical  office  complex  in  North 
Dallas.  Landscaped  interior  mall,  custom-designed  suites.  Under  construc- 
tion— completion  August  1969.  Part  of  rapidly  expanding  30  acre  sub- 
urban Brookhaven  Medical  Center — only  10  minutes  from  other  major 
hospitals.  Write  James  Maser,  P.O.  Box  14355,  Dallas.  Texas  75234.  Tele- 
phone 247-6151. 


Miscellaneous 


OPENING  AVAILABLE  now  for  a Laboratory  Director.  Performs 
bacteriological,  serological  and  chemical  analyses.  Must  have  bachelor 
degree  with  advanced  courses  and/or  experience  in  bacteriology.  The 
beginning  salary  will  be  $762  (open  to  discussion)  plus  fringe  benefits. 
Direct  applications  to  the  Personnel  Department,  City  of  Amarillo,  P.  O. 
Box  1971.  Amarillo,  Texas. 
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INFORMATION  FOR  AUTHORS 


Material  for  Texas  Medicine  may  be  sent  to  the  Managing 
Editor,  1801  North  Lamar  Blvd.,  Austin  78701.  It  must 
be  offered  solely  to  this  journal.  Each  paper  is  reviewed 
by  a consultant  specialist  and  an  editorial  board,  and 
is  accepted  or  rejected  on  the  basis  of  its  individual 
merit  and  the  availability  of  other  material. 

Manuscripts  should  be  typed  double-spaced  with  ample 
margins  on  firm  paper.  Carbons  are  unacceptable, 
but  the  author  should  keep  a copy. 

The  title  should  include  the  words  most  suitable  for 
indexing  the  article  in  “Index  Medicus,”  should  stress  the 
main  point,  and  should  be  brief.  Subtitles  should  not 
be  connected  grammatically  with  the  main  title. 

The  authors’  names  and  degrees  should  follow  the  title, 
and  their  mailing  addresses  should  be  listed  at  the 
end  of  the  article.  A glossy  picture  of  the 
senior  author  is  needed. 

The  text  should  be  narrative  with  complete  sentences, 
few  abbreviations,  and  logical  subheadings.  For  spelling  and 
usage  the  editors  follow  “Dorland’s  Illustrated  Medical 
Dictionary,”  24th  edition,  and  “Webster’s  Third  New 
International  Dictionary,  Unabridged.”  Quotations  must  give 
credit  to  both  author  and  source.  A concise  summary 
or  conclusion  is  of  professional  value. 

Reference  lists,  in  order  cited,  should  contain  in  this 
order  (1)  author’s  last  name,  initials,  (2)  title  of  article  or 
book,  (3)  name  of  journal,  (4)  volume  and  first  page 
numbers,  written  33:156,  (5)  month  of  issue,  (6)  year. 

For  books,  the  title  should  be  followed  by  place  of 
publication,  name  of  publisher,  and  year. 

Illustrations  should  be  black  and  white  drawings  or 
positive  photographs,  with  neat,  uniform,  fairly  large 


lettering.  A label  pasted  to  the  back  of  each  illustration 
should  indicate  its  number,  top,  author’s  name,  and  title  of 
article  in  brief.  Legends  should  be  in  complete  sentences, 
numbered,  and  typed  on  a separate  sheet.  Color  illustrations 
are  authorized  if  they  are  of  special  value. 

Tables  should  be  typed  on  separate  sheets.  Column 
headings  should  show  points  of  similarity,  side 
headings,  points  of  difference. 

All  material  is  subject  to  editing,  but  authors  receive 
typescripts  to  check  before  publication.  Prompt  return  of 
typescripts  to  Texas  Medicine  office  avoids  delay  in 
publication.  After  the  article  is  sent  to  the  printer, 
only  minimal  revision  may  be  made. 

Reprints  are  available  directly  from  the  printer  at  an 
established  schedule  of  costs.  Authors  automatically  receive 
order  blanks  when  their  articles  are  published. 

Permission  should  be  obtained  from  the  publishers  and 
the  authors  for  any  previously  published  material  (extensive 
textual  matter,  illustrations,  tables)  used.  Short 
verbatim  quotations  in  the  text  may  be  used  without 
permission,  but  should  be  quoted  exactly  with  the  source 
credited  in  the  bibliography.  Copies  of  permission  letters 
should  be  submitted  with  the  manuscript.  ■ 

For  further  information,  contact: 

Mrs.  Marilyn  Baker 
Managing  Editor 
TEXAS  MEDICINE 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
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31  Guest  Speakers  plus  200  Special  and  TMA  Member  Speakers 

12  Section  Meetings 

10  Special  Programs 

2 General  Meetings 

Entertainment  / Sports 

Scientific  and  Technical  Exhibits 

Film  Program 

Physicians’  and  Wives’  Art  Exhibition 
20  Curbstone  Consultations 
New  Continental  Breakfast  Round  Tables 
27  Related  and  Specialty  Society  Programs 

See  March  issue  of  Texas  Medicine  for  complete  program 
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TEXAS  MEDICAL  ASSOCIATION 


102nd  Annual  Session  Program 

May  1-4,  1969  (Thursday-Sunday) 

San  Antonio,  Texas 


Highlights 


How  To  Use  This  Program 


Look  For — On  Page — 

Presidents  and  Presidents-Elect  P-4 

Services  (Registration,  Ticket  Sales,  Messages, 
Information,  First  Aid,  News  Room, 

Stenographers,  Equipment)  P-3 

Hotels  and  Motels P-4 

Special  Programs  P-5 

Entertainment  (Tour  of  University  of  Texas 


Medical  School  at  San  Antonio,  Fifty  Year 
Club,  Past  Presidents  Association,  Alumni 
Events,  Fraternity  Functions,  Class 


Reunions,  Women  Physicians,  Sports)  _ P-5 

Business  Activities  (House  of  Delegates,  Refer- 
ence Committees,  Board,  Council,  and 
Committee  Meetings,  TEXPAC P-7 

Annual  Session  Committees P-8 

Guest  Speakers  (with  all  their  speaking  engage- 
ments, sponsors,  and  host  societies)  P-8 

Special  Speakers  P-13 

Memorial  Service P-17 

General  Meetings  and  Luncheons P-17 

Continental  Breakfast  Round  Table  Presentations  P-18 

Curbstone  Consultations  P-19 

Section  Meetings  P-20 

Specialty  Programs  (Related  Organizations, 

Other  Specialty  Groups,  Special  Programs, 
of  Association)  P-35 

Exhibits  (Art,  Film  Program,  Scientific, 

Technical)  - P-59 


SERVICES 


member  physicians.  The  registration  and  ticket  sales 
area  will  be  open  during  the  following  hours; 

San  Antonio  Convention  Center 

(Alamo  Street  Entrance) 


Wednesday 

Thursday 

Friday 

Saturday 


1:30-5  p.m.  (Exhibitors  Only) 
7:30  a. m. -5:30  p.m. 

7:30  a. m. -5:30  p.m. 

7:30  a.m.-3  p.m. 


St.  Anthony  Hotel 

(East  End  of  Lobby) 


Wednesday  1:30-7  p.m. 

Thursday  7:30  a.m.-12  Noon 

Messages  and  Information 

Information  may  be  obtained  Thursday,  Friday,  and 
Saturday  from  the  Message  Center  (booth  located 
Alamo  Street  entrance.  Convention  Center).  The  Mes- 
sage Center  (telephone  225-3095)  will  accept  emer- 
gency messages  for  physicians  and  will  post  lists  of 
those  receiving  such  messages  in  the  meeting  areas 
of  the  headquarters  hotels  and  the  Convention  Center. 
Physicians  are  asked  to  encourage  their  office  staffs, 
families,  and  patients  to  keep  their  calls  to  the  Mes- 
sage Center  to  a minimum  and  to  check  with  their 
offices  and  homes  at  intervals  to  receive  any  mes- 
sages. Emergency  messages  for  San  Antonio  physi- 
cians may  be  directed  to  225-3710. 

A desk  for  information  regarding  events,  directions, 
restaurants,  and  historical  places  in  San  Antonio  will 
be  located  in  the  registration  area  of  the  Convention 
Center  on  Thursday,  Friday,  and  Saturday. 

The  Bexar  County  Medical  Assistants  Society  will  as- 
sist with  ticket  sales  and  with  information  and  mes- 
senger service  to  physicians  throughout  the  session. 

The  Texas  Medical  Association  will  maintain  an  office 
in  Mezzanine  C,  St.  Anthony  Hotel  (telephone  225- 
3826).  Mail  and  telegrams  may  be  addressed  in  care 
of  the  Texas  Medical  Association,  St.  Anthony  Hotel, 
San  Antonio  78206. 


Registration  and  Ticket  Sales 

There  is  no  registration  fee  for  members  of  the  Texas 
Medical  Association,  participants  in  the  annual  ses- 
sion program,  interns,  residents,  or  individuals  in 
allied  health  disciplines,  such  as  medical  students, 
medical  assistants,  nurses,  and  technicians. 

A registration  fee  of  $10  is  charged  for  all  other  non- 


First  Aid,  Ambulance  Service 

A physician’s  bag  equipped  with  first  aid  supplies 
(provided  by  Dr.  Theodore  B.  Samsel,  Jr.,  Chairman, 
Emergency  Room  Committee,  Bexar  County  Medical 
Society)  will  be  available  at  the  general  registration 
desk  in  the  Exhibits  Hall  Foyer,  Convention  Center. 
Ambulance  service  may  be  obtained  by  telephoning 
Hope  Ambulance  Service,  226-1486. 
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Presidents  and  Presidents-Elect 


Dr.  G.  V.  Brindley,  Jr. 

Temple,  President 
Texas  Medical  Association 


Dr.  Charles  Max  Cole 

Dallas,  President-Elect 
Texas  Medical  Association 


Mrs.  Travis  Smith 

Abilene,  President 
Woman's  Auxiliary  to  the 
Texas  Medical  Association 


Mrs.  Marvin  Knight 

Dallas,  President-Elect 
Woman’s  Auxiliary  to  the 
Texas  Medical  Association 


News  Room  and  TMA  Bulletin 

A News  Room  will  be  maintained  in  Rooms  4,  6,  and 
8,  Convention  Center  (telephone  225-3814). 

Headquarters  for  TMA  Bulletin  will  be  in  Room  2, 
Convention  Center. 

Stenographers’  Suite 

The  Stenographers’  Suite  will  be  maintained  in  Mez- 
zanine B and  C,  St.  Anthony  Hotel  (telephone  225- 
3826). 

Equipment 

Requests  and  problems  involving  equipment  for  meet- 
ing rooms  may  be  directed  to  Room  1,  Convention 
Center  (telephone  225-3800). 


AAGP  ACCREDITATION 

Elective  credit  (formerly  Category  II)  hour-for-hour,  of 
program  content  will  be  granted  to  registrants  by  the 
American  Academy  of  General  Practice  for  attendance 
at  scientific  lectures  of  the  Texas  Medical  Association 
Annual  Session.  To  insure  credit,  report  hours  directly 
to  the  Texas  Academy  of  General  Practice,  1905  North 
Lamar  Boulevard,  Austin  78701. 


HOTELS  AND  MOTELS 

The  Hilton  Palacio  del  Rio  (200  South  Alamo  Street) 
and  the  San  Antonio  Convention  Center  (Alamo  and 
Market  Streets)  have  been  designated  scientific  ses- 
sions headquarters.  The  St.  Anthony  Hotel  (300  East 
Travis)  has  been  designated  House  of  Delegates  head- 
quarters. The  Menger  Hotel  and  Motor  Inn  (204  Alamo 
Plaza)  will  be  headquarters  for  the  Woman’s  Auxiliary. 

In  addition  to  the  headquarters  hotels,  a partial  list  of 
hotels  and  motels  housing  Association  and  Auxiliary 
members  is  given  below: 

Crockett  Hotel  and  Motor  Inn,  301  East  Crockett 
Street 

El  Tropicano  Motor  Hotel,  110  Lexington  Avenue 
Gunter  Hotel,  205  East  Houston  Street 
Holiday  Inn-Downtown,  Durango  and  Santa  Rosa 
Streets 


La  Posada  Motor  Hotel,  209  St.  Mary’s  Street 
La  Quinta  Motor  Hotel,  401  East  Commerce  Street 
Sheraton-San  Antonio  Motor  Inn,  1400  Austin  High- 
way 

Wayfarer  Motel,  601  East  Elmira  Street 

LOCATION  OF  EXHIBIT  AREAS  AND  MEETING  ROOMS 
OF  HEADQUARTERS  HOTELS 

Art,  Scientific,  and  Technical  Exhibit  Areas:  First  Floor 
(street  level).  Convention  Center. 

Convention  Center  (With  the  exception  of  those  indi- 
cated, all  rooms  are  located  on  the  street  level.) 

Banquet  Hall 

Mission  Rooms  1 and  2 

River  Rooms  1 and  2 (river  level) 

Rooms  1-8 

Rooms  12,  14,  16,  22,  24,  25,  26 
Rooms  31,  32,  33,  34,  36,  38 

Hilton  Palacio  del  Rio  (With  the  exception  of  those 
indicated,  all  rooms  are  located  on  the  street  level.) 
International  Ballroom  (top  floor) 

Cavalier  La  Princesa 

La  Condesa  La  Reina 

La  Duquesa  La  Virreina 

La  Marquesa 

Menger  Hotel  and  Motor  Inn  (With  the  exception  of 
those  indicated,  all  rooms  are  located  on  the  street 
level.) 

Cavalier  Room  Ming  Room 

Colonial  Room  Minuet  Room 

Lee  Room  Victorian  Lounge 

Renaissance  Room  (second  floor) 


WOMAN’S  AUXILIARY  HEADQUARTERS 

Business,  social,  and  educational  sessions  of  the  Wo- 
man’s Auxiliary  to  the  Texas  Medical  Association  will 
be  held  in  the  Menger  Hotel  and  Motor  Inn,  204 
Alamo  Plaza. 


AUDIO-DIGEST  TAPES 

Audio-Digest  Foundation,  Los  Angeles,  will  tape  key 
lectures  of  the  1969  Annual  Session.  Information  per- 
taining to  the  tapes  may  be  secured  from  the  Texas 
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Medical  Association  Library,  1801  North  Lamar  Boule- 
vard, Austin  78701. 


SPECIAL  PROGRAMS 

In  conjunction  with  the  programs  of  the  scientific 
sections  and  related  organizations,  the  following  spe- 
cial programs  will  be  offered.  Details  on  the  various 
programs  appear  elsewhere  in  this  program. 

Conference  on  Rehabilitation  of  the  Cardiovascular 
Patient.  The  preconvention  program,  to  be  held 
Wednesday,  9 a. m. -5:30  p.m..  Cavalier,  Hilton  Palacio 
del  Rio,  is  sponsored  by  the  Rehabilitation  Subcom- 
mittee of  the  Texas  Heart  Association  and  three  com- 
mittees of  the  Texas  Medical  Association — Commit- 
tees on  Cardiovascular  Diseases,  Rehabilitation,  and 
Workmen’s  Compensation  and  Industrial  Health.  The 
Conference  is  directed  toward  the  rehabilitation  and 
re-employment  of  the  cardiovascular  patient. 

Conference  on  School  Health.  “Sex  Education  in  the 
Public  Schools’’  is  the  theme  of  the  Conference  being 
sponsored  by  the  TMA  Committee  on  School  Health 
Thursday,  9 a. m. -5:30  p.m..  Banquet  Hall,  Convention 
Center. 

Symposium  on  Cardiovascular  Diseases.  The  Sym- 
posium will  be  devoted  to  “Problems  of  Progress  in 
Cardiovascular  Diseases.’’  Sponsored  by  the  TMA 
Committee  on  Cardiovascular  Diseases  in  conjunction 
with  the  Texas  Heart  Association,  the  Symposium  will 
be  offered  Thursday,  9 a.m.-5  p.m..  Room  25,  Con- 
vention Center.  Morning  session  speakers  will  cover 
topics  on  problems  of  drug  usage  and  the  afternoon 
speakers  will  give  the  current  status  of  transplanta- 
tion. 

Texas  Academy  of  General  Practice  Seminar.  TAGP 
will  sponsor  a seminar  Thursday,  12:30-5  p.m..  Room 
31,  Convention  Center.  Papers  regarding  the  physi- 
cian’s involvement  in  sex  education,  dealing  with  sex- 
ual deviation,  and  the  doctor’s  counseling  role  will  be 
presented. 

Conference  on  Medical  Aspects  of  Automotive  Safety. 
The  Conference,  jointly  sponsored  by  the  TMA  Com- 
mittee on  Transportation  Safety  and  the  American 
Medical  Association  Committee  on  Medical  Aspects 
of  Automotive  Safety,  is  scheduled  Thursday,  2-5 
p.m..  Room  33,  Convention  Center.  A paper  on  the 
pathogenesis  of  fatal  injuries  in  automobile  crashes 
and  a symposium  on  driver  limitation  will  be  offered. 

Committee  on  Medical  History  Program.  The  ingredi- 
ents that  make  a good  physician  will  be  discussed  at 
a dinner  session  of  the  TMA  Committee  on  Medical 
History  Thursday,  7 p.m..  La  Princesa,  Hilton  Palacio 
del  Rio. 

Machine  Medicine:  Panel  Presentation.  The  moral, 
ethical,  and  physiologic  problems  of  maintaining  life 
by  the  use  of  machines,  and  the  very  real  problem  of 
who  decides  when  to  turn  off  the  machine  will  be 
discussed  in  a panel  presentation  Thursday,  8 p.m., 
Cavalier,  Hilton  Palacio  del  Rio.  The  program  is  spon- 
sored by  the  TMA  Committee  on  Medicine  and  Re- 
ligion. 

Symposium  on  Alcoholism.  A discussion  of  the  bio- 
logical and  behavioral  aspects  of  alcoholism  will  high- 
light the  Thursday,  8 p.m.  session,  to  be  sponsored 
by  the  Texas  Commission  on  Alcoholism,  The  Univer- 
sity of  Texas  Division  of  Extension,  and  Texas  Medi- 


cal Association,  in  La  Reina  Group,  Hilton  Palacio  del 
Rio. 

Symposium  on  Mental  Health.  The  Symposium  will  be 
sponsored  by  the  Texas  Department  of  Mental  Health 
and  Mental  Retardation,  TMA  Section  on  Nervous  and 
Mental  Diseases,  and  the  Texas  District  Branch, 
American  Psychiatric  Association,  Saturday,  9 a.m.- 
5 p.m..  River  Room  2,  Convention  Center.  Panels  on 
the  future  of  residential  treatment  of  children  and 
on  drug  abuse,  the  directions  for  the  new  manage- 
ment of  mental  illness,  and  the  query  is  mental 
health  a public  health  problem  will  highlight  the 
Symposium. 

Symposium  on  Cerebral  Palsy.  “Recognition  and 
Treatment  of  the  High-Risk  Infant  and  Underachiev- 
ing Child”  will  be  the  theme  of  the  Symposium  sched- 
uled Sunday,  9 a.m.-5  p.m.,  Peraux  Room,  St.  An- 
thony Hotel. 

Luncheon  Programs.  Two  Texas  Medical  Association 
luncheon  programs  have  been  planned: 

General  Meeting  Luncheon,  Friday,  12:30  p.m.. 
Banquet  Hall,  Convention  Center.  Mr.  Charles  B. 
Shuman,  President,  American  Farm  Bureau  Federa- 
tion, Chicago,  will  be  guest  speaker. 

General  Meeting  Luncheon,  Saturday,  12  Noon, 
Banquet  Hall,  Convention  Center.  The  Honorable 
John  G.  Tower,  United  States  Senator  from  Texas, 
will  be  guest  speaker. 

Members  of  the  Association  and  Auxiliary  and  guests 
are  invited  to  attend  the  luncheons.  Tickets,  at  $4 
each,  will  be  on  sale  in  the  registration  areas. 

ENTERTAINMENT 

Tours  of  University  of  Texas  Medical  School  at  San 
Antonio 

Texas  Medical  Association  members  and  Auxiliary 

members  are  invited  to  tour  the  new  University  of 
Texas  Medical  School  at  San  Antonio  at  the  following 
times: 

Thursday  10  a.m.  and  3 p.m. 

Friday  10  a.m.  and  3 p.m. 

Saturday  10  a.m. 

Fifty  Year  Club 

Members  of  the  Fifty  Year  Club  and  their  wives  will 
be  honored  Friday  at  the  General  Meeting  Luncheon, 
12:30  p.m..  Banquet  Hall,  Convention  Center.  Tickets 
will  be  on  sale  in  the  registration  area. 

Past  Presidents  Association 

Members  of  the  Past  Presidents  Association  and  their 
wives  will  be  honored  Saturday  at  the  General  Meeting 
Luncheon,  12  Noon,  Banquet  Hall,  Convention  Center. 
Tickets  will  be  on  sale  in  the  registration  area. 

Alumni  Events 

Alumni  events  have  been  arranged  under  the  general 
direction  of  Dr.  S.  Perry  Post  of  San  Antonio.  Infor- 
mation and  tickets  will  be  available  in  the  registration 
area  of  the  Convention  Center. 

Events  planned,  time,  location,  and  person  in  charge 
are  as  follows: 
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Tulane  University  School  of  Medicine,  New  Orleans. 
Cocktail  Party,  Saturday,  May  3,  6:30  p.m.,  Tejano 
Room,  St.  Anthony  Hotel.  Dr.  Dan  A.  Russell,  Jr., 
San  Antonio,  and  Miss  Beatrice  M.  Field,  Director, 
Tulane  Alumni  Activities,  New  Orleans,  are  in 
charge. 

University  of  Mississippi  School  of  Medicine,  Jack- 
son,  Miss.  Reception,  Thursday,  May  1,  6:30-8:30 
p.m..  Suite  of  Dr.  and  Mrs.  Wendell  B.  Holmes.  Dr. 
Holmes,  President,  Ole  Miss  Medical  Alumni  Chap- 
ter, and  Mr.  C.  W.  Price,  Office  of  Alumni  Activities, 
are  in  charge. 

University  of  Texas  Medical  Branch,  Galveston.  Din- 
ner Meeting,  Saturday,  May  3,  6:30  p.m..  Interna- 
tional Ballroom,  Hilton  Palacio  del  Rio.  Dr.  James 
M.  Berler,  San  Antonio,  and  Miss  Mildred  M.  Rob- 
ertson, Executive  Secretary,  Alumni  Association, 
Galveston,  are  in  charge. 

University  of  Texas  Southwestern  Medical  School, 
Dallas.  Cocktail  Party  and  Buffet  Supper,  Saturday, 
May  3,  6:30  p.m.,  Peraux  Room,  St.  Anthony  Hotel. 
Dr.  Mac  Works,  San  Antonio,  and  Mrs.  Louise  B. 
Hipp,  Executive  Secretary,  Alumni  Association,  Dal- 
las, are  in  charge. 

Fraternity  Functions 

Fraternity  functions  have  been  arranged  under  the 
general  direction  of  Dr.  S.  Perry  Post,  San  Antonio. 
Cocktail  parties  are  scheduled  Friday,  May  2,  6:30  to 
8 p.m.,  in  the  following  Paseo  del  Rio  restaurants: 

Alpha  Kappa  Kappa  Medical  Fraternity,  The  Garter, 
101  West  Commerce,  on  the  river.  Dr.  John  P. 
Pfeiffer,  Jr.,  San  Antonio,  is  in  charge. 

Nu  Sigma  Nu  Medical  Fraternity,  The  Kangaroo 
Court,  211  East  River  Walk  (between  Commerce 
and  Crockett  Streets  on  west  side  of  river).  Dr. 
Everett  P.  Bratcher,  San  Antonio,  is  in  charge. 

Phi  Beta  Pi  Medical  Fraternity,  Little  Rhein  Steak 
House,  231  South  Alamo  (just  south  of  Hilton  Pa- 
lacio del  Rio  on  east  side  of  river).  Dr.  R.  Reagan 
Hicks,  Jr.,  San  Antonio,  is  in  charge. 

Phi  Chi  Medical  Fraternity,  Villa  de  Pancho,  213 
East  Riverwalk  (west  side  of  river  between  Com- 
merce and  Crockett  Streets).  Dr.  William  F.  Pipes, 
San  Antonio,  is  in  charge. 

Phi  Delta  Epsilon  Medical  Fraternity,  Club  Mai  Kai, 
255  South  Broadway  (east  side  of  river  between 
Commerce  and  Crockett  Streets).  Dr.  Milton  M. 
Rosenzweig,  San  Antonio,  is  in  charge. 

Phi  Rho  Sigma  Medical  Fraternity,  Kelly’s  Pub  & 
Restaurant,  319  West  Commerce  (entrance  on  riv- 
er walk).  Dr.  Edward  L.  Anderson,  San  Antonio,  is 
in  charge. 

Theta  Kappa  Psi  Medical  Fraternity,  El  Poco  Loco, 
505  North  Presa  (entrance  on  street  side).  Dr. 
Arthur  P.  Allison,  Jr.,  San  Antonio,  is  in  charge. 

Class  Reunions 

University  of  Texas  Medical  Branch  class  reunions  are 
scheduled  Thursday,  May  1,  6:30  p.m.,  as  follows: 

Class  of  1934,  Cocktails  and  Dinner,  Second  Level, 
Tower  of  the  Americas.  Dr.  Albert  W.  Hartman,  San 


Antonio,  and  Dr.  Leon  C.  Kopecky,  San  Antonio, 
are  in  charge. 

Class  of  1939,  Cocktail  Party,  Villa  de  Pancho  Res- 
taurant, 213  East  Riverwalk  (west  side  of  river  be- 
tween Commerce  and  Crockett  Streets).  Dr.  Ben- 
jamin B.  Shaver,  San  Antonio,  is  in  charge. 

Class  of  1944,  Cocktail  Party,  Renaissance  Room, 
Menger  Hotel.  Dr.  William  H.  Gordon,  San  Antonio, 
is  in  charge. 

Class  of  1949,  Cocktail  Party,  Ming  Room,  Menger 
Hotel.  Dr.  Douglas  W.  Terry,  Austin,  and  Dr.  James 
B.  Morrison,  San  Antonio,  are  in  charge. 

Class  of  1959,  Cocktail  Party,  Minuet  Room,  Men- 
ger Hotel.  Dr.  Donald  E.  Krause,  San  Antonio,  and 
Dr.  Albert  E.  Sanders,  San  Antonio,  are  in  charge. 

Women  Physicians 

A breakfast  for  women  physicians  of  the  Texas  Medi- 
cal Association  has  been  scheduled  Saturday,  May  3, 
7:45  a.m..  Tower  of  the  Americas.  Tickets  will  be  on 
sale  in  the  registration  area.  Dr.  Pearl  V.  Matthaei, 
San  Antonio,  is  in  charge. 

Alumni  Association 

Officers  and  Board  of  Trustees,  University  of  Texas 
Medical  Branch  Alumni  Association,  will  meet  Friday, 
3:30  p.m..  Room  7,  Convention  Center. 

Sports 

Tennis,  golf,  skeet,  and  trap  shooting  are  scheduled 
during  the  annual  session.  Dr.  Bernard  T.  Fein,  San 
Antonio,  is  general  sports  events  chairman.  Informa- 
tion and  directions  regarding  sports  events  may  be 
obtained  at  the  sports  events  desk  located  in  the 
registration  area  of  the  Convention  Center. 

Tennis.  A tennis  tournament  is  planned  for  Wednes- 
day, April  30  (starting  at  1 p.m.),  and  all  day  Thurs- 
day, May  1.  The  tournament,  to  be  held  at  San  Pedro 
Tennis  Club,  1503  San  Pedro  Avenue,  will  include  (1) 
men’s  singles,  (2)  senior  singles  (over  45),  (3)  men’s 
doubles,  (4)  ladies’  singles,  (5)  ladies’  doubles,  and 
(6)  mixed  doubles.  Men  may  enter  only  two  events. 

Entry  fee  is  $5.00  per  person,  regardless  of  number 
of  events  entered,  and  should  be  paid  to  Dr.  Irwin 
Kurtz,  tennis  tournament  chairman,  3106  West  Wood- 
lawn  Avenue,  San  Antonio  78228.  Trophies  will  be 
provided  by  the  A.  H.  Robins  Company.  Balls  may  be 
purchased  at  the  Clubhouse.  Entry  blanks  for  pre- 
registration will  be  mailed  to  all  interested  players. 

Golf.  A golf  tournament  will  be  held  Thursday,  May  1, 
at  the  Brackenridge  Golf  Course,  Brackenridge  Park. 
The  course  is  located  within  the  city  limits.  Tee-off 
time  has  been  scheduled  between  8 a.m.  and  1 p.m. 

An  entry  fee,  which  includes  green  fees,  will  be  $5.00, 
and  may  be  paid  at  the  site  of  the  tournament.  Veri- 
fied handicaps  should  be  submitted  at  the  golf  course 
to  Dr.  M.  Bradfield  Oxford,  golf  tournament  chairman, 
1219  Nix  Professional  Building,  San  Antonio  78205. 

Skeet  and  Trap  Shoot.  A skeet  and  trap  shoot  will  be 
held  Thursday,  May  1,  at  the  International  Gun  Club. 
Entry  fee  will  be  $15  per  shooter,  which  includes  tar- 
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gets,  dinner,  and  trophies.  A fee  of  $4.50  will  be 
charged  nonshooters  for  dinner.  Preregistration  is 
necessary.  Information  may  be  obtained  from  Dr. 
James  B.  Morrison,  chairman,  1702  Nix  Professional 
Building,  San  Antonio  78205. 


BUSINESS  ACTIVITIES 

House  of  Delegates 

The  three  sessions  of  the  House  of  Delegates  will  be 
held  as  follows  in  the  Anacacho  Room  of  the  St. 
Anthony  Hotel: 

Thursday,  10:30  a.m. 

Friday,  7:30  p.m. 

Saturday,  4 p.m. 

A breakfast  for  the  House  of  Delegates  will  be  held 
at  7:30  a.m.,  Friday,  in  the  Anacacho  Room  of  the 
St.  Anthony  Hotel. 

The  agenda,  with  reports  and  resolutions  available  at 
press  time,  and  a list  of  officers  and  committees  are 
included  in  a Handbook  for  Delegates  and  may  be 
obtained  by  others  upon  request.  All  members  of  the 
Association  may  attend  meetings  of  the  House,  but 
may  not  participate  in  discussion  or  voting  unless 
they  are  designated  as  delegates.  However,  all  mem- 
bers of  the  Association  have  the  privilege  of  appear- 
ing before  reference  committees  of  the  House  of 
Delegates  in  support  of  or  in  opposition  to  any  pro- 
posal. 

Reference  Committees 

Reference  committees  will  hold  their  first  meetings  to 
consider  business  assigned  to  them  by  the  Speaker 
of  the  House  of  Delegates  at  2 p.m.,  Thursday.  Addi- 
tional meetings  will  be  at  such  other  times  as  the 
chairmen  of  the  committees  find  necessary.  Meeting 
places  other  than  the  first  meeting  will  be  assigned 
at  the  Message  Center.  Committee  chairmen  are 
urged  to  inform  Message  Center  staff  when  they  have 
called  meetings  so  that  inquiries  may  be  answered. 
Meetings  of  reference  committees  Thursday  at  2 p.m. 
will  be  held  in  the  St.  Anthony  Hotel  as  follows: 

Board  of  Councilors,  Hunt  Room 
Board  of  Trustees,  Room  1082 
Constitution  and  Bylaws,  Room  337 
Legislation,  Tejano  Room 
Medical  Service  and  Insurance,  Peraux  Room 
Miscellaneous  Business,  Balcony,  Anacacho  Room 
Public  Relations,  Lafayette  Room 
Reports  of  Officers  and  Committees,  Highland 
Room 

Scientific  Work,  Monterrey  Room 

Chairmen  of  reference  committees  are  asked  to  at- 
tend a breakfast  session  with  the  Speaker  of  the 
House  of  Delegates  at  7:30  a.m.,  Thursday,  in  the 
Lafayette  Room  of  the  St.  Anthony  Hotel  to  discuss 
procedures  and  to  expedite  business. 

Board,  Council,  and  Committee  Meetings 

A number  of  Texas  Medical  Association  board,  coun- 
cil, and  committee  meetings  are  being  scheduled 


during  the  annual  session.  Those  scheduled  at  press 
time  follow: 


Wednesday 


2:00  p.m. 
6:30  p.m. 
6:30  p.m. 
6:30  p.m. 
6:30  p.m. 

6:30  p.m. 

6:30  p.m. 

7:00  p.m. 
7:00  p.m. 


Council  on  Scientific  Advancement,  High- 
land, St.  Anthony  Hotel. 

Board  of  Trustees  (dinner).  Room  1082, 
St.  Anthony  Hotel. 

Committee  on  Health  Insurance  (dinner). 
Cavalier,  Hilton  Palacio  del  Rio. 

Council  on  Constitution  and  Bylaws  (din- 
ner), Navarro  Room,  St.  Anthony  Hotel. 
Council  on  Medical  Education  and  Hos- 
pitals (dinner),  Lafayette,  St.  Anthony 
Hotel. 

Council  on  Medical  Service  and  Insur- 
ance (dinner).  Room  337,  St.  Anthony 
Hotel. 

Council  on  Public  Relations  and  Public 
Service  (dinner),  Monterrey,  St.  Anthony 
Hotel. 

Board  of  Councilors  (dinner),  Tejano,  St. 
Anthony  Hotel. 

Committee  on  Public  Health  (dinner). 
La  Duquesa,  Hilton  Palacio  del  Rio. 


Thursday 

7:00  a.m. 

7:30  a.m. 

7:30  a.m. 
7:30  a.m. 
8:00  a.m. 

9:00  a.m. 
9:00  a.m. 
9:30  a.m. 
9:30  a.m. 

12  Noon 
7:00  p.m. 
7:00  p.m. 
7:00  p.m. 


Delegates  to  the  American  Medical  As- 
sociation (breakfast),  Tejano,  St.  An- 
thony Hotel. 

Committee  on  Workmen’s  Compensation 
and  Industrial  Health  (breakfast),  Mon- 
terrey, St.  Anthony  Hotel. 

Reference  Committee  Chairmen  (break- 
fast), Lafayette,  St.  Anthony  Hotel. 
Special  Committee  on  Health  Planning 
(breakfast).  Highland,  St.  Anthony  Hotel. 
Committee  on  Liaison  With  Blue  Shield 
of  Texas  (breakfast),  Peraux  Room,  St. 
Anthony  Hotel. 

Committee  on  Aging,  La  Duquesa,  Hilton 
Palacio  del  Rio. 

Committee  on  Rehabilitation,  La  Reina, 
Hilton  Palacio  del  Rio. 

Committee  on  Nutrition,  Room  337,  St. 
Anthony  Hotel. 

Committee  on  Transportation  Safety,  La 
Princesa,  Hilton  Palacio  del  Rio. 

Council  on  Annual  Session  (luncheon). 
Cavalier,  Hilton  Palacio  del  Rio. 
Committee  on  Disaster  Medical  Care 
(dinner),  Lafayette,  St.  Anthony  Hotel. 
Special  Committee  on  Health  Care  Costs 
(dinner),  Monterrey,  St.  Anthony  Hotel. 
Committee  on  Medical  History  (dinner). 
La  Princesa,  Hilton  Palacio  del  Rio. 


Friday 
7:00  a.m. 

7:30  a.m. 

7:30  a.m. 

8:00  a.m. 
10:00  a.m. 


Committee  on  Scientific  Exhibits  (break- 
fast), La  Duquesa,  Hilton  Palacio  del 
Rio. 

Committee  on  Physicians  Benevolent 
Fund  (breakfast),  Room  337,  St.  An- 
thony Hotel. 

Committee  on  Medicine  and  Religion 
(breakfast).  La  Marquesa,  Hilton  Palacio 
del  Rio. 

Committee  on  Mental  Health  (break- 
fast), La  Reina,  Hilton  Palacio  del  Rio. 
Committee  on  Cancer,  Lafayette,  St.  An- 
thony Hotel. 
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12  Noon 
2:00  p.m. 
2:00  p.m. 
7:00  p.m. 


Committee  on  Contract  Medicine  (lunch- 
eon), Monterrey,  St.  Anthony  Hotel. 
Committee  on  Association  Insurance 
Programs,  Highland,  St.  Anthony  Hotel. 
Committee  on  Rural  Health,  Room  337, 
St.  Anthony  Hotel. 

Committee  on  Nuclear  Medicine  (din- 
ner), Lafayette,  St.  Anthony  Hotel. 


Saturday 


7:00 

a.m 

8:00 

a.m 

8:00 

a.m 

8:00 

a.m 

8:30 

a.m 

2:00 

p.m 

2:00 

p.m 

6:30 

p.m 

Committee  on  School  Health  (breakfast), 
Room  337,  St.  Anthony  Hotel. 

Committee  on  Association  Insurance 
Programs  (breakfast),  Tejano,  St.  An- 
thony Hotel. 

Committee  on  Professional  Insurance 
(breakfast),  Monterrey,  St.  Anthony  Ho- 
tel. 

Committee  on  Tuberculosis  (breakfast). 
Highland,  St.  Anthony  Hotel. 

Committee  on  Maternal  Health  (break- 
fast), Peraux,  St.  Anthony  Hotel. 
Committee  on  Nuclear  Medicine  Open 
Meeting,  Room  22,  Convention  Center. 
Committee  on  Military  and  Veterans  Af- 
fairs, Highland,  St.  Anthony  Hotel. 
Committee  on  Cardiovascular  Diseases 
(dinner),  Monterrey  Room,  St.  Anthony 
Hotel. 


Blue  Cross-Blue  Shield  Breakfast 

Blue  Cross-Blue  Shield  of  Texas  \will  have  a breakfast 
for  members  of  the  House  of  Delegates  on  Friday  at 
7:30  a.m.  in  the  Anacacho  Room  of  the  St.  Anthony 
Hotel.  Mr.  William  E.  Ryan,  Senior  Vice  President, 
Marketing,  National  Association  of  Blue  Shield  Plans, 
Chicago,  will  discuss  “Usual-Customary  Fee  Program 
— Medical  Scope  and  Physician  Involvement.’’  Dr. 
Doyle  W.  Ferguson,  Medical  Director,  Blue  Cross-Blue 
Shield,  is  in  charge  of  arrangements. 

TEXPAC  Board  of  Directors 

The  TEXPAC  Board  of  Directors  will  meet  for  a break- 
fast session  Saturday,  7:30  a.m.,  Lafayette  Room,  St. 
Anthony  Hotel.  TEXPAC  is  cosponsor  of  the  Saturday 
General  Meeting  Luncheon.  See  General  Meetings  and 
Luncheons  for  details. 


Dr.  Wade  H.  Lewis  (information) 

Dr.  Clifton  F.  Douglass,  Jr.  (memorial  service) 

Dr.  Francis  E.  O’Neill  (public  lectures) 

Dr.  George  B.  Livesay  (publicity) 

Dr.  James  R.  Smith  (scientific  exhibits  and  art  ex- 
hibition) 

Dr.  Bernard  T.  Fein  (sports) 

Dr.  Jose  M.  Benavides  (technical  exhibits) 

Dr.  Pearl  V.  Matthaei  (women  physicians) 

Mr.  Sid  E.  Cockrell,  Jr.,  is  Executive  Director  of  the 
Bexar  County  Medical  Society. 

Texas  Medical  Association  staff  members  assisting 
with  phases  of  the  annual  session  include:  Mr.  Don- 
ald M.  Anderson,  Assistant  Executive  Secretary,  ho- 
tels and  delegates;  Mrs.  Marilyn  Baker,  special  articles 
in  Texas  Medicine;  Mr.  John  Boyd,  printing:  Miss 
Pauline  Duffield,  memorial  service  and  film  program; 
Mrs.  Jan  Cayce,  housing  and  committees;  Mr.  Jon  R. 
Hornaday,  publicity  and  public  relations;  Mr.  E.  Max- 
well Jones,  registration;  and  Mr.  Dale  R.  Werner,  ex- 
hibits and  equipment. 

Mrs.  Bland  H.  Schwarting  of  San  Antonio  is  conven- 
tion chairman  for  the  Woman’s  Auxiliary.  Mrs.  Martha 
James,  Austin,  is  Auxiliary  staff  secretary. 


ALSO  WATCH  FOR— 

TMA  BULLETIN  to  be  distributed  at  the  session. 

Memorial  Service  Program,  with  names  of  those  paid 
tribute,  to  be  distributed  at  the  service. 

Handbook  for  Delegates,  containing  agenda  of  House 
of  Delegates,  annual  reports  of  committees,  and  offi- 
cer and  committee  lists,  available  for  distribution  at 
registration. 

Woman’s  Auxiliary  Program,  containing  convention  de- 
tails, to  be  distributed  at  Auxiliary  registration  at 
Menger  Hotel  and  Convention  Center. 


Speakers 


GUEST  SPEAKERS 


ANNUAL  SESSION  COMMITTEES 


Members  of  the  Council  on  Annual  Session,  who  have 
coordinated  plans  for  the  annual  session,  are  Drs. 
Dennis  M.  Voulgaris,  Wharton,  Chairman;  John  C.  Mea- 
dows, Jr.,  San  Antonio;  John  W.  Chriss,  Corpus  Chris- 
ti;  Alice  Smith,  Dallas;  O.  A.  Fly,  Jr.,  Houston;  Guy  T. 
Denton,  Jr.,  Dallas;  Roy  H.  Baskin,  Waco;  G.  V. 
Brindley,  Jr.,  Temple,  President  (ex  officio):  and  Mr. 
C.  Lincoln  Williston,  Austin,  Executive  Secretary  (ex 
officio).  Mrs.  Dale  Willimack,  Austin,  serves  as  Co- 
ordinator of  Annual  Session. 

The  Committee  on  General  Arrangements  for  the  1969 
annual  session,  all  members  of  the  Bexar  County 
Medical  Society,  includes  Dr.  A.  Fletcher  Clark,  Jr., 
San  Antonio,  general  chairman,  and  the  following 
subcommittee  chairmen; 

Dr.  John  A.  Williamson,  Jr.  (vice  chairman) 

Dr.  S.  Perry  Post  (alumni  and  fraternity  functions) 

Dr.  Arthur  C.  Ressmann  (entertainment) 


Harry  E.  Bacon,  M.D. 

Professor  and  Head,  Department  of  Proc- 
tology, Temple  University  School  of  Medi- 
cine, Philadelphia. 


Pararectal  Fistulae  and  Sinus:  Their  Diagnosis  and  Surgical 
Management,  Texas  Proctologic  Society,  Thursday,  10:30- 
11  a.m. 

What  Is  Granulomatous  Ileocolitis?  In  What  Way  Is  It  Simi- 
lar to  Chronic  Ulcerative  Colitis?  Texas  Proctologic  Society, 
Thursday,  12-12:30  p.m. 

The  Diagnosis  and  Management  of  Intestinal  Fistulas  Exclud- 
ing Those  of  Duodenal  Origin,  Continental  Breakfast  Round 
Table  Presentation,  Friday,  8:30-9:45  a.m. 

What  Can  Be  Done  to  Achieve  Better  Results  for  Cancer  of  the 
Rectum  and  Colon,  Section  on  Surgery,  Friday,  2:50-3:20  p.m. 

Sponsor:  Lewis  E.  Tucker,  San  Antonio. 

Cosponsor:  William  A.  Hibbert,  Jr.,  Austin. 

Guest  of  Texas  Proctologic  Society  and  Texas  Medical  Associa- 
tion. 
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Jules  V.  Coleman,  M.D. 


Mr.  F.  Lee  Bailey 

Attorney,  Boston 


Topic  pending,  Section  on  General  Practice,  Friday,  2:30-3  p.m. 
You  and  the  Law,  Curbstone  Consultations  Program,  Friday, 
5-6:30  p.m. 

Sponsor:  Carl  J.  Walker,  San  Antonio. 

Cosponsor:  Charles  H.  Hooper,  San  Antonio. 

Guest  of  Section  on  General  Practice,  Texas  Medical  Associa- 
tion. 


John  H.  Bland,  M.D. 

Associate  Professor  of  Medicine,  Univer- 
sity of  Vermont  College  of  Medicine,  Bur- 
lington, Vt. 


Rheumatic  Syndromes  of  Hypothyroidism  and  Myxedema,  Sec- 
tion on  Internal  Medicine,  Friday,  3-3:30  p.m. 

Pain  in  the  Neck,  Joint  Session,  Sections  on  Internal  Medicine 
and  Radiology,  Saturday,  10-10:30  a.m. 

Sponsor:  Homer  R.  Goehrs,  Austin, 

Cosponsor:  Moise  D,  Levy,  Jr.,  San  Antonio. 

Guest  of  Arthritis  Foundation,  South  Central  Chapter, 


Roberto  Calderon,  M.D. 

Professor  of  Radiology,  Universidad  Na- 
cional  de  Nicaragua,  Managua,  Nicaragua. 


What  Is  a Doctor?  Committee  on  Medical  History,  Thursday, 
May  1,  7 p.m. 

Radiological  Exploration  of  the  Jaundiced  Patient,  Section  on 
Radiology,  Friday,  May  2,  2:30-3  p.m. 

Pathology  of  the  Hand  and  Wrist,  Joint  Session,  Sections  on 
Internal  Medicine  and  Radiology,  Saturday,  May  3,  9:30-10 
a.m. 

Sponsor:  Carlos  Bazan,  Jr.,  San  Antonio. 

Cosponsor:  Robert  Cooley,  Galveston. 

Guest  of  Section  on  Radiology,  Texas  Medical  Association. 


Reuben  M.  Cherniack,  M.D. 

Professor  of  Medicine;  Director,  Joint  Res- 
piratory Program,  University  of  Manitoba 
and  Sanatorium  Board,  Winnipeg,  Mani- 
toba, Canada. 


Intensive  Care  Unit  for  the  Management  of  Critically  III  Pa- 
tients, General  Meeting  Address,  Friday,  11:30-11:55  a.m. 

Recognition  and  Management  of  Respiratory  Failure,  (Charles 
M.  Hendricks  Memorial  Lecture),  Texas  Chapter,  American 
College  of  Chest  Physicians,  Sunday,  11  a.m. -12  Noon. 

Home  Care  of  Chronic  Pulmonary  Disease,  Texas  Chapter, 
American  College  of  Chest  Physicians,  Sunday,  3-3:25  p.m. 

Sponsor:  William  S.  Blumenthal,  San  Antonio. 

Cosponsor:  Richard  V.  McCloskey,  San  Antonio. 

Guest  of  Texas  Chapter,  American  College  of  Chest  Physicians, 
and  Texas  Medical  Association. 


Clinical  Professor  of  Public  Health  and 
Psychiatry,  Department  of  Epidemiology 
and  Public  Health,  Yale  University  School 
of  Medicine,  New  Haven,  Conn. 


The  Adaptive  Integration  of  Psychiatric  Symptoms  in  Ego  Reg- 
ulation, Section  on  Nervous  and  Mental  Diseases,  Friday, 
2:30-3  p.m. 

Evaluation  of  the  Frigid  Patient  (Panel),  Section  on  Obstetrics 
and  Gynecology,  Friday,  4-5  p.m. 

The  National  Scene  Concerning  the  Utilization  of  Community 
Services  and  Resources  in  Mental  Health,  Symposium  on 
Mental  Health,  Saturday,  11-11:30  a.m. 

Sponsor:  David  M.  Keedy,  San  Antonio. 

Cosponsor:  Robert  H.  Barnes,  San  Antonio. 

Guest  of  Section  on  Nervous  and  Mental  Diseases,  Texas  Med- 
ical Association. 


Denton  A.  Cooley,  M.D. 

Professor  of  Surgery,  Baylor  University 
College  of  Medicine,  Houston. 


Cerebrovascular  Insufficiency  and  the  Vascular  Surgeon,  Sec- 
tion on  Surgery,  Saturday,  9:20-9:50  a.m. 

Cardiac  Transplantation  in  Man:  Status  One  Year  Later,  Gen- 
eral Meeting,  Saturday,  2:30-2:55  p.m. 

Heart  Transplantation,  Symposium  on  Cardiovascular  Diseases, 
Thursday,  3-3:15  p.m. 

Transplantation — Current  Status  Discussion  (Panel),  Symposi- 
um on  Cardiovascular  Diseases,  Thursday,  4:15-5  p.m. 

Sponsor:  M.  Bradfield  Oxford,  San  Antonio. 

Cosponsor:  Albert  W.  Hartman,  Jr.,  San  Antonio. 

Guest  of  Section  on  Surgery,  Texas  Medical  Association. 


Robert  J.  Duran,  M.D. 

Ohio  State  University  College  of  Medicine, 
Columbus. 


Examination  of  the  Injured  Hand,  Joint  Session,  Texas  Indus- 
trial Medical  Association,  Texas  Physical  Medicine  and  Re- 
habilitation Society,  and  Texas  Traumatic  Surgical  Society, 
Thursday,  10:45-11:15  a.m. 

Management  of  Tendon  Injuries,  Joint  Session,  Texas  Indus- 
trial Medical  Association,  Texas  Physical  Medicine  and  Re- 
habilitation Society,  and  Texas  Traumatic  Surgical  Society, 
Thursday,  2-2:45  p.m. 

Carpal  Tunnel  Syndrome,  Continental  Breakfast  Round  Table 
Presentation,  Friday,  8:30-9:45  a.m. 

Sponsor:  Arthur  E.  Grant,  San  Antonio. 

Cosponsor:  Richard  D.  Burk,  Dallas. 

Guest  of  Texas  Industrial  Medical  Association,  Texas  Physical 
Medicine  and  Rehabilitation  Society,  Texas  Traumatic  Sur- 
gical Society,  and  Texas  Medical  Association. 
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Daniel  X.  Freedman,  M.D. 

Professor  and  Chairman.  Department  of 
Psychiatry,  University  of  Chicago  School 
of  Medicine,  Chicago. 


Drug  Abuse,  Section  on  General  Practice,  Friday,  4:30-5  p.m. 

What  Are  the  Directions  for  the  New  Management  of  Mental 
Illness?  Symposium  on  Mental  Health,  Saturday,  1:30-2:15 
p.m. 

Drug  Abuse  (Panel),  Symposium  on  Mental  Health,  Saturday, 
3:15-4:15  p.m. 

Sponsor:  Robert  L.  Leon,  San  Antonio, 

Cosponsor:  Gary  E.  Miller,  Austin. 

Guest  of  Texas  Department  of  Mental  Health  and  Mental  Re- 
tardation and  Texas  Medical  Association. 


Arthur  Jampolsky,  M.D. 

Director,  Smith-Kettlewell  Institute  of  Vis- 
ual Sciences,  San  Francisco. 


A Simplified  Strabismus  Examination  Procedure,  Texas  Oph- 
thalmological  Association,  Friday,  10:15-11:10  a.m. 

Management  of  Esodeviations,  Section  on  Ophthalmology,  Fri- 
day, 4-5  p.m. 

Management  of  Exodeviations,  Section  on  Ophthalmology,  Sat- 
urday, 9:30-10:25  a.m. 

Management  of  Vertical  Deviations,  Texas  Ophthalmological 
Association,  Saturday,  2-3  p.m. 

Sponsor:  Alfred  L.  Burden,  Jr.,  San  Antonio. 

Cosponsor:  Francis  X.  Weixel,  San  Antonio. 

Guest  of  Texas  Ophthalmological  Association  and  Texas  Medi- 
cal Association. 


Paul  W.  Gikas,  M.D. 

Associate  Professor  of  Pathology,  The  Uni- 
versity of  Michigan  Medical  School,  Ann 
Arbor,  Mich. 


The  Pathogenesis  of  Fatal  Injuries  in  Automobile  Crashes, 
Conference  on  Medical  Aspects  of  Automotive  Safety,  Thurs- 
day, 2-2:30  p.m. 

How  to  Handle  Patients  Who  Should  Not  Drive,  Curbstone 
Consultations  Program,  Friday,  5-6:30  p.m. 

Emergency  Ambulance  and  Hospital  Care  in  Your  Town  (or 
Area),  Curbstone  Consultations  Program,  Saturday,  4:30- 
6 p.m. 

Sponsor:  Otis  0.  Benson,  Jr.,  San  Antonio. 

Cosponsor:  Lawrence  S.  Higgins,  San  Antonio. 

Guest  of  Committee  on  Transportation  Safety,  Texas  Medical 
Association. 


B.  J.  Kennedy,  M.D. 

Professor  of  Medicine,  University  of  Min- 
nesota Medical  School,  Minneapolis. 


Chemotherapy  of  Advanced  Malignant  Diseases,  Continental 
Breakfast  Round  Table  Presentation,  Friday,  8:30-9:45  a.m. 
Hormonal  Therapies  of  Breast  Cancer,  General  Meeting,  Sat- 
urday, 2-2:25  p.m. 

Sponsor:  Joe  Bradley  Aust,  San  Antonio. 

Cosponsor:  John  J.  Whitaker,  Austin. 

Guest  of  Texas  Division,  American  Cancer  Society. 


John  Bernard  Henry,  M.D. 

Director  of  Clinical  Pathology,  State  Uni- 
versity of  New  York,  Upstate  Medical  Cen- 
ter, Syracuse,  N.Y. 


Clinical  Pathologic  Approach  to  Thyroid  Function  Evaluation, 
General  Meeting,  Friday,  11-11:25  a.m. 

Current  Development  in  Endocrine  Measurements,  Section  on 
Pathology,  Friday,  2:30-3  p.m. 

Current  Developments  in  Clinical  Pathologic  Measurements, 
Section  on  Pathology,  Saturday,  9-9:30  a.m. 

Examination  of  Amniotic  Fluid,  Section  on  Obstetrics  and  Gyne- 
cology, Saturday,  10:40-11  a.m. 

Sponsor:  Eugene  T.  Standley,  San  Antonio. 

Cosponsor:  Daniel  L.  Rosenstein,  San  Antonio. 

Guest  of  Section  on  Pathology,  Texas  Medical  Association. 


Everett  D.  Kiefer,  M.D. 

Laconia  Clinic,  Laconia,  New  Hampshire: 
Emeritus  Chairman,  Department  of  Gas- 
troenterology, Lahey  Clinic,  Boston. 


Diagnosis  and  Management  of  Regional  Enteritis,  Continental 
Breakfast  Round  Table  Presentation,  Friday,  8:30-9:45  a.m. 
Postgastrectomy  Syndromes,  Section  on  Digestive  Diseases, 
Friday,  4:20-4:50  p.m. 

Gastric  Ulcer,  Section  on  Digestive  Diseases,  Saturday,  10:50- 
11:20  a.m. 

Sponsor:  Jose  M.  Benavides,  San  Antonio. 

Cosponsor:  Marcel  Patterson,  Galveston. 

Guest  of  Section  on  Digestive  Diseases,  Texas  Medical  Asso- 
ciation. 
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Kermit  E.  Krantz,  M.D. 


Jack  H.  Mendelson,  M.D. 


Professor  and  Chairman,  Department  of 
Gynecology  and  Obstetrics,  University  of 
Kansas  Medical  Center,  Kansas  City. 


Endotoxic  Shock,  Section  on  Obstetrics  and  Gynecology,  Fri- 
day, 2:30-3  p.m. 

Evaluation  of  the  Frigid  Patient  (Panel),  Section  on  Obstetrics 
and  Gynecology,  Friday,  4-5  p.m. 

The  Pill — To  Bleed  or  Not  to  Bleed,  Section  on  Obstetrics  and 
Gynecology,  Saturday,  9-9:30  a.m. 

Quo  Vadis  Femininis  or  The  Changing  Patterns  of  the  Ameri- 
can Woman,  General  Meeting,  Saturday,  3:30-3:55  p.m. 

Sponsor:  William  E,  Locke,  San  Antonio. 

Cosponsor:  R,  L.  Patrick  Edwards,  San  Antonio. 

Guest  of  Section  on  Obstetrics  and  Gynecology,  Texas  Medical 
Association. 


Chief,  National  Center  for  Prevention  and 
Control  of  Alcoholism,  National  Institute 
of  Mental  Health,  Chevy  Chase,  Md. 


Biological  and  Behavioral  Aspects  of  Alcoholism,  Symposium 
on  Alcoholism,  Thursday,  8 p.m. 

The  Role  of  the  General  Practitioner  in  the  Treatment  of  Alco- 
holism, Continental  Breakfast  Round  Table  Presentation, 
Friday,  8:30-9:45  a.m. 

Sponsor:  Manuel  J.  Otero,  San  Antonio. 

Cosponsor:  Mr.  Don  Austin,  Chapel  Hill. 

Guest  of  Texas  Commission  on  Alcoholism,  The  University  of 
Texas  Division  of  Extension,  and  Texas  Medical  Association. 


David  M.  Little,  M.D. 

Senior  Staff,  Hartford  Hospital,  Hartford, 
Conn, 


In  the  Beginning,  Texas  Society  of  Anesthesiologists,  Saturday, 
7:30  p.m. 

Manpower  Shortage?  (Panel),  Texas  Society  of  Anesthesiolo- 
gists, Sunday,  8:30-9:40  a.m. 

Halothane  and  the  Hepatologists,  Texas  Society  of  Anesthesi- 
ologists, Sunday,  10-11  a.m. 

Sponsor:  John  W.  Winter,  San  Antonio. 

Cosponsor:  James  Wynn,  San  Antonio. 

Guest  of  Texas  Society  of  Anesthesiologists  and  Texas  Medical 
Association. 


Robert  H.  Moser,  Colonel,  MC 

Chief,  Department  of  Medicine,  Depart- 
ment of  the  Army,  Walter  Reed  General 
Hospital,  Washington,  D.C. 


Adverse  Effects  of  Drugs  Used  in  Cardiovascular  Diseases, 
Symposium  on  Cardiovascular  Diseases,  Thursday,  10:15- 
11  a.m. 

The  Medical  Aspects  of  Space  Exploration,  Continental  Break- 
fast Round  Table  Presentation,  Friday,  8:30-9:45  a.m. 
Sponsor:  Lt.  Col.  Robert  L.  North,  Fort  Sam  Houston. 
Cosponsor:  Thomas  W.  Inmon,  Temple. 

Guest  of  Committee  on  Cardiovascular  Diseases,  Texas  Medical 
Association,  and  Texas  Heart  Association. 


Ian  Macnab,  M.D. 

Chief,  Division  of  Orthopaedic  Surgery, 
Wellesley  Hospital,  Toronto,  Ontario,  Can- 
ada. 


Pain  and  Disability,  Continental  Breakfast  Round  Table  Pres- 
entation, Friday,  8:30-9:45  a.m. 

Fracture  of  the  Neck  of  the  Femur,  Texas  Orthopaedic  Asso- 
ciation, Saturday,  11:10-11:50  a.m. 

Failures  of  Spinal  Surgery,  Texas  Orthopaedic  Association, 
2:25-3:15  p.m. 

Sponsor:  Marvin  G.  Newby,  San  Antonio. 

Cosponsor:  Robert  L.  Jones,  Jr.,  San  Antonio. 

Guest  of  Texas  Orthopaedic  Association  and  Texas  Medical 
Association. 


Theodore  C.  Panos,  M.D. 

Professor  and  Chairman,  Department  of 
Pediatrics,  University  of  Arkansas  Medical 
Center,  Little  Rock,  Ark. 


Present  Status  of  Nutrition  in  Premature  and  Newborn,  (Sym- 
posium on  Nutrition),  Section  on  Pediatrics,  Friday,  3-5  p.m. 

Some  Paradoxes  in  Pediatric  Practice,  Texas  Chapter,  Ameri- 
can Academy  of  Pediatrics,  Friday,  12  Noon. 

Principles  of  Pre  and  Postoperative  Care,  Section  on  Pediat- 
rics, Saturday,  9-9:30  a.m. 

Some  Perinatal  Problems,  Section  on  General  Practice,  Satur- 
day, 11:11:30  a.m. 

Sponsor:  Melvin  L.  Thornton,  San  Antonio. 

Cosponsor:  George  Willeford,  Harlingen. 

Guest  of  Section  on  Pediatrics,  Texas  Medical  Association. 
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Harold  G.  Scheie,  M.D. 


Michel  Portmann,  M.D. 

Associate  Professor,  Ear,  Nose,  and  Throat 
Department,  Faculty  of  Medicine  of  Bor- 
deaux, Bordeaux,  France. 


Surgery  of  the  Internal  Auditory  Meatus,  (Refresher  Course), 
Texas  Otolaryngological  Association,  Friday,  8:30-9:45  a.m. 

Actual  State  of  Stapes  Surgery,  Section  on  Otolaryngology, 
Friday,  2:15-3:15  p.m. 

Reconstruction  of  the  Ossicular  Chain,  Section  on  Otolaryngol- 
ogy, Saturday,  11  a.m. -12  Noon. 

The  Electrocochleagram  in  Clinical  Practice,  Texas  Otolaryn- 
gological Association,  Saturday,  4-4:45  p.m. 

Sponsor:  Frederick  R.  Guilford,  Houston. 

Cosponsor:  Thomas  W.  Folbre,  San  Antonio. 

Guest  of  Texas  Otolaryngological  Association  and  Texas  Medi- 
cal Association. 


Professor  and  Chairman,  Department  of 
Ophthalmology,  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia. 


Management  of  Congenital  Cataract,  Texas  Ophthalmological 
Association,  Friday,  8:30-9:30  a.m. 

Technique  of  Cataract  Extraction,  Section  on  Ophthalmology, 
Friday,  3-3:55  p.m. 

Glaucoma  and  Ocular  Injury,  Section  on  Ophthalmology,  Sat- 
urday, 11:10-12:05  p.m. 

Complications  of  Cataract  Extraction,  Texas  Ophthalmological 
Association,  Saturday,  3:40-5  p.m. 

Sponsor:  Joe  R.  McFarlane,  Jr.,  San  Antonio. 

Cosponsor:  Robert  L.  Rock,  Austin. 

Guest  of  Texas  Ophthalmological  Association  and  Texas  Medi- 
cal Association. 


Rees  B.  Rees,  M.D. 

Clinical  Professor  of  Dermatology,  Univer- 
sity of  California,  San  Francisco  Medical 
Center,  San  Franciso. 


Treatment  of  Common  Dermatoses,  Section  on  General  Prac- 
tice, Friday,  3:30-4  p.m. 

Dermatology  1968-1969:  Highlights  of  Recent  Advances,  Texas 
Dermatological  Society,  Saturday,  9-9:45  a.m. 

Drug  Eruptions — A Classification  with  Examples,  General  Meet- 
ing, Saturday,  3-3:25  p.m. 

Sponsor:  J.  Lewis  Pipkin,  San  Antonio. 

Cosponsor:  Arthur  W.  Richardson,  San  Antonio. 

Guest  of  Texas  Dermatological  Society  and  Texas  Medical  As- 
sociation. 


J.  Edwin  Seegmiller,  M.D. 

Chief,  Section  on  Human  Biochemical  Ge- 
netics, National  Institute  of  Arthritis  and 
Metabolic  Diseases,  National  Institutes  of 
Health,  Bethesda,  Md. 


Hereditary  Diseases,  General  Meeting,  Friday,  10:30-10:55  a.m. 
Newer  Concepts  of  the  Pathogenesis  of  Gouty  Arthritis,  Section 
on  Internal  Medicine,  Friday,  2:30-3  p.m. 

The  Diagnosis  and  Treatment  of  Gout,  Section  on  Internal 
Medicine,  Friday,  4-4:30  p.m. 

Sponsor:  Alfred  Miller,  San  Antonio. 

Cosponsor:  David  R.  Sacks,  San  Antonio. 

Guest  of  Section  on  Internal  Medicine,  Texas  Medical  Associa- 
tion. 


Mr.  Gerald  Sanctuary 

International  Representative,  Sex  Informa- 
tion and  Education  Council  of  the  United 
States,  New  York. 


What  Is  Sex  Education?  Conference  on  School  Health,  Thurs- 
day, 9-9:45  a.m. 

Sex  and  the  Mass  Media,  General  Meeting,  Friday,  10-10:25 
a.m. 

Sex  in  America — A British  View,  Section  on  General  Practice, 
Friday,  4-4:30  p.m. 

Sponsor:  Mr.  Dick  H.  Sherrill,  San  Antonio. 

Cosponsor:  Joseph  R.  Dupre,  San  Antonio. 

Guest  of  Committee  on  School  Health,  Texas  Medical  Associa- 
tion. 


David  J.  Sencer,  M.D. 

Assistant  Surgeon  General;  Director,  Na- 
tional Communicable  Disease  Center,  De- 
partment of  Health,  Education,  and  Wel- 
fare, Atlanta,  Ga. 


Current  Trends  in  Communicable  Diseases,  Texas  Association 
of  Public  Health  Physicians,  Thursday,  6:30  p.m. 

Are  Comprehensive  Health  Services  Enough?  Conference  of 
City  and  County  Health  Officers,  Friday,  2:30-3  p.m. 

The  Rationale  for  Rubella  Control,  Section  on  Public  Health, 
Saturday,  9-9:30  a.m. 

Can  We  Afford  to  Wait?  A Discussion  of  Isoniazid  and  Preven- 
tion, Texas  Chapter,  American  College  of  Chest  Physicians, 
Sunday,  2:30-2:55  p.m. 

Sponsor:  William  R.  Ross,  San  Antonio. 

Cosponsor:  J.  E.  Peavy,  Austin. 

Guest  of  Conference  of  City  and  County  Health  Officers  and 
Texas  Medical  Association. 
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Mr.  Charles  B.  Shuman 

President,  American  Farm  Bureau  Federa- 
tion, Chicago. 

A Farmer  Looks  at  the  Medical  Profession,  General  Meeting 
Luncheon,  Friday,  12:30  p.m. 

Sponsor;  Robert  F.  Gossett,  San  Antonio. 

Cosponsor:  E.  W.  Schmidt,  Pecos. 

Guest  of  Texas  Medical  Association. 


Peter  V.  Siegel,  M.D. 

Federal  Air  Surgeon,  Federal  Aviation  Ad- 
ministration, Washington,  D.C. 


Musings  on  Medical  Certification,  Joint  Session,  Texas  Air- 
Medics  Association  and  Texas  Chapter,  Flying  Physicians 
Association,  Thursday,  11-11:30  a.m. 

Nonmedical  Aeromedical  Certification,  Joint  Session,  Texas 
Air-Medics  Association  and  Texas  Chapter,  Flying  Physicians 
Association,  Thursday,  2:30-3  p.m. 

Sponsor:  David  McCullough,  San  Antonio. 

Cosponsor:  James  Y.  Bradfield,  Dallas. 

Guest  of  Texas  Air-Medics  Association;  Texas  Chapter,  Flying 
Physicians  Association;  and  Texas  Medical  Association. 


Max  L.  Som,  M.D. 

Clinical  Professor,  Department  of  Surgery, 
Mount  Sinai  School  of  Medicine,  New 
York. 


Subtotal  Florizontal  Laryngectomy  for  Supraglottic  Laryngeal 
Carcinoma,  Texas  Otolaryngological  Association,  Friday,  10- 
11  a.m. 

Surgical  Approach  to  the  Flypopharynx  for  Benign  Lesions, 
Section  on  Otolaryngology,  Friday,  3:45-4:45  p.m. 

Surgery  of  the  Major  Salivary  Glands,  Section  on  Otolaryngol- 
ogy, Saturday,  9:30-10:30  a.m. 

Laryngopharyngectomy  for  Carcinoma  of  the  Hypopharynx  and 
Post  Cricoid  Region  with  Reconstructive  Procedure,  Texas 
Otolaryngological  Association,  Saturday,  2-3  p.m. 

Sponsor:  Harvey  Komet,  San  Antonio. 

Cosponsor:  Donald  A.  Corgill,  Dallas. 

Guest  of  Texas  Otolaryngological  Association  and  Texas  Medi- 
cal Association. 


The  Honorable  John  G.  Tower 

United  States  Senate,  Washington,  D.C. 


New  Leadership  in  Washington,  General  Meeting  Luncheon, 
Saturday,  12  Noon. 

Sponsor:  Max  E.  Johnson,  San  Antonio. 

Cosponsor;  Wilbert  E.  Scott,  Amarillo. 

Guest  of  Texas  Society  of  Internal  Medicine,  Inc.;  TEXPAC; 
and  Texas  Medical  Association. 


E.  Paul  Woodward,  M.D. 

Orthopedic  Medical  Group,  San  Diego. 


Knee  Injuries  in  Athletics,  Texas  Society  of  Athletic  Team  Phy- 
sicians, Friday,  9-9:30  a.m. 

Ankle  Injuries  in  Athletics,  Texas  Society  of  Athletic  Team  Phy- 
sicians, Friday,  10:30-11:10  a.m. 

The  Achilles'  Tendon  and  Its  Problems  in  Athletics,  Joint  Ses- 
sion, Sections  on  Internal  Medicine  and  Radiology,  Saturday, 
9-9:30  a.m. 

Preventable  Athletic  Injuries,  Curbstone  Consultations  Program, 
Saturday,  4:30-6  p.m. 

Sponsor:  Thomas  E.  Christian,  San  Antonio. 

Cosponsor:  Spencer  A.  Rowland,  San  Antonio. 

Guest  of  Texas  Society  of  Athletic  Team  Physicians  and  Texas 
Medical  Association. 


SPECIAL  SPEAKERS 

Nolen  L.  Armstrong,  Professor  of  Psychiatry,  The  Uni- 
versity of  Texas  Southwestern  Medical  School, 
Dallas. 

Psychological  Evaluation  of  Civilian  Pilots,  Texas 
Air-Medics  Association  and  Texas  Chapter,  Flying 
Physicians  Association,  Joint  Session,  Thursday, 
2 p.m. 

Constante  S.  Avecilla,  Resident  in  Colon  and  Rectal 
Surgery,  Presbyterian  Hospital,  Dallas. 

Indications  and  Extent  of  Earlier  Primary  Resec- 
tion for  Diverticulitis,  Texas  Proctologic  Society, 
Thursday,  11  a.m. 

Lynn  C.  Barnes,  Regional  Flight  Surgeon,  Federal 
Aviation  Administration,  Fort  Worth. 

Survivability  of  Aircraft  Accidents,  Texas  Air- 
Medics  Association  and  Texas  Chapter,  Flying 
Physicians  Association,  Joint  Session,  Thursday, 
10  a.m. 

Charles  D.  Barnett,  Ph.D.,  Deputy  Commissioner,  Men- 
tal Retardation  Services,  Texas  Department  of 
Mental  Health  and  Mental  Retardation,  Austin. 

Programs  of  Multiply  Handicapped  Retarded 
Children,  Symposium  on  Cerebral  Palsy,  Sunday, 
3:30  p.m. 

Lawrence  Brettschneider,  University  of  Colorado  School 
of  Medicine,  Denver. 

Liver  Transplantation,  Symposium  on  Cardiovas- 
cular Diseases,  Thursday,  4 p.m. 

Discussion,  Symposium  on  Cardiovascular  Dis- 
eases, Thursday,  4:15  p.m. 

Major  William  W.  Burgin,  Jr.,  MC,  Brooke  General 
Hospital,  Brooke  Army  Medical  Center,  Fort  Sam 
Houston. 

Melioidosis — A Consideration  in  Pulmonary  Dis- 
ease, Section  on  Radiology,  Friday,  4 p.m. 

The  Honorable  Solomon  Casseb,  Jr.,  Former  District 
Judge;  Partner,  Baskin,  Casseb,  Jilliland,  Rodgers, 
and  Robertson,  Attorneys,  San  Antonio. 

Curbstone  Consultations:  You  and  the  Law,  Fri- 
day, 5 p.m. 
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Mr.  Jerome  D.  Chapman,  Assistant  Commissioner  for 
Program  Administration,  Texas  State  Department  of 
Public  Welfare,  Austin. 

Social  Services  Available,  Symposium  on  Cerebral 
Palsy,  Sunday,  3 p.m. 

Royal  Eugene  Collins,  Ph.D.,  Professor  of  Physics, 
The  University  of  Houston,  Houston. 

Newer  Concepts  in  Screening  for  Chronic  Pul- 
monary Disease,  Texas  Chapter,  American  College 
of  Chest  Physicians,  Sunday,  4:30  p.m. 

Lt.  Col.  Charles  A.  Coltman,  Jr.,  USAF,  MC,  Chief  of 
Hematology-Oncology  Service,  Wilford  Hall  USAF 
Hospital,  Lackland  Air  Force  Base. 

Curbstone  Consultations:  Anemia — Diagnosis  and 
Treatment  in  General  Practice,  Friday,  5 p.m. 

Major  John  J.  Constanzi,  USAF,  MC,  Hematology- 
Oncology  Section,  Wilford  Hall  USAF  Hospital,  Lack- 
land  Air  Force  Base. 

Anemia  Following  Partial  Gastrectomy,  Section  on 
Digestive  Diseases,  Friday,  2:50  p.m. 

Curbstone  Consultations:  Anemia — Diagnosis  and 
Treatment  in  General  Practice,  Friday,  5 p.m. 

Murray  K.  Dalinka,  Wilford  Hall  USAF  Hospital,  Lack- 
land  Air  Force  Base. 

Panel:  Diagnostic  Radiology,  Section  on  Radiol- 
ogy, Friday,  4:40  p.m. 

J.  Robert  Dille,  Chief,  Civil  Aeromedical  Institute, 
Oklahoma  City. 

Medical  Education  in  Civil  Aviation,  Texas  Air- 
Medics  Association  and  Texas  Chapter,  Flying 
Physicians  Association,  Joint  Session,  Thursday, 
11:30  a.m. 

Richard  C.  Dillihunt,  Member,  American  Medical  As- 
sociation Committee  on  Medical  Aspects  of  Auto- 
motive Safety,  Portland,  Maine. 

Symposium  on  Driver  Limitation:  Motorcycle  In- 
juries, Conference  on  Medical  Aspects  of  Automo- 
tive Safety,  Thursday,  2:30  p.m. 

Roger  R.  Ecker,  Assistant  Professor,  Department  of 
Thoracic  Surgery,  The  University  of  Texas  South- 
western Medical  School,  Dallas. 

Steroids  and  Antibiotics  in  the  Management  of 
Caustic  Burns  of  the  Esophagus,  Texas  Chapter, 
American  College  of  Chest  Physicians,  Sunday, 
2 p.m. 

Gordon  L.  Farrell,  Head,  Division  of  Mental  Retarda- 
tion Research,  Texas  Research  Institute  of  Mental 
Science,  Houston. 

Metabolic  Disorders  and  Their  Relationship  to 
Mental  Retardation,  Symposium  on  Mental  Health, 
Saturday,  2:45  p.m. 

Genetic  and  Metabolic  Disorders  of  High-Risk 
Infants,  Symposium  on  Cerebral  Palsy,  Sunday, 
11  a.m. 

Harold  A.  Fenner,  Jr.,  Chairman,  American  Medical 
Association  Committee  on  Medical  Aspects  of  Auto- 
motive Safety,  Hobbs,  New  Mexico. 

Symposium  on  Driver  Limitation  (Moderator), 
Conference  on  Medical  Aspects  of  Automotive 
Safety,  Thursday,  2:30  p.m. 

Symposium  on  Driver  Limitation:  Better  Crash 


Data  As  a Preventive  Tool,  Conference  on  Medi- 
cal Aspects  of  Automotive  Safety,  Thursday, 
2:30  p.m. 

Mr.  Carl  Fletcher,  Psychologist,  Department  of  Physi- 
cal Medicine,  Baylor  College  of  Medicine;  Coordi- 
nator, Baylor  College  of  Medicine  Regional  Medical 
Program;  Member,  Houston  Work  Evaluation  Unit, 
Houston. 

Panel:  Evaluation  of  the  Cardiovascular  Patient, 
Conference  on  Rehabilitation  of  the  Cardiovascu- 
lar Patient,  Wednesday,  2 p.m. 

Newton  Gresham,  LL.B.,  Partner,  Fullbright,  Crooker, 
Freeman,  Bates,  and  Jaworski,  Attorneys,  Houston. 
Panel:  Problems  of  Placing  Cardiac  Rehabilitees, 
Conference  on  Rehabilitation  of  the  Cardiovascu- 
lar Patient,  Wednesday,  3:30  p.m. 

Major  Lionel  E.  Harkleroad,  USAF,  MC,  Officer-in- 
Charge,  Pulmonary  Laboratory,  Department  of  Med- 
icine, Wilford  Hall  USAF  Hospital,  Lackland  Air 
Force  Base. 

Alveolar  Hypoventilation  Masquerading  as  Narco- 
lepsy, Texas  Chapter,  American  College  of  Chest 
Physicians,  Sunday,  10:30  a.m. 

Mr.  Joe  Hendrickson,  Consultant  Electrical  Engineer, 
St.  Joseph  Hospital,  Houston. 

Curbstone  Consultations:  Monitoring  Patients, 
Saturday,  4.30  p.m. 

Ira  Iscoe,  Ph.D.,  Professor  of  Psychology  and  Educa- 
tion, The  University  of  Texas,  Austin. 

Panel:  Youth  Unrest  on  the  Campus,  Section  on 
Nervous  and  Mental  Diseases,  Friday,  3 p.m. 

Lt.  Col.  Frederick  G.  Jones,  USAF,  MC,  Cardioiogy 
Service,  Department  of  Medicine,  Wilford  Hall  USAF 
Hospital,  Lackland  Air  Force  Base. 

The  Valsalva  Maneuver  as  a Therapeutic  Index 
in  Congestive  Cardiomyopathy,  Texas  Chapter, 
American  College  of  Chest  Physicians,  Sunday, 
10  a.m. 

Arthur  H.  Keeney,  Member,  American  Medical  Asso- 
ciation Committee  on  Medical  Aspects  of  Automotive 
Safety,  Philadelphia. 

Symposium  on  Driver  Limitation:  Visual  Stand- 
ards in  Driving,  Conference  on  Medical  Aspects 
of  Automotive  Safety,  Thursday,  2:30  p.m. 

William  K.  Keller,  Member,  American  Medical  Associa- 
tion Committee  on  Medical  Aspects  of  Automotive 
Safety,  Louisville. 

Symposium  on  Driver  Limitation:  Personality, 
Attitude,  and  Motivation  in  Crash  Causation,  Con- 
ference on  Medical  Aspects  of  Automotive  Safety, 
Thursday,  2:30  p.m. 

Major  John  W.  King,  MC,  Brooke  General  Hospital, 
Brooke  Army  Medical  Center,  Fort  Sam  Houston. 
Melioidosis — A Consideration  in  Pulmonary  Dis- 
ease, Section  on  Radiology,  Friday,  4 p.m. 

Morton  Korn,  Formerly  Captain,  USAF,  MC,  Cardi- 
ology Service,  Department  of  Medicine,  Wilford 
Hall  USAF  Hospital,  Lackland  Air  Force  Base. 

The  Valsalva  Maneuver  as  a Therapeutic  Index 
in  Congestive  Cardiomyopathy,  Texas  Chapter, 
American  College  of  Chest  Physicians,  Sunday, 
10  a.m. 
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Phoebus  Koutras,  Senior  Resident  Surgeon,  Depart- 
ment of  Thoracic  Surgery,  The  University  of  Texas 
Southwestern  Medical  School,  Dallas. 

Steroids  and  Antibiotics  in  the  Management  of 
Caustic  Burns  of  the  Esophagus,  Texas  Chapter, 
American  College  of  Chest  Physicians,  Sunday 
2 p.m. 

Robert  E.  Ledbetter,  Jr.,  Ph.D.,  Social  Science  Re- 
search Associate  V,  University  of  Texas  Health 
Center;  Private  Practice  in  Marriage  and  Family 
Relations  Counselling,  Austin. 

The  Community's  Role  in  Supporting  a Sex  Edu- 
cation Program,  Conference  on  School  Health, 
Thursday,  2 p.m. 

Major  David  V.  Maraist,  MC,  Brooke  General  Hospital, 
Brooke  Army  Medical  Center,  Fort  Sam  Houston. 

Melioidosis — A Consideration  in  Pulmonary  Dis- 
ease, Section  on  Radiology,  Friday,  4 p.m. 

Mrs.  Lucille  Martin,  Consultant  Coordinator  for  Home- 
making, Home,  and  Family  Life,  Area  1,  San  An- 
tonio Independent  School  District,  San  Antonio. 
What  Youth  Wants  to  Know  About  Sex  Educa- 
tion, Moderator  (Panel),  Conference  on  School 
Health,  Thursday,  12:45  p.m. 

David  L.  McCaffree,  Dallas. 

Skin  Diseases — Dermatomycoses  Among  Soldiers 
Evacuated  from  Southeast  Asia,  Texas  Dermato- 
logical Society,  Saturday,  11  a.m. 

Rev.  Paul  B.  McCleave,  LL.D.,  Director,  Department 
of  Medicine  and  Religion,  Health  Service  Division, 
American  Medical  Association,  Chicago. 

Panel:  Machine  Medicine,  Committee  on  Medicine 
and  Religion,  Thursday,  8 p.m. 

Mrs.  David  McCullough,  San  Antonio. 

Memorial  Address  for  Deceased  Members  of 
Woman’s  Auxiliary,  Memorial  Service,  Sunday, 
9 a.m. 

Mr.  Robert  D.  McMillan,  M.E.E.,  Vice  President,  Gulf 
Aerospace,  Inc.,  Engineering  Consultant,  Baylor 
College  of  Medicine,  Houston. 

Newer  Concepts  in  Screening  for  Chronic  Pul- 
monary Disease,  Texas  Chapter,  American  College 
of  Chest  Physicians,  Sunday,  4:30  p.m. 

(^1.  Max  K.  Mendenhall,  MC,  Chief,  Anesthesia  and 
Operative  Service,  Brooke  Army  Medical  Center, 
Fort  Sam  Houston. 

Succinylcholine  Chloride  and  Hyperkalemia  in 
the  Burn  Patient,  Texas  Society  of  Anesthesiolo- 
gists, Saturday,  2:20  p.m. 

Abraham  J.  Mirkin,  Member,  American  Medical  Asso- 
ciation Committee  on  Medical  Aspects  of  Automotive 
Safety,  Cumberland,  Maryland. 

Symposium  on  Driver  Limitation:  Medical  Disa- 
bilities and  Driver  Limitation,  Conference  on  Med- 
ical Aspects  of  Automotive  Safety,  Thursday, 
2:30  p.m. 

Lt.  Col.  Robert  L.  North,  MC,  US  Army,  Chief,  Cardi- 
ology Service,  Brooke  General  Hospital,  Brooke 
Army  Medical  Center,  Fort  Sam  Houston. 

Problems  Inherent  to  Antihypertensive  Drug  Ther- 
apy, Symposium  on  Cardiovascular  Diseases, 
Thursday,  9:20  a.m. 


Mr.  A.  L.  O’Donnell,  Branch  Claim  Manager,  Employers 
Mutuals  of  Wausau,  Dallas. 

Panel:  Problems  of  Placing  Cardiac  Rehabilitees, 
Conference  on  Rehabilitation  of  the  Cardiovascu- 
lar Patient,  Wednesday,  3:30  p.m. 

Mahmoud  Oreizy,  Instructor,  Department  of  Medicine, 
Baylor  College  of  Medicine,  Houston. 

Gram-Negative  Superinfection  in  Active  Pulmon- 
ary Tuberculosis,  Texas  Chapter,  American  Col- 
lege of  Chest  Physicians,  Sunday,  9 a.m. 

Miss  Elaine  Ormond,  R.N.,  Coronary  Care  Unit,  St. 
Joseph  Hospital,  Houston. 

Curbstone  Consultations:  Monitoring  Patients, 
Saturday,  4:30  p.m. 

Philip  R.  Overton,  LL.B.,  General  Counsel,  Texas  Medi- 
cal Association,  Austin. 

Legal  Aspects  of  Medical  Practice;  Malpractice — 
How  to  Avoid  It,  Orientation  Program  of  Texas 
Medical  Association,  Friday  11:25  a.m. 

Curbstone  Consultations:  You  and  the  Law,  Fri- 
day, 5 p.m. 

Mr.  Smith  Pettigrew,  Manager  of  Medical  Services, 
Texas  Employers’  Insurance  Association,  Dallas. 
Purpose  of  Conference,  Conference  on  Rehabili- 
tation of  the  Cardiovascular  Patient,  Wednesday, 
9 a.m. 

Mr.  L.  H.  Prodoehl,  Director,  Information,  Education, 
and  Referral  Service,  Texas  Department  of  Mental 
Health  and  Mental  Retardation,  Austin. 

Panel:  The  Parent’s  Dilemma,  Symposium  on 
Cerebral  Palsy,  Sunday,  2 p.m. 

Mr.  Burt  L.  Risley,  Executive  Director,  Texas  State 
Commission  for  the  Blind,  Austin. 

Diagnosis,  Treatment,  and  Rehabilitation — The 
Route  to  Independence,  Section  on  Ophthalmol- 
ogy and  Texas  Ophthalmological  Association, 
Saturday,  10:40  a.m. 

Stephan  E.  A.  Ritzmann,  Research  Associate  Professor, 
Department  of  Internal  Medicine,  University  of 
Texas  Medical  Branch,  Galveston. 

Immunology  of  Transplantation,  Symposium  on 
Cardiovascular  Diseases,  Thursday,  2 p.m. 

Discussion,  Symposium  on  Cardiovascular  Dis- 
eases, Thursday,  4:15  p.m. 

Capt.  John  F.  Rockett,  USAF,  MC,  Wilford  Hall  USAF 
Hospital,  Lackland  Air  Force  Base. 

The  Value  of  Brain  Scans  As  a Routine  Scanning 
Procedure,  Section  on  Radiology,  Friday,  4:20 
p.m. 

Fidel  Ruiz-Moreno,  Unidad  de  Proctologia  de  la  Ciu- 
dad de  Mexico,  Mexico. 

Emergency  Postpartum  Hemorrhoidectomy,  Texas 
Proctologic  Society,  Thursday,  11:30  a.m. 

Capt.  Austin  R.  Sandrock,  MC,  US  Army,  Chief,  Diag- 
nostic Section,  Main  Hospital,  Radiology  Service, 
Brooke  General  Hospital,  Brooke  Army  Medical 
Center,  Fort  Sam  Houston. 

Panel:  Diagnostic  Radiology,  Section  on  Radiolo- 
gy, Friday,  4:40  p.m. 

Major  Donald  H.  See,  MC,  Brooke  General  Hospital, 
Brooke  Army  Medical  Center,  Fort  Sam  Houston. 

Curbstone  Consultations:  Conservative  Manage- 
ment of  Low  Back  Injuries,  Saturday,  4:30  p.m. 
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Thomas  H.  Sharp,  Jr.,  LL.B.,  Attorney  at  Law,  San  An- 
tonio. 

Curbstone  Consultations:  You  and  the  Law,  Fri- 
day, 5 p.m. 

Mrs.  Evalyn  Shropshire,  R.N.,  Methodist  Hospital, 
Lubbock. 

Curbstone  Consultations:  Monitoring  Patients, 
Saturday,  4:30  p.m. 

Reuel  A.  Stallones,  Dean,  The  University  of  Texas 
School  of  Public  Health  at  Houston. 

School  of  Public  Health,  Conference  of  City  and 
County  Health  Officers,  Friday,  3 p.m. 

David  L.  Stitt,  D.D.,  LL.D.,  President,  Austin  Presby- 
terian Theological  Seminary,  Austin. 

Panel:  Machine  Medicine,  Committee  on  Medicine 
and  Religion,  Thursday,  8 p.m. 

Orville  Stone,  Associate  Professor,  Department  of 
Dermatology,  University  of  Texas  Medical  Branch, 
Galveston. 

The  Effect  of  Arsenic  on  Inflammation,  Infection, 
and  Carcinogenesis,  Texas  Dermatological  So- 
ciety, Saturday,  9:45  a.m. 

Sam  V.  Stone,  LL.B.,  Assistant  General  Counsel,  Texas 
Medical  Association,  Austin. 

Curbstone  Consultations:  How  to  Handle  Patients 
Who  Should  Not  Drive,  Friday,  5 p.m. 

Capt.  Norman  C.  Sudduth,  USAF,  MC,  Assistant  Chief, 
Clinical  Pathology  Service,  Wilford  Hall  USAF  Hos- 
pital, Aerospace  Medical  Division  (AFSC),  Lackland 
Air  Force  Base. 

Automation  of  Glucose  Measurement  Using  Ortho- 
toluidine  Reagent:  Comparison  of  Values  Deter- 
mined by  Automated  Ferricyanide  and  Ortho- 
toluidine  Methodologies,  Section  on  Pathology, 
Friday,  3:10  p.m. 

W.  L.  Treuting,  Professor  and  Head,  Department  of 
Public  Health  Practice,  University  of  Pittsburgh 
Graduate  School  of  Public  Health,  Pittsburgh. 

Is  Mental  Health  a Public  Health  Problem?  Sym- 
posium on  Mental  Health,  Saturday,  12:15  p.m. 

Mr.  Julius  Truelson,  Superintendent,  Fort  Worth  Inde- 
pendent School  District,  Fort  Worth. 

What  Can  We  Do?  Conference  on  School  Health, 
Thursday,  3:15  p.m. 

Aydogan  Ugur,  Instructor,  Department  of  Medicine, 
Baylor  College  of  Medicine,  Houston. 

Gram-Negative  Superinfection  in  Active  Pulmo- 
nary Tuberculosis,  Texas  Chapter,  American  Col- 
lege of  Chest  Physicians,  Sunday,  9 a.m. 

Major  Roland  A.  Walsh,  USAF,  MC,  Chief  Pulmonary 
Section,  Department  of  Medicine,  Wilford  Hall 
USAF  Hospital,  Lackland  Air  Force  Base. 

Alveolar  Hypoventilation  Masquerading  as  Narco- 
lepsy, Texas  Chapter,  American  College  of  Chest 
Physicians,  Sunday,  10:30  a.m. 

Hal  T.  Weathersby,  Ph.D.,  Department  of  Anatomy, 
The  University  of  Texas  Southwestern  Medical 
School,  Dallas. 

Some  Interesting  Studies  on  the  Function  of  the 
Intrinsic  Muscles  of  the  Hand,  Texas  Industrial 
Medical  Association,  Texas  Physical  Medicine  and 
Rehabilitation  Society,  and  Texas  Traumatic  Sur- 
gical Society,  Thursday,  11:15  a.m. 


Mrs.  Marlene  Welte,  P.S.W.,  A.C.S.W.,  Member,  Hous- 
ton Work  Evaluation  Unit,  Houston. 

Panel:  Evaluation  of  the  Cardiovascular  Patient, 
Conference  on  Rehabilitation  of  the  Cardiovas- 
cular Patient,  Wednesday,  2 p.m. 

Paul  L.  Weygandt,  Member,  American  Medical  Associa- 
tion Committee  on  Medical  Aspects  of  Automotive 
Safety,  Akron,  Ohio. 

Symposium  on  Driver  Limitation:  Correctable 
Driver  Limitation  Problems,  Conference  on  Medi- 
cal Aspects  of  Automotive  Safety,  Thursday,  2:30 
p.m. 

Mr.  Doyle  Wheeler,  Director,  Vocational  Rehabilitation 
Division,  Texas  Education  Agency,  Austin. 

Panel:  Rehabilitation  of  the  Cardiovascular  Pa- 
tient, Conference  on  Rehabilitation  of  the  Cardio- 
vascular Patient,  Wednesday,  10:15  a.m. 

Wesley  A.  Whittlesey,  Director,  Pediatric  Services,  Di- 
vision of  Maternal  and  Child  Care,  Oklahoma  State 
Department  of  Health,  Oklahoma  City. 

Topic  pending.  Symposium  on  Cerebral  Palsy 
Luncheon,  Sunday,  12:15  p.m. 

William  G.  Wolfe,  Ph.D.,  Department  of  Special  Educa- 
tion, The  University  of  Texas,  Austin. 

Panel:  The  Parent's  Dilemma  (Moderator),  Sym- 
posium on  Cerebral  Palsy,  Sunday,  2 p.m. 

Miss  Betty  L.  Wright,  Teacher  of  Health,  Austin  High 
School,  Austin. 

The  School's  Role  in  Developing  and  Conducting 
Curriculum  in  Family  Life  Education,  Conference 
on  School  Health,  Thursday,  11:15  a.m. 

Major  Robert  L.  Young,  USAF,  MC,  Wilford  Hall  USAF 
Hospital,  Lackland  Air  Force  Base. 

The  Value  of  Brain  Scans  As  a Routine  Scanning 
Procedure,  Section  on  Radiology,  Friday,  4:20 
p.m. 

Empress  Young  Zedler,  Ph.D.,  Professor  and  Chair- 
man, Department  of  Special  Education;  Director, 
Clinic  for  Communication  Disorders,  Southwest 
Texas  State  College,  San  Marcos. 

The  High-Risk  and  Underachieving  Child,  Sym- 
posium on  Cerebral  Palsy,  Sunday,  11:30  a.m. 

Mr.  Larry  Zupan,  Executive  Secretary,  American  Asso- 
ciation of  Ophthalmology,  Washington,  D.C. 

The  Ophthalmic  Assistant  Programs,  Section  on 
Ophthalmology  and  Texas  Ophthalmological  As- 
sociation, Friday,  9:45  a.m. 


P-16 


TEXAS  MEDICINE 


Memorial  Service 


SUNDAY,  MAY  4,  9-9:30  A.M. 

Courtyard  of  the  Alamo 

Clifton  F.  Douglass,  Jr.,  M.  D.,  San  Antonio,  Chair- 
man 

Mrs.  J.  M.  Partain,  San  Antonio,  Cochairman 

1.  Prelude:  Blessed  Are  Ye  Faithful  Souls 

My  Heart  Is  Filled  with  Longing — Johannes  Brahms 

Madolyn  Swearingen,  San  Antonio 

2.  Invocation 

Francis  E.  O’Neill,  M.  D.,  San  Antonio 

3.  Memorial  Address  for  Deceased  Members  of 
Woman’s  Auxiliary 

Mrs.  David  McCullough,  San  Antonio 

4.  Memorial  Address  for  Deceased  Physicians 

Clifton  F.  Douglass,  Jr.,  M.  D.,  San  Antonio 

5.  Solo:  Eternal  Life — Olive  Dungan 

Nora  Klier,  San  Antonio 

6.  Benediction 

Ernest  J.  Gregory,  Jr.,  M.  D.,  San  Antonio 

7.  Postiude:  In  Peace  and  Joy  I Now  Depart — J.  S. 
Bach 

Madolyn  Swearingen,  San  Antonio 


General  Meetings 


FRIDAY,  MAY  2,  10  A.M.-12  Noon 

Mission  Room  1,  Convention  Center 

G.  V.  Brindley,  Jr.,  Temple,  President,  Presiding 

1.  (10:00)  Sex  and  the  Mass  Media 

Mr.  Gerald  Sanctuary,  New  York 

2.  (10:30)  Hereditary  Diseases 

J.  Edwin  Seegmiller,  Bethesda,  Md. 

3.  (11:00)  Clinical  Pathologic  Approach  to  Thyroid 
Function  Evaluation 

John  Bernard  Henry,  Syracuse,  N.  Y. 

While  the  serum  protein-bound  iodine  measurement  has  been 
a useful  screening  test  for  thyroid  function  evaluation,  it  has 
been  virtually  replaced  by  the  by  column  determination.  The 
improvement  in  specificity  and  accuracy  afforded  by  the  T, 
by  column  has  virtually  eliminated  the  PBI  with  the  single 
exception  of  thyroiditis,  when  an  elevated  PBI  and  a normal 
Tj  by  column  may  be  observed.  The  free  thyroxine  index  and 
free  thyroxine  determinations  are  essential  for  evaluation  of 
thyroid  function  during  pregnancy  as  well  as  women  taking 
the  "pill.”  The  selection  and  critical  evaluation  of  thyroid 


function  tests  against  a background  of  thyroid  pathophysiology 
are  underscored. 

4.  (11:30)  Intensive  Care  Unit  for  the  Management 
of  Critically  III  Patients 

Reuben  M.  Cherniack,  Winnipeg,  Manitoba,  Canada 

It  is  mandatory  that  critically  ill  patients  be  concentrated  in 
a special  area  where  special  attention  and  care  can  be  direct- 
ed at  respiratory  and  cardiac  malfunction  and  at  maintenance 
of  an  adequate  circulating  blood  volume  and  urinary  output. 
Since  emergencies  must  be  dealt  with  immediately  and  only 
a full  24-hour  coverage  could  deal  adequately  with  such  situa- 
tions, this  requires  experienced  nursing  and  resident  personnel. 
They  must  be  confident  and  competent  in  handling  patients 
with  specialized  equipment,  be  able  to  recognize  an  emergency 
early  and  handle  it  immediately,  and  most  essential,  they 
must  avoid  accidents  which  could  be  fatal.  It  is  imperative 
that  the  residents  and  nurses  receive  their  training  and  super- 
vision from  physicians  with  experience  in  this  area.  There 
seems  little  doubt  that  the  provision  of  such  intensive  care 
is  an  important  part  of  the  responsibility  of  the  chest  physi- 
cian, the  cardiologist,  and  the  nephrologist  who  must  work 
along  with  anesthesiologists,  surgeons,  and  endoscopists  in 
the  training  and  supervision  of  the  residents  and  nurses. 
These  specialists  and  the  referring  physician  should  be  readily 
available  for  consultation,  for  the  care  of  the  critically  ill 
patient  is  a team  effort. 

SATURDAY,  MAY  3,  2-4  P.M. 

Mission  Room  1,  Convention  Center 

Jay  J.  Johns,  Taylor,  Vice  President,  Presiding 

1.  (2:00)  Hormonal  Therapies  of  Breast  Cancer 

B.  J.  Kennedy,  Minneapolis 

The  administration  or  removal  of  hormones  in  advanced 
breast  cancer  may  result  in  objective  improvement  of  the 
disease.  The  sequential  selection  of  these  therapies  results 
in  further  rehabilitation  of  the  patient  and  prolongation  of 
survival.  Castration,  hypophysectomy,  adrenalectomy,  and  the 
administration  of  estrogens,  androgens,  progestogens,  and 
corticosteroids  may  effectively  control  breast  cancer. 

2.  (2:30)  Cardiac  Transplantation  in  Man:  Status  One 
Year  Later 

Denton  A.  Cooley,  Houston 

For  patients  suffering  from  irreversible  and  end  stage  cardiac 
disease,  replacement  of  the  heart  may  offer  the  only  possible 
hope  for  salvage.  During  one  year  we  performed  cardiac  trans- 
plantation on  16  patients  using  allograft  hearts.  All  patients 
survived  the  operation  and  had  restoration  of  adequate  cir- 
culation by  the  graft.  Factors  leading  to  gradual  deterioration 
and  organ  rejection  in  cardiac  transplantation  are  now  better 
defined  as  a result  of  this  experience.  The  importance  of  this 
project  in  surgical  treatment  of  heart  disease  will  be  ex- 
plained and  predictions  made  for  the  future. 

3.  (3:00)  Drug  Eruptions — A Classification  with  Ex- 
amples 

Rees  B.  Rees,  San  Francisco 

4.  (3:30)  Quo  Vadis  Femininis  or  The  Changing  Pat- 
terns of  the  American  Woman 

Kermit  E.  Krantz,  Kansas  City 

Since  World  War  II,  the  American  family  has  enjoyed  a pros- 
perity unequaled  before  in  this  country.  With  the  affluence 
has  come  the  lessening  of  parental  influence  on  the  child. 
The  woman  in  our  society  has  come  to  have  tremendous 
power.  By  viewing  today’s  woman  in  the  light  of  past  history, 
we  can  see  how  women  came  to  have  equality  and  super- 
equality with  the  male.  We  must  also  consider  how  this  affects 
the  family  situation  and  how  we  can  understand  its  signifi- 
cance. 
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GENERAL  MEETING  LUNCHEONS 


Elliott  Mendenhall,  Dallas 


1.  (12:00)  Invocation 


FRIDAY,  MAY  2,  12:30  P.M. 

Banquet  Hall,  Convention  Center 

Charles  Max  Cole,  Dallas,  President-Elect,  Presiding 


Mr.  Charles  B.  Shuman 
Guest  Speaker 

President,  American  Farm 
Bureau  Federation,  Chicago 


1.  (12:30)  Invocation 

Byron  P.  York,  Houston 

Luncheon 

Fifty  Year  Club 

Council  on  Annual  Session 

Chairman,  Committee  on  General 
Arrangements 

2.  (1:15)  Presentation  of  Anson  Jones  Awards 

Charles  Max  Cole,  Dallas 

3.  (1:30)  Announcements  of  Scientific  Exhibits 
Awards  and  Recognition  of  Senior  Authors  of  Exhibits 

Nathan  Cedars,  Stephenville 

4.  (1:40)  Announcement  of  Winners  of  Annual  Art 
Exhibition 

J.  R.  Smith,  San  Antonio 

5.  (1:50)  Introduction  of  Speaker 

E.  W.  Schmidt,  Pecos 

6.  (1:52)  A Farmer  Looks  at  the  Medical  Profession 

Mr.  Charles  B.  Shuman,  Chicago 

(2:15)  Adjournment 

SATURDAY,  MAY  3,  12  Noon 

Banquet  Hall,  Convention  Center 

G.  V.  Brindley,  Jr.,  Temple,  President,  Presiding 


The  Honorable  John  G.Tower 
Guest  Speaker 

United  States  Senator  from 
Texas,  Washington,  D.  C. 


Luncheon 

Recognition: 

1968-1969  Officers 
Past  Presidents  Association 
Presidents  of  Allied  Health  Professions 
Presidents  of  Paramedical  Groups 

2.  (12:45)  Installation  of  Dr.  Charles  Max  Cole  as 
President  of  the  Texas  Medical  Association  for  1969- 
1970 

3.  (1:03)  Introduction  of  Speaker 

Wilbert  E.  Scott,  Amarillo 

4.  (1:05)  New  Leadership  in  Washington 

Senator  John  G.  Tower,  Washington,  D.  C. 

(1:30)  Adjournment 

(The  General  Meeting  Luncheon  Program  is  jointly  sponsored 
by  Texas  Society  of  Internal  Medicine,  Inc.,  TEXPACi,  and  Texas 
Medical  Association.) 


Continental  Breakfast 
Round  Table 
Presentations 


Seven  Continental  Breakfast  Round  Table  Presenta- 
tions will  be  held  Friday,  8:30  to  9:45  a.m.,  in  the 
Convention  Center.  The  round  table  presentations  are 
informal  programs  given  primarily  for  those  in  general 
practice.  They  feature  approximately  25  minutes  of 
lecture  by  the  guest  speaker,  followed  by  50  minutes 
of  questions  and  answers  and  informal  discussion. 
Complimentary  coffee,  rolls,  juice  will  be  available  to 
those  attending. 

Following  is  a list  of  round  table  topics,  discussion 
leaders,  and  meeting  rooms  in  the  Convention  Center: 


FRIDAY,  MAY  3,  8:30-9:45  A.M. 

1.  The  Diagnosis  and  Management  of  Intestinal  Fis- 
tulas Excluding  Those  of  Duodenal  Origin 

(Room  12)  Harry  E.  Bacon,  Philadelphia 

Intestinal  fistulas  frequently  serve  as  diagnostic  and  surgical 
problems,  yet  are  not  insurmountable.  Our  experience  embrac- 
ing a series  of  323  patients  is  reported;  the  mortality  of  4.3% 
is  not  prohibitive.  However,  it  must  be  stated  that  in  many 
instances  the  morbidity  was  protracted. 


2.  Carpal  Tunnel  Syndrome 

(Room  14)  Robert  J.  Duran,  Columbus,  Ohio 

The  carpal  tunnel  syndrome  appears  to  be  more  common 
than  formerly  suspected.  A review  of  the  symptoms,  signs, 
and  special  tests  utilized  to  make  the  diagnosis  will  be  pre- 
sented. Conservative  as  well  as  surgical  treatment  will  be  dis- 
cussed and  a movie  illustrating  the  findings  will  be  presented. 


P18 


TEXAS  MEDICINE 


3.  Chemotherapy  of  Advanced  Malignant  Diseases 

(Room  38)  B.  J.  Kennedy,  Minneapolis 

The  administration  of  chemical  or  hormonal  therapies  provides 
a means  to  destroy  advanced  malignant  disease  resulting  in 
rehabilitation  of  the  patient  and  prolongation  of  life.  The  se- 
lection of  specific  agents  for  designated  cancers  is  required. 
The  selective  use  of  these  agents  and  a positive  attitude  to- 
ward the  approach  to  the  cancer  patient  results  in  effective 
control  of  this  disease. 

4.  Diagnosis  and  Management  of  Regional  Enteritis 

(Room  36)  Everett  D.  Kiefer,  Boston 

The  incidence  of  regional  enteritis  is  sufficiently  high  to  make 
it  an  important  medical  diagnosis.  Chronic  diarrhea,  abdominal 
cramps,  fever,  leukocytosis,  anemia,  and  hypoproteinemia  are 
suggestive,  and  the  diagnosis  rests  mainly  upon  the  x-ray 
examination  of  the  small  intestine.  Treatment  is  nonspecific, 
supportive,  and  anti-inflammatory.  Corticosteroids  are  valuable 
anti-inflammatory  drugs.  Surgery  is  reserved  for  the  treatment 
of  complications  and  certain  intractable  cases  with  chronic 
invalidism.  Many  cases  become  arrested  on  medical  manage- 
ment supplemented  by  surgical  measures  when  indicated. 

5.  Pain  and  Disability 

(Room  34)  Ian  Macnab,  Toronto,  Ontario,  Canada 

There  are  no  words  in  the  English  language  to  describe  pain. 
When  suffering  from  backache,  the  patient  can  only  state 
what  the  pain  stops  him  from  doing.  He  can  only  describe 
the  disability  resulting  from  the  pain.  The  words  "pain”  and 
"disability”  unfortunately  are  not  synonymous.  It  is  the  duty 
of  the  physician,  therefore,  to  establish  not  only  the  cause  of 
the  pain,  but  also  to  try  and  analyze  other  factors  that  in- 
fluence the  disability  resulting  from  it. 

6.  The  Role  of  the  General  Practitioner  in  the  Treat- 
ment of  Alcoholism 

(Room  33)  Jack  H.  Mendelson,  Chevy  Chase,  Md. 

7.  The  Medical  Aspects  of  Space  Exploration 
(Room  32)  Col.  Robert  H.  Moser,  Washington,  D.  C. 

Curbstone 

Consultations 


Twenty  informal,  unrehearsed  round  table  discussions, 
sponsored  by  the  Texas  Medical  Association,  will  be 
held  Friday,  5 to  6:30  p.m.,  and  Saturday,  4:30  to  6 
p.m.,  in  the  Banquet  Hall  of  the  Convention  Center. 
All  registrants  are  invited  to  attend.  Tickets  (at  no 
charge)  are  required  for  admittance.  There  is  a lim- 
ited number  of  tickets  available,  and  they  may  be 
secured  in  advance  at  the  registration  desk  in  the 
Exhibits  Hall  Foyer,  Convention  Center. 

Physicians  may  move  from  one  table  to  another,  if 
and  when  they  wish,  and  are  encouraged  to  ask  ques- 
tions and  to  comment  on  the  various  aspects  of  each 
subject  under  discussion.  Physicians  are  encouraged 
to  bring  case  histories  and  to  obtain  the  opinions  of 
the  discussion  leaders. 

Beer,  coffee,  and  soft  drinks  will  be  provided,  cour- 
tesy of  Mission  Pharmacal  Company,  San  Antonio. 

Topics,  moderators,  and  discussion  leaders  are  as 
follows: 


FRIDAY,  MAY  2,  5 to  6:30  P.M. 


Table  1.  You  and  the  Law 

Philip  R.  Overton,  LL.B.,  Austin,  Moderator 
F.  Lee  Bailey,  LL.B.,  Boston 
Judge  Solomon  Casseb,  Jr.,  San  Antonio 
Arthur  C.  Ressmann,  San  Antonio 
Thomas  H.  Sharp,  Jr.,  LL.B.,  San  Antonio 

Table  2.  Anemia — Diagnosis  and  Treatment  in  Gen- 
eral Practice 

Lt.  Col.  Fred  G.  Conrad,  Lackland  Air  Force  Base, 

Moderator 

Lt.  Col.  Charles  A.  Coltman,  Jr.,  Lackland 

Air  Force  Base 

Major  John  J.  Costanzi,  Lackland  Air  Force  Base 
Carmault  B.  Jackson,  San  Antonio 

Table  3.  Postoperative  Shock  and  its  Management 

Ben  W.  McCall,  Houston,  Moderator 
John  B.  Fitzgerald,  Houston 
William  J.  Hills,  San  Antonio 
Charles  H.  Williams,  Houston 

Table  4.  Use  of  Anticoagulants  in  Thrombophlebitis 
(A)  Antepartum — (B)  Postpartum 

Norman  L.  Renfro,  Corpus  Christi,  Moderator 
Daniel  A.  Chester,  McAllen 
Solon  L.  Coleman,  III,  Longview 
L.  Charles  Powell,  Galveston 
James  C.  Wright,  Jr.,  Galveston 

Table  5.  Current  Management  of  Acne 

J.  B.  Richardson,  Houston,  Moderator 
James  B.  Howell,  Dallas 
Donald  W.  Owens,  Houston 
Robert  E.  Rossman,  Tyler 
William  F.  Spiller,  Jr.,  Houston 

Table  6.  Chest  Pain — Differential  Diagnosis 

Table  7.  Treatment  of  Cardiac  Rhythm  Disorders 

Don  W.  Chapman,  Houston,  Moderator 
Edward  W.  Dennis,  Houston 
William  L.  Winters,  Houston 
Sidney  Schnur,  Houston 

Table  8.  Interpretation  of  Hearing  Tests 

Aram  Glorig,  Dallas,  Moderator 
W.  Phillip  Anthony,  Jr.,  Fort  Worth 
William  M.  Crutcher,  Dallas 
Ludwig  A.  Michael,  Dallas 
Jack  L.  Turner,  Odessa 

Table  9.  Physical  Therapy  in  Chronic  Obstructive 
Lung  Disease 

William  F.  Miller,  Dallas,  Moderator 
H.  Irving  Schweppe,  Jr.,  Houston 
Gunyon  M.  Harrison,  Houston 

Table  10.  How  to  Handle  Patients  Who  Should  Not 
Drive 

Otto  Lippman,  Austin,  Moderator 
George  J.  Ehni,  Houston 
Paul  W.  Gikas,  Ann  Arbor,  Mich. 
William  H.  Neil,  Fort  Worth 
Sam  V.  Stone,  LL.B.,  Austin 
Douglas  W.  Terry,  Austin 
David  Wade,  Austin 
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Table  11.  Endocrine  Disorders  in  Pediatric  Practice 

George  T.  Bryan,  Galveston,  Moderator 
C.  W.  Daeschner,  Galveston 
Gerald  F.  Powell,  Galveston 
Luther  B.  Travis,  Galveston 

Table  12.  Drug  Abuse  and  Alcoholism — A Year  Later 
Paul  L.  White,  Austin,  Moderator 
Emery  R.  Owens,  Prairie  View 
Ray  H.  Skaggs,  Houston 
William  G.  Wilkerson,  Austin 

Table  13.  Obstetrical  Emergencies 

Harold  W.  Brumley,  Austin,  Moderator 
H.  Wayne  Agnew,  Arlington 
Andrew  B.  Pumphrey,  Jr.,  Fort  Worth 
Herbert  W.  Rumsfeld,  Jr.,  Dallas 
J.  Glenn  Terry,  Dallas 

Table  14.  Cutaneous  Malignancy 

C.  H.  McCuistion,  Austin,  Moderator 
Clyde  M.  Caperton,  Bryan 
Arthur  W.  Richardson,  San  Antonio 
Robert  E.  Rossman,  Tyler 

Table  15.  Indications  for  Cardiac  Surgery  from  the 

Standpoint  of  the  Conservative  Medical  Cardiologist 

Myron  B.  Zinn,  San  Antonio,  Moderator 
John  R.  Derrick,  Galveston 
Hugh  H.  Hanson,  Houston 

O.  Brandon  Hull,  Lubbock 
Thomas  W.  Inmon,  Temple 

Table  16.  Preventable  Athletic  Injuries 

Louis  J.  Levy,  Fort  Worth,  Moderator 
H.  Royer  Collins,  Temple 
A.  Ross  Davis,  Houston 
John  B.  Gunn,  Dallas 
W.  Cone  Johnson,  Abilene 
E.  Paul  Woodward,  San  Diego,  Calif. 

Table  17.  Assisted  Respiration 

Thomas  D.  Kirksey,  Galveston,  Moderator 
R.  Maurice  Hood,  Austin 
John  A.  Jenicek.  Galveston 
William  S.  Derrick,  Houston 

Table  18.  Monitoring  Patients 

Charles  H.  Williams,  Houston,  Moderator 
Silas  W.  Grant,  Hillsboro 
Mr.  Joe  Hendrickson,  Houston 
Ben  W.  McCall,  Houston 
Miss  Elaine  Ormond,  R.N.,  Houston 
Mrs.  Evalyn  Shropshire,  R.N.,  Lubbock 
John  M.  Wallace,  Galveston 

Table  19.  Emergency  Ambulance  and  Hospital  Care 

in  Your  Town  (or  Area) 

Heinrich  Lamm,  Harlingen,  Moderator 
Nathan  Cedars,  Stephenville 
George  J.  Ehni,  Houston 
Paul  W.  Gikas,  Ann  Arbor,  Mich. 
E.  Jackson  Giles,  Corpus  Christi 
Walter  F.  Hasskarl,  Jr.,  Brenham 
Hylmar  E.  Karbach,  Jr.,  New  Braunfels 
Dwight  R.  Knapp,  Kerrville 
Otto  Lippmann,  Austin 
J.  T.  Lamar  McNew,  Bryan 

Table  20.  Conservative  Management  of  Low  Back 

Injuries 

Arthur  E.  Grant,  San  Antonio,  Moderator 


Allen  F.  Kingman,  Jr.,  San  Antonio 
Theodore  A.  Klecka,  San  Antonio 
Albert  E.  Sanders,  San  Antonio 
Major  Donald  H.  See,  Fort  Sam  Houston 
Jim  L.  Story,  San  Antonio 


Section  Meetings 


SECTION  ON  DIGESTIVE  DISEASES 

Chairman — Belton  G.  Griffin,  Houston 
Secretary — Henry  Laurens,  Temple 


FRIDAY,  MAY  2,  2:30-5  P.M. 

Room  33,  Convention  Center 

Postgastrectomy  Syndromes 

1.  (2:30)  Patient  Selection  and  Prediction  of  Post- 
gastrectomy Problems 

Kermit  B.  Knudsen,  Temple 

Although  results  of  surgery  for  peptic  ulcer  disease  usually 
are  satisfactory,  a few  patients  have  some  degree  of  disability 
following  surgery.  Experimental  techniques,  such  as  tilt  table 
testing  and  preoperative  psychological  testing  indicate  some 
factors  which  may  affect  the  patient’s  response  to  gastric  sur- 
gery. This  information,  plus  knowledge  gained  from  long-term 
follow-up  of  large  groups  of  patients,  may  help  us  better  select 
patients  for  surgery  and  decrease  the  incidence  of  postopera- 
tive disability. 

Discussion 

Marcel  Patterson,  Galveston 

2.  (2:50)  Anemia  Following  Partial  Gastrectomy 

Major  John  J.  Costanzi,  Lackland  Air  Force  Base 

Development  of  hypochromic  microcytic  anemia  secondary  to 
iron  deficiency  is  the  major  hematologic  complication  follow- 
ing partial  gastrectomy  for  benign  ulcer  disease.  It  has  a sta- 
ble incidence  of  approximately  33%,  and  is  produced  by  in- 
teracting factors:  Inadequate  dietary  intake,  impaired  absorp- 
tion, and  continued  bleeding,  with  the  latter  being  the  most 
important  single  cause  of  continued  negative  iron  balance.  The 
role  of  gastroferrin  and  iron  tolerance  studies  will  be  dis- 
cussed. 

The  incidence  of  megaloblastic  anemia  varies  from  1.5%  to 
20%.  The  predominant  cause  is  vitamin  Bia  lack  secondary  to 
a decreased  concentration  of  intrinsic  factor,  usually  occurring 
many  years  after  surgery.  Folate  lack  has  been  reported;  its 
incidence  varies.  The  multiple  causative  factors  relating  to 
these  deficiencies  will  be  discussed. 

Discussion 

Lt.  Col.  Ralph  F.  Wells,  Fort  Sam  Houston 

3.  (3:10)  Diarrhea  and  Steatorrhea  Following  Gastric 
Surgery 

W.  Crockett  Chears,  Jr.,  Dallas 

Diarrhea  after  gastric  surgery  is  uncommon  and  often  omi- 
nous. Steatorrhea,  one  of  the  most  prevalent  undesired  results 
of  gastric  surgery,  usually  is  harmless.  Accurate  assessment 
of  the  cause  and  significance  of  steatorrhea  is  difficult,  but 
persistence  may  uncover  a preexisting  disorder  or  a complica- 
tion. Newer  surgical  techniques  designed  to  prevent  or  to  cor- 
rect this  complication  have  been  disappointing. 

Discussion 

E.  C.  Texter,  Jr.  Temple 
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4.  (3:30)  Postgastrectomy  Recurrent  Ulceration 

Dolph  L.  Curb,  Houston 

The  incidence  of  recurrent  peptic  ulceration  in  the  postgas- 
trectomy patient  is  to  be  discussed  and  related  to  such  factors 
as  the  type  of  operation.  Clinical  manifestations  and  differen- 
tial diagnosis  from  other  diseases  capable  of  giving  similar 
symptoms  will  be  discussed.  Aids  to  correct  diagnosis,  such  as 
laboratory,  x-ray,  and  endoscopy  procedures,  will  be  evaluated 
and  the  place  of  medical  and  surgical  treatment  will  be  de- 
fined. 

Discussion 

John  R.  Kelsey,  Jr.,  Houston 

5.  (3:50)  Postgastrectomy  Osteomalacia 

Richard  L.  Eddy,  Temple 

Metabolic  bone  disease  has  for  some  time  been  incriminated 
as  a complication  of  surgical  alteration  of  the  upper  gastroin- 
testinal tract.  There  is  great  disparity  in  the  reported  frequency 
of  osteomalacia  following  partial  gastrectomy.  This  study  was 
undertaken  to  learn  the  true  incidence  of  postgastrectomy 
osteomalacia;  to  clarify  its  relative  frequency  after  various 
types  of  gastrectomy;  to  correlate  roentgenographic,  blood 
chemistry,  small  bowel  histopathology,  and  tetracycline-tagged 
bone  biopsy  findings;  and  to  ascertain  their  clinical  implica 
tions. 

Discussion 

F.  Clark  Douglas,  Dallas 

(4:10)  Intermission 

6.  (4:20)  Postgastrectomy  Syndromes 

Everett  D.  Kiefer,  Laconia,  N.  H. 

The  untoward  effects  of  partial  or  total  gastrectomy  are  re- 
lated to  the  reduced  stomach  capacity,  loss  of  pyloric  sphinc- 
ter function,  motility  changes,  and  changes  in  the  bacterial 
flora  of  the  upper  digestive  tract.  About  15%  of  the  patients 
undergoing  subtotal  gastrectomy  have  one  or  more  of  the  fol- 
lowing: early  dumping,  late  dumping,  malnutrition,  malabsorp- 
tion, or  afferent  loop  syndrome.  The  majority  can  be  success- 
fully managed  by  a medical  program,  but  certain  cases  require 
surgical  revision. 


6:30  P.M. 

La  Reina  Group,  Hilton  Palacio  del  Rio 

7.  (6:30)  Social  Hour 

SATURDAY,  MAY  3,  9-11:30  A.M. 

Room  33,  Convention  Center 

8.  (9:00)  Pancreatitis 

E.  C.  Texter,  Jr.,  Temple 

Pancreatitis  results  from  autodigestion  of  the  pancreas.  Al- 
though a precise  etiology  has  not  been  established,  the  most 
common  associated  conditions  are  gallstones  and  alcoholism. 
Clinical  features  include  abdominal  pain  and  tenderness,  shock, 
jaundice,  and  fluid  accumulations  in  the  abdomen  and  chest. 
Elevated  serum  and  urinary  enzyme  levels  are  the  most  valu- 
able laboratory  findings  in  acute  pancreatitis.  One-third  of  pa- 
tients with  acute  pancreatitis  develop  recurrent  disease.  The 
secretin-pancreozymin  test  is  the  most  useful  preoperative  di- 
agnostic test  for  chronic  pancreatitis;  secretory  volumes  below 
1 mg/kg  and  bicarbonate  content  below  90  mEq/liter  are 
characteristic. 

Discussion 

W.  Tom  Arnold,  Houston 


9.  (9:20)  Exchange  Transfusion  in  Hepatic  Coma 

John  C.  McKechnie,  Houston 

Fifteen  patients  with  hepatic  coma  were  treated  with  from  one 
to  three  exchange  transfusions  in  an  effort  to  maintain  life 
until  liver  regeneration  could  occur.  Acute  hepatic  necrosis 
due  to  viral  hepatitis  was  the  cause  of  coma  in  most  cases. 
There  were  only  two  long-term  survivors.  Initial  enthusiasm 
for  the  procedure  seemed  to  be  supported  by  a preliminary 
report  of  our  first  three  cases.  This  longer  series,  however, 
suggests  that  exchange  transfusion  benefits  only  an  occasional 
individual.  On  the  basis  of  the  recently  collected  data,  it  is 
impossible  to  predict  which  patient  in  hepatic  coma  might 
benefit  from  exchange  transfusion. 

Discussion 

Richard  D.  Haines,  Temple 

10.  (9:40)  Gastroscopy  With  Gastric  Photography 

Charles  I.  Biltz,  Corsicana 

Significant  advances  have  been  made  in  fiberoptic  gastroscopy 
and  gastric  photography.  The  role  of  these  procedures  in  a 
small  community  hospital  is  examined.  Characteristic  features 
of  gastric  disorders  are  discussed  including  benign  gastric  ul- 
cers, gastric  carcinoma,  atrophic  gastritis,  and  hypertrophic 
gastritis.  Slides  are  presented  demonstrating  these  as  well  as 
less  commonly  observed  lesions. 

Discussion 

Robert  S.  Nelson,  Houston 

11.  (10:00)  Granulomatous  Enterocolitis 

Walter  P.  Dyck,  Temple 

That  granulomatous  disease  can  involve  the  large  bowel  as 
well  as  the  small  intestine,  alone  or  in  combination,  is  widely 
accepted,  but  the  clinical  and  pathological  distinctions  between 
granulomatous  and  ulcerative  colitis  are  often  uncertain.  Some 
of  the  features  differentiating  granulomatous  disease  from  ul- 
cerative colitis  will  be  illustrated,  and  some  of  the  factors 
which  may  influence  the  choice  of  therapy  will  be  outlined. 

Discussion 

Virgil  B.  Lawlis,  Austin 

12.  (10:20)  A Variant  of  the  Zollinger-Ellison 
Syndrome 

John  M.  Eiband,  Houston 

A housewife  presented  with  watery  diarrhea,  hypokalemia,  and 
hypochlorhydria  (\A/DHA  syndrome).  In  addition  to  other  tests 
of  digestion  and  intestinal  absorption,  jejunal  perfusion  studies 
were  performed.  Preoperative  celiac  arteriograms  were  abnor- 
mal. A malignant  non-beta  islet  cell  tumor  of  the  pancreas 
was  found  at  operation.  Electron  microscopy  of  the  tumor 
showed  abundant  alpha  granules.  An  overall  view  of  the  variety 
of  disease  produced  by  non-bsta  islet  cell  tumors  of  the  pan- 
creas will  be  presented. 

Discussion 

Edward  B.  Best,  Temple 

(10:40)  Intermission 

13.  (10:50)  Gastric  Ulcer 

Everett  D.  Kiefer,  Laconia,  N.  H. 

Peptic  ulcer  of  the  proximal  portion  of  the  stomach  is  related 
to  tissue  vulnerability  rather  than  hypersecretion.  Many  of 
these  ulcers  will  heal  with  strict  medical  management  which 
is  also  directed  towards  improvement  of  general  health.  The 
therapeutic  test  of  medical  management  is  the  most  decisive 
measure  in  differential  diagnosis  between  benign  and  malig- 
nant ulcer.  Surgery  without  a medical  trial  is  indicated  when 
the  x-ray  indicates  an  ulcerated  tumor,  the  exfoliative  cytology 
test  is  positive,  there  is  histamine-fast  achlorhydria,  the  ulcer 
is  a chronic  perforation  through  all  coats  of  the  gastric  wall, 
and  when  adequate  medical  treatment  and  supervision  is  im- 
possible. 
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AMBAR  EXTENTABS 
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ONE-HALF  THAT  OF 
OTHER  LEADING 
APPETITE 
SUPPf?ESSANTS. 


AN  IMPORTANT  FACTOR 
H LONG-TERM  THERAPY! 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety... helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR '2 

EXTENTABS 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning;  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  /I'H'DOBINS 


RICHMOND,  VA.  23220 


SECTION  ON  GENERAL  PRACTICE 

Chairman — Robert  S.  Ray,  Seguin 
Secretary — Jack  R.  Chandler,  San  Antonio 

FRIDAY,  MAY  2,  2:30-5  P.M. 

Mission  Room  1,  Convention  Center 

1.  (2:30)  Topic  Pending 

Mr.  F.  Lee  Bailey,  Boston 

2.  (3:00)  Cortisone  and  Fasciotomy  in  Rattlesnake 
Bite 

Thomas  G.  Glass,  Jr.,  San  Antonio 

3.  (3:30)  Treatment  of  Common  Dermatoses 

Rees  B.  Rees,  San  Francisco 

4.  (4:00)  Sex  in  America — A British  View 

Mr.  Gerald  Sanctuary,  New  York 

Discussion  will  include  the  attitudes  and  behavior  of  men  and 
women  to  one  another  in  the  United  States  contrasted  with 
similar  attitudes  in  Britain;  why  we  think  so  much  about  sex 
and  so  little  about  sexuality:  the  relationship  of  sexuality  to 
violence;  ideas  in  Britain  about  the  sexual  behavior  of  Ameri- 
cans; and  America  and  Britain — a sexual  relationship? 

5.  (4:30)  Drug  Abuse 

Daniel  X.  Freedman,  Chicago 

SATURDAY,  MAY  3,  9-11:30  A.M. 

Mission  Room  1,  Convention  Center 

6.  (9:00)  Carcinoma  of  the  Breast — A Changing 
Concept 

J.  R.  Maxfield,  Jr.,  Dallas 

7.  (9:30)  The  Visiting  Professor  in  Medical 
Education 

Silas  W.  Grant,  Hillsboro 

8.  (10:00)  Drip  Infusion  Pyelography 

Peter  Zanca,  San  Antonio 

9.  (10:30)  Early  Care  of  Hand  Injuries 

John  R.  Hill,  Houston 

10.  (11:00)  Some  Perinatal  Problems 

Theodore  C.  Panos,  Little  Rock 


SECTION  ON  INTERNAL  MEDICINE 

Chairman — Robert  E.  Stevens,  San  Antonio 
Secretary — Homer  R.  Goehrs,  Austin 

FRIDAY,  MAY  2,  2:30-5  P.M. 

River  Room  1,  Convention  Center 

1.  (2:30)  Newer  Concepts  of  the  Pathogenesis  of 
Gouty  Arthritis 

J.  Edwin  Seegmiller,  Bethesda,  Md. 

2.  (3:00)  Rheumatic  Syndromes  of  Hypothyroidism 
and  Myxedema 

John  H.  Bland,  Burlington,  Vt. 

Connective  tissue  endocrinology  is  relatively  unexplored,  al- 
though rheumatic  syndromes  may  characterize  certain  endoc- 
rine diseases.  Between  1954  and  1967,  74  undiagnosed  rheu- 
matic disease  patients  were  clinically  diagnosed  as  having 
hypothyroidism  and  myxedema;  laboratory  confirmation  fol- 
lowed in  38  patients:  5 patients  had  no  objective  supporting 
system  signs  and  22  patients  were  excluded  due  to  other  ac- 
companying causes  for  rheumatic  symptoms  and  signs.  Eleven 
myxedema  patients  are  reported,  all  referred  by  internists  for 
"arthritis.”  All  recovered  completely  on  thyroid  replacement 
therapy.  The  clinical,  radiologic,  and  biochemical  characteris- 
tics of  rheumatic  syndromes  of  hypothyroidism  and  myxedema 
are  presented,  including  a theoretical  proposal  of  mechanism 
of  production  of  the  connective  tissue  manifestation. 

3.  (3:30)  Differential  Diagnoses — Joint  Aches  in  Ado- 
lescents 

Earl  J.  Brewer,  Jr.,  Houston 

4.  (4:00)  The  Diagnosis  and  Treatment  of  Gout 

J.  Edwin  Seegmiller,  Bethesda,  Md. 

5.  (4:30)  Control  of  Inflammation  in  Rheumatic  Dis- 
eases 

J.  Donald  Smiley,  Dallas 

SATURDAY,  MAY  3,  9-11:30  A.M. 

River  Room  1,  Convention  Center 

Joint  Session:  Sections  on  Internal  Medicine  and 
Radiology 

6.  (9:00)  The  Achilles  Tendon  and  Its  Problems  in 
Athletics 

E.  Paul  Woodward,  San  Diego,  Calif. 

7.  (9:30)  Pathology  of  the  Hand  and  Wrist 

Roberto  Calderon,  Managua,  Nicaragua 

8.  (10:00)  Pain  in  the  Neck 

John  H.  Bland,  Burlington,  Vt. 

Pain  in  the  head  and  neck  are  common  complaints.  A knowl- 
edge of  anatomical,  physiological  and  radiological  character- 
istics of  the  cervical  spine  presently  allows  a systematic  ap- 
proach to  identify  the  pain-sensitive  structure  involved.  Pain 
arising  from  supporting  structures  deep  in  the  cervical  spine 
have  clinical  characteristics  different  from  those  of  nerve  root 
compression.  Causes  of  pain  in  the  cervical  spine  range  from 
heritable  disorders,  trauma,  many  rheumatic  diseases,  infec- 
tious and  neoplastic  diseases,  and  unusual  growth  manifesta- 
tion. A systematic  approach  to  the  identification  of  pain-sensi- 
tive structures  in  the  cervical  spine  will  be  presented.  Histori- 
cal and  physical  characteristics  of  a number  of  cervical  spine 
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tient, she  may  be  susceptible  to  mo- 
nibal  overgrowth. 

That’s  why  she  needs  the  extra  protection 
of  Tetrex-F  whenever  tetracycline  ther- 
apy is  indicated.  Tetrex-F  provides  well- 
tolerated  tetracycline  phosphate  complex 
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help  prevent  mondial  overgrowth. 

Tetrex-F 

(tetracycline  phosphate 
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cated in  patients  hypersensitive  to  its  components.  Warnings : 
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totoxicity  may  occur.  In  this  situation,  lower  doses  should 
be  used.  Tooth  staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last  trimester  of  preg- 
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syndromes,  the  radiologic  signs  specifically  useful  in  cervical 
spine  disease,  and  a rational  approach  to  treatment  and  man- 
agement relating  closely  to  mechanism  of  production  of  pain 
will  be  presented. 

9.  (10:30)  Sequential  X-ray  Changes  in  Rheumatoid 
Arthritis 

Lois  C.  Collins,  Houston 

10.  (11:00)  Radiographic  Manifestations  of  Joint  Dis- 
eases and  Hemophilia 

William  J.  Kilman,  Dallas 


SECTION  ON  NERVOUS 
AND  MENTAL  DISEASES 

(With  Texas  District  Branch,  American  Psychiatric 
Association) 

Chairman — Israel  H.  Schuleman,  Houston 

Secretary — Robert  L.  Leon,  San  Antonio 

(The  Section  on  Nervous  and  Mental  Diseases  will  meet  in 
joint  session  Saturday  morning  with  the  Texas  District  Branch, 
American  Psychiatric  Association,  and  the  Texas  Department 
of  Mental  Health  and  Mental  Retardation.  See  below  and  Sym- 
posium on  Mental  Health  in  Specialty  Programs  section  for 
details. 

FRIDAY,  MAY  2,  2:30-5  P.M. 

International  Ballroom,  Hilton  Palacio  del  Rio 

1.  (2:30)  The  Adaptive  Integration  of  Psychiatric 
Symptoms  in  Ego  Regulation 

Jules  V.  Coleman,  New  Haven,  Conn. 

Psychiatric  symptoms  are  ubiquitous,  and  are  integrated  by  the 
ego  during  the  developmental  process  as  idiosyncratic  modes 
of  adaption  related  to  affective  areas  of  human  functioning. 
During  psychiatric  episodes,  they  are  more  prominent  and  tend 
to  be  projected  in  social  interaction.  Symptoms,  illness,  sub- 
clinical  manifestations,  and  chronic  states  will  be  discussed. 
The  relation  of  functional  psychiatric  reactions  and  organic 
illness  will  be  briefly  discussed. 

2.  (3:00)  Panel:  Youth  Unrest  on  the  Campus 

Moderator:  Paul  Higgs,  Austin 

Panelists:  Mildred  R.  Marshall,  Dallas 

Lawrence  J.  Cassard,  Houston 
Ira  Iscoe,  Ph.D.,  Austin 

3.  (4:30)  Uses  and  Limitations  of  Group  Psycho- 
therapy 

Myron  F.  Weiner,  Dallas 

4.  (5:00)  Business  Session — Texas  District  Branch, 
American  Psychiatric  Association 

SATURDAY,  MAY  3,  8 A.M.-12  NOON 
River  Room  2,  Convention  Center 

Gary  E.  Miller,  Austin,  Presiding 

Joint  Session:  Texas  Medcial  Association  Section  on  Nervous 
and  Mental  Diseases,  Texas  District  Branch,  American  Psychi- 
atric Association,  and  Texas  Department  of  Mental  Health  and 
Mental  Retardation. 


Symposium  on  Mental  Health 

5.  (8:00)  Registration 

G.  (9:00)  Welcome 

Purpose  of  Symposium 

George  A.  Constant,  Victoria 

7.  (9:15)  Panel:  The  Future  of  Residential  Treatment 
of  Children 

Moderator:  John  E.  Meeks,  Dallas 

Panelists:  Beverly  J.  Sutton,  Austin 

Bernard  A.  Rappaport,  Wichita  Falls 
Jaime  Quintanilla,  Amarillo 
Alberto  C.  Serrano,  San  Antonio 

(10:30)  Intermission 

8.  (11:00)  The  National  Scene  Concerning  the  Utili- 
zation of  Community  Services  and  Resources  in  Men- 
tal Health 

Jules  V.  Coleman,  New  Haven,  Conn. 

What  has  been  the  effect  of  the  Community  Mental  Health 
Centers  Act,  and  the  ensuing  staffing  provisions,  on  the  devel- 
opment of  psychiatric  services?  How  have  new  community 
mental  health  services  related  to  the  public  mental  hospitals, 
especially  with  regard  to  the  care  of  the  severely  psychotic 
patient?  How  do  newly  trained  community  psychiatrists  con- 
ceptualize their  role  in  treatment,  prevention,  and  involvement 
in  community  problems?  The  paper  will  discuss  trends,  diffi- 
culties in  clarifying  objectives,  manpower  problems,  and  theo- 
retical issues. 

9.  (11:30)  The  Texas  Department  of  Mental  Health 
and  Mental  Retardation — The  Current  Status  and  the 
Prospectus  for  the  Future 

John  Kinross-Wright,  Austin 


SECTION  ON  OBSTETRICS 
AND  GYNECOLOGY 

Chairman — William  H.  Nash,  San  Antonio 
Secretary — Benson  L.  Martin,  Jr.,  Kingsville 

FRIDAY,  MAY  2,  2:30-5  P.M. 

Room  2,  Convention  Center 

1.  (2:30)  Endotoxic  Shock 

Kermit  E.  Krantz,  Kansas  City,  Kan. 

Endotoxic  shock  and  its  complications  can  cause  catastrophic 
problems  for  general  practitioners  as  well  as  specialists.  The 
discussion  will  center  around  the  history  of  endotoxic  shock 
and  its  development  to  the  present  time,  and  understanding 
the  various  contributions  of  the  past  to  its  definitions  today. 
The  pathophysiology  will  be  discussed  in  detail — metabolism 
of  endotoxin  within  the  host,  the  reasons  for  the  leukopenia 
and  other  alterations  in  the  patient’s  homeostatic  mechanisms. 
The  pathology  of  three  main  related  problems  will  then  be  dis- 
cussed and  clinically  demonstrated;  that  is,  endotoxemia,  the 
Shwartzman  phenomenon,  and  selective  vasculitis.  Recognition 
and  correction  of  the  endotoxic  state  in  the  obstetric  patient 
will  be  emphasized  along  the  following  lines:  (1)  the  causative 
organisms  and  the  situations  in  which  they  occur;  (2)  the 
states  in  pregnancy  and  abortion  in  which  there  is  a high 
frequency  and  the  reasons  for  the  higher  incidence  of  the 
Shwartzman  phenomenon  in  the  pregnant  woman;  (3)  the  need 
for  early  surgical  intervention;  (4)  the  choice  and  employment 
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of  massive  antibiotic  therapy:  (5)  the  problem  of  hypertensive 
shock  and  its  correction;  (6)  the  problem  of  urinary  output, 
recognition  of  kidney  lesions,  and  the  indicated  therapy;  and 
(7)  general  supportive  measures. 

(3:00)  Discussion 

2.  (3:15)  Cervical  Neoplasia — The  History  and  Impact 
of  Its  Diagnostic  Sequence 

Paul  C.  Weinberg,  San  Antonio 

The  history  of  the  cytologic  and  colposcopic  approach  to  di- 
agnosis of  pre-invasive  cervical  malignancy  w/ill  be  revie\«ed. 
The  use  of  these  tools  for  screening  and  diagnosis  shall  be 
presented.  National  and  local  statistics  and  their  impact  on 
early  diagnosis  of  cervical  cancer,  the  importance  of  early 
diagnosis  and  therapy  and  cure  shall  also  be  shown.  The  ques- 
tions raised  by  some  of  the  Australian  and  Canadian  writers 
as  to  the  value  of  these  procedures  shall  be  rebutted.  A firm 
plea  for  wider  use  of  routine  cytologic  screening  shall  be  pre- 
sented. 

(3:35)  Discussion 
(3:45)  Intermission 

3.  (4:00)  Panel:  Evaluation  of  the  Frigid  Patient 

Moderator:  Robert  B.  White,  Galveston 

Panelists: 

Kermit  E.  Krantz,  Kansas  City,  Kan. 
Jules  V.  Coleman,  New  Haven,  Conn. 
William  J.  McGanity,  Galveston 


SATURDAY,  MAY  3,  9-11:30  A.M. 

Room  36,  Convention  Center 

4.  (9:00)  The  Pill — To  Bleed  or  Not  To  Bleed 

Kermit  E.  Krantz,  Kansas  City,  Kan. 

Discussion  will  be  centered  about  the  role  of  estrogens  and 
antigens  and  progestins  during  the  various  periods  of  growth 
and  development,  maturation,  and  child-bearing  years  as  well 
as  the  menopause  and  how  they  may  affect  the  host.  Discus- 
sion of  co-existing  lesions  when  replacement  therapy  is  em- 
ployed will  emphasize  recognition  and  correction  of  these  le- 
sions, various  types  of  agents  that  are  available,  and  what  is 
hoped  to  be  achieved  in  their  err.picyment  in  patient  care. 

(9:30)  Discussion 

5.  (9:40)  Clomid — Its  Indications  and  Abuse 

Joseph  W.  Goidzieher,  M.D.,  San  Antonio 

Absence  of  ovulation  is  a common  and  easily  detected  cause 
of  infertility.  Past  treatments  with  various  estrogens,  pregnant 
mare’s  serum,  and  "rebound”  after  oral  contraceptives  have 
been  relatively  ineffective.  Of  the  newer  treatments,  clomi- 
phene  citrate  appears  to  have  the  best  combination  of  safety 
and  effectiveness.  Proper  evaluation,  adherence  to  proven  regi- 
mens, and  knowledgeable  supervision  during  treatment  will 
minimize  side  effects  even  in  sensitive  patients  such  as  those 
with  polycystic  ovaries.  More  than  two-thirds  of  properly  se- 
lected cases  will  benefit  from  this  drug. 

(10:00)  Discussion 
(10:10)  Intermission 

6.  (10:15)  Automation  in  Private  Obstetrical  Practice 

Lawrence  E.  Lundgren,  Houston 

Presented  will  be  the  results  in  412  consecutive  deliveries 
using  abdominal  decompression  in  first  stage  of  labor,  against 
100  control  patients.  Labors  are  shorter,  patients  need  less 
medication,  and  are  comfortable  and  alert.  Apgar  scores  are 
higher.  An  additional  75  patients  used  daily  abdominal  decom- 
pression in  the  last  trimester;  50%  of  their  babies  have  had 
fetal  scalp  vein  studies  and  retinal  examination  with  excellent 


results.  All  have  been  subject  to  fetal  monitoring.  Electronic 
fetal  monitoring  is  practical  in  the  office,  labor,  and  delivery 
suite.  Decompression  and  monitoring  are  of  advantage  in  care 
of  mother  and  fetus. 

(10:35)  Discussion 

7.  (10:40)  Examination  of  Amniotic  Fluid 

John  Bernard  Henry,  Syracuse,  N.  Y. 

The  examination  of  amniotic  fluid  emphasizing  spectrophoto- 
metric  scan  and  pitfalls  in  interpretation  as  well  as  clinical 
correlations  has  provided  diagnostic  and  prognostic  informa- 
tion. Although  the  spectrophotometric  examination  of  amniotic 
fluid  has  achieved  a secure  position  in  laboratory  medicine, 
the  potential  of  amniotic  fluid  in  terms  of  a variety  of  other 
clinical  pathologic  measurements  has  not  been  realized.  Vital 
pathophysiologic  data  and  improved  understanding  of  fetal 
maternal  stress  can  be  anticipated. 

(11:00)  Discussion 

8.  (11:05)  Vitamin  Be  During  Pregnancy 

John  M.  Ellis,  Mt.  Pleasant 

During  pregnancy  pyridoxine  (vitamin  Be)  given  50-300  mg. 
daily,  advantageously  affected  edema,  muscle  spasms,  pares- 
thesia of  hands,  painful  finger  joints,  incoordination  of  hand 
movements,  and  abnormal  weight  gains.  Pyridoxine  caused  re- 
gression of  edema  in  five  cases  of  toxemia  of  pregnancy,  and 
convulsions  ceased  in  a single  case  of  eclampsia  following  in- 
travenous administration  of  pyridoxine,  200  mg.  at  six-hour 
intervals. 

(11:25)  Discussion 


SECTION  ON  OPHTHALMOLOGY 
AND  TEXAS  OPHTHALMOLOGICAL 
ASSOCIATION 

Chairman,  Section  on  Ophthalmology,  and  President, 
Texas  Ophthalmological  Association  — James  L. 
Mims,  Jr.,  San  Antonio 

Secretary,  Section  on  Ophthalmology,  and  President- 
Elect  and  Program  Chairman,  Texas  Ophthalmolog- 
ical Association — John  C.  Koch,  Lufkin 

Secretary,  Texas  Ophthalmological  Association — John 
C.  Kuppinger,  Harlingen 

Treasurer,  Texas  Ophthalmological  Association — Joe 
L.  Bussey,  Fort  Worth 

(The  Executive  Council,  Texas  Ophthalmological  Association, 
will  meet  Thursday,  May  1,  2 to  5 p.m..  Room  7,  San  Antonio 
Convention  Center.) 

(Members  and  wives  of  Texas  Ophthalmological  Association 
will  have  a cocktail  reception  Thursday,  May  1,  5 to  7 p.m.. 
International  Ballroom,  Hilton  Palacio  del  Rio.) 

(Medical  Advisory  Committee  Chairmen,  Texas  Society  for  the 
Prevention  of  Blindness,  will  have  a breakfast  session  Satur- 
day, May  3,  7:30  a.m..  La  Duquesa,  Hilton  Palacio  del  Rio.) 


FRIDAY,  MAY  2,  8:30  A.M.-5  P.M. 

Room  31,  Convention  Center 

James  L.  Mims,  Jr.,  San  Antonio,  Presiding 

1.  (8:30)  Management  of  Congenital  Cataract 

Harold  G.  Scheie,  Philadelphia 

Congenital  cataracts  present  important  ophthalmological  and 
socioeconomic  problems.  They  account  for  approximately 


P-26 


TEXAS  MEDICINE 


11.5%  of  blindness  in  preschool  children,  and  5%  of  blindness 
in  adults.  Significant  responsibility  is,  therefore,  involved  in 
their  management.  Indications  for  surgery  will  be  reviewed 
and  conservatism  urged.  The  prognosis  is  always  poor  when 
associated  anomalies  are  present.  Personal  experiences  with 
congenital  cataract  surgery  will  be  discussed  and  my  own 
present  day  preference,  aspiration,  will  be  illustrated  by 
movies. 

(9:30)  Intermission 

2.  (9:45)  The  Ophthalmic  Assistant  Programs 

Mr.  Larry  Zupan,  Washington,  D.  C. 

3.  (10:15)  A Simplified  Strabismus  Examination  Pro- 
cedure 

Arthur  Jampolsky,  San  Francisco 

A simplified  system  of  strabismus  examination  will  be  detailed 
which  employs  the  examiner’s  observations  of  the  patients' 
eye  movements  as  the  end-points  for  diagnosis  of  both  sen- 
sory and  motor  anomalies.  The  examiner  must  control  (1)  fix- 
ations, (2)  accommodations,  and  (3)  fusion-vergences,  by  sim- 
ple tests  in  order  to  establish  an  accurate  diagnosis.  The  ex- 
aminer also  must  have  a mental  image  of  the  characteristics 
of  the  suppression  phenomena  in  eso-  and  exodeviations  so 
that  he  may  make  appropriate  inferences  from  the  history, 
visual  acuities,  and  refractive  error  corrections.  With  these  di- 
agnostic tools,  the  examiner  may  dispense  with  most  if  not  all 
of  the  subjective  tests  commonly  employed. 

4.  (11:15)  Management  of  Iris  and  Ciliary  Body 
Tumors 

Milton  Boniuk,  Houston 

In  recent  years  emphasis  has  been  on  the  fact  that  melano- 
mas of  the  iris  have  a much  better  prognosis  than  melanomas 
of  the  posterior  uvea.  As  a result  there  has  been  a tendency 
toward  conservatism  in  management  of  these  tumors,  and  this 
has  resulted  in  development  of  new  surgical  techniques  for  the 
excision  of  iris  tumors  that  invade  the  ciliary  body.  Some 
points  regarding  differential  diagnosis,  indications  for  surgery, 
and  surgical  techniques  will  be  discussed.  A movie  illustrating 
the  technique  for  iridocyclectomy  with  scleral  flap  will  be  pre- 
sented. In  the  author's  opinion,  this  is  the  treatment  of  choice 
in  most  cases  where  iridocyclectomy  is  necessary. 

(12:00)  Adjourn 


12:15  P.M. 

International  Ballroom,  Hilton  Palacio  del  Rio 

5.  (12:15)  Luncheon,  Texas  Ophthalmological  Asso- 
ciation 

President’s  Address 

James  L.  Mims,  Jr.,  San  Antonio 


1:45  P.M. 

Room  31,  Convention  Center 


6.  (1:45)  Business  Meeting  of  Texas  Ophthalmologi- 
cal Association 

Harl  D.  Mansur,  Jr.,  Wichita  Falls,  Presiding 

7.  (3:00)  Technique  of  Cataract  Extraction 

Harold  G.  Scheie,  Philadelphia 

Cataract  extraction  will  be  discussed  from  the  view  of  protect- 
ing the  patient  throughout  surgery.  Preoperative  preventive 
measures  will  be  mentioned.  The  author’s  technique,  usually 
employing  local  anesthesia,  will  be  reviewed.  This  will  include 
a biplane  type  of  incision  and  various  techniques  for  deliver- 
ing the  lens.  Illustrative  movies  will  be  shown. 


8.  (4:00)  Management  of  Esodeviations 

Arthur  Jampolsky,  San  Francisco 

The  discussion  will  separate  the  management  of  infants  and 
adults  with  esodeviations.  Emphasis  will  be  on  the  ability  to 
establish  an  appropriate  prognosis  during  the  diagnostic  ex- 
amination so  that  management  may  be  altered  accordingly. 
The  different  types  of  esodeviations  will  be  characterized  and 
their  management  analyzed.  Surgical  techniques  will  be  dis- 
cussed relative  to  the  different  diagnostic  categories. 

(5:00)  Adjourn 

Visit  Exhibits 


SATURDAY,  MAY  3,  9 A.M.-5  P.M. 

Room  31,  Convention  Center 

John  C.  Kuppinger,  Harlingen,  Presiding 

9.  (9:00)  Anesthesia  in  Ocular  Muscle  Surgery 

Warren  W.  Binion,  Fort  Worth 

10.  (9:30)  Management  of  Exodeviations 

Arthur  Jampolsky,  San  Francisco 

The  management  of  infants  with  exodeviations  differs  from 
that  of  adults  with  exodeviations.  Emphasis  will  be  upon  the 
accommodative-convergence  relationship  in  this  disease,  the 
frequently  progressive  nature  of  the  deviation,  and  the  simple 
objective  test  by  which  the  management  progress  may  be  eval- 
uated. Surgical  procedures  appropriate  to  each  category  will 
be  discussed,  and  reasons  for  failure  will  be  emphasized. 

(10:30)  Intermission 

11.  (10:40)  Diagnosis,  Treatment,  and  Rehabilitation 
— The  Route  to  Independence 

Mr.  Burt  L.  Risley,  Austin 

12.  (11:10)  Glaucoma  and  Ocular  Injury 

Harold  G.  Scheie,  Philadelphia 

Types  of  ocular  injury  most  commonly  associated  with  glau- 
coma will  be  discussed.  They  will  include  chemical  burns  and 
mechanical  injuries.  Although  the  mechanism  of  glaucoma  is 
often  obscure,  it  is  usually  due  to  involvement  of  the  trabec- 
ula-canal of  Schlemm  drainage  mechanism.  Blunt  trauma  can 
be  followed  immediately  or  even  years  later  by  elevations  in 
pressure.  Injuries  to  the  lens  result  in  particularly  severe  and 
intractable  types  of  glaucoma,  the  nature  of  which  are  often 
unknown.  Perforating  injuries  cause  rises  in  pressure  in  a 
variety  of  ways.  Several  factors  will  be  reviewed  and  more 
than  one  may  exist  in  the  same  eye. 

(12:10)  Recess  for  Lunch 


1:30  P.M. 

Room  31,  Convention  Center 
John  C.  Koch,  Lufkin,  Presiding 

13.  (1:30)  Retinal  Detachment  from  Ora  Serrata  Di- 
alysis 

W.  Rex  Hawkins,  Houston 

A series  of  retinal  detachments  with  dialyses  will  be  presented 
in  which  the  subretinal  fluid  was  not  drained.  Treatment  con- 
sisted of  cryo  applications  and  a broad  scleral  buckle.  In  all 
cases  the  retina  reattached  within  48  hours.  The  pathogenesis 
of  retinal  dialysis  will  be  reviewed  and  the  clinical  manifesta- 
tions of  the  resulting  detachment  will  be  discussed.  The  con- 
cept of  a simplified  surgical  approach  will  be  presented. 

14.  (2:00)  Management  of  Vertical  Deviations 

Arthur  Jampolsky,  San  Francisco 

Oblique  muscle  overactions  constitute  the  main  treatment  ave- 
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He  is  a diabetic. 

He  is  middle-aged. 

When  he  needs  an  antihiotic 
he  may  he  a candidate  for 

DECLOSTATIN‘300 


DemelhvIchlorlelracxiiin'HCI  30(1  m*;; 
and  ^'>slalin  500.000  unilh 
CAPSLLE-SHAPEI)  TABLETS  Led.  He 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  mondial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
overgrowth. 

Effectivenes.s:  Because  its  antiliacterial  cornpunent  is  DECLOMYCIN 
Demetliylclilortetracycline,  DECJLOSTATfN  should  he  etiually  or  more 
effective  therajieutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  condition.s.  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new’  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

■Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  .Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN.  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hyjtersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth  — dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypod 
[)Ia--ia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn^ 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therapy.' 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  faP 
in  humans.  ■ 

.\vcrage  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  bd 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaire* 
by  the  concomitant  administration  of  high  calcium  content  drugs,  food® 
and  some  dairy  products.  Treatment  of  streptococcal  infections  shouly 
continue  for  10  days,  even  though  symptoms  have  subsided. 

LEDERLE  LABORATORIES  I 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  W 


nue  for  vertical  ocular  muscle  deviations.  Diagnosis  of  oblique 
anomalies,  the  A V patterns,  and  weakening  procedures  of 
oblique  muscles  (indications  and  contraindications)  will  be 
emphasized,  especially  the  diagnosis  of  superior  oblique  pare- 
ses  because  of  their  frequent  occurrence.  Combined  oblique 
and  vertical  rectus  surgery  will  be  discussed.  Indications  and 
contraindications  for  combined  horizontal  and  vertical  muscle 
surgery  will  be  analyzed. 

(3:00)  Intermission 

15.  (3:10)  Management  of  Intraocular  Foreign  Bodies: 
Analysis  of  17  Cases 

Charles  E.  Russo,  Houston 

The  ophthalmologist  is  faced  with  the  problem  of  managing 
cases  of  intraocular  foreign  bodies.  With  the  increase  in 
population  and  industry,  such  accidents  are  on  the  rise.  The 
purpose  of  this  paper  is  to  analyze  17  cases  of  intraocular 
foreign  bodies  treated  in  our  office  since  1964.  This  analysis 
will  include  sex,  age,  method  of  injury,  time  lapse  between 
injury  and  definitive  treatment,  localization  techniques,  surgi- 
cal approach,  modalities  for  choroidal  inflammation,  and  final 
visual  acuity.  Following  the  analysis,  a general  discussion  on 
the  management  of  intraocular  foreign  bodies  will  be  under- 
taken. 

16.  (3:40)  Complications  of  Cataract  Extraction 

Harold  G.  Scheie,  Philadelphia 

Complications  of  cataract  extraction  will  be  discussed  from 
the  standpoint  of  their  prevention  and  of  management  when 
they  do  occur.  Careful  preoperative  study  of  the  eye  will  be 
urged.  Complications  during  anesthesia,  the  operative  period 
itself,  and  postoperative  care  will  be  considered,  as  will  the 
changing  nature  of  complications  in  recent  years. 

(5:00)  Adjourn 


SECTION  ON  OTOLARYNGOLOGY 
AND  TEXAS  OTOLARYNGOLOGICAL 
ASSOCIATION 

Chairman,  Section  on  Otolaryngology — Edward  A. 
Newell,  Dallas 

Secretary,  Section  on  Otolaryngology,  Treasurer  and 
Program  Chairman,  Texas  Otolaryngological  Asso- 
ciation— Jesse  D.  Gomillion,  Midland 

President,  Texas  Otolaryngological  Association — Lloyd 
A.  Storrs,  Lubbock 

President-Elect,  Texas  Otolaryngological  Association — 
H.  Edward  Maddox,  III,  Houston 

Secretary,  Texas  Otolaryngological  Association — 
Charles  F.  Engelking,  San  Angelo 


FRIDAY,  MAY  2,  8:30  A.M.-4:45  P.M. 

Mission  Room  2,  Convention  Center 
Edward  A.  Newell,  Dallas,  Presiding 

1.  (8:30)  Refresher  Course:  Surgery  of  Internal 
Auditory  Meatus 

Michel  Portmann,  Bordeaux,  France 

2.  (10:00)  Subtotal  Horizontal  Laryngectomy  for  Su- 
praglottic  Laryngeal  Carcinoma 

Max  L.  Som,  New  York 

Selected  cases  of  carcinoma  of  the  epiglottis  can  be  cured  in 
a high  percentage  of  instances  by  resection  of  the  supraglottic 


structures  as  a unit  in  continuity  with  the  pre-epigloftic  space. 
The  approach  is  via  lateral  pharyngotomy  and  simultaneous 
radical  neck  dissection,  and  is  done  for  all  lesions  2 cm  or 
larger.  A free  margin  of  several  millimeters  of  mucosa  above 
the  true  vocal  cord  is  sufficient  to  obtain  adequate  excision. 
Seventy  five  cases  of  carcinoma  of  the  epiglottis  were  surgi- 
cally treated  by  this  procedure  with  a five-year  survival  rate 
of  68%.  Isolated  instances  of  carcinoma  of  the  laryngopharynx 
can  be  similary  excised  with  preservation  of  laryngeal  function. 

3.  (11:00)  Current  Concepts  in  Tracheal  Reconstruc- 
tion 

Byron  J.  Bailey,  Galveston 

The  optimal  management  of  varying  degrees  of  tracheal  sten- 
osis requires  that  the  otolaryngologic  surgeon  resort  to  a wide 
variety  of  endoscopic  and  operative  procedures.  The  etiology 
and  classification  of  tracheal  stenoses  and  defects  are  re- 
viewed. Research  techniques  which  have  been  studied  in  ex- 
perimental animals  during  the  past  three  years,  along  with  a 
summary  of  the  reports  of  clinical  techniques  which  have 
been  described  in  recent  years,  are  presented.  The  author  re- 
ports four  cases  from  his  own  experiences  which  have  been 
successfully  managed.  Presentation  includes  tables  and  color 
slides. 

4.  (11:30)  Electronystagmography  — Theoretical  and 
Practical  Aspects 

Aram  Glorig,  Dallas 

Electronystagmography  will  be  discussed  from  its  theoretical 
and  practical  aspects.  The  advantages  and  disadvantages  will 
be  presented  in  the  light  of  its  usefulness  for  diagnosis. 

12  NOON 

Room  33,  Convention  Center 

5.  (12:00)  Luncheon 
1 P.M. 

Mission  Room  2,  Convention  Center 
Lloyd  A.  Storrs,  Lubbock,  Presiding 

6.  (1:00)  Business  Meeting  of  Texas  Otolaryngologi- 
cal Association 

7.  (2:15)  Actual  State  of  Stapes  Surgery  (Movie) 

Michel  Portmann,  Bordeaux,  France 

stapedial  surgery  remains  subject  to  a few  modifications  in 
detail,  which  continue  to  improve  each  year,  if  not  in  the 
overall  percentage  of  success,  at  least  in  the  quality  itself  of 
the  results.  It  therefore  seems  worthwhile  to  recall  the  tech- 
nics used  at  present,  and  to  examine  the  results. 

8.  (3:15)  Electroencephalography  in  the  Differential 
Diagnosis  of  Vertigo 

John  W.  Conwell,  III,  Dallas 

The  limitations  as  well  as  the  indications  and  advantages  of 
the  electroencephalogram  from  a general  neurological  as  well 
as  a specific  standpoint  will  be  presented,  as  well  as  a con- 
sideration of  the  differential  diagnosis  of  vertigo  in  neurologi- 
cal practice.  Particular  emphasis  on  cerebral  vascular  disease 
and  the  present  status  of  its  medical  and  surgical  manage- 
ment will  be  made. 

9.  (3:45)  Surgical  Approach  to  the  Hypopharynx  for 
Benign  Lesions 

Max  L.  Som,  New  York 

Suspension  laryngoscopy  offers  an  excellent  exposure  for  ex- 
cision of  cysts  and  pedunculated  fibrolipomas  or  benign  tu- 
mors of  the  epiglottis  and  vallecula.  Lateral  pharyngotomy  is 
the  method  of  choice  for  resection  of  laryngoceles,  ventricular 
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cysts  as  well  as  neuromas,  lipomas  and  chondromas  of  the 
supraglottic  structures.  Transhyoid  and  anterior  pharyngotomy 
is  a good  approach  for  lesions  of  the  base  of  the  tongue  and 
vallecula,  such  as  hemangioma  and  colloid  aberrant  thyroid. 
Median  labial  glossotomy  offers  an  avascular  wide  exposure 
for  excision  of  mixed  tumors  and  other  benign  neoplasms  of 
the  base  of  the  tongue  and  vallecula. 

(4:45)  Adjourn 


6:30  P.M. 

Cavalier,  Hilton  Palacio  del  Rio 

10.  (6:30)  Social  Hour — Texas  Otolaryngological  As- 
sociation (Members,  Wives,  and  Guests) 


SATURDAY,  MAY  3,  9:30  A.M.-4:45  P.M. 

Cavalier,  Hilton  Palacio  del  Rio 
Lloyd  A.  Storrs,  Lubbock,  Presiding 

11.  (9:30)  Surgery  of  the  Major  Salivary  Glands 

Max  L.  Som,  New  York 

Sialography  can  be  helpful  in  the  differentiation  of  inflamma- 
tory disease  of  the  parotid  from  neoplasms.  Various  methods 
for  the  exposure  and  preservation  of  the  facial  nerve  are  avail- 
able in  the  performance  of  a superficial  lobectomy.  The  need 
for  total  parotidectomy  with  the  sacrifice  of  the  facial  nerve 
and  radical  neck  dissection  is  largely  determined  by  surgical 
findings  as  well  as  the  histology  of  the  neoplasm.  Facial  nerve 
repair  is  feasible  in  selected  cases,  especially  those  of  trau- 
matic origin,  with  a good  chance  of  success. 

12.  (10:30)  New  Findings  in  Sensations  of  the  Utricle 
and  Saccule  of  the  Ear  in  Regard  to  Aerospace 

Ernest  Nalle,  Jr.,  Lubbock 

A presentation  on  the  vestibular  portions  of  the  inner  ear  with 
special  emphasis  on  the  aerospace  aspect  of  the  inner  ear 
and  the  aspect  of  weightlessness  will  be  given.  There  will  be 
a brief  review  of  the  anatomy  and  histology  of  the  vestibular 
portion  of  the  inner  ear,  and  the  remaining  portion  of  the  talk 
will  be  on  the  problems  of  weightlessness  in  longer  flights 
and  the  effect  on  the  body  and  vestibular  portion  of  the  inner 
ear. 

13.  (11:00)  Reconstruction  of  the  Ossicular  Chain 

Michel  Portmann,  Bordeaux,  France 

A great  number  of  conditions  are  essential  to  the  success  of 
tympanoplasties.  One  must  select  the  patient  carefully,  pre- 
pare him  well,  operate  only  on  a dry  ear,  measure  accurately 
the  type  of  loss  of  the  ossicular  chain  and,  lastly,  choose  the 
best  solution  for  the  replacing  of  the  tympanum  and  for  the 
replacement  of  the  ossicular  defects.  Broad  outlines  of  the 
management  of  the  ossicular  defects  and  the  reconstruction 
of  the  ossicular  chain  will  be  described. 

(12:00)  Recess 


2 P.M. 

Cavalier,  Hilton  Palacio  del  Rio 
Edward  A.  Newell,  Dallas,  Presiding 

14.  (2:00)  Laryngopharyngectomy  for  Carcinoma  of 
the  Hypopharynx  and  Postcricoid  Region  with  Recon- 
structive Procedure 

Max  L.  Som,  New  York 

Reconstruction  of  the  pharyngo-esophagus  after  pharyngolaryn- 
gectomy  can  be  performed  by  use  of  local  tissues  or  by  the 


interposition  of  a segment  of  bowel.  A modified  Wookey  staged 
operation  was  performed  in  22  instances.  Primary  reconstruc- 
tion of  the  pharyngo-esophagus  with  a free  split-thickness 
graft  was  employed  on  three  occasions.  An  anterior  chest  flap, 
medially  based  on  the  internal  mammary  artery,  was  used 
four  times  (Bakamjian).  Early  cases  of  true  postcricoid  le- 
sions, predominantly  in  the  female,  were  reconstructed  by  the 
use  of  laryngotracheal  autograft  in  22  instances.  Immediate 
reconstruction  with  a revascularized,  isolated,  jejunal  segment 
was  attempted  six  times.  Manubrial  split  with  resection  of 
mediastinal  lymph  nodes  enhances  the  chance  of  cure  and 
facilitates  the  anastomosis. 

15.  (3:00)  Management  of  Midface  Fractures 

William  O.  Akin,  Abilene 

With  the  increasing  incidence  of  facial  fractures  due  to  trau- 
ma, these  injuries  should  be  recognized  and  steps  taken  to 
afford  proper  care.  The  clinician  should  suspect  fractures  of 
the  bony  structure  beneath  the  laceration  or  hematoma  that 
he  is  examining.  Many  of  these  fractures  can  be  subtle  in 
their  presentation,  and  yet  from  a functional  point  of  view,  be 
extremely  significant.  Commonly,  fractures  of  the  facial  com- 
plex are  not  of  an  emergency  nature  and  the  overall  status  of 
the  patient  should  be  carefully  evaluated  for  concomitant  in- 
juries of  a more  serious  nature.  Through  a better  understand- 
ing of  the  basic  concepts  involved  in  diagnosis  and  treatment, 
it  is  hoped  that  rehabilitative  efforts  for  correction  of  these 
injuries  will  be  properly  applied. 

16.  (3:30)  Dependable  Surgery  of  Protruding  Ears  for 
the  Otolaryngologist 

William  K.  Wright,  Houston 

Present  day  correction  of  the  “congenital  protruding  ear  de- 
formity” can  now  produce  results  that  appear  essentially  nor- 
mal. Technical  improvement  in  the  placement  of  cartilage  su- 
tures, and  the  contouring  weakening  of  the  cartilage  spring 
plus  the  virtual  elimination  of  through-and-through  cartilage 
incisions  have  made  this  a much  safer  operation  for  the  oc- 
casional and  for  the  less  experienced  surgeon.  (An  incorrectly 
placed  suture  can  be  removed  and  reinserted  in  the  correct 
location;  an  incorrectly  placed  cartilage  incision  cannot  be  re- 
moved.) Case  selection,  surgical  technique,  and  additional 
surgical  safeguards  will  be  discussed. 

17.  (4:00)  The  Electrocochleagram  in  Clinical  Prac- 
tice 

Michel  Portmann,  Bordeaux,  France 

In  our  laboratory  we  have  practiced  recording  the  electrical 
responses  of  the  cochlea  (1)  to  study  the  cochlear  response 
in  man  and  compare  it  with  the  numerous  results  obtained 
in  animals,  and  (2)  for  the  carrying  out  of  an  objective  audio- 
metric test,  with  the  hope  of  being  able  to  characterize,  by 
classifying  the  different  types  of  responses,  not  only  the  ob- 
jective threshold  of  hearing  in  a patient,  but  even  the  various 
cases  of  deafness  which  are  encountered.  The  methods  and 
results  will  be  discussed. 

(4:45)  Adjourn 


P-30 


TEXAS  MEDICINE 


diabetes,  myocardial  infarct,  pernicious  anemia,  metastatic 
carcinoma,  glomerulonephritis,  parathyroid  adenoma,  and  gout. 

(4:30)  Discussion 


SECTION  ON  PATHOLOGY 

Chairman — Franz  Leidler,  Houston 
Secretary — Merle  W.  Delmer,  San  Antonio 


FRIDAY,  MAY  2,  2:30-5  P.M. 

Room  38,  Convention  Center 

1.  (2:30)  Current  Development  in  Endocrine  Meas- 
urements 

John  Bernard  Henry,  Syracuse,  N.  Y. 

Current  developments  in  endocrine  measurements  have  gener- 
ated assays  that  are  practical  for  the  evaluation  of  patients 
with  adrenal  cortical  and  adrenal  medullary  dysfunctions,  dia- 
betes mellitus,  pituitary  dysfunction,  and  thyroid  dysfunction, 
as  well  as  maternal  and  fetal  complications  in  pregnancy.  The 
application  and  limitations  of  radioimmunoassays  for  growth 
hormone  and  insulin  are  reviewed  as  well  as  blood  cortisol 
determination  including  dexamethasone  suppression  test,  esti- 
mation of  vanillylmandelic  acid  for  medullary  function,  and 
free  thyroxine  studies.  The  availability  of  such  determinations 
has  facilitated  ambulatory  patient  care,  and  their  special  role 
will  be  emphasized. 

(3:00)  Discussion 

2.  (3:10)  Automation  of  Glucose  Measurement  Using 
Ortho-toluidine  Reagent:  Comparison  of  Values  Deter- 
mined by  Automated  Ferricyanide  and  Ortho-toluidine 
Methodologies 

Capt.  Norman  C.  Sudduth,  Lackland  Air  Force  Base 

An  automated  procedure  for  the  determination  of  glucose  has 
been  developed,  utilizing  Hultman’s  ortho-toluidine  reaction 
and  Technicon’s  Autoanalyzer  components.  The  method  is 
more  specific  than  other  chemical  procedures  and  more  eco- 
nomical than  enzymatic  techniques.  Automated  ferricyanide 
glucose  concentrations  averaged  10  mg./ 100  ml.  higher  than 
automated  ortho-toluidine  values,  in  contrast  with  reports  that 
these  chemistries  yield  interchangeable  values.  Preliminary 
data  show  ortho-toluidine  values  3%  lower  and  ferricyanide 
values  7%  higher  than  glucose  values  determined  by  hexo- 
kinase-glucose  6-phosphate  dehydrogenase  reactions. 

(3:30)  Discussion 

3.  (3:40)  Semimicro  Method  to  Determine  Fibrinogen 

Capt.  David  E.  Smith,  Brooks  Air  Force  Base 

A rapid,  specific,  and  easily  performed  method  for  determin- 
ing plasma  fibrinogen  has  been  developed  which  meets  the 
requirements  for  the  wide  range  of  fibrinogen  levels  clinically 
encountered.  Plasma  fibrinogen  is  separated  from  the  other 
plasma  proteins  using  13%  sodium  sulfite.  The  precipitated 
fibrinogen  is  easily  dissolved  in  30%  urea  and  quantitated  by 
an  extremely  sensitive  Biuret  method.  The  test  requires  0.4  ml. 
plasma  for  duplicate  determinations  and  is  fast,  accurate  and 
reproducible. 

(4:00)  Discussion 

4.  (4:10)  Automated  Chemical  Laboratory  Tests  for 
Detecting  Diseases 

Milward  W.  Bayliss,  San  Antonio 

Automated  equipment  in  recent  years  is  making  numerous 
changes  in  the  clinical  chemistry  laboratory.  Traditional  man- 
ual methods  are  gradually  giving  way  with  the  introduction  of 
semi-automated  and  completely  automated  chemical  analytical 
systems.  An  evaluation  and  comparison  of  12  different  chemi- 
cal analyses  performed  by  a single  automated  apparatus, 
Technicon  Corporation  SMA  12/60,  and  the  same  tests  per- 
formed manually  are  compared  on  98  healthy  adult  blood 
donors.  In  addition  to  this  comparison  there  are  presented 
typical  chemistry  profiles  of  different  disease  entities  in  which 
the  chemistry  results  are  significant.  These  include  hepatitis. 


SATURDAY,  MAY  3,  9-11:30  A.M. 

Room  38,  Convention  Center 

5.  (9:00)  Current  Developments  in  Clinical  Pathologic 
Measurements 

John  Bernard  Henry,  Syracuse,  N.  Y. 

The  concept  of  "organ  profiles"  as  opposed  to  batteries  of 
measurements  or  clinical  pathologic  surveys  represents  an 
innovation  in  the  delivery  of  health  care  services.  Batteries  of 
measurements,  although  economical  for  the  individual  patient, 
have  left  much  to  be  desired  in  terms  of  detection  rate  and 
disorders  identified.  Furthermore,  batteries  are  often  riveted 
to  instrumentational  systems  with  less  than  optimal  precision 
for  generation  of  individual  normal  values.  By  utilization  of  the 
attending  physicians’  logical  reasoning,  "organ  profiles”  pro- 
vide a mere  sensitive  and  specific  clinical  pathologic  evalua- 
tion with  economy  and  improved  patient  care.  A review  of 
salient  features  of  14  available  organ  profiles  in  terms  of  se- 
lection and  application  is  presented. 

(9:30)  Discussion 

6.  (9:40)  Pathology  of  Pseudomonas  Infection 

F.  Daniel  Foley,  Fort  Sam  Houston 

Pseudommas  species  are  increasingly  frequent  opportunistic 
pathogens  in  patients  under  therapy  for  pre-existent  disease. 
Cultural  identification  of  these  organisms  from  patients  may 
not  be  indicative  of  infection  however,  because  of  the  cos- 
mopolitan distribution  of  Pseudomonas  in  soil  and  water.  The 
pathology  of  infection  due  to  P.  aeruginosa  is  distinctive, 
particularly  the  finding  of  Pseudomonas  vasculitis,  and  permits 
rapid  identification  of  infection  by  this  organism  and  differen- 
tiation from  colonization.  P.  pseudomallei  is  another  pathogen 
of  increasing  importance  in  this  group.  Various  clinical  forms 
of  melioidosis  are  due  to  infection  by  this  organism  and  will 
be  seen  with  greater  frequency  as  more  military  personnel 
return  from  Vietnam  where  the  disease  is  endemic.  The 
characteristi  pathologic  features  of  infection  due  to  P.  aerugi- 
nosa and  P.  pseudomallei  will  be  presented. 

(10:00)  Discussion 

7.  (10:10)  Practical  Aspects  of  the  Laboratory  Identi- 
fication of  Mycobacteria 

Frank  M.  Townsend,  San  Antonio 

The  advent  of  chemotherapy  for  tuberculosis  has  greatly  in- 
creased the  need  for  expanded  laboratory  investigation  of  the 
causative  organisms  of  the  disease.  In  every  case,  the  causa- 
tive organism  must  be  identified  by  culture  techniques.  This 
constitutes  one  of  the  cornerstones  of  the  diagnosis  of  tuber- 
culosis, for  in  the  absence  of  a positive  culture  for  mycobac- 
teria in  a suspected  case  of  tuberculosis,  the  question  of  some 
other  cause  such  as  fungus  infection  or  neoplasm  must  be 
considered.  Material  for  culture  should  be  sent  to  a laboratory 
that  has  the  trained  personnel  and  the  resources  for  a com- 
plete culture  study,  identification,  and  providing  information 
as  to  the  drug  susceptibility  of  the  organism.  In  the  case  of 
the  so-called  “atypical’’  organisms,  it  is  important  to  have  in- 
formation as  to  the  exact  type  in  order  to  differentiate  the 
probable  pathogens  from  the  nonpathogens.  In  the  case  of 
these  atypical  mycobacteria,  repeated  isolations  should  be 
done,  for  in  many  instances  repeated  cultures  may  demon- 
strate the  presence  of  a typical  M.  tuberculosis  infection. 
From  a laboratory  standpoint,  today's  tuberculosis  bacteriol- 
ogy involves  complex  procedures,  is  costly,  and  requires  tech- 
nical personnel  that  are  highly  trained  and  experienced. 

(10:30)  Discussion 

8.  (10:40)  Chromosome  Studies  in  the  Private  Prac- 
tice of  Pathology 

James  K.  Lowry,  San  Antonio 

Chromosome  analysis  is  the  direct  study  of  chromosomes  by 
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means  of  cytologic  techniques.  Clinical  changes  may  be  corre- 
lated with  structural  and  numerical  abnormalities  of  chromo- 
somes. Useful  areas  for  analysis  include  study  of  autosomal 
abnormalities,  family  counseling,  infertility,  intersex,  primary 
amenorrhea,  and  chronic  myelocytic  leukemia. 

(11:00)  Discussion 

9.  (11:10)  Bronchiolar  Carcinoma  — A Clinicopatho- 
logical  Study 

Dale  E.  Bennett,  San  Antonio 

Separating  bronchiolar  carcinoma  from  other  pulmonary  adeno- 
carcinomas is  highly  arbitrary.  There  is  great  overlap  in  mor- 
phologic patterns,  as  well  as  variability  within  a single  tumor. 
Bronchiolar  carcinomas  can  arise  from  alveolar  metaplasia,  or 
from  bronchial  or  bronchiolar  epithelium,  and  about  50%  are 
of  scar  origin.  Bronchiolar  carcinoma  more  commonly  is  multi- 
focal, but  otherwise  differs  little  from  adenocarcinoma  in  clin- 
ical and  morphologic  features.  Both  tumors  have  a high  oper- 
ability and  resectability  rate,  but  survival  is  poor. 

(11:30)  Discussion 


SECTION  ON  PEDIATRICS 

Chairman — P.  Clift  Price,  Austin 

Secretary — Arr  Nell  Boelsche,  Galveston* 

*(Dr.  Charles  Binney,  II,  Harlingen,  serve<d  as  Secretary  May 
6,  1968,  until  his  death  on  Feb.  9,  1969.) 

FRIDAY,  MAY  2,  2:30-5  P.M. 

Room  32,  Convention  Center 

1.  (2:30)  Management  of  Seizure  Disorders 

Ray  Mackey,  San  Antonio 

2.  (3:00)  Symposium  on  Nutrition  in  Infancy  and 
Childhood 

Moderator:  James  Sweeney,  San  Antonio 

Hypoglycemia — Diagnosis  and  Treatment 
Stanley  E.  Crawford,  San  Antonio 

Present  Status  of  Nutrition  in  Premature 

and  Newborn 
Theodore  C.  Panos,  Little  Rock,  Ark. 

Practical  Aspects  of  Infant  Feeding 

James  Sweeney,  San  Antonio 

Discussion 


SATURDAY,  MAY  3,  9-11:30  A.M. 

Room  32,  Convention  Center 

3.  (9:00)  Principles  of  Pre  and  Postoperative  Care 

Theodore  C.  Panos,  Little  Rock,  Ark. 

4.  (9:30)  Surgical  Emergencies  in  Newborn 

Franklin  J.  Harberg,  Houston 

As  1 in  every  1,000  newborns  will  have  either  an  omphalocele, 
imperforate  anus,  esophageal  atresia,  diaphragmatic  hernia,  or 
neonatal  intestinal  obstruction,  the  recognition  and  manage- 
ment of  these  problems  becomes  increasingly  common.  Early 
recognition  is  based  upon  an  awareness  of  these  conditions, 
and  is  significant  in  the  eventual  outcome  for  the  patient. 
Pertinent  facts  relating  to  physical  examination  and  care,  along 


with  genetic  and  obstetrical  findings  relating  to  these  condi- 
tions, will  be  presented. 

5.  (10:00)  Light  Hood  Therapy  of  Jaundice  in  New- 
born 

Howard  A.  Britton,  San  Antonio 

The  history  and  biochemical  background  of  the  effect  of  blue 
light  on  unconjugated  bilirubin  will  be  presented.  Experimental 
animal  work  leading  up  to  trials  in  infants  will  be  reviewed. 
The  effect  of  fluorescent  light  on  bilirubin  curves  of  infants 
hyperbilirubinemic  from  various  causes  will  be  presented. 
Fluorescent  lights  may  be  placed  in  a variety  of  fixed  or  mo- 
bile hoods  and  these  will  be  demonstrated. 

6.  (10:30)  Successful  Therapy  for  Wilms’  Tumor  and 
Rhabdomyosarcoma  in  Childhood  (Joint  Presentation) 

Margaret  Sullivan  and  Wataru  W.  Sutow,  Houston 

The  prognosis  in  Wilms'  tumor  became  favorable  with  Farber's 
demonstration  that  surgery,  radiation,  and  dactinomycin  (AMD) 
used  in  combination  resulted  in  two-year  survival  with  no  evi- 
dence of  disease  for  89%  of  his  patients.  A second  chemo- 
therapeutic agent,  vincristine  sulfate  (VCR),  has  been  shown 
to  have  equal,  or  greater,  antitumor  effect  than  AMD,  differing 
toxicities,  and  lack  of  cross-resistance  with  AMD  and  radiation. 
Multi-modal  treatment  regimens  employing  surgery,  radiation 
and  both  chemotherapeutic  agents  are  in  progress  to  demon- 
strate curability  in  95%  or  more  of  Wilms’  tumor  patients. 
Rhabdomyosarcoma  is  an  unusually  common  cancer  of  child- 
hood. Significantly  high  curative  results  have  been  achieved 
by  several  forms  of  therapy.  The  behavior  of  this  tumor  in 
children  will  be  examined,  and  the  chemotherapy  programming 
for  the  various  clinical  stages  will  be  presented  in  detnil. 


SECTION  ON  PUBLIC  HEALTH 

Chairman — John  B.  Bryson,  Belton 

Secretary — Elizabeth  F.  Gentry,  Austin 

(The  Texas  Association  of  Public  Health  Physicians  will  have 
a dinner  meeting  Thursday,  6:30  p.m..  La  Duquesa  Room,  Hil- 
ton Palacio  del  Rio.  The  Conference  of  City  and  County  Health 
Officers  will  be  held  Friday  from  2:30  to  5 p.m..  Room  34, 
Convention  Center.  See  Specialty  Programs  section  for  details.) 


SATURDAY,  MAY  3,  9-11:30  A.M. 

Room  34,  Convention  Center 

1.  (9:00)  The  Rationale  for  Rubella  Control 

David  J.  Sencer,  Atlanta,  Ga. 

2.  (9:30)  Use  of  Nonprofessional  Staff  and  Volun- 
teers in  the  Public  Health  Program 

Ben  M.  Primer,  Sr.,  Austin 

Changing  patterns  of  health  programs  and  techniques  are  dis- 
cussed, and  experiences  of  the  author  in  the  use  of  nonpro- 
fessional staff  and  volunteers  are  related.  Use  of  the  New  Ca- 
reers Program  of  the  US  Department  of  Labor  in  the  training 
of  nonprofessional  staff  as  public  health  aides  and  out-reach 
workers  is  discussed. 

3.  (10:00)  Panel:  Head  Start 

Panelists:  G.  Mason  Kahn,  Amarillo 

Our  initial  experience  with  Head  Start  was  a summer  program 
sponsored  by  a church  organization.  The  public  health  nurses 
served  as  "school  nurses.”  After  one  summer  program,  the 
public  schools  assumed  the  responsibility  for  an  October 
through  May  term,  and  the  O.E.O.  employed  a nurse  to  serve 
the  program,  who  is  administratively  responsible  to  the  health 
department.  Probably  the  most  difficult  problem  encountered 
in  our  local  program  development  was  the  reluctance  on  the 
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part  of  the  local  physicians  and  dentists  to  provide  service  and 
to  accept  federal  funds. 

Marietta  Crowder,  Tyler 

The  Tylar-Smith  County  Health  Department,  through  the  part- 
time  school  physician,  has  provided  medical  direction  to  the 
1967-68  Summer  Head  Start  Programs  tor  the  Tyler  Independ- 
ent and  four  outlying  Smith  County  Schools,  The  combined  en- 
rollment each  year  was  approximately  500  children.  The  dis- 
cussion will  concern  the  role  of  the  physician  and  the  health 
department  in  this  program. 

(10:40)  Discussion 

4.  (11:00)  Therapeutic  Abortions 

Hugh  W.  Savage,  Fort  Worth 


SECTION  ON  RADIOLOGY 

Chairman — Jack  Reynolds,  Dallas 

Secretary — Hugo  F.  Elmendorf,  Jr.,  San  Antonio 

FRIDAY,  MAY  2,  2:30-5:30  P.M. 

Room  36,  Convention  Center 

1.  (2:30)  Radiological  Exploration  of  the  Jaundiced 
Patient 

Roberto  Calderon,  Managua,  Nicaragua 

2.  (3:00)  The  Lower  Esophageal  Ring,  A Source  of 
Dysphegia 

Lee  F.  Rogers,  San  Antonio 

The  lower  esophageal  ring  is  a frequent  cause  of  dysphagia. 
The  morbid  anatomy  of  the  ring  will  be  demonstrated,  utilizing 
pathological  specimens  and  radiographic  examinations.  Cine- 
radiography proved  invaluable  in  the  demonstration  of  certain 
characteristics.  The  presentation  includes  a movie  based  upon 
the  cineradiographic  evaluation  of  representative  cases.  A logi- 
cal approach  of  therapy  in  the  symptomatic  patient  is  offered. 

3.  (3:20)  Indium  Compounds  for  Clinical  Scanning 

John  A.  Burdine,  Jr.,  Houston 

An  isotope  kit  is  presented  in  which  chloride  is 

processed  rapidly  by  simple  techniques  into  compounds  which 
provide  excellent  quality  brain,  lung,  liver,  blood  pool,  and  kid- 
ney scans.  Dynamic  function  studies  are  discussed  using  sev- 
eral compounds  and  a new  large  crystal  scintillation  camera 
whose  count-rate  data  is  quantitatable  on  an  X-Y  axis  and  di- 
rectly computer  compatible. 

4.  (3:40)  The  Evaluation  of  the  Post  Excisional  Sr-90 
Beta  Ray  Rx  in  the  Management  of  Rerygia 

Ahsen  T.  Ozarda,  Galveston 

During  the  last  ten  years  211  cases  were  treated  by  combined 
efforts.  Each  case  was  followed  for  a minimum  of  one  year  by 
the  referring  department  as  well  as  by  radiotherapy.  Most 
cases  required  a single  field  application,  but  some  required 
multiple  field  applications.  There  were  no  apparent  complica- 
tions connected  with  this  treatment.  Our  dose-time  schedule 
has  been  a rather  short,  extensive  course  of  treatment  as  op- 
posed to  others  who  utilized  a fractionated  schedule.  Through 
analysis  of  our  material  we  have  found  only  one  case  of  re- 
currence after  combined  treatment  procedure. 

5.  (4:00)  Melioidosis — A Consideration  in  Pulmonary 
Disease 

Major  David  V.  Maraist, 
Major  John  W.  King,  and 
Major  William  W.  Burgin,  Jr.,  Fort  Sam  Houston 


Melioidosis,  endemic  in  Southeast  Asia,  is  being  seen  in  re- 
turning service  men  with  increasing  frequency.  The  clinical 
and  roentgenographic  manifestations  of  this  heretofore  uncom- 
mon disease  are  presented. 

6.  (4:20)  The  Value  of  Brain  Scans  As  a Routine 
Scanning  Procedure 

Capt.  John  F.  Rockett  and 
Major  Robert  L.  Young,  Lackland  Air  Force  Base 

At  Wilford  Hall  USAF  Hospital  in  the  past  two  years  over  2,000 
brain  scans  have  been  performed.  The  results  of  this  large 
series  will  be  reported  with  particular  emphasis  on  the  useful- 
ness of  the  brain  scan  as  a screening  procedure  for  intra- 
cranial disease.  The  agents  used,  technique,  and  interpretation 
or  brain  scans  will  be  reviewed. 

7.  (4:40)  Jam  Session:  Diagnostic  Radiology 

Moderator: 

Hugo  F.  Elmendorf,  Jr.,  San  Antonio 

Panelists:  Arnold  M.  Goldman,  Houston 

Orville  L.  Langford,  New  Braunfels 
Capt.  Austin  R.  Sandrock,  Fort  Sam  Houston 
Murray  K.  Dalinka,  Lackland  Air  Force  Base 

SATURDAY,  MAY  3,  9-11:30  A.M. 

River  Room  1,  Convention  Center 

Joint  Session:  Sections  on  Radiology  and  Internal 
Medicine 

8.  (9:00)  The  Achilles  Tendon  and  Its  Problems  in 
Athletics 

E.  Paul  Woodward,  San  Diego,  Calif. 

9.  (9:30)  Pathology  of  the  Hand  and  Wrist 

Roberto  Calderon,  Managua,  Nicaragua 

10.  (10:00)  Pain  in  the  Neck 

John  H.  Bland,  Burlington,  Vt. 

11.  (10:30)  Sequential  X-ray  Changes  in  Rheumatoid 
Arthritis 

Lois  C.  Collins,  Houston 

12.  (11:00)  Radiographic  Manifestations  of  Joint  Dis- 
eases and  Hemophilia 

William  J.  Kilman,  Dallas 


SECTION  ON  SURGERY 

Chairman — Fred  B.  Aurin,  Fort  Worth 
Secretary — William  L.  Sammis,  San  Antonio 

FRIDAY,  MAY  2,  2:30-5  P.M. 

Room  25,  Convention  Center 

1.  (2:30)  Unusual  Surgical  Infections 

E.  Charles  Andrews,  San  Antonio 

A report  on  a series  of  unusual  surgical  infections  among 
which  are  necrotizing  fasciitis,  synergistic  bacterial  gangrene, 
phycomycosis,  and  clostridial  myositis,  with  a description  and 
differential  diagnosis  of  each,  will  be  made. 
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2.  (2:50)  What  Can  Be  Done  to  Achieve  Better  Re- 
sults for  Cancer  of  the  Rectum  and  Colon 

Harry  E.  Bacon,  Philadelphia 

This  details  10  refinements  which  we  have  used  for  several 
years,  which  have  evidenced  improvement  in  the  immediate 
and  long-term  survival  of  patients  with  cancer  of  the  colon, 
rectum,  and  anal  canal.  These  embrace  preliminary  vessel 
ligation,  aortoileopelvic  lymphadenectomy,  isolation  technic  of 
the  tumor  mass,  wide  and  extended  bowel  resection,  removal 
of  invaded  and  suspiciously  invaded  tissue  and  structures,  rou- 
tine hysterectomy,  and  oophorectomy,  vaginectomy  for  rectal 
growths  anteriorly  placed,  endoscopy  of  remaining  segments 
of  bowel,  anticarcinogenic  washings,  and  radiation  therapy, 
4,000  R followed  by  three  courses  of  5-FU  in  patients  with 
positive  nodes.  The  results  are  based  on  a private  series  of 
2,704  patients  with  cancer  of  the  colon,  rectum,  and  anal 
canal. 

3.  (3:20)  Duodenal  Acidification  and  Peptic  Ulcer 

Edgar  J.  Poth,  Galveston 

The  surgical  treatment  of  the  complication  of  peptic  ulcer 
disease,  especially  as  regards  the  duodenum,  has  been  con- 
cerned largely  with  the  ablation  of  stimulating  mechanisms  of 
acid-pepsinogen  secretion  by  the  gastric  mucosa.  Preservation 
and  stimulation  of  the  opposed  inhibiting  mechanisms  may 
be  equally  important.  This  approach  has  been  used  for  nearly 
15  years  in  the  surgical  treatment  of  the  complications  of 
duodenal  ulcer  disease.  These  results  and  supporting  experi- 
mental studies  will  be  presented. 

4.  (3:40)  Autologous  Blood  Transfusion  in  Thoracic 
Surgery 

Leo  Cuello,  San  Antonio 

In  approximately  100  patients  with  a wide  variety  of  thoracic 
and  cardiovascular  diseases,  the  majority  have  been  operated 
upon  with  autologous  blood  as  the  only  source  of  blood  re- 
placement. The  advantages  in  the  use  of  autologous  blood 
were  (1)  prevention  of  transfusion  reactions,  hepatitis,  and 
other  infections,  and  (2)  availability  of  rare  blood  groups. 

5.  (4:00)  Thyroid  Nodules 

Ronald  C.  Jones,  Dallas 

A low  incidence  of  thyroid  carcinoma  is  found  at  routine 
autopsy  and  in  consecutive  thyroidectomies,  but  the  incidence 
of  carcinoma  in  the  solitary  nodule  is  much  greater.  Some 
selection  of  these  surgical  cases  obviously  occurs.  The  clinical 
significance  of  multicentricity,  the  role  of  thyroid  extract  in 
the  treatment  of  thyroid  nodules,  and  mortality  of  papillary 
carcinoma  of  the  thyroid  will  be  presented. 

6.  (4:20)  Less  Than  a Colectomy  for  Toxic  Dilatation 
of  the  Colon 

William  D.  Barnett,  Dallas 

Surgical  treatment  of  this  complication  will  be  reviewed,  with 
emphasis  on  the  current  thinking  of  doing  less  than  a colon 
resection  in  the  face  of  massive  dilation  to  avoid  peritoneal 
contamination.  The  technique  of  decompression  of  the  dilated 
colon  using  multiple  colotomies  will  be  described. 

Discussion:  Otho  P.  Griffin,  Fort  Worth 

7.  (4:40)  Familial  Endocrine  Adenomatosis 

Hylmar  E.  Karbach,  Jr.,  New  Braunfels 

A historical  review  of  the  literature  pertinent  to  this  interesting 
and  unusual  hereditary  syndrome  is  presented.  A clinical  case 
is  described  with  the  family  pedigree.  Salient  comments  are 
made  on  diagnosis,  management,  and  prognosis. 


SATURDAY,  MAY  3,  9-11:30  A.M. 

Room  25,  Convention  Center 

9.  (9:00)  Carcinoma  of  the  Male  Breast 

Thomas  B.  Coopwood,  Bellaire 


The  clinical  findings,  treatment,  and  results  in  20  cases  are 
reviewed  and  compared  with  those  found  in  the  literature. 
A brief  discussion  of  the  treatment  is  given. 

10.  (9:20)  Cerebrovascular  Insufficiency  and  the  Vas- 
cular Surgeon 

Denton  A.  Cooley,  Houston 

Symptoms  of  cerebrovascular  insufficiency  may  precede  a 
massive  stroke  or  may  remain  as  a constant  source  of  con- 
cern to  the  patient.  Usually  arteriosclerotic  in  nature,  the  vas- 
cular occlusion  may  be  located  in  the  small  intracranial  ves- 
sels. In  perhaps  one-half  of  the  patients  with  transient  neuro- 
logical symptoms,  the  occlusive  process  is  located  extracranial- 
ly  where  it  is  amenable  to  surgical  correction.  Delineation  of 
these  lesions  by  arteriography  is  therefore  necessary  to  plan  a 
definitive  attack  upon  the  correctable  ones.  Technical  consider- 
ations and  results  of  a direct  attack  upon  lesions  of  the 
carotid  and  veretebral  arteries  form  the  basis  for  this  presen- 
tation. 

11.  (9:50)  Mesenteric  Artery  Occlusion 

Fred  J.  Wolma,  Jr.,  Galveston 

Several  case  abstracts  with  x-ray  findings  will  be  included  in 
the  presentation,  which  deals  with  the  diagnosis  and  manage- 
ment of  superior  mesentery  artery  insufficiency. 

12.  (10:10)  Venous  Thrombectomy — Its  Clinical  Ap- 
plication 

Harry  E.  Preble,  Houston 

In  four  cases  of  venous  iliofemoral  thrombosis,  surgical  man- 
agement was  with  the  Fogarty  catheter  technique.  A review  of 
the  literature  regarding  pathogenesis  and  treatment  is  pre- 
sented. The  technique  of  thrombectomy  by  Fogarty  catheter 
technique,  as  well  as  the  indications  of  concomitant  vena  cava 
occlusion,  is  discussed. 

Discussion:  Robert  D.  Bloodwell,  Houston 

13.  (10:30)  Plasmacytoma  of  the  Thyroid 

Richard  H.  Lynch,  Houston 

This  is  a case  presentation  of  a primary  plasmacytoma  of 
the  thyroid.  Local  neck  recurrence  was  treated  by  electron 
beam  therapy.  Pulmonary  metastasis  developing  three  and 
one  half  years  following  surgery  was  treated  by  chemo- 
therapy. Complete  dissolution  of  metastasis  occurred.  No  re- 
currence is  evident  three  years  later. 

14.  (10:50)  Historical  Aspects  of  Aneurysmal  Surgery 

Charles  H.  Fuller,  Dallas 

Aneurysmal  surgery  is  reviewed  from  the  age  of  Galen,  who 
first  described  and  classified  aneurysms,  and  his  contemporary 
Antyllus,  who  was  the  first  to  successfully  treat  aneurysms, 
through  the  era  of  Hunter  and  Cooper,  up  to  the  most  modern 
contributions  of  Matas  and  DuBost.  The  contribution  of  these 
and  many  others  in  the  historical  development  of  rational 
treatment  of  aneurysm  disease  is  presented,  as  well  as  some 
interesting  sidelights  on  some  means  of  therapy  which  met 
with  less  than  resounding  success. 

Discussion: 

Aureliano  A.  Urrutia,  San  Antonio 

15.  (11:10)  Submucosal  Resection  of  Internal  and 
External  Hemorrhoids 

H.  Gray  Carter,  Dallas 

The  technique  of  hemorrhoidectomy  by  submucosal  resection, 
outlining  the  advantages  of  the  technique  and  its  indications, 
will  be  presented. 

Discussion:  Lewis  E.  Tucker,  San  Antonio 
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Specialty  Programs 


AMERICAN  CANCER  SOCIETY, 

TEXAS  DIVISION 

(Related  Organization) 

President — Hanes  H.  Brindley,  Temple 
Executive  Director — Mr.  Curt  W.  Reimann,  Austin 

(The  Texas  Division.  American  Cancer  Society,  will  sponsor 
Dr.  B.  J.  Kennedy  of  Minneapolis  as  guest  speaker  on  pro- 
grams of  the  Texas  Medical  Association  1969  Annual  Session. 
See  Speakers  section  for  appearances.) 


AMERICAN  PSYCHIATRIC  ASSOCIATION, 
TEXAS  DISTRICT  BRANCH 

(Related  Organization) 

President — Alexander  J.  Bankhead,  Tyler 
President-Elect — Pete  C.  Palasota,  Abilene 
Vice  President — Wade  H.  Lewis,  San  Antonio 
Secretary-Treasurer — Irvin  M.  Cohen,  Houston 

(The  Texas  District  Branch,  American  Psychiatric  Association, 
will  cosponsor  the  Section  on  Nervous  and  Mental  Diseases 
program  Friday,  2:30  to  5 p.m..  International  Ballroom,  Hilton 
Palacio  del  Rio.  See  Section  Meetings  section  for  details.  It 
will  also  cosponsor  the  Symposium  on  Mental  Health,  Satur- 
day, 9 a.m.  to  5 p.m..  River  Room  2,  Convention  Center.  See 
Symposium  on  Mental  Health  elsewhere  in  this  section  for 
details.) 


FRIDAY,  MAY  2,  5:00  P.M. 

International  Ballroom,  Hilton  Palacio  del  Rio 


1.  (5:00)  Business  Session 
8:30  P.M. 


River  Room  1,  Convention  Center 


2.  (8:30)  Cocktails,  Dinner,  Dancing 


SATURDAY,  MAY  3,  7:00  P.M. 

Juarez  Plaza,  La  Villita  Assembly  Hall 

3.  (7:00)  Barbeque  and  Beer  Party 

Entertainment  provided  by  The  Chordsmen  and 

The  Freeloaders 


ARTHRITIS  FOUNDATION, 

SOUTH  CENTRAL  CHAPTER 

(The  South  Central  Chapter  (San  Antonio),  Arthritis  Foundation, 
will  sponsor  Dr.  John  H.  Bland  of  Burlington,  Vermont,  as 
guest  speaker  on  programs  of  the  Texas  Medical  Association 
1969  Annual  Session.  See  Speakers  section  for  appearances.) 

Chairman — William  W.  Bondurant,  Jr.,  San  Antonio 
Representative — Homer  R.  Goehrs,  Austin 


COMMITTEE  ON  MEDICAL  HISTORY 

Chairman — Joe  C.  Rude,  Austin 


THURSDAY,  MAY  1,  7 P.M. 

La  Princesa  Room,  Hilton  Palacio  del  Rio 


1.  (7:00)  Social  Hour 


2.  (7:30)  Dinner 

What  Is  a Doctor? 

Roberto  Calderon,  Managua,  Nicaragua 

Current  medical  developments  of  historical  significance  in 
Central  America  and  Nicaragua  will  be  included.  The  ingredi- 
ents that  make  a good  physician  will  be  discussed.  Medical 
contributions  of  various  countries  to  the  development  of  medi- 
cine in  Central  America  will  receive  attention.  Difficulties  and 
obstacles  that  one  has  to  overcome  in  the  founding  of  a 
system  of  medical  education  will  be  discussed,  as  well  as  the 
incentives  that  have  been  effective  in  this  effort. 


COMMITTEE  ON  NUCLEAR  MEDICINE 
OPEN  MEETING 


SATURDAY,  MAY  3,  2 P.M. 
Room  22,  Convention  Center 


1.  (2:00)  Open  Meeting 

CONFERENCE  OF  CITY  AND  COUNTY 
HEALTH  OFFICERS 

(Related  Organization) 

Chairman — J.  E.  Peavy,  Austin 

(The  Texas  Association  of  Public  Health  Physicians  will  have 
a dinner  meeting  Thursday,  6:30  p.m..  La  Duquesa  Room, 
Hilton  Palacio  del  Rio.  The  meeting  of  the  Section  on  Public 
Health  will  be  held  Saturday  from  9 to  11:30  a.m..  Room  34, 
Convention  Center.  See  Section  Meetings  section  and  else- 
where in  this  Specialty  Programs  section  for  details.) 


FRIDAY,  MAY  2,  2:30  P.M. 
Room  34,  Convention  Center 


1.  (2:30)  Are  Comprehensive  Health  Services 
Enough? 

David  J.  Sencer,  Atlanta,  Ga. 


Volume  65,  March,  1969 


P-35 


For  the 

"Cheater  Eater" 


Formulas:  Each  'Dexamyr  Spansule  capsule  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextro- 
amphetamine sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  (Warning,  may  be  habit 
forming).  Each  'DexamyT  Spansule  capsule  No.  2 
contains  15  mg.  of  Dexedrine  (brand  of  dextro- 
amphetamine sulfate)  and  iVi  gr.  of  amobarbital 
(Warning,  may  be  habit  forming). 

Before  prescribing,  see  complete  prescribing 
information  in  5K&F  literature  or  PDR. 
Contraindications:  Hyperexcitability,  undue  restless- 
ness, hyperthyroidism,  porphyria;  in  patients  on 
MAO  inhibitors. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or  barbiturates  and  in 
coronary  or  cardiovascular  disease  or  severe 
hypertension.  Excessive  use  of  the  amphetamines 
by  unstable  individuals  may  result  in  a psychological 
dependence.  Rarely,  symptoms  of  toxic  psychosis 
(hallucinations,  confusion,  panic  states,  etc.)  may 
occur  with  amphetamines,  usually  after  prolonged 
high  dosage.  In  these  instances,  withdraw  the 
medication.  Use  cautiously  in  pregnant  patients, 
especially  in  the  first  trimester. 

Adverse  Reactions:  Overstimulation,  restlessness, 
insomnia,  g.i.  disturbances,  diarrhea,  palpitation, 
tachycardia,  elevated  blood  pressure,  tremor, 
sweating,  impotence  and  headache. 

Supplied:  In  bottles  of  50. 


Dexam^" 

brand  of  dextroamphetamine  sulfate  and  amobarbital 

Spansule’ 

brand  of  sustained  release  capsules 


curbs  appetite 
encourages  normal  activity 
dispels  diet  discouragement 


SK 

&P 

Smith  Kline  & French  Laboratories 
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2.  (3:00)  School  of  Public  Health 

Reuel  A.  Stallones,  Houston 

3.  (3:30)  Pesticide  Poisonings  in  Texas 

Robert  L.  Hatcher,  San  Benito 

4.  (4:00)  Emergency  Ambulance  Services 

Nathan  Cedars,  Stephenville 


5.  (4:30)  Contract  Care  of  Tuberculosis  Patients 

Albert  C.  Randall,  Austin 


CONFERENCE  ON  MEDICAL  ASPECTS 
OF  AUTOMOTIVE  SAFETY 

(The  Conference  on  Medical  Aspects  of  Automotive  Safety  is 
jointly  sponsored  by  the  Texas  Medical  Association  Committee 
on  Transportation  Safety  and  the  American  Medical  Associa- 
tion Committee  on  Medical  Aspects  of  Automotive  Safety.) 


Chairman,  Committee  on  Transportation  Safety,  Texas 
Medical  Association — W.  R.  Hubler,  Corpus  Christi 

Chairman,  Committee  on  Medical  Aspects  of  Automo- 
tive Safety,  American  Medical  Association — Harold 
A.  Fenner,  Jr.,  Hobbs,  N.  M. 


THURSDAY,  MAY  1,  2-5  P.M. 

Room  33,  Convention  Center 

1.  (2:00)  The  Pathogenesis  of  Fatal  Injuries  in  Auto- 
mobile Crashes 

Paul  W.  Gikas,  Ann  Arbor,  Mich. 

The  concepts  of  injury  prevention  and  accident  prevention  will 
be  differentiated  and  discussed  as  to  their  potential  yield  in 
reduction  of  morbidity  and  mortality.  Emphasis  will  be  placed 
on  the  need  for  a crashworthy  vehicle  to  achieve  a significant 
reduction  in  injuries  and  fatalities.  Slides  and  case  presenta- 
tions depicting  in  detail  the  role  played  by  the  vehicle  in  the 
mechanism  of  infliction  of  fatal  injuries  to  occupants  of  auto- 
mobiles in  crashes  will  be  presented. 

2.  (2:30)  Symposium  on  Driver  Limitation 

Moderator: 

Harold  A.  Fenner,  Jr.,  Hobbs,  N.  M. 

Visual  Standards  in  Driving 

Arthur  H.  Keeney,  Philadelphia 

The  major  route  of  sensory  input  for  driving  is  the  visual 
apparatus.  Driver  limitation  may  be  created  by  a single  major 
disturbance,  or  multiple  minor  ones.  Standards  for  visual  func- 
tions should  be  subdivided  into  classes  according  to  the  de- 
gree of  responsibility  of  the  driver:  (1)  professional  drivers  of 
large,  passenger-carrying  vehicles  or  emergency  equipment; 
(2)  commercial  taxi  drivers,  operators  of  large  nonpassenger- 
carrying vehicles;  (3)  operators  of  private  vehicles  carrying  9 
passengers  or  less.  Visual  assessment  should  be  divided  into 
factors  common  both  to  day  and  night  driving,  and  also  those 
peculiar  to  driving  under  low  vision  or  mesopic  conditions.  Be- 
cause of  poorly  available  and  standardized  tests  in  the  latter 
category,  the  examining  physician  must  rely  on  the  physical 
appearance  of  processes  known  to  disturb  mesopic  vision  (cor- 
neal scars  and  irregularities,  early  cataracts,  retinal  degenera- 
tions, etc.).  Specific  functional  standards  and  disease  categor- 
ies as  now  approved  by  the  AMA  Committee  on  Medical  As- 
pects of  Automotive  Safety  and  by  the  American  Committee 
on  Optics  and  Visual  Physiology  will  be  reviewed. 


Personality,  Attitude,  and  Motivation  in 
Crash  Causation 

William  K.  Keller,  Louisville 

Even  after  we  develop  a safer  vehicle  and  eliminate  the 
alcoholic  and  the  driver  with  obvious  physical  and  mental 
limitations,  we  still  have  the  problem  of  the  attitude  of  many 
drivers — carelessness,  dangerous  discourtesy,  inattention,  sui- 
cidal and  homicidal  tendencies,  antisocial  tendencies,  mental 
retardation,  and  plain  youthful  overexuberance.  In  addition  to 
these  factors,  we  must  also  be  aware  of  doctor-caused  hazards 
such  as  tranquilizers  and  other  drugs,  which  contribute  to 
driver  impairment. 

Motorcycle  Injuries 

Richard  C.  Dillihunt,  Portland,  Me. 

During  recent  years  there  has  been  a remarkable  increase  in 
the  use  of  two-wheel  motor  vehicles  throughout  the  United 
States,  and  a concomitant  increase  in  accidents,  injuries  and 
deaths,  due  to  motorcycle  accidents;  much  effort  has  been 
directed  to  the  study  of  the  clinical  aspects,  etiology  and  re- 
lated factors  pertaining  to  this  problem.  This  paper  will  sum- 
marize the  data  that  has  become  available  in  recent  years. 
It  will  emphasize  the  problem  of  the  youthful,  inexperienced 
driver  and  especially  the  role  that  his  emotional  makeup  may 
play  in  stimulating  his  interest  in  this  type  of  transportation 
and  recreation.  Special  medical  disabilities  and  driver  limita- 
tions which  must  be  considered  when  dealing  with  youthful 
motorcyclists  will  also  be  presented.  Slides  will  demonstrate 
and  document  the  magnitude  of  this  problem  showing  repre- 
sentative injuries  and  depicting  the  mechanism  of  injury  as 
well  as  presenting  suggestions  for  prevention. 

Better  Crash  Data  As  a Preventive  Tool 

Harold  A.  Fenner,  Jr.,  Hobbs,  N.  M. 

Trained  physician-police  teams  can  find  tremendous  amounts 
of  useful  information  in  accidents.  While  not  strictly  relating 
to  driver  limitation,  this  paper  tells  of  another  means  of  pre- 
venting injury  and  death. 

Medical  Disabilities  and  Driver  Limitation 
Abraham  J.  Mirkin,  Cumberland,  Md. 

More  and  more  statistical  evidence  is  accumulating  to  indicate 
that  alterations  in  physiological,  pathological,  and  psychologi- 
cal attributes  of  drivers  can  and  do  impair  their  skills  as 
drivers.  Anywhere  from  15  to  25%  of  all  drivers  have  demon- 
strable medical  conditions  in  these  three  categories.  Approxi- 
mately 50%  of  fatal  collisions  involve  at  least  one  drinking 
driver.  Significantly,  although  only  4-6%  of  the  driving  popula- 
tion are  chronic  alcoholics  or  problem  drinkers,  they  constitute 
the  bulk  of  the  drivers  involved  in  fatal  collisions.  Thus,  the 
problems  are  defined  but  the  solutions  ara  not  yet  apparent. 

Correctable  Driver  Limitation  Problems 

Paul  L.  Weygandt,  Akron,  Ohio 

The  role  of  acute  surgical  lesions  as  causes  of  traffic  acci- 
dents is  slight  because  an  individual  so  afflicted  is  unlikely 
to  be  driving.  Chronic  disabling  surgical  lesions  may  be  com- 
pensated for  and  are  not  significant  causes  of  traffic  accidents. 
Many  orthopedic  handicaps  may  interfere  with  safe  driving. 
Some  of  these  are  correctable  and  may  constitute  only  temp- 
orary driver  limitation.  The  rehabilitation  of  these  individuals 
is  a medical  problem,  and  we,  as  physicians,  should  aid  them 
in  not  only  correcting  their  disabilities,  but  in  becoming  safe 
drivers  as  a result  of  our  treatment.  As  doctors,  we  also  have 
an  opportunity  to  stress  safe  driving  and  the  role  of  safety 
belts  and  other  automotive  safety  devices  in  the  prevention 
of  further  injuries.  The  physician  also  has  an  obligation,  while 
treating  a patient  for  a specific  condition,  of  informing  him  of 
his  inability  to  drive  safely  and  advising  him  on  the  restric- 
tions of  any  driving  until  such  time  as  medically,  at  least,  he 
would  be  safe  to  resume  this. 
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Could  you  draw 
this  perfectly 
20  seconds  from  now? 

Psychometric  Test  No.  1 


Could  your  patient 
with  cerebral  ischemia 
do  this  type  of  test  now... 

or  a few  months 
from  now? 


If  you  use  up  the  20  seconds  in  a single  effort,  you  probably 
won’t  succeed.  Instead,  study  this  for  5 seconds  and  try  to 
draw  it.  Then  start  afresh.  Repeat  this  brief  effort  four  times— 
for  a total  of  20  seconds.  About  fifty  percent  of  college  trained 
people  succeed  on  the  fourth  trial.''  Of  course,  this  test  is  not 
used  in  patients  recovering  from  cerebral  ischemia.  However, 
as  a challenge  to  healthy  abilities,  it  demonstrates  the  type  of 
task  a battery  of  simpler  psychometric  tests  may  use  to  help 
reveal  improvement  in  cerebral  ischemia. 

In  a double  blind  study,2  patients  on  Cyclospasmol  (cyclande- 
late)  showed  progressive  and  significant  improvement  in  men- 
tal acuity  on  a battery  of  appropriate,  simpler  tests. 

Specifically,  the  Cyclospasmol  patients  had;  sharpened  rea- 
son, imagination,  and  verbal  expressive  ability;  enhanced 
orientation  to  time  and  space;  keener  memory  for  general 
events;  and  better  recall  for  past  and  present  personal  events. 

In  two  out  of  six  measurements  no  improvement  was  noted 
(specifically,  short-term  memory  and  constructional  skill). 
However,  the  overall  difference  between  controls  and  Cyclo- 
spasmol patients  in  the  full  battery  of  tests  was  judged 
significant. 

In  a preliminary  uncontrolled  study  of  20  patients  on  Cyclo- 
spasmol,3  overall  significant  differences  occurred  in  four  of 
nine  sensitive  measurements.  These  were  verbal  symbolic 
measurements  reflecting  high  cortical  function.  Since  this  was 
an  open  study,  the  authors  believe  further  research  with 
placebo  control  is  needed  to  validate  these  suggestive  results. 
When  you  choose  a vasodilator  for  cerebral  ischemia,  con- 
sider these  benefits; 

■ Direct  action  on  the  vascular  musculature  of  cerebral 
arterial  walls 

■ Produces  a smooth,  gradually  increasing  therapeutic 
effect  which  may  often  become  more  evident  after  prolonged 
therapy 

■ Less  likely  to  produce  transient  flush  and  itching  as 
compared  with  nicotinic  acid  and  its  derivatives 

Look  lof  impf  ovement 
in  cerebf  al  ischemia 
with  CYCLOSPASMOL 


ACTIONS:  Cyclospasmol  is  an  orally  effective  peripheral  spas- 
molytic and  vasodilator  that  acts  directly  on  the  vascular 
smooth  musculature  to  produce  a gradual  and  progressive  re- 
laxation that  enhances  the  peripheral  and  cerebral  blood  flow. 
INDICATIONS:  For  adjunctive  therapy  in  occlusive  and  vaso- 
spastic diseases  of  the  vascular  system  associated  with  an 
impaired  circulation,  such  as:  intermittent  claudication;  arte- 
riosclerosis obliterans;  thrombophlebitis  (to  control  associated 
vasospasm  and  muscular  ischemia);  nocturnal  leg  cramps; 
local  frostbite;  Raynaud's  phenomenon;  as  an  aid  to  encour- 
age healing  of  diabetic  and  trophic  ulcers  of  the  legs;  and  for 
selected  cases  of  ischemic  cerebral  vascular  disease.  A faster 
response  may  be  expected  in  conditions  in  which  vasospasm 
is  predominant  in  the  pathological  process.  The  drug  is  not 
intended  to  substitute  for  an  adequate  medical  or  surgical 
program  in  the  treatment  of  peripheral  or  cerebral  vascular 
disease.  It  is  imperative  that  the  patient  continue  to  follow 
established  therapy,  e.g.,  foot  care,  discontinuance  of  smoking, 
etc.,  while  taking  Cyclospasmol. 

CONTRAINDICATIONS;  Cyclospasmol  is  contraindicated  in 
cases  of  known  hypersensitivity  to  the  drug. 


WARNINGS:  Cyclandelate  should  be  used  with  extreme  cau- 
tion in  patients  with  severe  obliterative  coronary  of 

cerebral  vascular  disease,  since  there  is  a possibility  that  these 
diseased  areas  may  be  compromised  by  vasodilatory  effects  ot 
the  drug  elsewhere.  USE  IN  PREGNANCY:  The  safety  of  cy- 
clandelate for  use  during  pregnancy  or  lactation  has  not  been 
established;  therefore,  it  should  not  be  used  in  pregnant  wornen 
or  in  women  of  childbearing  age  unless,  in  the  judgment  o the 
physician,  its  use  is  deemed  absolutely  essential  to  the  welfare 
of  the  patient.  Although  no  prolongation  of  bleeding  time  has 
been  demonstrated  in  humans  in  therapeutic  dosages,  it  has 
been  demonstrated  in  animals  at  very  large  doses  Therefore, 
the  hazard  of  a prolonged  bleeding  time  should  be  carefully 
considered  when  administering  cyclandelate  to  a patient  with 


PRECAUTIONS:  Since  Cyclospasmol  is  a vasodilator,  it  should 
be  used  with  caution  in  patients  having  glaucoma.  Consult 
direction  circular  before  prescribing. 


ADVERSE  REACTIONS:  Gastrointestinal  distress  (pyrosis, 
pain,  and  eructation)  may  occur  with  Cyclospasmol.  These 
symptoms  occur  infrequently  and  are  usually  mild.  Relief  can 
often  be  obtained  by  taking  the  medication  with  meals  or  by 
the  concomitant  use  of  antacids.  Mild  flush,  headache,  feeling 
of  weakness  or  tachycardia  may  occur,  especially  during  the 
first  weeks  of  administration. 


SUPPLIED:  200  mg.  blue  capsules  in  bottles  of  100  and  500; 
100  mg.  orange  tablets  in  bottles  of  100  and  500. 

May  we  send  you  reprints,  detailed  literature,  or  professional 
samples? 

1 Crane  G W ■ Psychology  Applied,  Mellott,  Ind.,  Hopkins 
Syndicate  1967,  p.  67.  2.  Ball,  J.  A,  C.,  and  Taylor,  A.  R.:  Brit. 
Med.  J.  3:525  (Aug.  26)  1967.  3.  Smith,  W.  L.;  Lowrey,  J.  B.,  and 
Davis,  J.  A.:  Curr.  Ther.  Res.  10:613  (Dec.)  1968. 

IVES  LABORATORIES  INC. 

685  Third  Avenue,  New  York,  N.Y.  10017 


(cyclandelate) 


CONFERENCE  ON  REHABILITATION 

OF  THE  CARDIOVASCULAR  PATIENT 

6.  (3:30)  Problems  of  Placing  Cardiac  Rehabilitees 

Moderator:  George  W.  Jones,  San  Antonio 

(The  Conference  on  Rehabilitation  of  the  Cardiovascular  Patient 
is  sponsored  by  the  Rehabilitation  Subcommittee  of  the  Texas 
Heart  Association  and  three  committees  of  the  Texas  Medical 

Panelists:  Mr.  A.  L.  O’Donnell,  Dallas 

Mr.  Newton  Gresham,  Houston 
William  J.  Block,  San  Antonio 

Association — Committees  on  Cardiovascular  Diseases,  Rehabili- 
tation. and  Workmen’s  Compensation  and  Industrial  Health. 

The  program  is  acceptable  for  four  and  one-half  elective  hours 

(4:10)  Discussion 

by  the  American  Academy  of  General  Practice.) 

7.  (4:25)  Rewards  of  Placing  Cardiac  Rehabilitees 

Moderator:  Edward  F.  Thomas,  Amarillo 

WEDNESDAY,  APRIL  30,  9 A.M. 

Cavalier,  Hilton  Palacio  del  Rio 

Panelists:  Frank  W.  Wilson,  Houston 

E.  Lowell  Berry,  Dallas 

Conference  Chariman — Mr.  Smith  Pettigrew,  Dallas 

(5:05)  Discussion 

1.  (9:00)  Purpose  of  Conference 

Mr.  Smith  Pettigrew,  Dallas 

8.  (5:20)  Closing  Remarks 

Hugh  E.  Wilson,  III,  Dallas 

2.  (9:15)  Diagnosis  of  the  Cardiovascular  Patient 

5:30  P.M. 

Hugh  H.  Hanson,  Houston 

La  Reina  Group,  Hilton  Palacio  del  Rio 

(10:00)  Intermission 

3.  (10:15)  Rehabilitation  of  the  Cardiovascular 

Patient 

Moderator:  E.  Peter  Garber,  Galveston 

9.  (5:30)  Cocktail  Party 

Panelists:  David  Cardus,  Houston 

Richard  D.  Burk,  Dallas 

CONFERENCE  ON  SCHOOL  HEALTH 

Mr.  Doyle  Wheeler,  Austin 

(The  Conference  on  School  Health  is  sponsored  by  the  Com- 
mittee on  School  Health  of  the  Texas  Medical  Association.) 

(11:30)  Discussion 

12:10  P.M. 

Chairman,  Committee  on  School  Health,  Texas  Medi- 
cal Association — Robert  S.  Ray,  Seguin 

La  Reina  Group,  Hilton  Palacio  del  Rio 

Sex  Education  in  the  Public  Schools 

John  R.  Derrick.  Galveston,  Presiding 

THURSDAY,  MAY  1,  8 A.M. 

4.  (12:10)  Luncheon 

Banquet  Hall,  Convention  Center 

Man  and  His  Heart  in  the  Space 
Environment 

1.  (8:00)  Registration 

Charles  A.  Berry,  Dickinson 

2 P.M. 

2.  (9:00)  What  Is  Sex  Education? 

Mr.  Gerald  Sanctuary,  New  York 

Cavalier,  Hilton  Palacio  del  Rio 

5.  (2:00)  Evaluation  of  the  Cardiovascular  Patient 

Moderator:  Edward  M.  Krusen,  Dallas 

Sex  education  is  more  than  sex  instruction;  it  is  preparation 
for  the  use  of  one's  personality  as  a man  or  woman.  The  role 
of  the  parent  in  preparing  the  child  for  family  life,  the  role 
of  the  school,  the  present  ways  in  which  young  people  learn 
about  sexuality,  and  an  examination  of  different  methods  of 
sex  education  and  of  the  role  of  the  medical  profession  will 
be  discussed. 

Panelists,  Members  of  Houston  Evaluation 
Unit: 

(9:45)  Question  and  Answer  Session 

David  J.  Turell,  Houston 

(10:00)  Intermission 

The  discussion  will  include  brief  comments  as  to  the  history 
of  work  evaluation,  exercise  physiology  testing  as  it  applies 
to  the  cardiac,  the  technique  used  in  testing  cardiac  patients 
and  predicting  their  physical  capacity  for  work,  and  how  this 
information  is  joined  with  the  material  collected  by  our  social 

3.  (10:30)  The  Physician’s  Role  in  Developing  School 
Family  Life  Education  Programs 

Georgia  Leggett,  Austin 

worker  and  our  vocational  guidance  counselor. 

(11:00)  Question  and  Answer  Session 

Mrs.  Marlene  Welte,  Houston 

Mr.  Carl  Fletcher,  Houston 

(3:00)  Discussion 

4.  (11:15)  The  School’s  Role  in  Developing  and  Con- 
ducting Curriculum  in  Family  Life  Education 

Miss  Betty  L.  Wright,  Austin 

(3:15)  Intermission 

(11:45)  Question  and  Answer  Session 
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12:15  P.M. 

International  Ballroom,  Hilton  Palacio  del  Rio 

5.  (12:15)  Luncheon 

(12:45)  Panel:  What  Youth  Wants  to  Know  About 
Sex  Education 

Moderator;  Mrs.  Lucille  Martin, 

San  Antonio 

Panelists:  Student  Representatives  of 

Highlands,  Jefferson,  Lanier  and 
Wheatley  High  Schools,  San  Antonio 

2 P.M. 

Banquet  Hall,  Convention  Center 

6.  (2:00)  The  Community’s  Role  in  Supporting  a Sex 
Education  Program 

Robert  E.  Ledbetter,  Jr.,  Ph.D.,  Austin 
(2:30)  Question  and  Answer  Session 
(2:45)  Intermission 

7.  (3:15)  What  Can  We  Do? 

Mr.  Julius  Truelson,  Fort  Worth 

(3:45)  Question  and  Answer  Session 

8.  (4:00)  Film  Program 

Parent  to  Child  About  Sex 
Molested 

Have  a Healthy  Baby 

INTERNATIONAL  COLLEGE  OF 
SURGEONS,  TEXAS  DIVISION 

President — Jack  A.  Crow,  Abilene 
President-Elect — Heaton  Smith,  Victoria 
Secretary — Thomas  L.  Hill,  Temple 
Treasurer — Joe  B.  Stephens,  Bangs 

FRIDAY,  MAY  2,  7 P.M. 

La  Princesa,  Hilton  Palacio  del  Rio 

1.  (7:00)  Cocktail  Party  and  Dinner  Meeting  (Mem- 
bers, Wives,  and  Guests) 


MACHINE  MEDICINE; 

PANEL  PRESENTATION 

(The  panel  presentation  is  sponsored  by  the  Committee  on 
Medicine  and  Religion  of  the  Texas  Medical  Association.) 

Chairman,  Committee  on  Medicine  and  Religion,  Tex- 
as Medical  Association — Grant  F.  Begley,  Fort  Worth 

THURSDAY,  MAY  1,  8 P.M. 

Cavalier,  Hilton  Palacio  del  Rio 

1.  (8:00)  Panel:  Machine  Medicine 

Moderator:  Rev.  Paul  B.  McCleave,  LL.D., 

Chicago 

Panelists:  Arthur  C.  Beall,  Jr.,  Houston 

David  L.  Stitt,  D.D.,  LL.D.,  Austin 


ORIENTATION  PROGRAM  OF 
TEXAS  MEDICAL  ASSOCIATION 


FRIDAY,  MAY  2,  8:30  A.M. 

Room  25,  Convention  Center 

1.  (8:30)  Registration 

Howard  R.  Dudgeon,  Waco,  Past  President,  Presiding 

2.  (9:00)  A Message  for  Members  of  the  Texas 
Medical  Association 

Howard  R.  Dudgeon,  Jr.,  Waco 

3.  (9:05)  The  Challenge  Ahead  for  Medicine 

G.  V.  Brindley,  Jr.,  Temple 

4.  (9:25)  An  Accounting  of  Stewardship;  What  Hap- 
pens to  Your  Dues 

Elliott  Mendenhall,  Dallas 

5.  (9:45)  Medical  Ethics — Obligations  of  the  Physi- 
cian to  His  Colleagues  and  to  the  Medical  Profession 

James  H.  Sammons,  Baytown 

6.  (10:05)  Serving  the  Doctors  of  Texas 

Mr.  Donald  M.  Anderson,  Austin 

(10:25)  Intermission 

James  D.  Murphy,  Fort  Worth,  Past  President, 
Presiding 

7.  (10:40)  The  Role  of  Texas  Medicine  in  Influencing 
Federal  Programs  of  Medical  Service 

Mr.  C.  Lincoln  Williston,  Austin 


8.  (11:05)  Doctor-Patient  Relations 

Robert  Mayo  Tenery,  Waxahachie 

9.  (11:25)  Legal  Aspects  of  Medical  Practice;  Mal- 
practice— How  to  Avoid  It 

Philip  R.  Overton,  LL.B.,  Austin 

(12:05)  Adjournment 
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12:30  P.M. 

Banquet  Hall,  Convention  Center 

2.  (9:20)  Problems  Inherent  to  Antihypertensive  Drug 
Therapy 

Lt.  Col.  Robert  L.  North,  Fort  Sam  Houston 

Charles  Max  Cole,  Dallas,  President-Elect,  Presiding 

10.  (12:30)  General  Meeting  Luncheon 

3.  (9:40)  Problems  Inherent  to  the  Use  of  Anticoag- 
ulants 

George  W.  Thomson,  San  Antonio 

A Farmer  Looks  at  the  Medical  Profession 

Mr.  Charles  B.  Shuman,  Chicago,  President, 
American  Farm  Bureau  Federation 

(10:00)  Intermission 

SOCIETY  OF  LIFE  INSURANCE 

4.  (10:15)  Adverse  Effects  of  Drugs  Used  in  Cardio- 
vascular Diseases 

Col.  Robert  H.  Moser,  Washington,  D.  C. 

MEDICAL  DIRECTORS  OF  TEXAS 

5.  (11:00)  Adrenergic  Blockers 

John  M.  Wallace,  Galveston 

Corresponding  Secretary — Miss  Florence  Ferguson, 

Dallas 

FRIDAY,  MAY  2,  12  NOON 

6.  (11:20)  Problems  Associated  with  the  Use  of  Anti- 
arrhythmic  Drugs 

Myron  B.  Zinn,  San  Antonio 

La  Princesa,  Hilton  Palacio  del  Rio 

7.  (11:40)  Care-Induced  Psychosis 

Robert  R.  Rynearson,  Temple 

1.  (12:00)  Luncheon  Meeting 

(12:00)  Recess  for  Lunch 

SYMPOSIUM  ON  ALCOHOLISM 

2 P.M. 

(The  Symposium  on  Alcoholism  is  sponsored  by  the  Texas 
Commission  on  Alcoholism  and  The  University  of  Texas  Divi- 

Room 25,  Convention  Center 

sion  of  Extension.) 

Chairman — William  Diess,  Galveston 

THURSDAY,  MAY  1,  8 P.M. 

Cochairman — William  J.  Block,  San  Antonio 

La  Reina  Group,  Hilton  Palacio  del  Rio 

Transplantation — Current  Status 

1.  (8:00)  Biological  and  Behavioral  Aspects  of  Alco- 
holism 

Jack  H.  Mendelson,  Chevy  Chase,  Md. 

8.  (2:00)  Immunology  of  Transplantation 

Stephan  E.  A.  Ritzmann,  Galveston 

SYMPOSIUM  ON 

CARDIOVASCULAR  DISEASES 

9.  (2:15)  Immunosuppression — Azathioprine,  Corticos- 
teroids, and  ALG 

William  T.  Butler,  Houston 

(The  Symposium  on  Cardiovascular  Diseases  is  sponsored  by 
the  Committee  on  Cardiovascular  Diseases  of  the  Texas  Medi- 
cal Association  in  conjunction  with  the  Texas  Heart  Associa- 
tion.) 

10.  (2:30)  Immunosuppression — Lymph  Depletion 

Harry  E.  Sarles,  Galveston 

Chairman,  Committee  on  Cardiovascular  Diseases, 
Texas  Medical  Association — John  R.  Derrick,  Gal- 
veston 

11.  (2:45)  Infection  Control 

Temple  W.  Williams,  Jr.,  Houston 

Problems  of  Progress  in  Cardiovascular  Diseases 

12.  (3:00)  Heart  Transplantation 

Denton  A.  Cooley,  Grady  L.  Hallman,  Jr.,  and 
Robert  D.  Bloodwell,  Houston 

THURSDAY,  MAY  1,  9 A.M. 

Room  25,  Convention  Center 

13.  (3:15)  Lung  Transplantation 

Arthur  C.  Beall,  Jr.,  George  P.  Noon,  and 
Donald  L.  Bricker,  Houston 

Chairman — Leon  Cander,  San  Antonio 

(3:30)  Intermission 

Cochairman — Thomas  W.  Inmon,  Temple 

Problems  of  Drug  Usage 

14.  (3:45)  Kidney  Transplantation 

Paul  C.  Peters,  Dallas 

1.  (9:00)  Digitalis  and  Diuretics 

Barry  M.  Beller,  San  Antonio 

15.  (4:00)  Liver  Transplantation 

Lawrence  Brettschneider,  Denver 
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(4:15)  Discussion 

Stephan  E.  A.  Ritzmann,  Galveston 
William  T.  Butler,  Houston 
Harry  E.  Sarles,  Galveston 
Temple  W.  Williams,  Jr.,  Houston 
Denton  A.  Cooley,  Houston 
Arthur  C.  Beall,  Jr.,  Houston 
Paul  C.  Peters,  Dallas 
Lawrence  Brettschneider,  Denver 

(5:00)  Adjourn 


SYMPOSIUM  ON  CEREBRAL  PALSY 

(The  Symposium  on  Cerebral  Palsy  is  sponsored  by  United 
Cerebral  Palsy  Association  of  Texas,  Inc.  There  is  no  registra- 
tion fee.  Luncheon  tickets  may  be  obtained  at  the  Ticket 
Sales  Desk,  Exhibits  Hall  Foyer,  Convention  Center,  Thursday, 
Friday,  and  Saturday,  and  at  Symposium  registration,  St.  An- 
thony Hotel,  Sunday  morning.) 

SUNDAY,  MAY  4,  8:30  A.M. 

Peraux  Room,  St.  Anthony  Hotel 

Recognition  and  Treatment  of  the  High-Risk  Infant 
and  Underachieving  Child 

1.  (8:30)  Registration 

2.  (9:00)  Call  to  Order  and  Welcome 

Objectives  of  Symposium 

Lewis  M.  Heifer,  San  Antonio 

3.  (9:30)  Film:  Exploring  the  Human  Nervous  System 

4.  (10:00)  The  High-Risk  and  Cerebral  Palsied  Child 

Andrea  H.  Nash,  San  Antonio 

(10:45)  Intermission 

5.  (11:00)  Genetic  and  Metabolic  Disorders  of  High- 
Risk  Infants 

Gordon  L.  Farrell,  Houston 

6.  (11:30)  The  High-Risk  and  Underachieving  Child 

Empress  Young  Zedler,  Ph.D.,  San  Marcos 

(12:00)  Recess 
12:15  P.M. 

Anacacho  Room,  St.  Anthony  Hotel 

Mr.  Harrold  O.  Owen,  Fort  Worth,  Presiding 


7.  (12:15)  Luncheon 

Topic  Pending 

Wesley  A.  Whittlesey,  Oklahoma  City 

2 P.M. 

Peraux  Room,  St.  Anthony  Hotel 


8.  (2:00)  Panel:  The  Parent’s  Dilemma 

Moderator:  William  G.  Wolfe,  Ph.D.,  Austin 

The  Parent:  Mr.  L.  H.  Prodoehl,  Austin 

With  Medical  Specialists  Assisting 

9.  (3:00)  Social  Services  Available 

Mr.  Jerome  D.  Chapman,  Austin 

10.  (3:30)  Programs  of  Multiply  Handicapped  Re- 
tarded Children 

Charles  D.  Barnett,  Ph.D.,  Austin 
(4:00)  Questions  and  Answers 


SYMPOSIUM  ON  MENTAL  HEALTH 

(The  Symposium  on  Mental  Health  has  been  developed  by  the 
Texas  Department  of  Mental  Health  and  Mental  Retardation 
and  the  Texas  Medical  Association  Section  on  Nervous  and 
Mental  Diseases.  The  Symposium  is  being  jointly  sponsored 
by  the  Department,  the  Section  on  Nervous  and  Mental  Dis- 
eases, and  the  Texas  District  Branch,  American  Psychiatric 
Association. 


SATURDAY,  MAY  3,  8 A.M. 

River  Room  2,  Convention  Center 
Gary  E.  Miller,  Austin,  Presiding 

1.  (8:00)  Registration 

2.  (9:00)  Welcome 

Purpose  of  Symposium 

George  A.  Constant,  Victoria 

3.  (9:15)  Panel:  The  Future  of  Residential  Treatment 
of  Children 

Moderator:  John  E.  Meeks,  Dallas 

Panelists:  Beverly  J.  Sutton,  Austin 

Bernard  A.  Rappaport,  Wichita  Falls 
Jaime  Quintanilla,  Amarillo 
Alberto  C.  Serrano,  San  Antonio 

(10:30)  Intermission 

4.  (11:00)  The  National  Scene  Concerning  the  Utili- 
zation of  Community  Services  and  Resources  in  Men- 
tal Health 

Jules  V.  Coleman,  New  Haven,  Conn. 

What  has  been  the  effect  of  the  Community  Mental  Health 
Centers  Act,  and  the  ensuing  staffing  provisions,  on  the  de- 
velopment of  psychiatric  services?  How  have  new  community 
mental  health  services  related  to  the  public  mental  hospitals, 
especially  with  regard  to  the  care  of  the  severely  psychotic 
patient?  How  do  newly  trained  community  pyschiatrists  con- 
ceptualize their  role  in  treatment,  prevention,  and  involvement 
in  community  problems?  The  paper  will  discuss  trends,  diffi- 
culties in  clarifying  objectives,  manpower  problems,  and 
theoretical  issues. 

5.  (11:30)  The  Texas  Department  of  Mental  Health 
and  Mental  Retardation — The  Current  Status  and  the 
Prospectus  for  the  Future 

John  Kinross-Wright,  Austin 

(12:00)  Recess 
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12:15  P.M. 

River  Room  1,  Convention  Center 
John  Kinross-Wright,  Austin,  Presiding 

6.  (12:15)  Invocation 

Rev.  Clifford  Waller,  San  Antonio 

Luncheon 

Is  Mental  Health  a Public  Health  Problem? 

W.  L.  Treuting,  Pittsburgh,  Pa. 

(1:15)  Recess 


1:30  P.M. 

River  Room  2,  Convention  Center 

7.  (1:30)  What  Are  the  Directions  for  the  New  Man- 
agement of  Mental  Illness? 

Daniel  X.  Freedman,  Chicago 

(2:15)  Intermission 

8.  (2:30)  Discussion  of  Dr.  Freedman’s  Remarks 

William  A.  Cantrell,  Houston 

9.  (2:45)  Metabolic  Disorders  and  Their  Relationship 
to  Mental  Retardation 

Gordon  L.  Farrell,  Houston 

10.  (3:15)  Panel:  Drug  Abuse 

Moderator:  John  Kinross-Wright,  Austin 

Panelists:  Daniel  X.  Freedman,  Chicago 

Joseph  C.  Schoolar,  Houston 
Robert  B.  White,  Galveston 

11.  (4:15)  The  Unit  System  — A New  Approach  in 
State  Hospital  Care 

Gary  E.  Miller,  Austin 

12.  (4:45)  Closing  Remarks 

Horace  E.  Cromer,  Austin 

(5:00)  Adjourn 


TEXAS  ACADEMY  OF 
GENERAL  PRACTICE  SEMINAR 

(The  program  is  acceptable  for  five  hours  of  prescribed  credit 
by  the  American  Academy  of  General  Practice.  All  American 
Medical  Association  members  are  invited  to  register.  Registra- 
tion fee  is  $10.  Seminar  speakers  are  faculty  members  of  The 
University  of  Texas  Medical  School  at  San  Antonio.) 

President — Sam  A.  Nixon,  Floresville 
Seminar  Chairman — Taylor  T.  Pickett,  Garland 

THURSDAY,  MAY  1,  12:30  P.M. 

Room  31,  Convention  Center 
Taylor  T.  Pickett,  Garland,  Presiding 


1.  (12:30)  Introductions 

2.  (12:45)  Family  Physician  of  the  Future 

F.  Carter  Pannill,  San  Antonio 

3.  (1:30)  "Specialty  of  Family  Practice”  Becomes  a 
Reality 

Sam  A.  Nixon,  Floresville 

(2:00)  Intermission 

Symposium:  Today’s  Problems  of  Sex  and  Society 

4.  (2:45)  The  Doctor’s  Counseling  Role 

Charles  E.  Gibbs,  San  Antonio 

5.  (3:30)  Sex  Education  Involvement 

William  E.  Locke,  San  Antonio 

6.  (4:00)  Deaing  with  Sexual  Deviation 

Charles  E.  Simmons,  San  Antonio 

7.  (4:30)  Panel:  Question  and  Answer  Session 
(5:00)  Adjournment 


TEXAS  AIR-MEDICS  ASSOCIATION  AND 
TEXAS  CHAPTER,  FLYING  PHYSICIANS 
ASSOCIATION,  JOINT  SESSION 

(Related  Organizations) 


Texas  Air-Medics  Association 

President — Robert  C.  Miller,  Lake  Jackson 

Vice  President  and  President-Elect — Dudley  P. 
Laugenour,  Dallas 

Secretary-Treasurer — C.  F.  Miller,  Waco 


Texas  Chapter,  Flying  Physicians  Association 

President — William  C.  Nowlin,  Littlefield 

Vice  President  and  Acting  Secretary-Treasurer — 
William  H.  Kolter,  Jr.,  Houston 


WEDNESDAY,  APRIL  30,  1:15  P.M. 

Brooks  Air  Force  Base 

(Leave  Hilton  Palacio  del  Rio  for  United  States  Air  Force 
School  of  Aerospace  Medicine  approximately  11  a.m.  Dutch 
luncheon  to  be  served  at  Brooks  Air  Force  Base  Officers' 
Mess  Hall.) 


1.  (1:15)  Program  and  Tour 

Presented  by  United  States  Air  Force  School  of  Aero- 
space Medicine  Staff 

(Tour  concludes  at  5 p.m.) 


6:30  P.M. 

La  Paloma  del  Rio  Restaurant 
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TEXAS  MEDICINE 


2.  (6:30)  Refreshment  Hour  and  Dinner  (Members 
and  Wives 

THURSDAY,  MAY  1,  9:00  A.M. 

Room  38,  Convention  Center 

Robert  C.  Miller,  Lake  Jackson,  and  William  C.  Now- 
lin, Littlefield,  Presiding 

3.  (9:00)  Welcoming  Address,  Invocation 

Introduction  of  Guests 

P.  W.  Malone,  Big  Spring 
Robert  C.  Miller,  Lake  Jackson 
William  C.  Nowlin,  Littlefield 

4.  (9:30) 

5.  (10:00)  Survivability  of  Aircraft  Accidents 

Lynn  C.  Barnes,  Fort  Worth 

(10:30)  Intermission  (Visit  the  Exhibits) 

6.  (11:00)  Musings  on  Medical  Certification 

Peter  V.  Siegel,  Washington,  D.  C. 

In  reviewing  many  applications  for  medical  certification,  some 
give  cause  for  meditation.  It  is  obvious  that  without  full  co- 
operation of  the  applicant  and  the  examining  physician,  the 
agency’s  safety  responsibilities  can  easily  be  compromised. 
Examining  physicians  often  have  to  walk  a fine  line  between 
responsibility  to  the  patient  and  responsibility  to  the  public 
interest.  What  is  unwritten  between  the  lines,  and  instinct 
gained  from  experience,  occasionally  leads  to  interesting  case 
histories  and  always  keeps  the  job  interesting.  Examples  of 
such  case  histories  will  be  reviewed. 


7.  (11:30)  Medical  Education  in  Civil  Aviation 

J.  Robert  Dille,  Oklahoma  City 

1:30  P.M. 

Room  38,  Convention  Center 

8.  (1:30)  Business  Meeting,  Texas  Chapter,  Flying 
Physicians  Association 

2:00  P.M. 

Room  38,  Convention  Center 

9.  (2:00)  Psychological  Evaluation  of  Civilian  Pilots 

Nolen  L.  Armstrong,  Dallas 

10.  (2:30)  Nonmedical  Aeromedical  Certification 

Peter  V.  Siegel,  Washington,  D.  C. 

We  know  of  no  other  regulatory  system  in  which  the  regulated 
have  so  many  avenues  of  appeal  as  the  applicant  for  an  air- 
man medical  certificate.  Outside  of  the  airman  who  has  been 
denied  a medical  certificate,  few  realize  that  all  adverse  de- 
cisions are  subject  to  nonmedical  review  for  their  “appropri- 
ateness" and  that,  on  occasion,  the  agency  is  directed  to  issue 
a certificate.  A summary  of  National  Transportation  Safety 
Board  (formerly  the  Civil  Aeronautics  Board)  decisions  since 
1961  will  be  presented. 

11.  (3:00)  The  Early  Detection  of  Coronary  Disease 
with  Special  Reference  to  the  Double  Masters  Test 

James  Y.  Bradfield,  Dallas 


12.  (3:30)  Federal  Aviation  Administration  Round 
Table  Discussion 

Moderators:  Robert  C.  Miller,  Lake  Jackson 
William  C.  Nowlin,  Littlefield 

13.  (4:30)  Business  Meeting,  Texas  Air-Medics  Asso- 
ciation 

(5:30)  Adjourn 
6:30  P.M. 

Cavalier  and  Lee  Rooms,  Monger  Hotel 

14.  (6:30)  Refreshment  Hour  and  Annual  Banquet — 
Members,  Wives,  Guests — Texas  Air-Medics  Associa- 
tion and  Texas  Chapter,  Flying  Physicians  Association 


TEXAS  ASSOCIATION  OF 
PUBLIC  HEALTH  PHYSICIANS 

(Related  Organization) 

(The  Conference  of  City  and  County  Health  Officers  will  meet 
Friday  from  2:30  to  5 p.m..  Room  34,  Convention  Center.  The 
Section  on  Public  Health  program  will  be  held  Saturday  from 
2:30  to  5 p.m..  Room  34,  Convention  Center.  See  Section  Meet- 
ings section  and  elsewhere  in  this  Specialty  Programs  section 
for  details.) 

President — Charles  M.  Parker,  Wichita  Falls 
President-Elect — Santino  J.  Lerro,  LaMarque 
Vice  President — G.  Mason  Kahn,  Amarillo 
Secretary-Treasurer — Reinhold  E.  Johnson,  Midland 

THURSDAY,  MAY  1,  6:30  P.M. 

La  Duquesa  Room,  Hilton  Palacio  del  Rio 

1.  (6:30)  Dinner 

Current  Trends  in  Communicable  Diseases 
David  J.  Sencer,  Atlanta,  Ga. 
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Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 

SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16t'h  Sf.,  Newport  Beach,  Calif.  92663 


SMR  keeps  you 
and  your  patients' 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


M i 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 
22  oz.  economy 
size $2.50 


Established  Over  40  Years 


Factory  Direct  Sales 


See  Us  at  Booth  No.  20  Texas  Medical  Assn.,  May  1-4,  San  Antonio 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE^’"  Applicator 
a routine  part  of  your  physical  examinations? 

TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 

472-9 


T.  ROWE  PRICE 
GROWTH  STOCK 


FUND,  m. 


Est.  1950 


A MO-LOAD  FUND 


Investing  in  stocks 
carefully  selected  for  long  term 
growth  possibilities 

Individuals  & institutions 
are  invited  to  request  free  prospectus 

HO  SALES  CHARGE 


I One  Charles  Center,  Dept.  F-1 
Baltimore,  Md.  21201 


I 

I 


T.  Rowe  Price  Growth  Stock  Fund,  Inc. 

F-1 

Phone  (301)  539-1992 


Name . 


Address 


Zip, 


I 
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TEXAS  CHAPTER, 

AMERICAN  ACADEMY  OF  PEDIATRICS 

(Related  Organization) 

Chairman — Clarence  E.  Gilmore,  Paris 
Alternate  Chairman — John  M.  Pickett,  Amarillo 
Secretary-Treasurer — William  S.  Conkling,  Navasota 

(The  Section  on  Pediatrics  will  meet  Friday  from  2:30  to  5 p.m. 
in  Room  32,  Convention  Center;  and  Saturday  from  9 to  11:30 
a.m.  in  Room  32,  Convention  Center.  See  Section  Meetings  for 
details.) 

FRIDAY,  MAY  2,  12  Noon 
Room  22,  Convention  Center 

1.  (12:00)  Luncheon  and  Business  Session 

Some  Paradoxes  in  Pediatric  Practice 

Theodore  C.  Panos,  Little  Rock,  Ark. 

TEXAS  CHAPTER,  AMERICAN  COLLEGE 
OF  CHEST  PHYSICIANS 

(Related  Organization) 

President — George  0.  Hutcheson,  Fort  Worth 

President-Elect — Paul  L.  Richburg,  Dallas 

Vice  President — Watts  R.  Webb,  Dallas 

Secretary-Treasurer  and  Program  Chairman — Daniel 
E.  Jenkins,  Houston 

SUNDAY,  MAY  4,  9 A.M. 

Tejano  Room,  St.  Anthony  Hotel 

Col.  Charles  Spivey,  Lackland  Air  Force  Base, 
Presiding 

1.  (9:00)  Gram-Negative  Superinfection  in  Active  Pul- 
monary Tuberculosis 

John  G.  Weg,  Stanton  P.  Fischer, 
Mahmoud  Oreizy,  and  Aydogan  Ugur,  Houston 

2.  (9:30)  Diagnosis  of  Carcinoma  of  the  Lung  with 
Coexisting  Tuberculosis 

Donald  Campbell,  San  Antonio 

3.  (10:00)  The  Valsalva  Maneuver  as  a Therapeutic 
Index  in  Congestive  Cardiomyopathy 

Lt.  Col.  Frederick  G.  Jones  and 
Major  Morton  Korn,  Lackland  Air  Force  Base 

(10:20)  Intermission 

4.  (10:30)  Alveolar  Hypoventilation  Masquerading  as 
Narcolepsy 

Major  Ronald  A.  Walsh  and 
Lionel  E.  Harkleroad,  Lackland  Air  Force  Base 


5.  (11:00)  The  Charles  M.  Hendricks  Memorial  Lec- 
ture: Recognition  and  Management  of  Respiratory 
Failure 

Reuben  M.  Cherniack,  Winnipeg,  Manitoba,  Canada 

Respiratory  failure  implies  a failure  of  the  respiratory  system 
to  maintain  normal  oxygenation  and  a normal  arterial  partial 
pressure  of  carbon  dioxide,  so  that  hypoxia  either  alone  or  in 
combination  with  hypercapnia  develops.  Insufficiency  for  oxy- 
genation may  be  the  result  of  a diffusion  defect,  a venous- 
arterial  shunt  within  the  heart  or  the  lungs,  altered  ventilation/ 
perfusion  ratios  throughout  the  lung,  or  alveolar  hypoventila- 
tion. When  alveolar  ventilation  is  inadequate  relative  to  the 
carbon  dioxide  production,  the  hypoxia  will  be  accompanied 
by  hypercapnia.  Respiratory  failure  may  develop  in  a variety 
of  patients  who  may  be  suffering  from  bronchopulmonary  dis- 
ease, diseases  of  the  chest  wall  or  thoracic  cage,  or  diseases 
of  the  central  nervous  system  which  affect  the  central  control 
of  respiration.  The  clinical  manifestations  of  respiratory  insuf- 
ficiency are  nonspecific,  and  the  correct  diagnosis  can  only  be 
made  if  the  attending  physician  is  suspicious  of  its  presence, 
the  definitive  answer  only  being  obtained  by  analysis  of  the 
arterial  blood.  The  therapeutic  approach  to  respiratory  failure 
is  based  on  the  physiologic  disturbances  present,  and  is  de- 
signed to  provide  and  maintain  an  effective  alveolar  ventilation 
so  that  there  is  adequate  oxygenation  and  elimination  of  car- 
bon dioxide,  and  to  reduce  the  metabolism  or  work  of  breath- 
ing. 

12  Noon 

Navarro  Room,  St.  Anthony  Hotel 

George  0.  Hutcheson,  Fort  Worth,  Presiding 

6.  (12:00)  Luncheon 

Business  Meeting 

1:30  P.M. 

Tejano  Room,  St.  Anthony  Hotel 
William  Blumenthal,  San  Antonio,  Presiding 

7.  (1:30)  Evolving  Concepts  of  Gastroesophageal  Re- 
flux and  Hiatal  Hernia 

Milton  V.  Davis,  Dallas 

8.  (2:00)  Steroids  and  Antibiotics  in  the  Manage- 
ment of  Caustic  Burns  of  the  Esophagus 

Phoebus  Koutras,  Watts  R.  Webb,  Roger  R.  Ecker, 
and  Winfred  L.  Sugg,  Dallas 

9.  (2:30)  Can  We  Afford  to  Wait?  A Discussion  of 
Isoniazid  and  Prevention 

David  J.  Sencer,  Atlanta 

10.  (3:00)  Home  Care  of  Chronic  Pulmonary  Disease 
Reuben  M.  Cherniack,  Winnipeg,  Manitoba,  Canada 

Despite  significant  advances  in  knowledge  and  improved  meth- 
ods of  management,  chronic  respiratory  insufficiency  poses  a 
distinct  therapeutic  challenge.  Because  of  the  advances  in 
knowledge  more  and  more  patients  require  frequent  readmis- 
sions to  hospital  and  eventually  some  require  permanent  hos- 
pitalization. We  have  been  able  to  improve  management  and 
reduce  hospital  admissions  by  extending  concentrated  care  be- 
yond the  hospital  in  a "home  care”  program.  Fifty-four  per 
cent  of  the  patients  required  readmission  while  on  home  care, 
but  only  for  5.9%  of  the  total  days  on  home  care,  even  though 
some  patients  were  sent  home  knowing  they  would  soon  be 
readmitted.  The  cost  of  the  program  is  insignificant  compared 
to  the  daily  cost  of  a hospital  bed.  This  program  emphasizes 
that  little  direct  physician  attention  is  necessary  and  that  pa- 
tients can  be  well  cared  for  by  trained  allied  health  science 
personnel,  capable  of  recognizing  problems  as  soon  as  they 
arise. 

(3:25)  Intermission 
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So  he’ll  breathe  easier: 

relieve  anxiety 
while  you  relieve  pain. 

Relief  of  pain  is  usually  a major  goal  in  traumatic  conditions. 

But  often  of  importance,  too,  is  alleviation  of  anxiety  and 
tension  that  may  heighten  patient  discomfort. 

Single-prescription,  non-narcotic  Equagesic  may  effectively 
relieve  pain.  And  ease  anxiety  and  tension. 

TABLETS 

Equc^sic* 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 

IN  BRIEF. 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin,  meprobamate  or  ethoheptazine  citrate. 

Warnings:  use  in  pregnancy:  Safety  for  use  during  pregnancy  or  lactation  has  not  been  established;  therefore, 
it  should  be  used  in  pregnant  patients  or  women  of  child-bearing  age  only  when  the  physician  judges  its  use 
essential  to  the  patient’s  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients  12  years  old  or  less.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of 
meprobamate  in  susceptible  persons— as  alcoholics,  ex-addicts,  severe  psychoneurotics— has  resulted  in  depen- 
dence or  habituation.  Withdraw  gradually  after  prolonged  excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and  coordination.  If  drowsiness,  ataxia  or  visual  disturbances  (impair- 
ment of  accommodation  and  visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  patients  should  not  operate 
machinery  or  drive.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and  respiratory 
rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria)  with  gastric  lavage  and  appropriate  symptomatic  therapy  (CNS  stimulants  and  pressor  amines  as 
indicated).  Two  instances  of  accidental  or  intentional  significant  overdosage  with  ethoheptazine  and  aspirin  have 
been  reported.  These  were  accompanied  by  CNS  depression  (drowsiness  and  lightheadedness)  but  resulted  in 
uneventful  recovery.  On  basis  of  pharmacologic  data,  CNS  stimulation  could  be  anticipated,  with  nausea,  vomiting 
and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific  parenteral  electrolyte  therapy 
for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrombinemic  hemorrhage  [usually  requires  whole 
blood  transfusions]). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may  cause  nausea  with  or  without  vomiting  and  epigastric 
distress,  in  a small  percentage  of  patients.  Dizziness  is  rare  at  recommended  dosage.  Meprobamate  may  cause 
drowsiness,  ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses.  Such  patients  may  have  had  no  previous  contact  with  meprobamate  and 
may  or  may  not  have  an  allergic  history.  Mild  reactions  are  characterized  by  urticarial  or  erythematous  maculo- 
papular  rash.  Acute  nonthrombocytopenic  purpura  with  cutaneous  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  If  allergic  reaction  occurs,  discontinue  meprobamate;  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  These  cases  should 
be  treated  symptomatically  including,  when  indicated,  such  medication  as  epinephrine,  antihistamineand  possibly 
hydrocortisone.  A few  cases  of  leukopenia,  usually  transient,  have  been  reported  on  continuous  use.  Rarely, 
aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic  anemia  have  been 
reported,  almost  always  in  presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management  of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Photo  professionally  posed. 


11.  (3:35)  Sputum  Cytology  in  Relation  to  Pulmon- 
ary Function  in  Obstructive  Lung  Disease 

Bernard  J.  Blumenthal,  Pasadena 

12.  (4:00)  Pulmonary  Perfusion:  Scanning  and  Arteri- 
ography 

Robert  W.  McConnell,  Dallas 

13.  (4:30)  Newer  Concepts  in  Screening  for  Chronic 
Pulmonary  Disease 

Daniel  E.  Jenkins,  Royal  Eugene  Collins,  Ph.D.,  and 
Mr.  Robert  D.  McMillan,  Houston 

(4:55)  Adjournment 


TEXAS  DERMATOLOGICAL  SOCIETY 

(Related  Organization) 

President — Arthur  C.  Ressmann,  San  Antonio 
President-Elect — J.  B.  Richardson,  Houston 
Secretary-Treasurer — Coleman  Jacobson,  Dallas 
Program  Chairman — Eugene  P.  Schoch,  Jr.,  Austin 

SATURDAY,  MAY  3,  9 A.M. 

La  Reina  Group,  Hilton  Palacio  del  Rio 

1.  (9:00)  Dermatology  1968-1969:  Highlights  of  Re- 
cent Advances 

Rees  B.  Rees,  San  Francisco 

2.  (9:45)  The  Effect  of  Arsenic  on  Inflammation,  In- 
fection, and  Carcinogenesis 

Orville  Stone,  Galveston 

(10:10)  Discussion 
(10:15)  Intermission 

3.  (10:30)  Surgical  Replacement  of  the  Esophagus 
in  Case  of  Epidermolysis  Bullosa 

Karel  B.  Absolon,  Amarillo 

(10:50)  Discussion 

4.  (11:00)  Skin  Diseases — Dermatomycoses  Among 
Soldiers  Evacuated  from  Southeast  Asia 

David  L.  McCaffree,  Dallas 

(11:20)  Discussion 

5.  (11:25)  My  Reminiscence  About  Dermatologists  of 
the  Past 

Everett  C.  Fox,  Dallas 

(11:45)  Discussion 
(11:50)  Adjourn 


TEXAS  HEART  ASSOCIATION 

(Related  Organization) 

President — Hugh  H.  Hanson,  Houston 

Executive  Director — Mr.  Dudley  Hafner,  Houston 

Chairman,  Scientific  Sessions  Sub-Committee — James 
K.  Alexander,  Houston 

Associate  Director  of  Programming — Mr.  Richard  A. 
Ferguson,  Houston 

(The  Texas  Heart  Association  will  cosponsor  two  scientific  pro- 
grams. A preconvention  program,  Conference  on  Rehabilitation 
of  the  Cardiovascular  Patient,  will  be  held  Wednesday,  9 a.m. 
to  5:30  p.m..  Cavalier,  Hilton  Palacio  del  Rio.  The  Symposium 
on  Cardiovascular  Diseases  will  be  held  Thursday,  9 a.m.  to 
5 p.m.,  Room  25,  Convention  Center.  See  Specialty  Programs 
section  for  details.  The  Texas  Heart  Association  will  cosponsor 
Colonel  Robert  H.  Moser  as  guest  speaker.  See  Speakers  sec- 
tion for  appearances.) 


TEXAS  INDUSTRIAL  MEDICAL 
ASSOCIATION,  TEXAS  PHYSICAL 
MEDICINE  AND  REHABILITATION 
SOCIETY,  AND  TEXAS  TRAUMATIC 
SURGICAL  SOCIETY 

(Related  Organizations) 

Texas  Industrial  Medical  Association 

President — James  K.  Stewart,  Beaumont 

President-Elect  and  Program  Chairman — Charles  O. 
Bruce,  Port  Neches 

Vice  President — E.  Lowell  Berry,  Dallas 

Secretary-Treasurer — George  E.  McGlothlen,  Bridge 
City 

Texas  Physical  Medicine  and  Rehabilitation  Society 
President — Richard  D.  Burk,  Dallas 
Vice  President — John  R.  Shull,  Dallas 
Secretary-Treasurer — Robert  M.  Izard,  Jr.,  Gonzales 

Texas  Traumatic  Surgical  Society 
President — John  C.  Long,  Plainview 
Secretary-Treasurer — C.  M.  Ashmore,  Bellaire 

THURSDAY,  MAY  1,  9 A.M. 

Mission  Room  2,  Convention  Center 
Richard  D.  Burk,  Dallas,  Program  Coordinator 
The  Hand 

1.  (9:00)  Welcome 

Introduction  of  Presidents  of  Sponsoring 
Groups 
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First  Session 

2.  (9:15)  Management  of  Crush  Injuries  of  the  Hand 

Royce  C.  Lewis,  Jr.,  Lubbock 

3.  (10:00)  Conservative  Management  of  the  Rheuma- 
toid Arthritic  Hand 

Alexander  D.  Raptou,  Dallas 

Second  Session 

4.  (10:45)  Examination  of  the  Injured  Hand 

Robert  J.  Duran,  Columbus,  Ohio 

Examination  of  the  acutely  injured  hand  as  well  as  that  of  pre- 
vious injuries  is  discussed  in  detail.  A method  of  examination 
for  tendon  and  nerve  injuries  is  proposed.  Slides  and  a movie 
are  used  to  illustrate  the  technique. 

5.  (11:15)  Some  Interesting  Studies  on  the  Function 
of  the  Intrinsic  Muscles  of  the  Hand 

Hal  T.  Weathersby,  Ph.D.,  Dallas 

6.  (11:45)  Splints,  Braces,  and  Prosthetic  Replace- 
ments for  the  Hand 

John  M.  Herring,  San  Antonio 
(12:15)  Recess  for  Lunch 

2 P.M. 

Mission  Room  2,  Convention  Center 
Third  Session 

7.  (2:00)  Management  of  Tendon  Injuries 

Robert  J.  Duran,  Columbus,  Ohio 

Some  concepts  in  the  management  of  tendon  injuries  in  the 
hand  appear  to  be  changing.  It  is  the  purpose  of  this  presen- 
tation to  review  the  primary  as  well  as  secondary  treatment  of 
tendon  injuries  and  present  a few  of  the  current  procedures 
employed.  These  will  be  illustrated  by  slides  and  a movie. 

8.  (2:45)  Injuries  Due  to  High  Pressure  Injection  of 
Foreign  Material  into  the  Hand 

L.  Lee  Lankford,  Dallas 

9.  (3:30)  Separate  Annual  Business  Meetings 
Texas  Physical  Medicine  and  Rehabilitation  Society 

Room  24,  Convention  Center 

Texas  Traumatic  Surgical  Society 
Room  26,  Convention  Center 


TEXAS  OPHTHALMOLOGICAL 
ASSOCIATION  AND  SECTION 
ON  OPHTHALMOLOGY 

President,  Texas  Ophthalmological  Association,  and 
Chairman,  Section  on  Ophthalmology  — James  L. 
Mims,  Jr.,  San  Antonio 

President-Elect  and  Program  Chairman,  Texas  Oph- 
thalmological Association,  and  Secretary,  Section 
on  Ophthalmology — John  C.  Koch,  Lufkin 

Secretary,  Texas  Ophthalmological  Association — John 
C.  Kuppinger,  Harlingen 

Treasurer,  Texas  Ophthalmological  Association — Joe 
L.  Bussey,  Fort  Worth 

(The  Executive  Council,  Texas  Ophthalmological  Association, 
will  meet  Thursday,  May  1,  2 to  5 p.m..  Room  7,  Convention 
Center.) 

(Members  and  wives  of  Texas  Ophthalmological  Association 
will  have  a cocktail  reception  Thursday,  May  1,  5 to  7 p.m.. 
International  Ballroom,  Hilton  Palacio  del  Rio.) 

(Medical  Advisory  Committee  Chairmen,  Texas  Society  for  the 
Prevention  of  Blindness,  will  have  a breakfast  session  Satur- 
day, May  3,  7:30  a.m..  La  Duquesa,  Hilton  Palacio  del  Rio.) 


FRIDAY,  MAY  2,  8:30  A.M.-5  P.M. 

Room  31,  Convention  Center 

James  L.  Mims,  Jr.,  San  Antonio,  Presiding 

1.  (8:30)  Management  of  Congenital  Cataract 

Harold  G.  Scheie,  Philadelphia 

Congenital  cataracts  present  important  ophthalmological  and 
socioeconomic  problems.  They  account  for  approximately 
11.5%  of  blindness  in  preschool  children,  and  5%  of  blindness 
in  adults.  Significant  responsibility  is,  therefore,  involved  in 
their  management.  Indications  for  surgery  will  be  reviewed  and 
conservatism  urged.  The  prognosis  is  always  poor  when  asso- 
ciated anomalies  are  present.  Personal  experiences  with  con- 
genital cataract  surgery  will  be  discussed  and  my  own  present 
day  preference,  aspiration,  will  be  illustrated  by  movies. 

(9:30)  Intermission 

2.  (9:45)  The  Ophthalmic  Assistant  Programs 

Mr.  Larry  Zupan,  Washington,  D.  C. 

3.  (10:15)  A Simplified  Strabismus  Examination  Pro- 
cedure 

Arthur  Jampolsky,  San  Francisco 

A simplified  system  of  strabismus  examination  will  be  detailed 
which  employs  the  examiner's  observations  of  the  patients’  eye 
movements  as  the  end-points  for  diagnosis  of  both  sensory 
and  motor  anomalies.  The  examiner  must  control  (1)  fixations, 
(2)  accommodations,  and  (3)  fusion-vergences,  by  simple  tests 
in  order  to  establish  an  accurate  diagnosis.  The  examiner  also 
must  have  a mental  image  of  the  characteristics  of  the  sup- 
pression phenomena  in  eso-  and  exodeviations  so  that  he  may 
make  appropriate  inferences  from  the  history,  visual  acuities, 
and  refractive  error  corrections.  With  these  diagnostic  tools, 
the  examiner  may  dispense  with  most  if  not  all  of  the  subjec- 
tive tests  commonly  employed. 

4.  (11:15)  Management  of  Iris  and  Ciliary  Body 
Tumors 

Milton  Boniuk,  Houston 

In  recent  years  emphasis  has  been  on  the  fact  that  melanomas 
of  the  iris  have  a much  better  prognosis  than  melanomas  of 
the  posterior  uvea.  As  a result  there  has  been  a tendency 
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toward  conservatism  in  management  of  these  tumors,  and  this 
has  resulted  in  development  of  new  surgical  techniques  for 
the  excision  of  iris  tumors  that  invade  the  ciliary  body.  Some 
points  regarding  differential  diagnosis,  indications  for  surgery, 
and  surgical  techniques  will  be  discussed.  A movie  illustrating 
the  technique  for  iridocyclectomy  with  scleral  flap  will  be  pre- 
sented. In  the  author’s  opinion,  this  is  the  treatment  of  choice 
in  most  cases  where  iridocyclectomy  is  necessary. 

(12:00)  Adjourn 
12:15  P.M. 

International  Ballroom,  Hilton  Palacio  del  Rio 

5.  (12:15)  Luncheon,  Texas  Ophthalmological  Associ- 
ation 

President’s  Address 

James  L.  Mims,  Jr.,  San  Antonio 

1:45  P.M. 

Room  31,  Convention  Center 

6.  (1:45)  Business  Meeting  of  Texas  Ophthalmologi- 
cal Association 

Harl  D.  Mansur,  Jr.,  Wichita  Falls,  Presiding 

7.  (3:00)  Technique  of  Cataract  Extraction 

Harold  G.  Scheie,  Philadelphia 

Cataract  extraction  will  be  discussed  from  the  view  of  protect- 
ing the  patient  throughout  surgery.  Preoperative  preventive 
measures  will  be  mentioned.  The  author's  technique,  usually 
employing  local  anesthesia,  will  be  reviewed.  This  will  include 
a biplane  type  of  incision  and  various  techniques  for  delivering 
the  lens.  Illustrative  movies  will  be  shown. 

8.  (4:00)  Management  of  Esodeviations 

Arthur  Jampolsky,  San  Francisco 

The  discussion  will  separate  the  management  of  infants  and 
adults  with  esodeviations.  Emphasis  will  be  on  the  ability  to 
establish  an  appropriate  prognosis  during  the  diagnostic  ex- 
amination so  that  management  may  be  altered  accordingly. 
The  different  types  of  esodeviations  will  be  characterized  and 
their  management  analyzed.  Surgical  techniques  will  be  dis- 
cussed relative  to  the  different  diagnostic  categories. 

(5:00)  Adjourn 

Visit  Exhibits 


SATURDAY,  MAY  3,  9 A.M.-5  P.M. 

Room  31,  Convention  Center 

John  C.  Kuppinger,  Harlingen,  Presiding 

9.  (9:00)  Anesthesia  in  Ocular  Muscle  Surgery 

Warren  W.  Binion,  Fort  Worth 

10.  (9:30)  Management  of  Exodeviations 

Arthur  Jampolsky,  San  Francisco 

The  management  of  infants  with  exodeviations  differs  from 
that  of  adults  with  exodeviations.  Emphasis  will  be  upon  the 
accommodative-convergence  relationship  in  this  disease,  the 
frequently  progressive  nature  of  the  deviation,  and  the  simple 
objective  test  by  which  the  management  progress  may  be 
evaluated.  Surgical  procedures  appropriate  to  each  category 
will  be  discussed,  and  reasons  for  failure  will  be  emphasized. 

(10:30)  Intermission 


11.  (10:40)  Diagnosis,  Treatment,  and  Rehabilitation 
— The  Route  to  Independence 

Mr.  Burt  L.  Risley,  Austin 

12.  (11:10)  Glaucoma  and  Ocular  Injury 

Harold  G.  Scheie,  Philadelphia 

Types  of  ocular  injury  most  commonly  associated  with  glau- 
coma will  be  discussed.  They  will  include  chemical  burns  and 
mechanical  injuries.  Although  the  mechanism  of  glaucoma  is 
often  obscure,  it  is  usually  due  to  involvement  of  the  trabec- 
ula-canal of  Schlemm  drainage  mechanism.  Blunt  trauma  can 
be  followed  immediately  or  even  years  later  by  elevations  in 
pressure.  Injuries  to  the  lens  result  in  particularly  severe  and 
intractible  types  of  glaucoma,  the  nature  of  which  are  often 
unknown.  Perforating  injuries  cause  rises  in  pressure  in  a 
variety  of  ways.  Several  factors  will  be  reviewed  and  more 
than  one  may  exist  in  the  same  eye. 

(12:10)  Recess  for  Lunch 
1:30  P.M. 

Room  31,  Convention  Center 

John  C.  Koch,  Lufkin,  Presiding 

13.  (1:30)  Retinal  Detachment  from  Ora  Serrata  Di- 
alysis 

W.  Rex  Hawkins,  Houston 

A series  of  retinal  detachments  with  dialyses  will  be  presented 
in  which  the  subretinal  fluid  was  not  drained.  Treatment  con- 
sisted of  cryo  applications  and  a broad  scleral  buckle.  In  all 
cases  the  retina  reattached  within  48  hours.  The  pathogenesis 
of  retinal  dialysis  will  be  reviewed  and  the  clinical  manifesta- 
tions of  the  resulting  detachment  will  be  discussed.  The  con- 
cept of  a simplified  surgical  approach  will  be  presented. 

14.  (2:00)  Management  of  Vertical  Deviations 

Arthur  Jampolsky,  San  Francisco 

Oblique  muscle  overactions  constitute  the  main  treatment  ave- 
nue for  vertical  ocular  muscle  deviations.  Diagnosis  of  oblique 
anomalies,  the  A-V  patterns,  and  weakening  procedures  of 
oblique  muscles  (indications  and  contraindications)  will  be  em- 
phasized, especially  the  diagnosis  of  superior  oblique  pareses 
because  of  their  frequent  occurrence.  Combined  oblique  and 
vertical  rectus  surgery  will  be  discussed.  Indications  and  con- 
traindications for  combined  horizontal  and  vertical  muscle 
surgery  will  be  analyzed. 

(3:00)  Intermission 

15.  (3:10)  Management  of  Intraocular  Foreign 
Bodies:  Analysis  of  17  Cases 

Charles  E.  Russo,  Houston 

The  ophthalmologist  is  faced  with  the  problem  of  managing 
cases  of  intraocular  foreign  bodies.  With  the  increase  in 
population  and  industry,  such  accidents  are  on  the  rise.  The 
purpose  of  this  paper  is  to  analyze  17  cases  of  intraocular 
foreign  bodies  treated  in  our  office  since  1964.  This  analysis 
will  include  sex,  age,  method  of  injury,  time  lapse  between 
injury  and  definitive  treatment,  localization  techniques,  surgi- 
cal approach,  modalities  for  choroidal  inflammation,  and  final 
visual  acuity.  Following  the  analysis,  a general  discussion  on 
the  management  of  intraocular  foreign  bodies  will  be  under- 
taken. 

16.  (3:40)  Complications  of  Cataract  Extraction 

Harold  G.  Scheie,  Philadelphia 

Complications  of  cataract  extraction  will  be  discussed  from  the 
standpoint  of  their  prevention  and  of  management  when  they 
do  occur.  Careful  preoperative  study  of  the  eye  will  be  urged. 
Complications  during  anesthesia,  the  operative  period  itself 
and  postoperative  care  will  be  considered,  as  will  the  changing 
nature  of  complications  in  recent  years. 

(5:00)  Adjourn 
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TEXAS  ORTHOPAEDIC  ASSOCIATION 

(Related  Organization) 

President — Phillip  L.  Day,  San  Antonio 

Vice  President  and  Program  Chairman — John  A.  Wil- 
liamson, Jr.,  San  Antonio 

Secretary-Treasurer — L.  Ray  Lawson,  Dallas 

SATURDAY,  MAY  3,  8:50  A.M. 

Mission  Room  2,  Convention  Center 

1.  (8:50)  Opening  Remarks 

Phillip  L.  Day,  San  Antonio 

2.  (9:00)  Medico-Legal  Aspects  of  Cervical  Spine 
Sprains 

Russel  W.  Van  Norman,  El  Paso  (by  invitation) 
Discussion 

3.  (9:25)  Giant  Cell  Tumors  Near  Weight-Bearing 
Joints 

Louis  J.  Levy,  Fort  Worth 

Discussion 

4.  (9:50)  Posterior  Tibial  Tenovaginitis  and  Hip  Strain 
in  Children 

Hyman  P.  Roosth,  Corpus  Christi 

Discussion 

(10:15)  Intermission 

5.  (10:45)  Spinal  Stenosis  and  Cauda  Equina 
Compression  Causing  Low  Back  Pain 

Alexander  E.  Brodsky,  Houston 

Discussion 

6.  (11:10)  Fracture  of  the  Neck  of  the  Femur 

Ian  Macnab,  Toronto,  Ontario,  Canada 

Prior  to  the  advent  of  the  Smith-Petersen  nail,  the  mortality 
associated  with  fractures  of  the  neck  of  the  femur  was  high. 
Though  the  mortality  has  been  significantly  reduced  by  prompt 
internal  fixation  of  the  fracture,  the  incidence  of  nonunion 
and  avascular  necrosis  still  remains  depressingly  high.  Im- 
proved surgical  techniques  can  influence  the  incidence  of 
nonunion,  but  to  date,  little  can  be  done  to  decrease  the  inci- 
dence of  avascular  necrosis.  Factors  influencing  avascular  ne- 
crosis and  methods  of  prophylaxis  and  treatment  will  be  dis- 
cussed. 

(11:50)  Recess 

Visit  Exhibits 

12:00  Noon 

Tower  of  the  Americas 

7.  (12:00)  Luncheon 
1 P.M. 

Mission  Room  2,  Convention  Center 


8.  (1:00)  Business  Session  (Members  Only) 

9.  (2:00)  Axillary  Block  Anesthesia  in  Surgery  of  the 
Hand 

L.  Lee  Lankford,  Dallas 

Discussion 

10.  (2:25)  Failures  of  Spinal  Surgery 

Ian  Macnab,  Toronto,  Ontario,  Canada 

Failures  of  spinal  surgery  can  be  considered  under  the  head- 
ings of  failures  following  laminectomy  and  failures  following 
spinal  fusion  with  or  without  an  associated  laminectomy.  Lack 
of  recognition  of  foraminal  migration  of  the  disc,  foraminal 
entrapment  of  the  nerve  root,  pedicular  kinking,  and  extra- 
foraminal  compression  of  the  nerve  root  account  for  some  of 
the  failures  of  laminectomy.  Technical  errors  may  account  for 
some  of  the  failures  following  spinal  fusion,  but  the  majority 
of  failures  can  be  attributed  to  the  incomplete  assessment  of 
the  patient  as  a whole  prior  to  surgery. 

(3:15)  Intermission 

11.  (3:30)  Posterior  Iliopsoas  Transfer  in  Myelo  Dys- 
plasia 

George  H.  Lane,  Houston 

Discussion 

12.  (3:55)  Fasciotomy  in  Pit  Viper  Snake  Bites 

Spencer  A.  Rowland,  San  Antonio 

Discussion 

13.  (4:20)  Chondromyxoid  Fibroma  of  Ilium 

Donald  E.  Pisar,  Temple 

Discussion 
(4:45)  Adjournment 


TEXAS  OTOLARYNGOLOGICAL 
ASSOCIATION  AND  SECTION 
ON  OTOLARYNGOLOGY 

President,  Texas  Otolaryngological  Association — Lloyd 
A.  Storrs,  Lubbock 

President-Elect,  Texas  Otolaryngological  Association — 
H.  Edward  Maddox,  III,  Houston 

Secretary,  Texas  Otolaryngological  Association — 
Charles  F.  Engelking,  San  Angelo 

Treasurer  and  Program  Chairman,  Texas  Otolaryngo- 
logical Association;  Secretary,  Section  on  Otolaryn- 
gology— Jesse  D.  Gomillion,  Midland 

Chairman,  Section  on  Otolaryngology  — Edward  A. 
Newell,  Dallas 


FRIDAY,  MAY  2,  8:30  A.M. -4:45  P.M. 

Mission  Room  2,  Convention  Center 
Edward  A.  Newell,  Dallas,  Presiding 

1.  (8:30)  Refresher  Course:  Surgery  of  Internal  Audi- 
tory Meatus 

Michel  Portmann,  Bordeaux,  France 
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2.  (10:00)  Subtotal  Horizontal  Laryngectomy  for  Su- 
praglottic  Laryngeal  Carcinoma 

Max  L.  Som,  New  York 

Selected  cases  of  carcinoma  of  the  epiglottis  can  be  cured  in 
a high  percentage  of  instances  by  resection  of  the  supraglottic 
structures  as  a unit  in  continuity  with  the  pre-epiglottic  space. 
The  approach  is  via  lateral  pharyngotomy  and  simultaneous 
radical  neck  dissection  and  is  done  for  all  lesions  2 cm.  or 
larger.  A free  margin  of  several  millimeters  of  mucosa  above 
the  true  vocal  cord  is  sufficient  to  obtain  adequate  excision. 
Seventy-five  cases  of  carcinoma  of  the  epiglottis  were  surgi- 
cally treated  by  this  procedure  with  a five-year  survival  rate  of 
68%.  Isolated  instances  of  carcinoma  of  the  laryngopharynx 
can  be  similarly  excised  with  preservation  of  laryngeal  func- 
tion. 

3.  (11:00)  Current  Concepts  in  Tracheal  Reconstruc- 
tion 

Byron  J.  Bailey,  Galveston 

The  optimal  management  of  varying  degrees  of  tracheal  ste- 
nosis requires  that  the  otolaryngologic  surgeon  resort  to  a 
wide  variety  of  endoscopic  and  operative  procedures.  The  eti- 
ology and  classification  of  tracheal  stenoses  and  defects  are 
reviewed.  Research  techniques  which  have  been  studied  in  ex- 
perimental animals  over  the  past  three  years,  along  with  a 
summary  of  the  reports  of  clinical  techniques  which  have  been 
described  in  recent  years,  are  presented.  The  author  reports 
four  cases  from  his  own  experiences  which  have  been  suc- 
cessfully managed.  Presentation  includes  tables  and  color 
slides. 

4.  (11:30)  Electronystagmography  — Theoretical  and 
Practical  Aspects 

Aram  Glorig,  Dallas 

Electronystagmography  will  be  discussed  from  its  theoretical 
and  practical  aspects.  The  advantages  and  disadvantages  will 
be  presented  in  the  light  of  its  usefulness  for  diagnosis. 


12  Noon 

Room  33,  Convention  Center 


5.  (12:00)  Luncheon 


1 P.M. 

Mission  Room  2,  Convention  Center 
Lloyd  A.  Storrs,  Lubbock,  Presiding 

6.  (1:00)  Business  Meeting  of  Texas  Otolaryngological 
Association 

7.  (2:15)  Actual  State  of  Stapes  Surgery  (Movie) 

Michel  Portmann,  Bordeaux,  France 

stapedial  surgery  remains  subject  to  a few  modifications  in 
detail,  which  continue  to  improve  each  year,  if  not  in  the 
overall  percentage  of  success,  at  least  in  the  quality  itself  of 
the  results.  It  therefore  seems  worthwhile  to  recall  the  tech- 
nics used  at  present,  and  to  examine  the  results. 

8.  (3:15)  Electroencephalography  in  the  Differential 
Diagnosis  of  Vertigo 

John  W.  Conwell,  III,  Dallas 

The  limitations  as  well  as  the  indications  and  advantages  of 
the  electroencephalogram  from  a general  neurological  as  well 
as  a specific  standpoint  will  be  presented,  as  well  as  a consid- 
eration of  the  differential  diagnosis  of  vertigo  in  neurological 
practice.  Particular  emphasis  on  cerebral  vascular  disease  and 
the  present  status  of  its  medical  and  surgical  management 
will  be  made. 


9.  (3:45)  Surgical  Approach  to  the  Hypopharynx  for 
Benign  Lesions 

Max  L.  Som,  New  York 

Suspension  laryngoscopy  offers  an  excellent  exposure  for  ex- 
cision of  cysts  and  pedunculated  fibrolipomas  or  benign  tu- 
mors of  the  epiglottis  and  vallecula.  Lateral  pharyngotomy  is 
the  method  of  choice  for  resection  of  laryngoceles,  ventricular 
cysts  as  well  as  neuromas,  lipomas  and  chondromas  of  the 
supraglottic  structures.  Transhyoid  and  anterior  pharyngotomy 
is  a good  approach  for  lesions  of  the  base  of  the  tongue  and 
vallecula,  such  as  hemangioma  and  colloid  aberrant  thyroid. 
Median  labial  glossotomy  offers  an  avascular  wide  exposure 
for  excision  of  mixed  tumors  and  other  benign  neoplasms  of 
the  base  of  the  tongue  and  vallecula. 

(4:45)  Adjourn 
6:30  P.M. 

Cavalier,  Hilton  Palacio  del  Rio 

10.  (6:30)  Social  Hour — Texas  Otolaryngological  As- 
sociation (Members,  Wives,  and  Guests) 

SATURDAY,  MAY  3,  9:30  A.M.-4:45  P.M. 

Cavalier,  Hilton  Palacio  del  Rio 
Lloyd  A.  Storrs,  Lubbock,  Presiding 

11.  (9:30)  Surgery  of  the  Major  Salivary  Glands 

Max  L.  Som,  New  York 

Sialography  can  be  helpful  in  the  differentiation  of  inflamma- 
tory disease  of  the  parotid  from  neoplasms.  Various  methods 
for  the  exposure  and  preservation  of  the  facial  nerve  are  avail- 
able in  the  performance  of  a superficial  lobectomy.  The  need 
for  total  parotidectomy  with  the  sacrifice  of  the  facial  nerve 
and  radical  neck  dissection  is  largely  determined  by  surgical 
findings  as  well  as  the  histology  of  the  neoplasm.  Facial  nerve 
repair  is  feasible  in  selected  cases,  especially  those  of  trau- 
matic origin,  with  a good  chance  of  success. 


12.  (10:30)  New  Findings  in  Sensations  of  the  Utricle 
and  Saccule  of  the  Ear  in  Regard  to  Aerospace 

Ernest  Nalle,  Jr.,  Lubbock 

A presentation  on  the  vestibular  portions  of  the  inner  ear  with 
special  emphasis  on  the  aerospace  aspect  of  the  inner  ear  and 
the  aspect  of  weightlessness  will  be  given.  There  will  be  a 
brief  review  of  the  anatomy  and  histology  of  the  vestibular 
portion  of  the  inner  ear  and  the  remaining  portion  of  the  talk 
will  be  on  the  problems  of  weightlessness  in  longer  flights  and 
the  effect  on  the  body  and  vestibular  portion  of  the  inner  ear. 

13.  (11:00)  Reconstruction  of  the  Ossicular  Chain 

Michel  Portmann,  Bordeaux,  France 

A great  number  of  conditions  are  essential  to  the  success  of 
tympanoplasties.  One  must  select  the  patient  carefully,  pre- 
pare him  well,  operate  only  on  a dry  ear,  measure  accurately 
the  type  of  loss  of  the  ossicular  chain  and,  lastly,  choose  the 
best  solution  for  the  replacing  of  the  tympanum  and  for  the 
replacement  of  the  ossicular  defects.  Broad  outlines  of  the 
management  of  the  ossicular  defects  and  the  reconstruction 
of  the  ossicular  chain  will  be  described. 

(12:00)  Recess 


2 P.M. 

Cavalier,  Hilton  Palacio  del  Rio 
Edward  A.  Newell,  Dallas,  Presiding 


P-54 


TEXAS  MEDICINE 


14.  (2:00)  Laryngopharyngectomy  for  Carcinoma  of 
the  Hypopharynx  and  Postcricoid  Region  with  Recon- 
structive Procedure 

Max  L.  Som,  New  York 

Reconstruction  of  the  pharyngo-esophagus  after  pharyngolarygn- 
gectomy  can  be  performed  by  use  of  local  tissues  or  by  the 
interposition  of  a segment  of  bowel.  A modified  Wookey  staged 
operation  was  performed  in  22  instances.  Primary  reconstruc- 
tion of  the  pharyngo-esophagus  with  a free  split-thickness  graft 
was  employed  on  three  occasions.  An  anterior  chest  flap,  me- 
dially based  on  the  internal  mammary  artery,  was  used  four 
times  (Bakamjian).  Early  cases  of  true  postcricoid  lesions, 
predominantly  in  the  female,  were  reconstructed  by  the  use  of 
the  laryngotracheal  autograft  in  22  instances.  Immediate  re- 
construction with  a revascularized,  isolated,  jejunal  segment 
was  attempted  six  times.  Manubrial  split  with  resection  of 
mediastinal  lymph  nodes  enhances  the  chance  of  cure  and 
facilitates  the  anastomosis. 

15.  (3:00)  Management  of  Midface  Fractures 

William  O.  Akin,  Abilene 

With  the  increasing  incidence  of  facial  fractures  due  to  trau- 
ma, these  injuries  should  be  recognized  and  steps  taken  to 
afford  proper  care.  The  clinician  should  suspect  fractures  of 
the  bony  structure  beneath  the  laceration  or  hematoma  that 
he  is  examining.  Many  of  these  fractures  can  be  subtle  in  their 
presentation,  and  yet  from  a functional  point  of  view,  be  ex- 
tremely significant.  Commonly,  fractures  of  the  facial  complex 
are  not  of  an  emergency  nature  and  the  overall  status  of  the 
patient  should  be  carefully  evaluated  for  concomitant  injuries 
of  a more  serious  nature.  Through  a better  understanding  of 
the  basic  concepts  involved  in  diagnosis  and  treatment,  it  is 
hoped  that  rehabilitative  efforts  for  correction  of  these  injuries 
will  be  properly  applied. 

16.  (3:30)  Dependable  Surgery  of  Protruding  Ears  for 
the  Otolaryngologist 

William  K.  Wright,  Houston 

Present  day  correction  of  the  "congenital  protruding  ear  de- 
formity” can  now  produce  results  that  appear  essentially  nor- 
mal. Technical  improvement  in  the  placement  of  cartilage 
sutures,  and  the  contouring  weakening  of  the  cartilage  spring 
plus  the  virtual  elimination  of  through  and  through  cartilage 
incisions  have  made  this  a much  safer  operation  for  the  oc- 
casional and  for  the  less  experienced  surgeon.  (An  incorrectly 
placed  suture  can  be  removed  and  reinserted  in  the  correct 
location;  an  incorrectly  placed  cartilage  incision  cannot  be  re- 
moved.) Case  selection,  surgical  technique,  and  additional  sur- 
gical safeguards  will  be  discussed. 

17.  (4:00)  The  Electrocochleagram  in  Clinical  Prac- 
tice 

Michel  Portmann,  Bordeaux,  France 

In  our  laboratory  we  have  practiced  recording  the  electrical 
responses  of  the  cochlea  (1)  to  study  the  cochlear  response 
in  man  and  compare  it  with  the  numerous  results  obtained 
in  animals,  and  (2)  for  the  carrying  out  of  an  objective  audio- 
metric test,  with  the  hope  of  being  able  to  characterize,  by 
classifying  the  different  types  of  responses,  not  only  the  ob- 
jective threshold  of  hearing  in  a patient,  but  even  the  various 
cases  of  deafness  which  are  encountered.  The  methods  and 
results  will  be  discussed. 

(4:45)  Adjourn 


TEXAS  PEDIATRIC  SOCIETY, 

EXECUTIVE  BOARD 

(Related  Organization) 

President — Donald  H.  McDonald,  Abilene 
Secretary — Pat  A.  Cato,  Austin 

SATURDAY,  MAY  3,  7 P.M. 

La  Duquesa,  Hilton  Palacio  del  Rio 

1.  (7:00)  Dinner  Meeting 

TEXAS  PROCTOLOGIC  SOCIETY 

(Related  Organization) 

President — Victor  C.  Tucker,  San  Antonio 
Secretary-Treasurer — James  M.  Hampton,  Houston 

THURSDAY,  MAY  1,  10  A.M. 

Room  36,  Convention  Center 

1.  (10:00)  Low  Anterior  Anastomosis  for  Rectal  Car- 
cinoma 

Otho  P.  Griffin,  Fort  Worth 

2.  (10:30)  Pararectal  Fistulae  and  Sinus:  Their  Diag- 
nosis and  Surgical  Management 

Harry  E.  Bacon,  Philadelphia 

Anorectal  or  ischioanal  abscess  and  fistulae  are  common.  Usu- 
ally, the  diagnosis  is  easily  made  and  the  surgical  treatment 
most  rewarding.  However,  complicated  fistulae  may  be  both 
difficult  of  diagnosis  and  treatment.  Rectovesical,  rectourethral, 
and  high  rectosigmoid  fistulae  may,  on  occasion,  tax  the  in- 
genuity of  the  surgeon.  During  the  past  two  decades,  para- 
rectal sinus  tracts  in  abscess  formation  have  been  found  to 
be  not  uncommon  on  the  basis  of  regional  ileitis  and  jejunitis, 
granulomatosis,  ileocolitis  and  ulcerative  colitis. 

3.  (11:00)  Indications  and  Extent  of  Earlier  Primary 
Resection  for  Diverticulitis 

Robert  J.  Rowe  and  Constante  S.  Avecilla,  Dallas 

4.  (11:30)  Emergency  Postpartum  Hemorrhoidectomy 

Fidel  Ruiz-Moreno,  Mexico  City 

5.  (12:00)  What  Is  Granulomatous  Ileocolitis?  In  What 
Way  Is  It  Similar  to  Chronic  Ulcerative  Colitis? 

Harry  E.  Bacon,  Philadelphia 

Evidence  is  available  to  believe  that  granulomatous  colitis  is 
a disease  entity  separate  and  distinct  from  idiopathic  ulcera- 
tive colitis  although  the  clinical  behavior  of  each  may  be  simi- 
lar. In  gross  and  microscopic  studies  of  the  surgical  specimens 
of  92  patients  undergoing  ileocolectomy,  comparison  was 
made  with  ulcerative  colitis.  In  the  granulomatous  variety,  it 
tends  to  follow  a chronic  course  and  rarely  are  acute  phases 
resembling  a fulminating  type  encountered.  Diarrhea  and 
bleeding  are  less  pronounced  while  stricture  formation  and 
intra-abdominal  fistulae  are  more  common.  A noticeable  fea- 
ture is  the  absence  of  acute  hemorrhage  and  toxic  megacolon. 
The  incidence  of  inflammatory  anal  lesions  is  higher,  cancer  is 
far  less  common,  the  recurrence  rate  is  greater,  the  mortality 
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Effectiveness  confirmed  by  another  double  blind  study* 

1. SUMMARY 

ANDROID 
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**‘Sexual  impotence  treatment  with  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study"  ~ Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy  of  reproductive  organs  in 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease,  hypertension  unless  the 
metabolic  rate  is  low. 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyrdicj. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 
cannot  be  disputed. 


Choice  of  4 strengths 

Android  Android-HP 
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Each  yellow  tablet  contains: 

Methyl  Testosterone  . .2.5  mg. 

Thyroid  Ext.  (1/6  gr.)  .10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available: 
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Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St..  Los  Angeles,  Calif.  90057 


HIGH  POTENCY 

Each  red  tablet  contains: 
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Thyroid  Ext.  (V2  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 
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Dose:  1 tablet  3 times  daily. 
Available: 
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EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
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Each  white  tablet  contains: 
Methyl  Testosterone  ..2. 5 mg. 
Thyroid  Ext.  (V4  gr.)  ...  15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 
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Niacinamide  75  mg. 
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Vitamin  B-12  2.5  meg. 
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also  available  with  ESTROGEN 
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Each  Tablet  Contains 
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Glutamic  Acid 
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Geriatrics,  post-operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE:  One 
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a rest  period  5 to  7 days  after  21  days 
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Symptoms  can  be  avoided  by  keeping  the 
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per  month,  CONTRA-INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 
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from  colectomy  is  greater,  and  the  percentage  of  rehabilita- 
tion considerably  lessened. 

6.  (12:30)  Business  Meeting 
(1:00)  Adjourn 


TEXAS  SOCIETY  FOR  THE  PREVENTION 
OF  BLINDNESS,  INC., 

MEDICAL  CHAIRMEN 

Executive  Director — Mrs.  Pauline  Outland,  Houston 


SATURDAY,  MAY  3,  7:30-8:30  A.M. 

La  Duquesa,  Hilton  Palacio  del  Rio 

1.  (7:30)  Breakfast  Meeting 

TEXAS  SOCIETY  OF 
ANESTHESIOLOGISTS 

(Related  Organization) 

President  and  Program  Chairman — Robert  B.  Krause, 
San  Antonio 

President-Elect — Gerald  G.  Mullikin,  Longview 
Vice  President — Valington  F.  Borum,  Fort  Worth 
Secretary-Treasurer — Presley  H.  Chalmers,  Houston 

SATURDAY,  MAY  3,  1:30  P.M. 

La  Reina  Group,  Hilton  Palacio  del  Rio 

1.  (1:30)  Introductory  Remarks 

Robert  B.  Krause,  San  Antonio 

2.  (1:40)  Axillary  Block 

Noel  V.  Ice,  Fort  Worth 

3.  (2:00)  A Proposed  New  Anesthesia  Journal 

Charles  C.  Tandy,  Dallas 

4.  (2:20)  Succinylcholine  Chloride  and  Hyper-Kalemia 
in  the  Burn  Patient 

Colonel  Max  K.  Mendenhall,  Fort  Sam  Houston 

5.  (2:40)  Antibiotics  and  Myoneural  Junction 

Vayden  F.  Stanley,  Dallas 

(3:00)  Intermission 

6.  (3:20)  Nebulization  in  Pediatric  Anesthesia 

Howard  L.  Zauder,  San  Antonio 

7.  (3:40)  Experiences  with  Organ  Transplants 

James  M.  Fenstermacher,  Houston 


8.  (4:00)  Panel:  Transfusions 

Moderator:  Morris  S.  Miehl,  San  Antonio 

Panelists:  Leo  S.  M.  Duflot,  Galveston 

Charles  W.  Robinson,  Jr.,  San  Antonio 
Daniel  L.  Rosenstein,  San  Antonio 

(5:00)  Adjourn 
6:30  P.M. 

Cavalier,  Hilton  Palacio  del  Rio 

9.  (6:30)  Cocktails 


7:30  P.M. 

La  Reina  Group,  Hilton  Palacio  del  Rio 

10.  (7:30)  Dinner 

In  the  Beginning 

David  M.  Little,  Hartford,  Conn. 


SUNDAY,  MAY  4,  8:30  A.M. 

La  Reina  Group,  Hilton  Palacio  del  Rio 

11.  (8:30)  Panel:  Manpower  Shortage? 

Moderator:  Craig  H.  Boyd,  Fort  Worth 

Panelists:  David  M.  Little,  Hartford,  Conn. 

Wendel  E.  McKiski,  San  Antonio 
C.  Ronald  Stephens,  Dallas 
Roger  W.  Witt,  Fort  Worth 

(9:40)  Intermission 

12.  (10:00)  Halothane  and  the  Hepatologists 

David  M.  Little,  Hartford,  Conn. 

The  modern  hepatologist  has  described  a syndrome  which  he 
calls  "halothane  hepatitis,"  and  he  includes  under  this  diag- 
nosis any  postoperative  liver  dysfunction  or  damage  which  oc- 
curs after  halothane  anesthesia  and  for  which  the  cause  is  not 
blatantly  obvious.  The  matter  will  be  discussed  from  other 
points  of  view,  starting  with  the  position  that  all  which  turns 
yellow  is  not  halothane. 

13.  (11:00)  Business  Meeting 
12  Noon 

Cavalier,  Hilton  Palacio  del  Rio 

14.  (12:00)  Luncheon 
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TEXAS  SOCIETY  OF 

ATHLETIC  TEAM  PHYSICIANS 

TEXAS  SOCIETY  OF 

PATHOLOGISTS,  INC. 

(Related  Organization) 

(Related  Organization) 

President — W.  Cone  Johnson,  Abilene 

President — George  J.  Race,  Dallas 

President-Elect — Arthur  M.  Jansa,  Houston 

President-Elect — Jack  P.  Abbott,  Houston 

Vice-President  and  Program  Chairman — Albert  A. 

Secretary-Treasurer — Jack  L.  Smith,  Beaumont 

Tisdale,  Austin 

Secretary-Treasurer — Stonie  R.  Cotten,  Dallas 

Program  Chairman — A.  Ben  C.  Dowdey,  Dallas 

SUNDAY,  MAY  4,  9 A.M.-12  Noon 

FRIDAY,  MAY  2,  9 A.M. 

River  Room  2,  Convention  Center 

Renaissance  Room,  Menger  Hotel 

(At  2 p.m.,  those  interested  may  gather  in  Room  12  of  the 
Convention  Center  for  an  informal  film  presentation  and  dis- 
cussion with  Drs.  C.  Paul  Woodward  and  John  B.  Gunn.) 

1.  (9:00)  Business  Session 

1.  (9:00)  Knee  Injuries  in  Athletics 

E.  Paul  Woodward,  San  Diego,  Calif. 

TEXAS  SOCIETY  OF  PLASTIC  SURGEONS 

(9:30)  Discussion 

(Related  Organization) 

2.  (9:40)  How  to  Prevent  Athletic  Injuries 

John  B.  Gunn,  Dallas 

President — Mark  L.  Lemmon,  Dallas 

(10:20)  Discussion 

Vice  President — Sanford  Glanz,  Corpus  Christi 

(10:30)  Intermission 

Secretary-Treasurer  and  Program  Chairman — E.  Frank 
Dunton,  Dallas 

3.  (10:40)  Ankle  Injuries  in  Athletics 

SATURDAY,  MAY  3,  9 A.M. 

E.  Paul  Woodward,  San  Diego,  Calif. 

(11:20)  Discussion 

La  Princesa,  Hilton  Palacio  del  Rio 

4.  (11:30)  Business  Meeting  (Members  Only) 

Plastic  and  Reconstructive  Surgery  Round  Table 

12:30  P.M. 

1.  (9:00)  Acne  Scars — Surgery  or  Not 

Room  14,  Convention  Center 

Panelists:  Bromley  S.  Freeman,  Houston 

John  R.  Hill,  Houston 
E.  Frank  Dunton,  Dallas 

5.  (12:30)  Luncheon 

(9:30)  Discussion 

2.  (9:50)  Difficulties  and  Management  of  Cosmetic 
Rhinoplasty  in  the  Older  Patient 

TEXAS  SOCIETY  OF 

INTERNAL  MEDICINE,  INC. 

Panelists:  Willard  C.  Sellman,  Jr.,  Dallas 

Edward  J.  Kirby,  Houston 
Dean  C.  Kipp,  Dallas 

President — ^Wilbert  E.  Scott,  Amarillo 

(10:20)  Discussion 

(The  Texas  Society  of  Internal  Medicine,  Inc.  will  cosponsor 
Senator  John  G.  Tower  as  guest  speaker  for  the  General  Meet- 
ing Luncheon,  Saturday.  See  General  Meetings  and  Luncheons 

(10:40)  Intermission 

section  for  details.) 

3.  (10:55)  Management  of  Extensive  Facial  Skin  Can- 
cer 

Panelists:  Donald  H.  Ewalt,  El  Paso 

Jeff  R.  Moore,  Amarillo 
William  E.  Barnes,  Jr.,  Austin 

(11:25)  Discussion 
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4.  (11:45)  Surgical  Treatment  of  Fractures  of  the 
Floor  of  the  Orbit 

Panelists:  James  R.  Smith,  San  Antonio 

David  A.  Grant,  Fort  Worth 
Melvin  Spira,  Houston 

(12:05)  Discussion 
(12:25)  Recess 

12:30  P.M. 

La  Duquesa,  Hilton  Palacio  del  Rio 

5.  (12:30)  Luncheon 
2 P.M. 

La  Princesa,  Hilton  Palacio  del  Rio 

6.  (2:00)  Secondary  Palatoplasty  and  the  Collapsing 
Arch 

Panelists:  John  B.  Patterson,  Fort  Worth 

Stephen  R.  Lewis,  Galveston 
Thomas  M.  Biggs,  Jr.,  Houston 

(2:30)  Discussion 

7.  (2:50)  Business  Meeting  (Members  Only) 


Exhibits 


ART  EXHIBITION 

The  Second  Annual  Physicians’  and  Wives’  Art  Exhibi- 
tion of  the  Texas  Medical  Association  will  be  held 
Thursday  through  Saturday  of  the  annual  session  in 
the  Exhibits  Hall,  Convention  Center: 

Thursday  11  a. m. -5:30  p.m. 

Friday  8 a. m. -5-30  p.m. 

Saturday  8 a.m.-3  p.m. 

Paintings  (including  water  color,  drawings,  graphics), 
sculpture,  and  photographs  by  Texas  Medical  Associa- 
tion members  and  Auxiliary  members  will  be  dis- 
played. 

Awards,  to  be  given  in  each  category,  will  be  pre- 
sented at  the  General  Meeting  Luncheon,  Friday, 
12:30  p.m..  Banquet  Hall,  Convention  Center. 

Information  and  application  forms  may  be  secured  by 
writing  the  Texas  Medical  Association  Art  Exhibition, 
1801  North  Lamar  Boulevard,  Austin,  Texas  78701. 
A $2  fee  per  item  displayed  will  be  charged.  Dead- 
line for  receipt  of  applications  is  April  1.  Dr.  James 
R.  Smith,  San  Antonio,  is  Chairman  of  the  Art  Ex- 
hibition. 


FILM  PROGRAM 

THURSDAY,  MAY  1,  4 P.M. 

Banquet  Hall,  Convention  Center 

The  following  films  will  be  shown  in  connection  with 
the  Conference  on  School  Health.  See  Specialty  Pro- 
grams section  for  details.  All  registrants  are  invited 
to  attend. 

1.  (4:00)  Parent  to  Child  About  Sex 

1967.  Color,  sound.  This  film  is  not  a sex  instruction  film  on 
the  physiology  of  reproduction.  It  is  concerned  with  when  and 
how  facts  are  taught,  and  the  way  they  are  taught — the  com- 
fortable relationship,  the  free  communication  between  parent 
and  child — which  are  essential  in  building  a foundation  for  re- 
sponsible, healthy,  mature  attitudes. 

2.  (4:33)  Molested 

1967.  Black  and  white,  sound.  This  film  is  designed  to  alert 
girls  to  the  dangers  involved  in  ordinary  daily  activities  (baby- 
sitting, job-hunting,  driving  at  night,  riding  the  bus,  attending 
a dance  or  a beach  party,  being  at  home  alone)  in  which 
thoughtless  dress  or  behavior  might  be  misunderstood  by  an 
onlooker  and  possibly  lead  to  their  being  molested. 

3.  (4:59)  Have  a Healthy  Baby 

1968.  Color,  sound.  Love,  impregnation,  development,  delivery, 
the  wonder  of  life.  Animation  details  the  development  of  the 
embryo  and  some  of  its  major  organs.  Warnings  are  posted  as 
to  how  damage  may  occur.  A guide  for  eventual  or  inadvertent 
parents. 


FRIDAY,  MAY  2,  10  A.M. 
Room  26,  Convention  Center 


1.  (10:00)  Shock:  Recognition  and  Management 

1968.  Color,  sound.  Dr.  R.  Adams  Cowley.  This  film  illustrates 
physiology  of  shock  and  presents  a series  of  procedures  for 
recognition  and  management  of  the  shock  patient. 

2.  (10:19)  Vertigo:  Differential  Diagnosis 

1968.  Color,  sound.  Dr.  William  S.  Fields.  In  this  film  a step- 
by-step  examination  illustrates  the  specialized  techniques  of 
observation  and  history-taking  when  dealing  with  the  vertigi- 
nous patient.  The  Romberg  and  gait  tests  for  coordination  and 
balance  are  shown,  along  with  the  optokinetic,  positional,  and 
caloric  tests  for  the  measurement  of  nystagmus. 

3.  (10:44)  Pending 

4.  (11:15)  Rehabilitation  of  the  Bilateral  Above-Knee 
Amputee 

1968.  Color,  sound.  Dr.  Vincent  J.  Kitowski  of  Baylor  Univer- 
sity. This  film  illustrates  how  a bilateral  above-knee  amputee 
can  be  rehabilitated.  This  is  exemplified  in  three  different  cir- 
cumstances and  includes  total  comprehensive  rehabilitation. 
The  authors  feel  that  this  movie  illustrates  how  severely  handi- 
capped amputees  can  become  ambulatory  within  their  limita- 
tions and  productively  engage  in  vocational  endeavors. 

5.  (11:37)  Spirometry:  Early  Detection  of  Chronic 
Obstructive  Pulmonary  Disease 

1968.  Color,  sound.  Dr.  James  F.  Morris.  This  is  an  illustrated 
lecture  with  animated  schematic  drawings  of  normal  and  ab- 
normal pulmonary  anatomy  and  function,  such  as  ventilation, 
perfusion,  and  diffusion.  Office  procedures  for  the  perform- 
ance of  routine  pulmonary  function  tests  are  illustrated  and 
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explained:  vital  capacity,  timed  vital  capacity,  and  forced  vital 
capacity.  The  more  sophisticated  tests  available  in  a pulmon- 
ary function  laboratory  are  illustrated  and  discussed. 

6.  (12:05)  Delivery  of  Triplets 

1968.  Color,  sound.  Dr.  Jerome  Heinrich.  In  this  film  Dr.  Hein- 
rich demonstrates  four  principles  of  management  in  a series 
of  ten  sets  of  triplets  in  an  attempt  to  reduce  the  mortality 
rate.  Stress  is  placed  on  12  important  points  which  are  dem- 
onstrated in  the  delivery  of  one  set  of  triplets.  All  ten  mothers 
in  the  series  were  delivered  vaginally  with  forceps,  some  with 
assistance,  or  by  extraction.  One  baby  survived  of  the  four 
sets  under  31  weeks  of  gestation;  all  babies  survived  of  the 
six  sets  over  31  weeks. 

7.  (12:17)  Surgical  Management  of  Eyelid  Burns 

1966.  Color,  sound.  Dr.  J.  A.  Boswick.  In  this  film  a child  with 
severe  facial  burns  is  shown  with  scars  on  his  eyelids  which 
make  it  impossible  for  him  to  close  his  eyes.  Surgical  proce- 
dures shown  in  the  film  enable  the  child  to  close  his  eyes. 


SATURDAY,  MAY  3,  2 P.M. 
Room  26,  Convention  Center 


1.  (2:00)  Marijuana 

1968.  Color,  sound.  The  film  opens  with  an  after-school  teen- 
age marijuana  party.  After  the  police  arrive  and  lead  the  teen- 
agers to  the  patrol  cars,  the  teen-agers  angrily  address  their 
remarks  to  the  camera.  The  remarks  are  challenges  and  argu- 
ments in  behalf  of  marijuana.  With  the  help  of  the  film’s  nar- 
rator, Sonny  Bono  of  Sonny  and  Cher,  the  film  then  examines 
these  reasons  for  smoking  ‘‘pot.’’ 

2.  (2:36)  LSD-25 

1967.  Color,  sound.  This  film  is  designed  to  convey  the  facts 
about  LSD  to  audiences  concerned  about  the  "drug  scene”  and 
its  impact  upon  youth.  It  was  produced  to  meet  the  needs  of 
a school  district  where  teachers  had  to  have  an  honest,  dra- 
matic, comprehensive  film  that  critical  students  would  approve 
and  trust.  It  covers  the  most  recent  information  about  LSD, 
including  possible  chromosomal  effects. 

3.  (3:08)  Drugs  and  the  Nervous  System 

1966.  Color,  sound.  In  this  film  the  effects  of  drugs  on  organs 
and  body  systems  are  surveyed,  using  aspirin  to  illustrate  how 
a common  drug  works  on  the  nervous  system  to  reduce  pain 
and  fever.  The  film  explains  serious  disruption  of  the  nervous 
system  caused  by  narcotics.  Substances  covered  are  airplane 
glue,  stimulants,  depressants,  and  hallucinogens. 

4.  (3:26)  Parent  to  Child  About  Sex 

1967.  Color,  sound.  This  film  is  not  a sex  instruction  film  on 
the  physiology  of  reproduction.  It  is  concerned  with  when  and 
how  facts  are  taught,  and  the  way  they  are  taught — the  com- 
fortable relationship,  the  free  communication  between  parent 
and  child — which  are  essential  in  building  a foundation  for  re- 
sponsible, healthy,  mature  attitudes. 

5.  (3:59)  Molested 

1967.  Black  and  white,  sound.  This  film  is  designed  to  alert 
girls  to  the  dangers  involved  in  ordinary  daily  activities  (baby- 
sitting, job-hunting,  driving  at  night,  riding  the  bus,  attending 
a dance  or  a beach  party,  being  at  home  alone)  in  which 
thoughtless  dress  or  behavior  might  be  misunderstood  by  an 
onlooker  and  possibly  lead  to  their  being  molested. 


SCIENTIFIC  EXHIBITS 

All  scientific  exhibits  are  located  in  the  Convention 
Center  Exhibits  Hall.  Exhibits  will  be  displayed  dur- 
ing the  following  hours: 

Thursday  11  a. m. -5:30  p.m. 

Friday  8 a. m. -5:30  p.m. 

Saturday  8 a.m.-3  p.m. 

Exhibitors  may  register  Wednesday,  1:30-5:00  p.m., 
Exhibits  Hall  Foyer,  Convention  Center. 

Awards 

First,  second  and  honorable  mention  awards  will  be 
given  in  each  of  the  four  categories:  Group  1,  Indi- 
vidual Exhibits:  Group  2,  Group  Exhibits;  Group  3, 
Institutional  Exhibits;  and  Group  4,  Educational-Pro- 
motional Exhibits. 

Aesculapius  Award:  An  additional  award  also  will 
be  given  for  the  most  outstanding  scientific  exhibit 
displayed  by  a Texas  physician. 

Announcement  of  the  winners  will  be  made  at  the 
General  Meeting  Luncheon,  Friday,  12:30  p.m.,  Ban- 
quet Hall,  Convention  Center. 

Identification  and  Floor  Plans 

Scientific  exhibitors  may  be  recognized  by  special  rib- 
bons attached  to  their  identification  badges. 

Floor  plans,  showing  location  of  scientific  and  tech- 
nical exhibits,  will  be  available  upon  registration. 

Following  is  a roster  of  exhibitors  and  their  exhibits: 

Surgical  Management  of  Coronary  Artery  Disease 
Ervin  R.  Miller,  M.D.;  Harold  C.  Urschel,  Jr.,  M.D.; 
Donald  L.  Paulson,  M.D.,  Dallas 

Diabetic  Retinopathy 

W.  Rex  Hawkins,  M.D.,  Houston 

Complications  of  Hair  Transplantation 

D.  Bluford  Stough,  III,  M.D.,  Hot  Springs,  Ark. 

Help  for  the  Arthritic  Hand 

L.  Lee  Lankford,  M.D.,  Dallas 

The  Incidence  of  Medicolegal  Cases  in  Orthopaedic 
Practice  (A  Pain  in  the  Neck) 

Louis  W.  Breck,  M.D.;  Russell  W.  Van  Norman, 

M. D.;  Morton  H.  Leonard,  M.D.,  El  Paso 

Advances  in  Vascular  Surgery 

James  T.  Parsons,  M.D.,  Houston 

Practical  Office  Gynecology 

Karl  John  Karnaky,  M.D.,  Houston 

Cervical  Esophagostomy 

Erick  R.  Ratzer,  M.D.;  G.  English,  M.D.;  M.  Morfit, 
M.D.,  Denver 

Fixation  of  Fractures  Involving  Small  But  Important 
Bone  Fragments  (joints)  With  the  Malleable  Hook- 
plate 

Wilhelm  A.  Zuelzer,  M.D.,  San  Antonio 
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Intestinal  Obstruction  by  Phytobezoars  Following  Par- 
tial Gastric  Resection 

Ransom  R.  Buchholz,  M.D.;  Arnold  S.  Haisten, 
M.D.,  Temple 

The  Diagnosis  and  Current  Treatment  of  Epilepsy 
Samuel  Livingston,  M.D.;  Lydia  L.  Pauli,  M.D.,  Bal- 
timore 

Complete  Office  Screening  for  Porphyria 

Fred  F.  Castrow,  II,  M.D.,  Houston;  Donald  F. 
Fincher,  M.D.;  Gordon  C.  Mills,  Ph.D.;  J.  Fred  Mul- 
lins, M.D.,  Galveston 

The  Use  of  the  Standing  Board  in  the  Post  Operative 
Management  of  Difficult  Spine  Problems 

Page  W.  Nelson,  M.D.;  Michael  Donovan,  M.D., 
Houston 

Office  Evaluation  of  Development 

William  K.  Frankenburg,  M.D.,  Denver 

Evaluation  of  Analgesics  and  a New  Episiotomy  Pro- 
cedure in  Relief 

Ralph  C.  Benson,  M.D.,  Portland,  Oregon;  J.  Mor- 
ton Schneider,  M.D.,  Madison,  Wis. 

How  to  Approach  an  Eye 

Dan  M.  Gordon,  M.D.,  New  York 

Etiology  and  Management  of  Some  Functional  G.l. 
Disorders 

Jerome  Weiss,  M.D.,  New  York 

Early  Recognition  of  Rheumatoid  Arthritis 

David  L.  Berens,  M.D.;  L.  Maxwell  Lockie,  M.D.; 
Bernard  M.  Norcross,  M.D.;  Ru-Kan  Lin,  M.D.,  Buf- 
falo, N.  Y. 

Permanent  Transvenous  Pacemaker  for  Heart  Block 
Harold  C.  Urschel,  Jr.,  M.D.;  Donald  L.  Paulson, 
M.D.,  Dallas 

Dose  Response:  Key  to  Effective  Treatment 

Fred  J.  Phillips,  M.D.;  David  M,  Shoemaker,  M.D.; 
C.  L.  Chai,  M.D.;  M.  D.  DeBuque,  M.D.,  Quaker- 
town.  Pa. 

Management  of  Chronic  Brain  Syndrome 
Francis  H.  Stern,  M.D.,  Philadelphia 

Target  Symptoms:  The  Key  to  Differential  Diagnosis 
and  Treatment  of  Emotional  Illness 
Wilfred  Dorfman,  M.D.,  Brooklyn,  N.  Y. 

Vasomotor  Rhinitis — Diagnosis  and  Management 
Jerome  Miller,  M.D.,  Philadelphia 

Autologous  Blood  Transfusion  in  Thoracic  and  Cardio- 
vascular Surgery 

Leo  Cuello,  M.D.;  Mrs.  Laura  Mundy;  Mrs.  Elaine 
Boston,  San  Antonio 

Oral  Hypoglycemic  Therapy  in  Obese,  Insulin-Resistant 
Diabetics 

S.  K.  Fineberg,  M.D.,  N.  Y. 

Space  Age  Obstetrics 

Lawrence  E.  Lundgren,  M.D.,  Houston 

Dysfunctional  Uterine  Bleeding  (A  Practical  Approach 
to  Diagnosis  and  Treatment) 

R.  E.  Sand,  M.D.,  Encino,  Calif. 


Pharmacological  Release  of  Hostility 

Alberto  DiMascio,  Ph.D.;  Richard  I.  Shader,  M.D., 
Boston 

An  Aid  to  Medical  Planning  for  the  Future 
Robert  S.  Anderson,  Colonel,  MC,  USA, 

Washington,  D.  C. 

South  Texas  Diabetes  Association,  Inc. 

Friendswood,  Texas 

Work  Prescription  for  Heart  Patients — Testing  Unit 
Texas  Heart  Association,  Houston 

Air  Pollution  in  Texas 

Bexar  County  Medical  Society,  San  Antonio;  Texas 
Air  Control  Board,  Austin;  San  Antonio  Metropoli- 
tan Health  District,  San  Antonio 

Adequate  Medical  Care  for  the  Aged 

American  Geriatrics  Society,  Inc.,  Detroit,  Mich. 

Unproved  Cancer  Therapy — A Continuing  Challenge 
American  Cancer  Society,  Texas  Division,  Inc., 
Austin 

Medical  Aspects  of  Driver  Limitation 

Committee  on  Medical  Aspects  of  Automotive  Safe- 
ty, American  Medical  Association,  Chicago 

Texas  League  of  Vocational  Nurses 
Needville,  Texas 

Pirelli  "Vote  on  Safety”  Survey 
Pirelli  Tire  Corporation,  New  York 

Steps  in  Conducting  a Preschool  Vision  Screening 
Program 

Texas  Society  for  the  Prevention  of  Blindness,  Inc., 
Houston 

State  Commission  for  the  Blind 
Austin 

Disability  Evaluation  Under  Social  Security 

Albert  F.  Vickers,  M.D.,  Division  of  Disability  De- 
termination, Texas  Education  Agency,  Austin 

Expert  Cardiopulmonary  Resuscitation — Can  You  Save 
A Life? 

Texas  Society  of  Anesthesiologists,  Dallas 

Southern  Medical  Association 
Birmingham,  Ala. 

The  Texas  Interagency  Council  on  Smoking  and 
Health 
Austin 

Partial  Laryngectomy  and  Laryngoplasty 
Byron  J.  Bailey,  M.D.,  Galveston 

Tenth  International  Cancer  Congress 
Houston 

Air  and  Water  Conservation  Exhibit 

Texas  Mid-Continent  Oil  & Gas  Association,  Dallas 

The  University  of  Texas  Medical  Branch 
Galveston 
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TECHNICAL  EXHIBITS 

Technical  exhibits  are  displayed  in  the  Convention 
Center  Exhibits  Hall. 

Representatives  from  the  pharmaceutical  industry, 
business  equipment  companies,  insurance  and  in 
vestment  companies,  and  other  related  fields,  will 

be  present  to  discuss  equipment  and  products  with 
physicians.  Exhibits  will  be  displayed  during  the  fol- 
lowing hours: 

Thursday  11  a.m.  - 5:30  p.m. 

Friday  8 a.m. -5:30  p.m. 

Saturday  8 a.m. -3:00  p.m. 

The  President’s  Reception  for  Technical  Exhibitors  will 
will  be  held  Thursday,  5:30  to  6:30  p.m..  River  Room 
2,  Convention  Center. 

Exhibitors  may  register  for  the  annual  session 
Wednesday,  1:30-5  p.m..  Exhibits  Hall  Foyer,  Con- 
vention Center. 


FLOOR  PLANS 

Floor  plans,  showing  location  of  scientific  and  tech- 
nical exhibits  will  be  available  upon  registration. 

Following  is  a list  of  exhibits: 

EXHIBITOR  BOOTH 


A 

ARM,  Inc.,  Dallas  S3 

Abbott  Laboratories,  North  Chicago  91 

Ames  Company,  Inc.,  Elkhart,  Ind.  110 

Arnar-Stone  Laboratories,  Inc.,  Mt.  Prospect,  III.  3 

Astra  Pharmaceutical  Products,  Inc.,  Worcester,  Mass.  124 

Ayerst  Laboratories,  New  York  19 

B 

Berkeley  Medical  Instruments,  Berkeley,  Calif.  26 

Beverly  Hills  Hospital,  Dallas  17 

Blue  Cross-Blue  Shield  of  Texas,  Dallas  28 

The  Borden  Company,  Houston  146,  147,  148 

Borden  Pharmaceutical  Division,  New  York  149 

Breon  Laboratories,  Inc.,  New  York  9 

Bristol  Laboratories,  Syracuse,  N.Y.  119 

The  Brown  Schools,  Austin  109 

Burroughs  Wellcome  & Co.,  Inc.,  Tuckahoe,  N.Y.  14 

c 

Carnrick  Laboratories,  Houston  79 

Ciba  Pharmaceutical  Company,  Summit,  N.J.  51 

Coca-Cola  USA,  Atlanta  gO 

Comatic  Laboratories,  Inc.,  Houston  105 

Cornish  Medical  Electronics  Company,  Fort  Worth  80 

Bill  Curran  Agency,  Corpus  Christ!  63 


D 

Dairy  Council,  Inc.,  Austin 
Devereux  Foundation,  Victoria 
Dictaphone  Corporation,  Rye,  N.Y. 
Ford  Dixon  Company,  Dallas 


E 

Emerson  Laboratories,  Dallas  37 

The  Emko  Company,  St.  Louis  7 

Encyclopaedia  Britannica,  Inc.,  Chicago  58 

Marshall  Erdman  and  Associates,  Inc.,  Madison,  Wis.  81 

F 

Charles  O.  Finley  & Company,  Austin  16 

Fuller  Laboratories,  Inc.,  Eden  Prairie,  Minn.  99 


G 

General  Electric  Company,  X-Ray  Department,  Dallas  102 

Gerber  Products  Company,  Fremont,  Mich.  73 

The  Gilbert  X-Ray  Company  of  Texas,  Dallas  30 

Great  American  Reserve  Insurance  Company,  Dallas  52 

H 

Hankscraft  Company,  Waukesha,  Wis.  139 

Hoechst  Pharmaceutical  Company,  Cincinnati  53 

Hollister-Stier  Laboratories,  Inc.,  Dallas  82 

Hope  Medical  Supply  of  Texas,  San  Antonio  48 

I 

Imperial  Fashions,  Los  Angeles  35^  36 

International  Pharmaceutical  Corporation,  Warrington,  Pa.  2 
The  Investamerica  Group,  Inc.,  San  Antonio  4 

Ives  Laboratories,  Inc.,  New  York  85 

J 

Janrus  Recorders  Corp.,  Beverly  Hills,  Calif.  50 

Mead  Johnson  Laboratories,  Evansville,  Ind.  68 

George  Jordan  and  Associates,  Corpus  Christ!  21 

K 

Kilpatrick  Equipment  Company,  Dallas  22 

L 

Lakeside  Laboratories,  Inc.,  Milwaukee  60 

Landry  Pharmaceuticals,  Inc.,  Houston  145 

Lederle  Laboratories,  Pearl  River,  N.Y.  118 

Eli  Lilly  & Company,  Indianapolis  92 

J.  B.  Lippincott  Company,  Philadelphia  94 

M 

The  McCrary  Company,  Dallas  112 

Marion  Laboratories,  Inc.,  Kansas  City,  Mo.  131 

The  Medical  Protective  Company,  Fort  Wayne,  Ind.  42 

Medical  Specialty  Company,  Fort  Worth  43 

Meiller  Research,  Inc.,  College  Station  27 

Merck  Sharp  & Dohme,  West  Point,  Pa.  93 

Metro  Med  Inc.,  Houston  77 

Mission  Pharmacal  Company,  San  Antonio  59 

Mutual  Benefit  Life  Insurance  Co.,  San  Antonio  8 

N 

Neutrogena  Corporation,  Santa  Monica,  Calif.  41 

o 

Organon,  Inc.,  West  Orange,  N.J.  74 

Ormont  Drug  & Chemical,  Inc.,  Englewood,  N.J.  12 

Ortho  Pharmaceutical  Corporation,  Raritan,  N.J.  108 

P 

Parke,  Davis  & Company,  Detroit  106 

Person  & Covey,  Inc.,  Glendale,  Calif.  18 

Personal  Products  Company,  Milltown,  N.J.  23 

Pfizer  Laboratories,  New  York  44 

William  P.  Poythress  & Company,  Inc.,  Richmond,  Va.  1 

T.  Rowe  Price  and  Associates,  Baltimore  103 

Professional  Pharmacal  Company,  Inc.,  San  Antonio  117 

Programmed  Learning,  Inc.,  Garden  City,  N.Y.  24 

R 

A.  H.  Robins  Company,  Richmond,  Va.  130 

J.  B.  Roerig  & Company,  New  York  46 

William  H.  Rorer,  Inc.,  Fort  Washington,  Pa.  15 

Royal  Crown  Bottlers  Association  of  Texas,  Waco  5 

s 

Sandoz  Pharmaceuticals,  Hanover,  N.J.  101 

W.  B.  Saunders  Company,  Philadelphia  107 

Sobering  Laboratories,  Union,  N.J.  115 

G.  D.  Searle  & Company,  Chicago  76 

Smith  Kline  & French  Laboratories,  Philadelphia 
Smith  Miller  & Patch,  Inc.,  New  York  45 

E.  R.  Squibb  & Sons,  New  York  57 

Stiefel  Laboratories,  Inc.,  Oak  Hill,  N.Y.  10 

Storz  Instrument  Company,  St.  Louis  13 

The  Stuart  Company,  Pasadena,  Calif.  29 

Surgical  Engineering  & Research  Corp.,  Victoria  111 

Surgical  Mechanical  Research,  Inc.,  Newport  Beach,  Calif.  20 
Syntex  Laboratories,  Palo  Alto,  Calif.  113,  150 

T 

Terrell  Supply  Company,  Inc.,  Fort  Worth  84 
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Texas  Central  Credit  Union,  Dallas  75 

Texas  Employers  Insurance  Association,  Dallas  78 

Texas  Medical  Association  Retirement  Program,  Austin  25 
Texas  Pharmacal  Company,  San  Antonio  34 

u 

Unimed,  Inc.,  Morristown,  N.J.  95 

Upjohn  Company,  Kalamazoo,  Mich.  70 


V 

Vaisey-Bristol  Shoe  Company,  Cincinnati  47 

W 

Warner-Chilcott  Laboratories,  Morris  Plains,  N.J.  138 

Westwood  Pharmaceuticals,  Buffalo,  N.Y.  100 

Winthrop  Laboratories,  New  York  38 

Wyeth  Laboratories,  Philadelphia  61 
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PROGRAM 

Woman's  Auxiliary 
to  the 

Texas  Medical  Association 

51st  Annual  Convention 
San  Antonio  — May  1-4,  1969 

“SOMETHING  OLD  . . . SOMETHING  NEW” 


WEDNESDAY,  APRIL  30 

4 p.m.  Memorial  Trust  Fund  Special  Committee 

Suite  of  President 
The  Menger  Hotel 

5 p.m. -7  p.m.  Advisory  Committee  Meeting 

Suite  of  President 
The  Menger  Hotel 

7 p.m.  Advisory-Finance  Committees  Dinner 

Suite  of  President 
The  Menger  Hotel 

8 p.m. -10  p.m.  Finance  Committee  Meeting 

Suite  of  President 
The  Menger  Hotel 

THURSDAY,  MAY  1 

8 a.m.-4  p.m.  Registration  and  Information 

Victorian  Lounge 
The  Menger  Hotel 

8 a.m.-4  p.m.  Registration  and  Information 

Convention  Center 
Alamo  Street 

8 a.m.-4  p.m.  Hospitality  Room  Open 

Cavalier  Room 
The  Menger  Hotel 
(Courtesy  of  Great  American 
Reserve  Insurance  Company) 

8 a.m.  Reference-Revisions  Committees  Breakfast 

Suite  of  President 
The  Menger  Hotel 

10:30  a.m.  Auxiliary  President's  Report  to 

TMA  House  of  Delegates 
Anacacho  Room 
St.  Anthony  Hotel 

(Everyone  invited) 

12  Noon  Executive  Board  Luncheon 

“Terrific  Twenties” 
Minuet  Room 
The  Menger  Hotel 
(State  Officers,  Council  Women,  State  Committee 
Chairmen,  Past  State  Presidents,  County  Presi- 
dents.) All  incoming  Board  Members  and  State 
Committee  Members  welcome. 


Mrs.  Travis  Smith,  Abilene,  President,  presiding 
Invocation  Mrs.  William  J.  Powell,  Dallas 

Welcome  Mrs.  Bland  H.  Schwarting,  San  Antonio, 

Convention  Chairman 
Response  Mrs.  Marshall  Turnbull,  Abilene 

Greetings  G.  V.  Brindley,  Jr.,  M.D.,  Temple, 

President,  Texas  Medical  Association 
Presentation  of  President-Elect 
Introduction  of  Past  Presidents 

Mrs.  Hamilton  Ford,  La  Marque 

Business: 

Approval  of  Convention  Agenda 
Appointment  of  Reading  Committee: 

Mrs.  W.  V.  Bradshaw,  Jr.,  Fort  Worth 
Mrs.  J.  Hardin  Perry,  Fredericksburg 
Mrs.  Elmer  Vogelpohl,  Galveston 

Convention  Rules 

Minutes  Mrs.  Eugene  P.  Schoch,  Jr.,  Austin, 

Recording  Secretary 
Treasurer’s  Report  Mrs.  William  A.  Wilson,  III, 

Galveston,  Treasurer 
Reading  of  Correspondence  Mrs.  Richard  B. 

Johns,  Abilene,  Corresponding  Secretary 
Report  of  President  Mrs.  Travis  Smith,  Abilene 
Recommendations  of  Officers  and  Committee 
Chairmen 

Announcements  Mrs.  Bland  H.  Schwarting, 

San  Antonio,  Convention  Chairman 

Adjournment 

2:30  p.m.-5:30  p.m.  ^SPECIAL  EVENT 

“Frantic  Forties” 

Shopping  Trip  to  North  Star  Mall 
and  Tea  at  North  Star  Gallery  (special 
art  exhibit  planned  for  Auxiliary) 

“"Tickets  — $2.50  (Tickets  available  only  to  those 
who  pre-registered) 

Chartered  buses  to  North  Star  Mall  leave  The 
Menger  at  2:30  p.m. 

7 p.m.  Past  Presidents’  Dinner 

The  Argyle 

(By  invitation  only) 
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FRIDAY,  MAY  2 

8 a.m.-4  p.m.  Registration  and  Information 

The  Menger  Hotel 
and  Convention  Center 

8 a.m.-4  p.m.  Hospitality  Room  Open 

Cavalier  Room 
The  Menger  Hotel 
(Courtesy  of  Great  American 
Reserve  Insurance  Company) 

8:30  a.m.-ll:30  a.m.  First  Business  Meeting 

Minuet  Room 
The  Menger  Hotel 
Mrs.  Travis  Smith,  Abilene,  President,  presiding 
Invocation  Mrs.  William  J.  Powell,  Dallas 

Auxiliary  Credo  and  Pledge  (stand) 

Pledge  of  Allegiance  (stand) 

Mrs.  Marvin  P.  Knight,  Dallas 
Welcome  Mrs.  Brad  Oxford,  San  Antonio, 

Convention  Cochairman 
Greetings  Mrs.  Virgil  Ray  Forester, 

Oklahoma  City,  Okla., 
President,  Woman’s  Auxiliary  to  the 
Southern  Medical  Association 
Recommendations  of  Executive  Board 
Reports  of  Regional  Vice-Presidents, 

Council  Women,  and  County  Presidents 
Announcements  Mrs.  Bland  H.  Schwarting, 

San  Antonio,  Convention  Chairman 

12  noon-2  p.m.  Luncheon  Honoring  County 

Presidents 
“Psychedelic  Sixties” 
Colonial  Room 
The  Menger  Hotel 

(Everyone  invited) 

Mrs.  Travis  Smith,  Abilene,  President,  presiding 

Invocation  Mrs.  William  J.  Powell,  Dallas 

Recognition  of  Special  Guests 

Introduction  of  Speaker  Mrs.  Russell  L.  Deter, 

El  Paso 

Address  Mrs.  Glenn  T.  Scott,  Jr.,  Ponchatoula, 
Louisiana — Regional  Vice-President, 
Woman’s  Auxiliary  to  the  American 
Medical  Association 

Recognition  of  Special  Award 

“Results”  and  Rewards  for  our  “Resourcefulness” 
Mrs.  Robert  A.  McClure,  Houston, 
Awards  Chairman 

Announcements  Mrs.  Bland  H.  Schwarting, 

San  Antonio 

3 p.m.  Organization-Membership  Meeting 

Minuet  Room 
The  Menger  Hotel 

(Current  and  Incoming  Regional  Vice-Presidents, 
Council  Women  and/or  Council  Women-Elect,  Offi- 
cers, and  incoming  Member-at-Large  Chairman  in- 
vited.) 

All  Members-at-Large  are  invited  as  Special  Hon- 
ored Guests. 

Mrs.  York  Lancaster,  Port  Lavaca,  First  Vice-Presi- 
dent, presiding 


SATURDAY,  MAY  3 

8 a.m.-12  noon  Registration  and  Information 

The  Menger  Hotel 
and  Convention  Center 

8 a.m. -4  p.m.  Hospitality  Room  Open 

Cavalier  Room 
The  Menger  Hotel 
(Courtesy  of  Great  American  Reserve 
Insurance  Company) 

8:30  a.m. -11:30  a.m.  Second  Business  Meeting 

Minuet  Room 
The  Menger  Hotel 

Mrs.  Travis  Smith,  Abilene,  President,  presiding 
Invocation  Mrs.  William  J.  Powell,  Dallas 

Reports  of  Officers  (except  Regional  Vice-Presi- 
dents) and  Committee  Chairmen — 
Standing  and  Special 

Election  of  Officers 
Other  Business 
Announcements 
Adjournment 

12:30  p.m. -2:30  p.m. 

(Seating  at  12  noon) 

Installation-Style  Show  Luncheon 
“Electric  Eighties” 
International  Ballroom 
Hilton’s  Palacio  Del  Rio 

(Everyone  invited) 

Mrs.  Travis  Smith,  Abilene,  President,  presiding 
Invocation  Mrs.  William  J.  Powell,  Dallas 

Recognition  of  Past  Presidents  and  Guests 
/ / 

Frost’s  “Elegance  Electrique! — To  Turn  You  On!” 
Courtesy  Resolutions 

Mrs.  Edwin  Goodall,  Breckenridge 
Installation  of  Officers 

Mrs.  James  A.  Hallmark,  Fort  Worth 
Presentation  of  Gavel  and  President’s  Pin 

Mrs.  Travis  Smith,  Abilene 
Acceptance  of  Gavel  and  President’s  Pin 

Mrs.  Marvin  P.  Knight,  Dallas 
Presentation  of  Past  President’s  Pin 

Mrs.  G.  G.  Zedler,  Austin 

Announcements 

Mrs.  Bland  H.  Schwarting,  San  Antonio 
Adjournment  of  1968-1969  Convention 

3:30  p.m.  Post-Convention  Executive  Board  Meeting 

Minuet  Room 
The  Menger  Hotel 
(Incoming  Executive  Board  Members 
expected  to  attend) 

Mrs.  Marvin  Knight,  Dallas,  President,  presiding 
Invocation  Mrs.  Asa  C.  Watson,  Jr.,  Fort  Worth 
Introduction  of  TMA  Advisors  to  the 
Woman’s  Auxiliary: 

George  V.  Launey,  M.D.,  Dallas,  Chairman 
J.  T.  Billups,  M.D.,  Houston 
Appointment  by  President-Elect 
Greetings  George  V.  Launey,  M.D.,  Dallas 

Chairman,  TMA  Advisory  Committee 
Introduction  of  President-Elect 

Mrs.  G.  G.  Zedler,  Austin 
Response  of  President-Elect 
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Presentation  of  Past  Presidents 

Mrs.  Ramsay  H.  Moore,  Dallas 

Introduction  of  Officers,  County  Presidents,  and 
Presidents-  Elect,  Council  Women  and  Council 
Women-Elect,  Standing  and  Special  Committee 
Chairmen,  Special  Advisors 

Business: 

Appointment  of  Reading  Committee 
Presentation  and  Adoption  of  Budget 

Delegate  appointments  to  WAAMA  Convention 
Election  of  Nominating  Committee 
1969-1970  Workbook  Presentation 

Mrs.  George  V.  Launey,  Dallas 

Announcements 

Adjournment 


SUNDAY,  MAY  4 


9 a.m.-9:30  a.m.  Memorial  Service 

Courtyard  of  the  Alamo 
Clifton  F.  Douglass,  Jr.,  M.D., 
San  Antonio,  Chairman 
Mrs.  Jack  M.  Partain,  San  Antonio, 

Cochairman 

Prelude:  Blessed  Are  Ye  Faithful  Souls  and  My 
Heart  Is  Filled  with  Longing — Johannes  Brahms. 

Madolyn  Swearingen,  San  Antonio 

Invocation  Francis  E.  O’Neill,  M.D.,  San  Antonio 
Memorial  Address  for  Deceased  Wives  of 

Physicians  Mrs.  David  McCullough,  San  Antonio 
Memorial  Address  for  Deceased  Physicians 

Clifton  F.  Douglass,  Jr.,  M.D.,  San  Antonio 
Solo:  Eternal  Life — Olive  Dungan. 

Nora  Klier,  San  Antonio 

Benediction 

Ernest  J.  Gregory,  Jr.,  M.D.,  San  Antonio 
Postiude:  In  Peace  and  Joy  I Now  Depart  — J.  S. 
Bach.  Madolyn  Swearingen,  San  Antonio 


“SOMETHING  OLD  . . . SOMETHING  NEW” 
RELATED  ACTIVITIES 

REGISTRATION:  Desks  will  be  located  at  The  Menger 
and  the  Convention  Center.  If  you  have  pre-regis- 
tered,  pick  up  your  packet  at  The  Menger.  Desks 
will  be  open  from  8 a.m.  to  4 p.m.  on  Thursday  and 
Friday,  May  1 and  2;  from  8 a.m.  to  Noon  on  Sat- 
urday, May  3. 

HOSPITALITY:  A warm  welcome  awaits  you  in  The 
Menger’s  Cavalier  Room  where  you  will  find  a com- 
fortable place  for  light  refreshment,  propping  your 
feet  and  resting,  friendly  conversation,  card  games, 
door  prizes,  and  fun!  Our  Hospitality  Room  will  be 
open  from  8 a.m.  to  4 p.m.  on  Thursday,  Friday, 
and  Saturday.  It  is  sponsored  through  the  courtesy 
of  Great  American  Reserve  Insurance  Company  of 
Dallas. 

HOUSE  OF  DELEGATES  REPORT:  Mrs.  Travis  Smith, 
President,  will  report  at  10:30  a.m.  on  Thursday, 
May  1,  at  the  St.  Anthony  Hotel,  Anacacho  Room. 
All  Auxiliary  members  are  welcome. 


SPECIAL  EVENT:  Those  who  have  pre-registered  can 
join  the  fun  and  ride  the  bus  or  “mountain  wagon” 
to  the  North  Star  Gallery  for  a punch  and  sherry 
reception  honoring  our  State  President.  A special 
exhibit  in  this  outstanding  gallery  is  planned  just  for 
us!  Located  in  San  Antonio’s  North  Star  Mall,  you 
can  easily  find  extra  time  for  shopping  in  the  NEW 
Frost’s,  Joske’s,  and  Wolff  & Marx.  Dozens  of  other 
specialty  shops  in  North  Star  Mall  await  your  visit. 

ART  EXHIBITION:  The  Second  Annual  Art  Exhibition 
of  Texas  Medical  Association  will  be  held  Thursday 
through  Saturday  in  the  Hall  of  Exhibits,  Convention 
Center.  Paintings  (including  water  color,  drawings, 
graphics),  sculpture  and  photographs  by  Texas  Med- 
ical Association  and  Auxiliary  members  will  be  dis- 
played. 

EXTRA  EVENTS:  Thursday  night,  the  Past  State  Presi- 
dents will  gather  at  The  Argyle  for  dinner  while  other 
Auxiliary  members  will  be  joining  with  the  TMA  for 
Class  reunions.  Friday  night  will  include  many  Fra- 
ternity and  special  group  events.  Saturday  night  will 
feature  Alumni  gatherings.  Fun  and  Fellowship  will 
be  everywhere. 

MEMORIAL  SERVICE:  The  beautiful  and  tranquil  court- 
yard of  the  Alamo  will  be  the  setting  for  this  tribute  to 
the  memory  of  our  deceased  members  or  their 
physician-husbands.  The  joint  Memorial  Service  will 
be  at  9 a.m.  on  Sunday,  May  4. 

INFORMATION:  The  Auxiliary  will  provide  Informa- 
tion Desks  at  both  The  Menger  and  the  Convention 
Center  from  8 a.m.  to  4 p.m.  Thursday  and  Friday, 
and  from  8 a.m.  to  Noon  on  Saturday.  Here  will  be 
found  information  on  tours,  shopping,  buses,  sitters, 
interesting  places  to  go  and  things  to  do.  The  Men- 
ger, Hilton’s  Palacio  del  Rio,  and  the  Convention 
Center  are  all  within  walking  distance. 


SAN  ANTONIO  CONVENTION 
COMMITTEE  CHAIRMEN 


Convention  Chairman 
Convention  Cochairman 
General  Chairmen: 
Business  Meetings 
Courtesy 
Decorations 
Door  Prizes 
Finance 
Hospitality 
Information 


Mrs.  Bland  H.  Schwarting 
Mrs.  Brad  Oxford 


Mrs.  Ralph  A.  Munslow 
Mrs.  A.  O.  Severance 
Mrs.  Joseph  W.  Goidzieher 
Mrs.  Allen  F.  Kingman,  Jr. 
Mrs.  Wendell  E.  McKiski 
Mrs.  Benjamin  B.  Shaver 
Mrs.  Phillip  W.  Voltz,  Jr. 
Luncheon — Executive  Board  Mrs.  Phillip  L.  Day 
Luncheon  Honoring  County  Presidents 

Mrs.  Paul  Klinger 

Luncheon — Installation-Style  Show 

Mrs.  L.  Bonham  Jones 


Memorial  Service 
Pages 

Past  Presidents’  Dinner 

Publicity 

Registration 


Mrs.  Jack  M.  Partain 
Mrs.  Joseph  F.  Hocott 
Mrs.  Edward  W.  Coyle 
Mrs.  Edward  C.  Held 
Mrs.  Cornelius  H.  Nau 


Special  Event — Shopping  Trip  and  Tea 

Mrs.  Oliver  H.  Timmins,  Jr. 
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Officers  and  Committees 


Past  Presidents 
Honorary  Life  Presidents 

Mrs.  E.  H.  Cary,  Dallas 
•Mrs.  S.  C.  Red,  Houston 
•Mrs.  M.  L.  Graves,  Houston 
•Mrs.  W.  A.  Wood,  Waco 
•Mrs.  John  O.  McReynolds,  Dallas 
Mrs.  S.  A.  Collom,  Texarkana 
•Mrs.  E.  V.  DePew,  San  Antonio 
•Mrs.  H.  B.  Trigg,  Fort  Worth 
•Mrs.  Joe  Gilbert,  Austin 
•Mrs.  H.  C.  Haden,  Houston 
Mrs.  O.  M.  Marchman,  Dallas 
•Mrs.  H.  R.  Dudgeon,  Waco 
Mrs.  G.  V.  Brindley,  Temple 
Mrs.  Frank  N.  Haggard,  San  Antonio 
•Mrs.  Preston  Hunt,  Texarkana 
•Mrs.  S.  D.  Whitten,  Greenville 
•Mrs.  John  T.  Moore,  Houston 
•Mrs.  R.  B.  Homan,  El  Paso 
•Mrs.  W.  R.  Thompson,  Fort  Worth 
Mrs.  F.  F.  Kirby,  Waco 
•Mrs.  S.  H.  Watson,  Waxahachie 
Mrs.  Scott  C.  Applewhite,  San  Antonio 
Mrs.  William  Hibbitts,  Texarkana 
Mrs.  S.  F.  Harrington,  Dallas 
Mrs.  P.  R.  Denman,  Houston 
Mrs.  A.  B.  Pumphrey,  Fort  Worth 
•Mrs.  Sam  E.  Thompson,  Kerrville 
•Mrs.  Charles  B.  Alexander,  San  Antonio 
Mrs.  George  Turner,  El  Paso 
Mrs.  Edward  C.  Ferguson,  Beaumont 
Mrs.  S.  Minter  Hill,  Dallas 
Mrs.  Joseph  B.  Foster,  Houston 
•Mrs.  William  M.  Gambrell,  Texas  City 
Mrs.  Oscar  W.  Robinson,  Paris 
Mrs.  Robert  Farris  Thompson,  El  Paso 
Mrs.  E.  W.  Coyle,  San  Antonio 
Mrs.  Mark  H.  Latimer,  Houston 
•Mrs.  Joseph  H.  McCracken,  Jr.,  Dallas 
Mrs.  Richard  C.  Bellamy,  Liberty 
Mrs.  H.  S.  Renshaw,  Fort  Worth 
Mrs.  John  D.  Gleckler,  Denison 
Mrs.  Haskell  D.  Hatfield,  El  Paso 
Mrs.  Ramsay  H.  Moore,  Dallas 
Mrs.  G.  G.  Zedler,  Austin 
Mrs.  R.  C.  L.  Robertson,  Houston 
Mrs.  Hamilton  Ford,  LaMarque 
Mrs.  W.  D.  Nicholson,  Lake  Jackson 
Mrs.  Russell  L.  Deter,  El  Paso 
Mrs.  James  A.  Hallmark,  Fort  Worth 
Mrs.  Frank  M.  Posey,  Jr,,  San  Antonio 

•Deceased 


National  Honorary  Members 

Mrs.  Frank  N.  Haggard,  San  Antonio 
Mrs.  George  Turner,  El  Paso 


State  Honorary  Members 

Mrs.  E.  H.  Cary,  Dallas 

Mrs.  S.  A.  Collom.  Texarkana 

Mrs.  O.  M.  Marchman,  Dallas 

Mrs.  Frank  N.  Haggard,  San  Antonio 

Mrs.  George  Turner,  El  Paso 


Honorary  Life  Members 

Mrs.  H.  Leslie  Moore,  Dallas 
May  Owen,  M.D.,  Fort  Worth 
Mrs.  James  C.  Terrell,  Stephenville 
Mrs.  W.  Frank  Armstrong,  Fort  Worth 
Mrs.  V.  M.  Longmire,  Temple 


Elected  Officers  1968-1969 


President  Mrs.  Travis  Smith,  Abilene 

President-Elect  Mrs.  Marvin  P.  Knight,  Dallas 

First  Vice-President  Mrs.  York  Lancaster,  Port  Lavaca 

Western  Regional  Vice-President  (Districts 

1,  2,  3,  and  4)  Mrs.  Newton  F.  Walker,  El  Paso 

Southern  Regional  Vice-President  (Districts 

5,  6,  7,  and  8)  Mrs.  L.  Bonham  Jones,  San  Antonio 

Eastern  Regional  Vice-President  (Districts 

9,  10,  11,  and  15)  Mrs.  Jack  D.  Gerdes,  Houston 

Northern  Regional  Vice-President  (Districts 

12.  13,  and  14)  Mrs.  O.  P.  Griffin,  Fort  Worth 

Recording  Secretary  Mrs.  Eugene  P.  Schoch,  Jr.,  Austin 

Corresponding  Secretary  Mrs.  Richard  B.  Johns,  Abilene 

Treasurer  Mrs.  William  A.  Wilson,  III,  Galveston 

Publicity  Secretary  Mrs.  Joseph  Selman,  Tyler 

Parliamentarian  Mrs.  Russell  L.  Deter,  El  Paso 


Auxiliary  Secretary  Mrs.  Jay  M.  (Martha)  James,  Austin 

Membership  Clerk  Mrs.  James  D.  (Ethelyne)  Pickel,  Austin 


Council  Women  1968-1969 


District 

1 

District 

2 

District 

3 

District 

4 

District 

5 

District 

6 

District 

7 

District 

8 

District 

9 

District 

10 

District 

11 

District 

12 

District 

13 

District 

14 

District 

15 

Mrs.  John  Hundley,  Fort  Stockton 
Mrs.  T.  June  Melton,  Midland 
Mrs.  Joe  M.  Lehman,  Lubbock 
Mrs.  Dale  Hayter,  San  Angelo 
Mrs.  J.  Hardin  Perry,  Fredericksburg 
Mrs.  George  Hudson,  Corpus  Christi 
Mrs.  R.  N.  Snider,  Austin 
Mrs.  Clinton  Woodson,  Wharton 
Mrs.  John  H.  Andrews,  Baytown 
Mrs.  Charles  W.  Coussons,  Nacogdoches 
Mrs.  Jo  Ed  Smith,  Athens 
Mrs.  Cone  Johnson,  Abilene 
Mrs.  Owen  Berg,  Wichita  Falls 
Mrs.  Ralph  R.  Renshaw,  Jr.,  Sherman 
Mrs.  Walter  C.  Barnes,  Texarkana 


Standing  Committees  1968-1969 

Advisory:  Mrs.  Frank  M.  Posey,  Jr.,  San  Antonio,  Chairman; 
Mrs.  James  A.  Hallmark,  Fort  Worth;  Mrs.  Russell  L.  Deter, 
El  Paso;  Mrs.  W.  D.  Nicholson,  Lake  Jackson;  Mrs.  Hamilton 
Ford,  La  Marque 

AMA-ERF:  Mrs.  Paul  Klin£e7,  San  Antonio,  Chairman;  Mrs.  Phil- 
lip L.  Day,  San  Antonio,  Cochairman;  Mrs.  Gerhard  A.  Meyer, 
San  Antonio;  Mrs.  Phillip  W.  Voltz,  Jr.,  San  Antonio 

Awards:  Mrs.  Robert  A.  McClure,  Houston,  Chairman;  Mrs.  Ed- 
ward Wall,  Houston;  Mrs.  Rupert  Kerr,  Houston;  Mrs.  Donald 
Gready,  Houston;  Mrs.  W.  L.  Draper,  Houston 

Civil  Defense  (Disaster  Preparedness):  Mrs.  Lynn  Hollis,  Bor- 
ger.  Chairman;  Mrs.  Paul  H.  Powell,  Jr.,  Borger,  Cochairman 

Convention:  Mrs.  Bland  H.  Schwarting,  San  Antonio,  Chairman; 
Mrs.  Brad  Oxford,  San  Antonio,  Cochairman 

Courtesy  Resolutions:  Mrs.  Edwin  Goodall,  Breckenridge,  Chair- 
man; Mrs.  Ramsay  H.  Moore,  Dallas;  Mrs.  O.  W.  Lowrey, 
Gatesville 

Finance:  Mrs.  Braswell  Locker,  Brownwood,  Chairman;  Mrs. 
William  A.  Wilson,  Galveston;  Mrs.  Frank  M.  Posey,  Jr.,  San 
Antonio;  Mrs.  Richard  B.  Johns,  Abilene;  Mrs.  G.  G.  Zedler, 
Austin 

Health  Careers:  Mrs.  Willis  J.  Bray,  Abilene,  Chairman:  Mrs. 
Francis  Hood,  Sweetwater,  Western  Region;  Mrs.  Damos 
Bernwanger,  Corpus  Christi,  Southern  Region;  Mrs.  Charles 
R.  Tanner,  Beaumont,  Eastern  Region;  Mrs.  J.  S.  Krakusin, 
Dallas,  Northern  Region 

Historical:  Mrs.  E.  W.  Coyle,  San  Antonio,  Chairman;  Mrs.  S. 
N.  Key,  Austin;  Mrs.  R.  N.  Snider,  Austin 

Legislative:  Mrs.  John  C.  Koch,  Lufkin,  Chairman;  Mrs.  R.  A. 
Stevenson,  Victoria,  Cochairman;  Mrs.  A.  Robert  Nering,  El 
Paso,  Western  Region;  Mrs.  Earl  L.  Grant,  Austin,  Southern 
Region;  Mrs.  B.  B.  Westbrook,  Beaumont,  Eastern  Region; 
Mrs.  William  M.  Hibbitts,  Dallas,  Northern  Region 
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Library  Fund:  Mrs.  Charles  T.  Stone,  Jr.,  Galveston,  Chairman; 
Mrs.  William  F.  McLean,  Austin,  Cochairman 

Memorial  Service:  Mrs.  Jack  M.  Partain,  San  Antonio,  Chair- 
man 

Mental  Health:  Mrs.  Robert  Page,  Richardson,  Chairman;  Mrs. 
W.  L.  Lumpkin,  Belton,  Cochairman;  Mrs.  Gerald  G.  Payne, 
Hereford;  Mrs.  H.  D.  Stephens,  Edinburg 

News  Letter:  Mrs.  Robert  G.  Farris,  Austin,  Editor;  Mrs.  Brad 
Oxford,  San  Antonio,  Coeditor;  Mrs.  Joseph  Selman,  Tyler, 
Publicity  Secretary 

Nominating:  Mrs.  Frank  M.  Posey,  Jr.,  San  Antonio,  Chairman; 
Mrs.  Richard  B.  Johns,  Abilene;  Mrs.  W.  D.  Nicholson,  Lake 
Jackson;  Mrs.  Hamilton  Ford,  La  Marque;  Mrs.  Albert  F. 
Vickers,  Austin;  Mrs.  W.  V.  Bradshaw,  Jr.,  Fort  Worth 

Organization  and  Membership:  Mrs.  York  Lancaster,  Port  La- 
vaca, Chairman;  Mrs.  Newton  F.  Walker.  El  Paso.  Western 
Region;  Mrs.  L.  Bonham  Jones,  San  Antonio,  Southern  Re- 
gion; Mrs.  Jack  D.  Gerdes,  Houston,  Eastern  Region;  Mrs. 
O.  P.  Griffin,  Fort  Worth,  Northern  Region 

Program  (Workbook);  Mrs.  Dale  F.  Johnson,  Abilene,  Chairman; 
Mrs.  James  P.  Chapel,  Abilene,  Cochairman;  Mrs.  C.  A.  Mc- 
Fadden.  Abilene;  Mrs.  E.  L.  Haag,  Jr.,  Abilene;  Mrs.  Lee 
Williamson,  Abilene;  Mrs.  Meredith  N.  Jensen,  Abilene;  Mrs. 
Mack  F.  Bowyer,  Abilene 

Public  Relations  (Community  Service):  Mrs.  C.  W.  Castle,  Lib- 
erty, Chairman;  Mrs.  John  H.  Andrews,  Baytown,  Cochair- 
man; Mrs.  H.  M.  Anderson.  San  Angelo,  Western  Region; 
Mrs.  Ern  C.  Mooney,  Victoria,  Southern  Region;  Mrs.  Charles 
F.  Adkins,  Beaumont,  Eastern  Region;  Mrs.  Roy  H.  Baskin, 
Jr.,  Waco,  Northern  Region. 

Reference;  Mrs.  W.  D.  Nicholson,  Lake  Jackson,  Chairman; 
Mrs.  John  B.  Bourland,  Dallas;  Mrs.  R.  E.  Leslie,  El  Campo 

Research  and  Romance  of  Medicine;  Mrs,  Oscar  W.  Robinson, 
Paris.  Chairman 

Revisions:  Mrs.  Hamilton  Ford.  La  Marque,  Chairman;  Mrs. 
James  L.  Fitzgerald,  Corpus  Christi;  Mrs.  W.  V.  Bradshaw, 
Fort  Worth 

Safety;  Mrs.  Andrew  G.  GoesI,  Texarkana,  Chairman;  Mrs.  Wal- 
ter Barnes,  Texarkana,  Cochairman;  Mrs.  James  H.  Scruggs, 
Jr.,  Waco,  Northern  Region;  Mrs.  Harold  J.  Springfield,  Hen- 
derson, Eastern  Region;  Mrs.  W.  A.  Weisner,  Odessa,  West- 
ern Region;  Mrs.  Choice  Matthews,  Kerrville,  Southern  Re- 
gion 

School  of  Instruction:  Mrs.  E,  L.  Haag,  Jr.,  Abilene,  Chairman; 
Mrs.  Lee  Williamson,  Abilene,  Cochairman;  Mrs.  Mack  F. 
Bowyer,  Abilene;  Mrs.  0,  E.  Harper,  Abilene;  Mrs.  Meredith 
Jensen,  Abilene;  Mrs.  V.  C.  Smart,  Jr.,  Austin,  Local  Arrange- 
ments Chairman 

Student  Loan  Fund:  Mrs.  Lynn  L.  Bourdon,  Houston,  Chairman; 
Mrs.  William  M.  Sherrill,  Houston,  Cochairman;  Mrs.  A.  0. 
Severance,  San  Antonio;  Mrs.  Robert  Sparkman,  Dallas;  Mrs. 
Martin  L.  Towler,  Galveston 


Committees — Special  Appointments 

Ad  Hoc  Committee  for  Study  of  Bylaws:  Mrs.  Frank  M.  Posey, 
Jr.,  San  Antonio,  Chairman;  Mrs.  Hamilton  Ford,  La  Marque; 
Mrs.  James  L.  Fitzgerald,  Corpus  Christi;  Mrs.  Richard  B. 
Johns,  Abilene;  Mrs.  W.  V.  Bradshaw,  Jr.,  Fort  Worth;  J.  T. 
Billups,  M.D.,  Houston;  Walter  Walthall,  M.D.,  San  Antonio; 
George  V.  Launey,  M.D.,  Dallas 

Chaplain:  Mrs.  William  J.  Powell,  Dallas 

Doctors'  Day:  Mrs.  Drue  O.  D.  Ware,  Fort  Worth,  Chairman; 
Mrs.  Harold  E.  Griffin,  Corpus  Christi;  Mrs.  James  H.  Krei- 
meyer.  Big  Spring 

International  Health  Activities:  Mrs.  George  A.  Dawson,  Abi- 
lene, Chairman 

Medicine  and  Religion:  Mrs.  W.  Lacey  Smith,  San  Angelo, 
Chairman;  Mrs.  Dale  W.  Hayter,  San  Angelo,  Cochairman 

Memorial  Trust  Fund  Special  Committee:  Mrs.  G.  G.  Zedler, 
Austin.  Chairman;  Mrs.  Walter  H.  Patton,  Dallas;  Mrs.  Taylor 
T.  Pickett,  Garland;  Mrs.  Perry  C.  Talkington,  Dallas;  Mrs. 
Braswell  Locker,  Brownwood;  Mrs.  Richard  B.  Johns,  Abilene 


Physicians  Benevolent  Fund  of  Texas  Medical  Association  and 
Woman's  Auxiliary:  Travis  Smith,  M.D.,  Abilene,  Chairman; 
Mrs.  R.  C.  L.  Robertson,  Houston,  Cochairman;  Mrs.  Van  D. 
Goodall,  Clifton;  Mrs.  Walter  H.  Patton,  Dallas;  Mrs.  Cone 
Johnson,  Abilene;  Mrs.  G.  G.  Zedler,  Austin,  Liaison  Member 

Rural  Health:  Mrs.  E.  Douglas  Perrin,  Hamlin,  Chairman 

Science  Fair:  Mrs.  John  L.  Humphrey,  Brownwood,  Chairman; 
Mrs.  J.  B.  Stephens,  Bangs.  Cochairman 

Senior  Citizens:  Mrs.  Julian  Key,  Pampa,  Chairman 

Special  Committee  to  Study  Treasurer’s  Duties:  Mrs.  Richard 
B.  Johns.  Abilene,  Chairman;  Mrs.  W.  D.  Nicholson,  Lake 
Jackson;  Mrs.  Marvin  P.  Knight,  Dallas;  Mrs.  Braswell  Lock- 
er, Brownwood 

Special  Advisor  to  the  President:  Mrs.  G.  G.  Zedler,  Austin 

TMA  Advisory  Committee:  J.  T.  Billups,  M.D.,  Houston,  Chair- 
man; Walter  Walthall,  M.D.,  San  Antonio;  George  V.  Launey, 
M.D.,  Dallas 

Committee  to  Review  Student  Loan  Funds:  Mrs.  Lynn  L.  Bour- 
don, Houston,  Chairman;  Mrs.  Robert  A.  McClure,  Houston; 
Mrs.  Ralph  C.  Patrick,  Houston 

Governor's  Committee  on  Children  and  Youth:  (Appointed  and 
confirmed) — Mrs.  C.  F.  (Sybil)  Hamilton,  Dallas;  Mrs.  Elmer 
Vogelpohl,  Galveston 

Redecoration  Committee  for  Auxiliary  Office:  Mrs.  V.  C.  Smart, 
Jr.,  Austin;  Mrs.  G.  G.  Zedler,  Austin 

Texas  Council  on  Health  Careers:  Mrs.  Travis  Smith,  Abilene, 
Representative 

Texas  Hospital  Association  Advisory  Panel:  Mrs.  Travis  Smith, 
Abilene,  Representative 

TEXPAC:  (Recommendation  accepted  and  appointed) — Mrs.  C. 
F.  (Sybil)  Hamilton,  Dallas;  Mrs.  Paul  Cunningham,  Gal- 
veston 


County  Presi(dents  1968-1969 

DISTRICT  1 

El  Paso  Mrs.  A.  Robert  Nering,  El  Paso 

Pecos-Jeff  Davis-Presidio-Brewster  (Big  Bend) 
Reeves-Ward-Winkler-Loving-Culberson-Hudspeth 

Mrs.  Harold  Lindley,  Pecos 

DISTRICT  2 

Andrews-Ector  Mrs.  E.  H.  Kirk,  Odessa 

Dawson-Lynn-Terry-Gaines-Yoakum  (Five  Counties) 

Mrs.  Sherman  Hope,  Brownfield 
Howard-Martin-Glasscock  (Permian  Basin) 

Mrs.  W.  R.  Cashion,  Big  Spring 
Midland  Mrs.  R.  Preston  Shaw,  Midland 

Nolan- Fisher-Mitchell-Scurry-Borden-Kent-Stonewa  II 

(Colorado  Basin)  Mrs.  Robert  L.  Price,  Sweetwater 

DISTRICT  3 

Armstrong-Donley-Chi  Id  ress-Col  I ingsworth-H  all-Wheeler 
(Greenbelt) 

Dallam-Hartley-Sherman-Moore 

Deaf  Smith-Parmer-Castro-Oldham-Swisher  (Tierra  Blanca) 

Mrs.  Jon  H.  McCrary,  Hereford 
Gray-Hansford-Hemphill-Lipscomb-Roberts-Ochiltree- 

Hutchinson-Carson  (Top  O’Texas)  Mrs.  Joseph  Gates,  Pampa 
Hale-Floyd-Briscoe  Mrs.  Gilmer  B.  Johnson,  Plainview 

Hardeman-Cottle-Foard-Motley-Dickens-King 
Lamb- Bailey-Hockley-Coch  ran 

Lubbock-Crosby-Garza  Mrs.  Wallace  Hess,  Lubbock 

Potter-Randall  Mrs.  Norman  Wright,  Amarillo 

DISTRICT  4 

Brown-Comanche-Mills-San  Saba  Mrs.  J.  B.  Stephens,  Bangs 
Coleman  Mrs.  R.  F.  Kemper,  Coleman 

Crane-Upton-Reagan 

Kimble-Mason-Menard-McCulloch  Mrs.  Albert  McCulloh,  Brady 
Runnels 

Tom  Green-Coke-Crockett-Concho-lrion-Sterling-Sutton- 
Schleicher  (Tom  Green  Eight) 

Mrs.  E.  C.  Winkelmann,  San  Angelo 

DISTRICT  5 

Atascosa 

Bexar  Mrs.  Bland  H.  Schwarting,  San  Antonio 
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Comal 

Gonzales 

Guadalupe  Mrs.  Anthony  Mays,  Universal  City 

Karnes-Wilson 

Kerr-Kendall-Gillespie- Band  era 

Mrs.  Dor  Brown,  Jr.,  Fredericksburg 

LaSalle-Frio-Dimmit 

Medina-Uvalde  Maverick-Val  Verde-Edwards-Real-Kinney- 
Terreli-Zavala  (Nine  Counties) 


DISTRICT  6 

Bee-Live  Oak-McMullen 
Brooks-Duval-Jim  Wells 

Cameron-Willacy  Mrs.  Cornelius  Olcott,  Jr.,  Harlingen 

Hidalgo-Starr  Mrs.  Domingo  Useda,  McAllen 

Kleberg-Kenedy  Mrs.  Frank  B.  Higgins,  Kingsville 

Nueces  Mrs.  Franklin  Yeager,  Corpus  Christi 

San  Patricio-Aransas-Refugio  Mrs.  Arch  Koontz,  Woodsboro 
Webb-Zapata-Jim  Hogg  Mrs.  Raul  Vela,  Laredo 


DISTRICT  7 


Bastrop-Lee 

Hays-Blanco-Caldwell 

La  mpasas-Bu  met- Llano 

Travis 

Williamson 


Mrs.  Charles  Bell,  Kyle 
Mrs.  V.  C.  Smart,  Jr.,  Austin 


DISTRICT  8 

Brazoria  Mrs.  William  McDaniel,  Alvin 

Colorado-Fayette  Mrs.  Norman  H.  DeRuiter,  Schulenburg 

DeWitt-Lavaca  Mrs.  Patrick  J.  Wagner,  Shiner 

Galveston  Mrs.  Elmer  Vogelpohl,  Galveston 

Victoria-Calhoun-Goliad  Mrs.  Larry  Riedel,  Victoria 

Wharton-Jackson-Matagorda-Fort  Bend 

Mrs.  Harold  Secor,  Wharton 


DISTRICT  9 

Austin-Grimes-Waller 

Mrs.  John  C.  Kennedy,  Houston 
East  Harris  Chapter  Mrs.  G.  L.  Walmsiey,  Baytown 

Southeast  Harris  Chapter  Mrs.  M.  L.  Doncaster,  Pasadena 
Montgomery 
Polk-San  Jacinto 

Walker-Madison-Trinity  (Tri  County) 

Washington-Burleson  Mrs.  Thomas  Giddings,  Brenham 


DISTRICT  10 

Angelina  Mrs.  Frank  Eddins,  Diboll 

Hardin-Tyler 

Jasper-Newton-Sabine 

Jefferson: 

Beaumont  Chapter  Mrs.  Charles  Heare,  Beaumont 

Port  Arthur  Chapter  Mrs.  S.  M.  Wallace,  Port  Arthur 

Liberty-Chambers  Mrs.  E.  R.  Richter,  Dayton 

Nacogdoches-San  Augustine 

Mrs.  Charles  W.  Morgan,  Jr.,  Nacogdoches 

Orange 

Shelby 


DISTRICT  11 

Anderson-Leon 

Cherokee 


Mrs,  Floyd  H.  Verheyden,  Jacksonville 


Freestone 

Henderson 

Houston 

Panola 

Rusk 

Smith 

Wood 


Mrs.  Ben  L.  Johnson,  Athens 


Mrs.  Bill  Wilkerson,  Henderson 
Mrs.  Tynus  W.  McNeel,  Tyler 


DISTRICT  12 

Bell 

Bosque-Hamilton 
Brazos- Robertson 
Coryell 

Erath-Hood-Somervell 

Falls 

Hill 

Johnson 

Limestone 

McLennan 

Milam 

Navarro 


Mrs.  Don  E.  Pisar,  Temple 
Mrs.  Seth  L.  Witcher,  Clifton 
Mrs.  H.  D.  Pope.  Jr.,  Bryan 
Mrs.  W.  F.  Floyd,  Gatesville 

(Tri  County) 

Mrs,  Forrest  Eisenrich,  DeLeon 

Mrs.  Richard  N.  Beskow,  Hillsboro 
Mrs.  R.  Mason  Shiflett,  Cleburne 

Mrs.  J.  H.  Brewer,  Jr.,  Waco 
Mrs,  John  Terrence  Richards,  Rockdale 
Mrs.  James  Witten,  Corsicana 


DISTRICT  13 

Baylor-Knox-Haskell 

Clay-Montague-Wise 

Eastland-Callahan-Stephens-Shackelford-Throckmorton 

Palo  Pinto-Parker-Jack 

'^^rrant  Mrs.  Warren  W.  Binion,  Fort  Worth 

Taylor-Jones  Mrs.  Marshall  D.  Turnbull,  Abilene 

Wichita-Young-Archer  Mrs.  Frank  Jones  Lee,  Wichita  Falls 
Wilbarger 


DISTRICT  14 


Collin 

Cooke 

Dallas 

Denton 

Ellis 

Fannin 

Grayson: 

North 

South 

Hopkins-Franklin 

Mrs. 

Hunt- Rockwall- Rains 
Kaufman 
Lamar-Delta 
Van  Zandt 


Mrs.  Anthony  Vita,  Allen 
Mrs.  James  W.  Atchison,  Gainesville 
Mrs.  Ben  A.  Merrick,  Dallas 
Mrs.  Conrad  L.  Kinard,  Denton 
Mrs.  Nelson  W.  Jones,  Waxahachie 


Mrs.  J.  C.  Dickey,  Denison 
Mrs.  C.  J.  Hayes,  Sherman 

Stephen  B.  Longino,  Jr.,  Sulphur  Springs 
Mrs.  Henry  Harris,  Commerce 

Mrs.  D.  F.  Kerbow,  Paris 


DISTRICT  15 

Bowie-Miller 

Camp-Morris-Titus 

Cass-Marion 

Gregg 

Harrison 

Red  River 

Upshur 


Mrs.  James  Thomas,  Texarkana 

Mrs.  Ernest  W.  Grumbles,  Atlanta 
Mrs.  William  B.  Langston,  Longview 
Mrs.  Philip  L.  Crayton,  Marshall 
Mrs.  Earl  C.  Brooks,  Bogata 
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TMA  Officers,  Councils,  & Committees,  1968-1969 


OFFICERS 

G.  V.  Brindley,  Jr.,  President,  Temple 

Charles  Max  Cole,  President-Elect,  Dallas 

Jay  J.  Johns,  Vice  President,  Taylor 

Byron  P.  York,  Secretary,  Houston 

C.  Lincoln  Williston,  Executive  Secretary,  Austin 

Howard  0.  Smith,  Treasurer,  Marlin 

W.  H.  Hamrick,  Speaker  of  the  House,  Houston 

Jack  B.  Lee,  Vice  Speaker  of  the  House,  San  Antonio 


BOARDS,  COUNCILS,  AND  COMMITTEES 

BOARD  OF  TRUSTEES 

Elliott  Mendenhall,  Chairman,  Dallas  (1970) 

C.  E.  Vi/illingham,  Vice  Chairman,  Tyler  (1969) 
Charles  W.  Yates,  Secretary,  Rosenberg  (1973) 

C.  P.  Hardwicke,  Austin  (1971) 

James  A.  Hallmark,  Fort  Worth  (1972) 

N.  L.  Barker,  Paris  (1969) 

John  M.  Smith,  Jr.,  San  Antonio  (1971) 

Committee  on  Physicians  Benevolent  Fund 
of  TMA  and  WATMA  (standing) 

Travis  Smith,  Chairman,  Abilene  (1971) 

Denton  Kerr,  Houston  (1971) 

Charles  L.  Gary,  Jr.,  Corsicana  (1970) 

Wm.  Lacey  Smith,  San  Angelo  (1969) 

Choice  B.  Matthews,  Kerrville  (1969) 

Ralph  C.  Crawford,  Longview  (1970) 

C.  A.  Rush,  Jr.,  Fort  Worth  (1969) 

C.  K.  Landrum,  McAllen  (1971) 

Edward  S.  Crocker,  Houston  (1970) 

May  Owen,  Fort  Worth  (Emeritus  Member) 

Mrs.  R.  C.  L.  Robertson,  Co-chairman,  Houston 
(1969) 

Mrs.  Van  D.  Goodall,  Clifton  (1969) 

Mrs.  Walter  H.  Patton,  Dallas  (1969) 

Mrs.  Cone  Johnson,  Abilene  (1969) 

Mrs.  G.  G.  Zedler,  Austin  (Liaison  Member)  (1969) 

Committee  on  Medical  History  (standing) 

Joe  C.  Rude,  Chairman,  Austin  (1969) 

Lyman  Blair,  Houston  (1969) 

Herbert  Donnell,  Waxahachie  (1970) 

H.  Irving  Schweppe,  Jr.,  Houston  (1970) 

Clifford  L.  Montgomery,  Lubbock  (1970) 

Robert  B.  Krause,  San  Antonio  (1969) 

Allen  T.  Stewart,  Lubbock  (1971) 

S.  N.  Key,  Jr.,  Austin  (1971) 

C.  T.  Stone,  Sr.,  Galveston  (1971) 

G.  V.  Brindley,  Sr..  Temple  (Emeritus  Member) 

Advisory  Committee  to  the  Woman's  Auxiliary 
(standing) 

J.  T.  Billups,  Chairman,  Houston  (1970) 

George  V.  Launey,  Dallas  (1971) 

Walter  Walthall,  San  Antonio  (1969) 


BOARD  OF  COUNCILORS 
First  District 

Russell  Holt,  El  Paso  (1970) 

John  C.  Hundley,  Fort  Stockton,  Vice  Councilor 

Second  District 

A.  H.  Daniel!,  Brownfield  (1969) 

T.  D.  Young,  Sweetwater,  Vice  Councilor 

Third  District 

James  G.  Morris,  Lubbock  (1971) 

Charles  R.  Nester,  Canyon,  Vice  Councilor 

Fourth  District 

S.  Braswell  Locker,  Vice  Chairman,  Brownwood 
(1970) 

Gus  F.  Eckhardt,  San  Angelo,  Vice  Councilor 

Fifth  District 

George  H.  Herrmann,  Del  Rio  (1971) 

C.  B.  Jackson,  San  Antonio,  Vice  Councilor 

Sixth  District 

Harold  E.  Griffin,  Corpus  Christi  (1971) 

Sheridan  S.  Evans,  McAllen,  Vice  Councilor 

Seventh  District 

Ray  L.  Shepperd,  Burnet  (1969) 

Eighth  District 

Stanley  E.  Thompson,  Richmond  (1969) 

Paul  J.  Cunningham,  Galveston,  Vice  Councilor 

Ninth  District 

James  H.  Sammons,  Chairman,  Baytown  (1969) 
Haden  E.  McKay,  Humble,  Vice  Councilor 

Tenth  District 

Paul  R.  Meyer,  Port  Arthur  (1969) 

George  E.  Thannisch,  Lufkin,  Vice  Councilor 

Eleventh  District 

J.  Collier  Rucker,  Jacksonville  (1970) 

Norris  E.  Holt,  Athens,  Vice  Councilor 

Twelfth  District 

Dick  K.  Cason,  Secretary,  Hillsboro  (1971) 
Woodrow  M.  Avent,  Waco,  Vice  Councilor 

Thirteenth  District 

Charles  B.  Dryden,  Jr.,  Wichita  Falls  (1970) 

Drue  0.  D.  Ware,  Fort  Worth,  Vice  Councilor 

Fourteenth  District 

B.  E.  Park,  Dallas  (1970) 

Horace  A.  Baker,  Wills  Point,  Vice  Councilor 

Fifteenth  District 

Walter  C.  Barnes,  Texarkana  (1971) 

William  A.  King,  Naples,  Vice  Councilor 

Committee  on  Contract  Medicine  (standing) 

Hugh  L.  Wolff,  Chairman,  San  Antonio  (1970) 
Sterling  H.  Fly,  Jr.,  Uvalde  (1969) 

Eleanor  S.  Irvine,  Wichita  Falls  (1971) 

Sanford  Glanz,  Corpus  Christi  (1969) 
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Harry  W.  Garrett,  Jr.,  Linden  (1970) 

Richard  L.  Berry,  Longview  (1970) 

Norman  Monk,  Lubbock  (1969) 

James  C.  George,  II,  Brownsville  (1971) 

H.  M.  Seybold,  Houston  (1971) 

Committee  on  Liaison  with  State  Bar  of  Texas 

(standing) 

Jesson  L.  Stowe,  Chairman,  El  Paso  (1971) 

John  W.  Griffin,  Port  Lavaca  (1969) 

John  L.  Dean,  Jr.,  Crockett  (1970) 

Walter  F.  Speakman,  Wichita  Falls  (1970) 

Arthur  C.  Ressmann,  San  Antonio  (1969) 

Norris  E.  Holt,  Athens  (1971) 

Euell  W.  Crisp,  Alice  (1970) 

William  A.  Wilson,  Galveston  (1969) 

Vincent*P.  Collins,  Houston  (1971) 

Committee  on  Orientation  (ex  officio) 

Chairman,  Board  of  Councilors 
Chairman,  Board  of  Trustees 

Chairman,  Council  on  Medical  Service  and  Insur- 
ance 

Chairman,  Council  on  Medical  Jurisprudence 
Chairman,  Council  on  Public  Relations  and  Public 
Service 


DELEGATES  AND  ALTERNATES  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 

(Terms  expire  on  Dec.  31  of  the  year  indicated) 

Harvey  Renger,  Chairman,  Hallettsville  (1970) 

Haden  E.  McKay,  Humble,  Alternate 
James  H.  Sammons,  Vice  Chairman,  Baytown  (1970) 

N.  L.  Barker,  Paris,  Alternate 
Walter  Walthall,  San  Antonio  (1969) 

Joe  T.  Nelson,  Weatherford,  Alternate 
G.  W.  Cleveland,  Austin  (1970) 

Floyd  A.  Norman,  Dallas,  Alternate 
John  L.  Otto,  Galveston  (1970) 

James  D.  Murphy,  Fort  Worth,  Alternate 
E.  P.  Hall,  Jr.,  Fort  Worth  (1969) 

Mylie  E.  Durham,  Jr.,  Houston,  Alternate 
Charles  Max  Cole,  Dallas  (1969) 

R.  D.  Moreton,  Houston,  Alternate 
J.  C.  Terrell,  Stephenville  (1969) 

Jack  M.  Partain,  San  Antonio,  Alternate 
R.  W.  Kimbro,  Cleburne  (1969) 

J.  E.  Miller,  Dallas,  Alternate 

Section  Delegate 

Robert  A.  Murray,  Temple 

EXECUTIVE  BOARD 

Ex  Officio:  President,  Vice  President,  President- 
Elect,  Secretary,  Treasurer,  Speaker  of  the  House  of 
Delegates,  Vice  Speaker  of  the  House  of  Delegates, 
Trustees,  Councilors,  Texas  Delegates  and  Alternates 
to  AMA,  Council  on  Medical  Jurisprudence,  and 
Chairmen  of  Councils. 


COUNCIL  ON  ANNUAL  SESSION 

Dennis  M.  Voulgaris,  Chairman,  Wharton  (1969) 
John  Meadows,  Jr.,  San  Antonio  (1971) 


John  W.  Chriss,  Corpus  Christi  (1969) 
Alice  Smith,  Dallas  (1971) 

O.  A.  Fly,  Jr.,  Houston  (1969) 

Guy  T.  Denton,  Jr.,  Dallas  (1970) 

Roy  H.  Baskin,  Jr.,  Waco  (1970) 


Committee  on  General  Arrangements  for  Annual 
Session  (special) 

A.  Fletcher  Clark,  Jr.,  Chairman,  San  Antonio 
John  A.  Williamson,  Jr.,  Vice  Chairman,  San  Antonio 

Committee  on  Scientific  Exhibits  (standing) 

Nathan  Cedars,  Chairman,  Stephenville  (1969) 
Charles  C.  Jones,  Jr.,  Kerrville  (1971) 

Walter  Long,  Austin  (1970) 

W.  L.  Carrington,  Mexia  (1970) 

P.  W.  Voltz,  Jr.,  San  Antonio  (1969) 

Robert  L.  Carr,  Lubbock  (1969) 

Mavis  P.  Kelsey,  Houston  (1971) 

Frank  M.  Covert,  III,  Austin  (1971) 

Malcolm  J.  Thomas,  Jr.,  Lubbock  (1970) 


Committee  on  Technical  Exhibits  (special) 

Alice  Smith,  Dallas 
Charles  B.  Dryden,  Wichita  Falls 
James  R.  Smith,  San  Antonio 
Jose  M.  Benavides,  San  Antonio 

COUNCIL  ON  CONSTITUTION  AND  BY-LAWS 

Robert  Mayo  Tenery,  Chairman,  Waxahachie  (1969) 
Stephen  R.  Lewis,  Galveston  (1971) 

Milton  V.  Davis,  Dallas  (1971) 

Eugene  L.  Slataper,  Houston  (1969) 

R.  B.  Johns,  Abilene  (1970) 

Tom  M.  Oliver,  Waco  (1970) 

A.  Fletcher  Clark,  Jr.,  San  Antonio  (1969) 

(Ex  officio  members:  Speaker  and  Vice  Speaker  of 
the  House  of  Delegates) 


COUNCIL  ON  MEDICAL  EDUCATION  AND  HOSPITALS 

Weldon  G.  Kolb,  Chairman,  La  Marque  (1969) 
Bryan  V.  Williams,  Houston  (1970) 

Jack  M.  Partain,  San  Antonio  (1971) 

J.  G.  Rodarte,  Temple  (1969) 

H.  Frank  Connally,  Jr.,  Waco  (1970) 

Charles  A.  LeMaistre,  Austin  (1971) 

E.  Russell  Hayes,  Dallas  (1971) 

O.  Brandon  Hull,  Lubbock  (1970) 

W.  D.  Nicholson,  Freeport  (1969) 


Committee  on  Health  Careers  (standing) 

John  D.  Bonnet,  Chairman,  Temple  (1970) 
Winton  L.  Coleman,  Victoria  (1971) 
Russell  L.  Deter,  El  Paso  (1969) 

Maurice  E.  Dyer,  Amarillo  (1971) 

John  B.  Gunn,  Dallas  (1971) 

C.  B.  Knox,  Jr.,  Brownfield  (1969) 

Robert  G.  McCorkle,  Houston  (1969) 
Margie  B.  Peschel,  Fort  Worth  (1970) 

A.  P.  Thaddeus,  San  Antonio  (1970) 

John  R.  Kelsey,  Jr.,  Houston  (1969) 

May  Owen,  Fort  Worth  (Emeritus  Member) 
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Committee  on  Liaison  with  Medical  Schools  (standing) 

L.  Bonham  Jones,  Chairman,  San  Antonio  (1969) 
Frank  Harrison,  Dallas  (1969) 

May  Owen,  Fort  Worth  (1970) 

Henry  Renfert,  Jr.,  Austin  (1970) 

G.  S.  Ahern,  Corpus  Christi  (1971) 

W.  W.  Goldman,  Jr.,  Arlington  (1969) 

Jack  A.  Haley,  Houston  (1971) 

Preston  W.  DeShan,  Lubbock  (1970) 

James  R.  Schofield,  Houston  (1971) 

F.  C.  Pannill,  San  Antonio  (ex  officio) 

Charles  C.  Sprague,  Dallas  (ex  officio) 

Joseph  M.  White,  Galveston  (ex  officio) 

Committee  on  Hospital  Accreditation  (standing) 

R.  E.  Speegle,  Chairman,  Garland  (1970) 

William  F.  Ross,  San  Benito  (1969) 

Drue  0.  D.  Ware,  Fort  Worth  (1970) 

A.  F.  Herff,  Jr.,  San  Antonio  (1971) 

James  L.  Robins,  Plainview  (1971) 

Joe  D.  Crawford,  Jacksonville  (1970) 

Dan  C.  Gill,  Dallas  (1969) 

George  P.  Beck,  Jr.,  Lubbock  (1971) 

Quentin  J.  Florence,  Linden  (1969) 

Committee  on  Nursing  Homes  (standing) 

A.  R.  Ponton,  Chairman,  Alpine  (1971) 

Lloyd  J.  Gregory,  Jr.,  Houston  (1969) 

Bernard  Rosen,  Corsicana  (1971) 

Donald  H.  Brandt,  Denison  (1971) 

David  J.  Pillow,  Fort  Worth  (1970) 

Carl  F.  Page,  Lubbock  (1970) 

Richard  E.  Block,  Dallas  (1969) 

Robert  K.  Harrison,  Texarkana  (1970) 

R.  C.  Hermann,  Taylor  (1969) 

Committee  on  Nursing  (standing) 

Robert  W.  Grace,  Chairman,  Dallas  (1971) 

William  D.  Seybold,  Houston  (1970) 

Thomas  J.  Coleman,  Fort  Worth  (1969) 

Emmett  N.  Wilson,  Jr.,  Pearsall  (1970) 

Virginia  H.  Boyd,  Abilene  (1970) 

William  J.  Powell,  Richardson  (1971) 

Ted  H.  Forsythe,  Lubbock  (1971) 

James  C.  Price,  Gonzales  (1969) 

J.  E.  Rorie,  Texarkana  (1969) 

Max  E.  Johnson,  San  Antonio  (ex  officio) 

Committee  on  Continuing  Education  (special) 

R.  D.  Haines,  Chairman,  Temple 

Ronald  Goelzer,  Wharton 

Asa  W.  DeLoach,  Dallas 

Robert  B.  Crouch,  Houston 

John  S.  Chapman,  Dallas 

Phil  Davis,  Houston 

Leonard  A.  Charpentier,  Galveston 

Joe  P.  Tupin,  Galveston 

John  C.  Hundley,  Fort  Stockton 

Newton  E.  Dudney,  League  City 

Edwin  M.  Sykes,  Jr.,  San  Antonio 

H.  Grant  Taylor,  Houston 
Arthur  E.  Grant,  San  Antonio 

COUNCIL  ON  MEDICAL  JURISPRUDENCE 

Joe  T.  Nelson,  Chairman,  Weatherford  (1971) 
Haden  E.  McKay,  Humble  (1970) 


Robert  L.  Daily,  Wichita  Falls  (1969) 

Courtney  M.  Townsend,  Paris  (1969) 

Doyle  W.  Ferguson,  Dallas  (1970) 

Max  E.  Johnson,  San  Antonio  (1971) 

James  M.  Graham,  Austin  (1969) 

Committee  on  Military  and  Veterans  Affairs  (standing) 

James  C.  Whittington,  Chairman,  Fort  Worth  (1970) 
James  E.  Watson,  Jr.,  Houston  (1969) 

Ivey  E.  Lamberth,  Tyler  (1971) 

Joseph  V.  Land,  Crockett  (1969) 

Thomas  G.  Glass,  Jr.,  San  Antonio  (1971) 

James  T.  Hall,  Lubbock  (1970) 

G.  R.  Solis,  Port  Arthur  (1969) 

A.  0.  Jensen,  Denison  (1971) 

Otis  W.  English,  Lubbock  (1970) 

E.  A.  Rowley,  Amarillo  (ex  officio) 

Committee  on  Abortion  Laws  in  Texas  (special) 

Hugh  W.  Savage,  Chairman,  Fort  Worth 

James  T.  Down,  III,  Dallas 

Van  D.  Goodall,  Clifton 

Hiram  P.  Arnold,  Houston 

C.  E.  Oswalt,  Jr.,  Fort  Stockton 

Edgar  W.  Santa  Cruz,  San  Antonio 

Gray  E.  Carpenter,  El  Paso 

Robert  D.  Rice,  Tyler 

C.  Forrest  Jorns,  Houston 

M.  J.  Meynier,  Jr.,  Houston 

Ted  H.  Forsythe,  Lubbock 

Committee  on  Title  XIX  (special) 

James  D.  Murphy,  Chairman,  Fort  Worth 

H.  W.  Anderson,  Jr.,  Fort  Worth 
Frederick  J.  Bonte,  Dallas 
Robert  F.  Gossett,  San  Antonio 
Silas  W.  Grant,  Hillsboro 
Ernest  A.  Maxwell,  Dallas 
Joseph  T.  Painter,  Houston 
Robert  W.  Shirey,  Hillsboro 

A.  H.  Daniell,  Brownfield 
Herman  C.  Sehested,  Fort  Worth 
G.  V.  Brindley,  Jr.,  Temple  (ex  officio) 

Charles  Max  Cole,  Dallas  (ex  officio) 

Committee  to  Study  Establishment  of  Statewide 
Medical  Examiner  System  (special) 

Vernie  A.  Stembridge,  Jr.,  Chairman,  Dallas 

Walter  Krohn,  Waco 

Feliks  Gwozdz,  Fort  Worth 

Charles  F.  Pelphrey,  Austin 

Robert  K.  Portman,  Dallas 

Joseph  A.  Jachimczyk,  Houston 

Jack  Haley,  Houston 

A.  0.  Severance,  San  Antonio 

Jerome  B.  Hathorn,  Jr.,  Wichita  Falls 

COUNCIL  ON  MEDICAL  SERVICE  AND  INSURANCE 

Robert  F.  Gossett,  Chairman,  San  Antonio  (1970) 
William  E.  Sharp,  Baytown  (1971) 

William  M.  Sherrill,  Houston  (1971) 

Alford  R.  Hazzard,  Austin  (1970) 

Walter  A.  Brooks,  Quanah  (1969) 

John  L.  Jackson,  III,  Wichita  Falls  (1969) 

Porter  K.  Mason,  Dallas  (1971) 
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Committee  on  Association  Insurance  Programs 
(standing) 

Joseph  T.  Painter,  Chairman,  Houston  (1971) 
Donald  S.  Gibbs,  Fort  Worth  (1969) 

Charles  W.  Klanke,  Houston  (1969) 

C.  W.  Castle,  Liberty  (1971) 

E.  Peter  Garber,  Galveston  (1970) 

George  V.  Pazdral,  Somerville  (1970) 

Perry  W.  Nadig,  San  Antonio  (1970) 

Charles  E.  Van  Cleave,  Jr.,  Dallas  (1969) 

Richard  L.  Vardy,  Lubbock  (1971) 

Committee  on  Professional  Insurance  (standing) 

R.  E.  Read,  Chairman,  Lufkin  (1971) 

Bill  Robins,  Houston  (1970) 

William  F.  Pipes,  San  Antonio  (1970) 

Frank  L.  Bynum,  Fort  Worth  (1970) 

Robert  W.  Paret,  Del  Rio  (1969) 

David  M.  Shelby,  Pasadena  (1969) 

James  S.  Bussell,  Marlin  (1969) 

Guy  K.  Driggs,  Dallas  (1971) 

Clifford  Burross,  Wichita  Falls  (1971) 

Committee  on  Health  Insurance  (standing) 

Jack  L.  Eidson,  Chairman,  Weatherford  (1971) 
Ernest  A.  Maxwell,  Dallas  (1970) 

Mario  E.  Ramirez,  Roma  (1970) 

John  E.  Douglas,  Austin  (1969) 

John  Q.  Thompson,  Temple  (1971) 

H.  Carl  Messerschmidt,  Jr.,  Baytown  (1969) 

John  H.  Bohmfalk,  San  Antonio  (1969) 

Byron  P.  York,  Jr.,  Houston  (1971) 

William  D.  Barnett,  Dallas  (1970) 

Appointees  to  Hospitals-lnsurance-Physicians  Joint 
Advisory  Committee  (Subcommittee  of  Committee 
on  Health  Insurance) 

Charles  D.  Bussey,  Dallas  (1969) 

H.  Carl  Messerschmidt,  Jr.,  Baytown  (1969) 

John  E.  Douglas,  Austin  (1969) 

Committee  on  Liaison  with  Blue  Shield  of  Texas 
(standing) 

Harvey  Renger,  Chairman,  Hallettsville  (1969) 

Mylie  E.  Durham,  Jr.,  Houston  (1970) 

Dewey  W.  Johnston,  Fort  Worth  (1969) 

Denton  Kerr,  Houston  (1970) 

Robert  W.  Kimbro,  Cleburne  (1969) 

Wayne  V.  Ramsey,  Jr.,  Abilene  (1971) 

Alvin  0.  Severance,  San  Antonio  (1971) 

John  T.  Binion,  Dallas  (1970) 

Douglas  B.  Black,  Lamesa  (1971) 

Committee  on  Workmen’s  Compensation  and 
Industrial  Health  (standing) 

Edward  F.  Thomas,  Chairman,  Amarillo  (1970) 

Ralph  Liles,  Houston  (1971) 

Jesse  G.  Burdick,  Pasadena  (1970) 

G.  V.  Launey,  Dallas  (1969) 

William  0.  Hargrove,  Fort  Worth  (1969) 

L).  A.  Garred  Sexton,  Daingerfield  (1971) 

Richard  D.  Smith,  Lubbock  (1971) 

John  R.  Hall,  Jr.,  Houston  (1970) 

Robert  E.  Haan,  El  Paso  (1969) 


Committee  on  Liaison  with  Texas  Hospital  Association 

(special) 

Howard  R.  Dudgeon,  Jr.,  Chairman,  Waco 

Mylie  E.  Durham,  Jr.,  Houston 

James  A.  Hallmark,  Fort  Worth 

E.  A.  Maxwell,  Dallas 

Harvey  Renger,  Hallettsville 

R.  W.  Kimbro,  Cleburne 

L.  Rodney  Rodgers,  Houston 

Committee  on  Usual,  Customary  and  Reasonable  Fees 
(special) 

Elgin  W.  Ware,  Jr.,  Chairman,  Dallas 
Tom  B.  Bond,  Fort  Worth 
G.  V.  Brindley,  Jr.,  Temple 
Charles  Max  Cole,  Dallas 
Richard  D.  Cole,  Lubbock 
Milton  V.  Davis,  Dallas 
Guy  K.  Driggs,  Dallas 

E.  Frank  Dunton,  Dallas 
Sheridan  S.  Evans,  McAllen 
Everett  C.  Fox,  Dallas 
John  W.  Freese,  Fort  Worth 
Robert  F.  Gossett,  San  Antonio 
James  A.  Hallmark,  Fort  Worth 
Jack  F.  Hardwick,  Fort  Worth 

M.  T.  Jenkins,  Dallas 

J.  L.  Jinkins,  Jr.,  Galveston 
Dewey  W.  Johnston,  Fort  Worth 
Sam  N.  Key,  Jr.,  Austin 
Robert  W.  Kimbro,  Cleburne 
Leroy  D.  Lockhart,  La  Marque 
Porter  K.  Mason,  Dallas 
Joseph  T.  Painter,  Houston 
Jack  M.  Partain,  San  Antonio 
Joseph  F.  Peters,  Jr.,  Alvarado 
Harold  T.  Pruessner,  Corpus  Christ! 

George  J.  Race,  Dallas 

F.  C.  Rehfeldt,  Fort  Worth 
James  H.  Sammons,  Baytown 
Wilbert  E.  Scott,  Amarillo 
Tom  L.  Shields,  Fort  Worth 
Jack  L.  Smith,  Beaumont 
William  C.  Smyth,  Tyler 

P.  C.  Talkington,  Dallas 

Jesse  E.  Thompson,  Dallas 

Courtney  M.  Townsend,  Paris 

Doyle  W.  Ferguson,  Dallas  (Liaison  Member) 

Committee  on  Health  Planning  (special) 

Floyd  A.  Norman,  Chairman,  Dallas 
Perry  W.  Nadig,  San  Antonio 
R.  A.  D.  Morton,  Jr.,  El  Paso 
Leonides  G.  Cigarroa,  Laredo 
A.  J.  Gill,  Dallas 
Joseph  Peters,  Alvarado 
Joseph  T.  Painter,  Houston 
Dewey  W.  Johnston,  Fort  Worth 
Weldon  G.  Kolb,  La  Marque 
Samuel  J.  Skinner,  Houston 
Walter  C.  Watkins,  Amarillo 
Sam  R.  Barnes,  Trinity 

Committee  on  Health  Care  Costs  (special) 

Russell  L.  Deter,  Chairman,  El  Paso 
A.  W.  Bronwell,  Lubbock 
David  Wade,  Austin 
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Hanes  H.  Brindley,  Temple 
Arvel  E.  Haley,  Dallas 
Eugene  T.  Standley,  San  Antonio 
John  H.  Richards,  Fort  Worth 
James  P.  S.  Hodges,  Houston 
Consultants: 

Milford  O.  Rouse,  Dallas 

Doyle  W.  Ferguson,  Dallas 

Mr.  Glendon  E.  Johnson,  Houston 

Mr.  Bob  English,  Austin 

Mr.  Harry  H.  Miller,  Baytown 

COUNCIL  ON  PUBLIC  RELATIONS  AND  PUBLIC 
SERVICE 

J.  T.  Ainsworth,  Chairman,  Houston  (1970) 
Benjamin  M.  Primer,  Sr.,  Austin  (1971) 

0.  E.  Harper,  Abilene  (1969) 

Don  G.  Harrel,  Dallas  (1971) 

Paul  H.  Mitchell,  Austin  (1969) 

Billy  B.  Markette,  San  Antonio  (1970) 

Durwood  E.  Neal,  Fort  Worth  (1971) 

Committee  on  Aging  (standing) 

Frederick  G.  Dorsey,  Chairman,  Houston  (1970) 

S.  C.  Arnette,  Jr.,  Lubbock  (1969) 

John  M.  Church,  Fort  Worth  (1969) 

Edward  J.  Lefeber,  Galveston  (1971) 

Arnott  DeLange,  Dallas  (1970) 

A.  Bryan  Spires,  Jr.,  Taylor  (1969) 

Elizabeth  Gentry,  Austin  (1970) 

Robert  R.  Rynearson,  Temple  (1971) 

Charles  W.  Pemberton,  Houston  (1971) 

Committee  on  Disaster  Medical  Care  (standing) 

Ben  A.  Merrick,  Chairman,  Dallas  (1970) 

J.  L.  Johnson,  Amarillo  (1969) 

Robert  A.  Dennison,  Jr.,  Austin  (1970) 

Charles  R.  Queen,  Edinburg  (1969) 

Harry  E.  Preble,  Houston  (1970) 

T.  June  Melton,  Midland  (1971) 

William  S.  Moore,  San  Antonio  (1971) 

Robert  J.  Turner,  III,  Fort  Worth  (1969) 

Richard  C.  Douglas,  Lubbock  (1971) 

Committee  on  Medicine  and  Religion  (standing) 

Grant  F.  Begley,  Chairman,  Fort  Worth  (1971) 
Edwin  Goodall,  Breckenridge  (1970) 

Charles  H.  Frank,  Paris  (1970) 

R.  L.  Campbell,  Corsicana  (1969) 

J.  R.  Maxfield,  Dallas  (1970) 

C.  Basil  Moss,  Lubbock  (1971) 

Henry  P.  Hare,  Jr.,  San  Antonio  (1969) 

S.  W.  Thorn,  Houston  (1971) 

Dolph  L.  Curb,  Houston  (1969) 

Milford  0.  Rouse,  Dallas  (ex  officio) 

Travis  Smith,  Abilene  (ex  officio) 

Howard  O.  Smith,  Marlin  (ex  officio) 

Committee  on  Transportation  Safety  (standing) 

W.  R.  Hubler,  Chairman,  Corpus  Christi  (1969) 
Charles  H.  Wilson,  Wichita  Falls  (1969) 

Bernard  T.  Fein,  San  Antonio  (1970) 

George  J.  Ehni,  Houston  (1970) 

Landon  A.  Colquitt,  Longview  (1971) 

Hylmar  E.  Karbach,  Jr.,  New  Braunfels  (1971) 


J.  T.  Lamar  McNew,  Bryan  (1971) 

Walter  F.  Hasskarl,  Jr.,  Brenham  (1970) 
Erwin  E.  Addy,  Jr.,  Cisco  (1969) 

Committee  on  Public  Health  (standing) 

Sam  A.  Nixon,  Chairman,  Floresville  (1969) 
Lorence  W.  Feller,  Fredericksburg  (1971) 

W.  V.  Bradshaw,  Jr.,  Fort  Worth  (1969) 

J.  E.  Peavy,  Austin  (1969) 

Ivan  W.  Kuhl,  McAllen  (1970) 

L.  S.  Thompson,  Jr.,  Dallas  (1971) 

Nina  Mae  Sisley,  Corpus  Christi  (1970) 
Charles  M.  Parker,  Wichita  Falls  (1970) 
Noble  H.  Price,  Lamesa  (1971) 

Reuel  A.  Stallones,  Houston  (ex  officio) 

Committee  on  Rural  Health  (standing) 

E.  W.  Schmidt,  Chairman,  Pecos  (1971) 
Dennis  W.  Short,  Commerce  (1969) 

Arlys  W.  Bing,  Houston  (1971) 

Joel  H.  Johnson,  Brenham  (1970) 

Eugene  R.  Foster,  Gorman  (1969) 

L.  W.  Snider,  Garrison  (1970) 

Berry  N.  Squyres,  Denver  City  (1971) 
Stewart  M.  Ponder,  Waelder  (1970) 

William  C.  Smith,  Carthage  (1969) 

Committee  on  School  Health  (standing) 

Robert  S.  Ray,  Chairman,  Seguin  (1970) 
John  W.  Stack,  Mesquite  (1969) 

Percy  E.  Luecke,  Jr.,  Dallas  (1970) 

Charles  D.  McMillan,  Paris  (1971) 

Walter  Reifsiager,  Jr.,  Austin  (1969) 

A.  W.  Pierce,  Wichita  Falls  (1969) 

Charles  B.  Lambeth,  Odessa  (1970) 

J.  Rogers  Dupre,  San  Antonio  (1971) 

L.  E.  McGary,  Jr.,  Corsicana  (1971) 

Edwin  L.  Rippy,  Dallas  (ex  officio) 

COUNCIL  ON  SCIENTIFIC  ADVANCEMENT 

N.  C.  Hightower,  Chairman,  Temple  (1970) 
E.  E.  Anthony,  Jr.,  Fort  Worth  (1970) 
Robert  E.  Leslie,  El  Campo  (1969) 

Frederick  C.  Lowry,  Austin  (1969) 

R.  Harvey  Bell,  Palestine  (1971) 

A.  J.  Gill,  Dallas  (1971) 

Norman  L.  West,  Hillsboro  (1971) 

Committee  on  Athletics  (standing) 

Dan  Spivey,  Chairman,  Lufkin  (1970) 

Harry  W.  Slade,  Waco  (1969) 

Louis  Levy,  Fort  Worth  (1969) 

W.  Cone  Johnson,  Abilene  (1971) 

William  D.  Furst,  Odessa  (1971) 

W.  D.  Bailey,  Jr.,  Jasper  (1969) 

Walter  I.  Hess,  Lubbock  (1970) 

Lamar  P.  Collie,  Jr.,  San  Antonio  (1971) 

Committee  on  Cancer  (standing) 

B.  L.  Aronoff,  Chairman,  Dallas  (1971) 
John  F.  Thomas,  Austin  (1971) 

William  S.  Brumage,  Austin  (1970) 

A.  K.  Morris,  Baytown  (1970) 

R.  A.  Stevenson,  Jr.,  Victoria  (1969) 

Robert  D.  Moreton,  Houston  (1970) 
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Harlan  D.  Root,  San  Antonio  (1971) 
Ted  L.  Rankin,  Longview  (1969) 
Howard  R.  Stewart,  Lubbock  (1969) 


Committee  on  Cardiovascular  Diseases  (standing) 

John  R.  Derrick,  Chairman,  Galveston  (1969) 
Faber  F.  McMullen,  Jr.,  Houston  (1971) 

0.  Brandon  Hull,  Lubbock  (1971) 

J.  Morris  Horn,  Dallas  (1971) 

Byron  W.  Wright,  Dumas  (1970) 

Grover  L.  Bynum,  Jr.,  Austin  (1970) 

Silas  Grant,  Hillsboro  (1969) 

William  J.  Block,  San  Antonio  (1969) 

Thomas  W.  Inmon,  Temple  (1970) 

Ralph  G.  Greenlee,  Midland  (1971) 

Wm.  S.  Brumage,  Austin  (ex  officio) 

Council  representative:  Robert  E.  Leslie,  El  Campo 


Committee  on  Maternal  Health  (standing) 

C.  E.  Gibbs,  Chairman,  San  Antonio  (1969) 

Morris  E.  Malakoff,  Laredo  (1970) 

J.  S.  Lancaster,  Austin  (1969) 

Charles  Flowers,  Houston  (1969) 

Robert  P.  McDonald,  Fort  Worth  (1970) 

Warren  T.  Kable,  Jr.,  Wichita  Falls  (1970) 

Karl  K.  Birdsong,  Fort  Worth  (1969) 

James  T.  Downs,  III,  Dallas  (1971) 

Henry  C.  McGrede,  Jr.,  Longview  (1970) 

Maxwell  V.  Parker,  San  Antonio  (1969) 

Leslie  R.  Ansley,  Lubbock  (1971) 

William  E.  Locke,  San  Antonio  (1971) 

James  R.  Morgan,  El  Paso  (1970) 

John  W.  Boldt,  San  Antonio  (1971) 

Joseph  L.  Spezia,  Houston  (1971) 

James  M.  Adkins,  Houston  (1969) 

Garland  H.  Lang,  Midland  (1971) 

Robert  Seymour,  Galveston  (1971) 

Werner  E.  Spier,  El  Paso  (ex  officio) 

Steve  A.  Marasovich,  San  Antonio  (ex  officio) 

Peggy  Joyce  Whalley,  Dallas  (ex  officio) 

Carl  F.  Moore,  Jr.,  Austin  (ex  officio) 

R.  E.  Moon,  San  Angelo  (ex  officio) 

Peter  M.  Marcuse,  Houston  (pathology  consultant) 
Charles  H.  Williams,  Houston  (anesthesiology 
consultant) 


Committee  on  Mental  Health  (standing) 

Charles  H.  Brown,  Chairman,  Wichita  Falls  (1969) 
George  Constant,  Victoria  (1971) 

H.  L.  McCauley,  Jr.,  Fort  Worth  (1970) 

James  H.  Kreimeyer,  Big  Spring  (1970) 

Wade  H.  Lewis,  San  Antonio  (1971) 

Howard  M.  Burkett,  Dallas  (1969) 

Harry  K.  Davis,  Galveston  (1971) 

Thelma  E.  Frank,  Corpus  Christ!  (1969) 

Frank  P.  Schuster,  Jr.,  El  Paso  (1970) 

Holland  C.  Mitchell,  Waco  (ex  officio) 

Jaime  Quintanilla,  Amarillo  (ex  officio) 

Winston  Cochran,  Beaumont  (ex  officio) 


Committee  on  Nuclear  Medicine  (standing) 

Elbert  DeCoursey,  Chairman,  San  Antonio  (1969) 
Edward  B.  Best,  Vice  Chairman,  Temple  (1969) 
Ralph  S.  Clayton,  El  Paso  (1970) 


John  E.  Ballard,  San  Angelo  (1970) 

Robert  W.  McConnell,  Dallas  (1970) 

Thomas  P.  Haynie,  III,  Houston  (1971) 

John  A.  Burdine,  Jr.,  Houston  (1969) 

Robert  N.  Cooley,  Galveston  (1971) 

Glenn  A.  Stokdyk,  Fort  Worth  (1971) 

Committee  on  Nutrition  (standing) 

Per  H.  Langsjoen,  Chairman,  Temple  (1969) 
Harold  L.  Dobson,  Houston  (1970) 

Larry  0.  Riedel,  Victoria  (1969) 

Robert  S.  Nelson,  Houston  (1970) 

Charles  M.  Manhoff,  San  Antonio  (1970) 

Marvin  Siperstein,  Dallas  (1971) 

Robert  E.  Myers,  Temple  (1969) 

Raul  Rivera,  El  Paso  (1971) 

Marcel  Patterson,  Galveston  (1971) 

Committee  on  Rehabilitation  (standing) 

Edward  M.  Krusen,  Chairman,  Dallas  (1971) 
Oscar  Selke,  Houston  (1969) 

Ridings  E.  Lee,  Dallas  (1971) 

Ira  Budwig,  El  Paso  (1970) 

Robert  A.  Murray,  Temple  (1969) 

Arthur  M.  Jansa,  Houston  (1970) 

Stanton  J.  Barron,  Jr.,  Abilene  (1970) 

John  A.  Williamson,  Jr.,  San  Antonio  (1969) 

Committee  on  Tuberculosis  (standing) 

David  McCullough,  Chairman,  San  Antonio  (1969) 
Sam  Topperman,  Tyler  (1970) 

Albert  G.  Randall,  Austin  (1971) 

John  A.  Wiggins,  Jr.,  Fort  Worth  (1971) 

H.  M.  Anderson,  San  Angelo  (1969) 

George  E.  Thannisch,  Lufkin  (1969) 

Walter  C.  Brown,  Corpus  Christ!  (1970) 

Ben  F.  Mitchell,  Dallas  (1971) 


SCIENTIFIC  SECTION  OFFICERS 

Digestive  Diseases 

Belton  G.  Griffin,  Chairman,  Houston 
Henry  Laurens,  Secretary,  Temple 

General  Practice 

Robert  S.  Ray,  Chairman,  Seguin 
Jack  R.  Chandler,  Secretary,  San  Antonio 

Internal  Medicine 

Robert  E.  Stevens,  Chairman,  San  Antonio 
Homer  R.  Goehrs,  Secretary,  Austin 

Nervous  and  Mental  Diseases 

Israel  H.  Schuleman,  Chairman,  Houston 
Robert  L.  Leon,  Secretary,  San  Antonio 

Obstetrics  and  Gynecology 

William  H.  Nash,  Chairman,  San  Antonio 
Benson  L.  Martin,  Jr.,  Secretary,  Kingsville 

Ophthalmology 

James  L.  Mims,  Jr.,  Chairman,  San  Antonio 
John  C.  Koch,  Secretary,  Lufkin 
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Otolaryngology 

Edward  A.  Newell,  Chairman,  Dallas 
Jesse  D.  Gomillion,  Secretary,  Midland 

Pathology 

Franz  Leidler,  Chairman,  Houston 
Merle  W.  Delmer,  Secretary,  San  Antonio 

Pediatrics 

P.  Clift  Price,  Chairman,  Austin 
Charles  Binney,  II,  Secretary,  Harlingen 


Public  Health 

John  B.  Bryson,  Chairman,  Belton 
Elizabeth  M.  Gentry,  Secretary,  Austin 

Radiology 

Jack  Reynolds,  Chairman,  Dallas 

Hugo  F.  Elmendorf,  Jr.,  Secretary,  San  Antonio 

Surgery 

Fred  B.  Aurin,  Chairman,  Fort  Worth 
William  L.  Sammis,  Secretary,  San  Antonio 
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TMA  ANNUAL  SESSION  MAY  1-4 


31  Guest  Speakers  plus  200  Special  and  TMA  Member  Speakers 

12  Section  Meetings 

10  Special  Programs 

2 General  Meetings 

Entertainment  / Sports 

Scientific  and  Technical  Exhibits 

Film  Program 

Physicians'  and  Wives’  Art  Exhibition 
20  Curbstone  Consultations 
New  Continental  Breakfast  Round  Tables 
27  Related  and  Specialty  Society  Programs 

See  March  issue  of  Texas  Medicine  for  complete  program 

Texas  Medical  Association  102nd  Annual  Session,  San  Antonio,  May  1-4,  1969 
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DELEGATES’  BUSINESS— YOURS  TOO  9 VIVA  SAN  ANTONIO! 
BRUCELLOSIS  # IODIDES  & SPOROTRICHOSIS  • FACTITIAL  DISEASE 


Qtorilptt,  utrljings , Uli'morial  l^uspital 

®;orbi?tt  Clintr 

306  Coleman  Street  lHarlin,  ulcxas  Telephone:  WE  6-3561 

Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith.  M.U.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith.  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley.  Jr.,  M.D. 

•Tames  S.  Bussell.  M.D. 

C.  G.  Brown,  M.D. 

EYE.  EAR.  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


ALLERGY 

Walter  S.  Smith,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison.  M.D.,  F.A.C.O.G. 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 

PATHOLOGY 
W.  W.  Klatt,  M.D. 

Ronald  E.  Henderson,  .Tr.,  M.D. 
Gardner  Thomas,  Jr.,  M.D. 


UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris.  Jr. 

Superintendent  of  Nurses: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


*Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 

P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
*G.  A.  Davidson,  B.S.,  M.D.,  Dermatology 
*Wm.  H.  Potts,  B.A.,  F.A.C.P.,  Internal  Medicine 
*Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 
Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 
Halcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 
Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 
Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 
Edwin  M.  Cleveland.  M.D.,  Internal  Medicine 
John  B.  Allen.  M.D.,  Internal  Medicine 

Diplomate  American  Beard  Internal  Medicine 
R.  M.  Burnside,  M.D.,  D.A.B.O.,  Ophthalmology 
Adam  D.  Green,  M.D.,  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 


B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics,  F.A.A.P., 

Diplomate  American  Board  Pediatrics 
John  W.  Geibel,  Jr.,  M.D.,  Internal  Medicine 
Diplomate  American  Board  Internal  Medicine 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B.R.,  Radiology 
Terry  D.  Allen,  M.D.,  D.A.B.U.,  Urology 
J.  Boyd  Hollabaugh,  D.D.S.,  General  Dentistry 
George  P.  Fosmire,  M.D.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

Daniel  L.  Maddox,  D.D.S.,  General  Dentistry 
Lewis  R.  Thompson,  Jr.,  M.D.,  D.A.B.O.S.,  Orthopedic 

Surgery 

William  N.  New,  M.D.,  Dermatology 

Donald  A.  Sutherland,  M.D.,  Internal  Medicine  (Hematology) 
Dennis  Luedke,  M.D.,  Orthopedic  Surgery 
John  R.  Woodward,  M.D.,  Obstetrics  & Gynecology, 
Diplomate  American  Board  OB-GYN 
Masashi  Kawasaki,  M.D.,  D.A.B.O.,  Otolaryngology,  Tumor 
and  Reconstructive  Surgery  of  the  Head  and  Neck 
Miss  Billye  J.  Norris,  R.N.,  Director  of  Nurses 

C.  H.  Rosamond,  Administrator 
Arthur  L.  Cook,  Business  Manager 


♦Inactive  status 


TERRELL’S  LARORATORIES 

T.  C.  TERRELL,  M.D.,  F.C.A.P.,  F.A.C.P.  - DIRECTOR 

FORT  WORTH,  TEXAS 
211  Medical  Arts  Bldg. 


DEPARTMENT  OF  PATHOLOGY 
T.  C.  Terrell,  M.D.,  F.C.A.P.,  F.A.C.P 
May  Owen,  M.D.,  F.C.A.P.,  F.A.C.P. 
Feliks  Gwozdz,  M.D.,  D.A.B.P. 
Richard  C.  Schaffer,  M.D.,  F.C.A.P. 
V.  C.  Cirone,  M.D.,  D.A.B.P. 


DEPARTMENT  OF  RADIOLOGY 
H.  W.  Banker,  M.D.,  D.A.B.R.,  M.A.C.R. 
Ernest  E.  Holt,  M.D.,  D.A.B.R.,  M.A.C.R. 
James  C.  Moore,  M.D.,  D.A.B.R.,  M.A.C.R 
DEPARTMENT  OF  CHEMISTRY 
LaMonte  A.  Tucker,  Ph.D. 


CONSULTING  AND  ANALYTICAL  SERVICES 


PATHOLOGY,  CLINICAL  PATHOLOGY,  FORENSIC  PATHOLOGY  & 
VETERINARY  PATHOLOGY — Bacteriology  - Parasitology  Hematology  - 
Histology  - Chemistry : SMA-12  Survey,  T-4,  T-3,  PBI  and  other  Automated 
Procedures 

TOXICOLOGY — Drugs  - Water  - Foods  - Biological  Materials 
HORMONE  CHEMISTRY— 17  Keto  - 17  Hydroxy  - Estrogen  - Gonadotrophin 
CHROMATOGRAPHY — Hormones  - Amino  Acids  - Vanillylmandelic  Acid 
ELECTROPHORESIS — Abnormal  Hemoglobins  - Serum  Proteins  - Amino  Acids 
QUALITY  CONTROL  IN  CLINICAL  CHEMISTRY 

MANUFACTURING  DEPARTMENT — Allergenic  Extracts  and  Treatment  Sets — 
Mounting  Media  - Specifically  Prepared  Reagents  and  Stains  for  Laboratory  Use 


TERRELL  MEDICAL  GROUP 


FORT  WORTH,  TEXAS 
210  Medical  Arts  Bldg. 


Emory  Davenport,  M.D.  A.  H.  Rutledge,  M.D. 

Henry  G.  Gardiner,  Jr.,  M.D.  Elizabeth  A.  Taylor,  M.D. 

John  S.  Terrell,  M.D. 


Practice  limited  to  Diagnosis,  Allergy,  Cardiology,  Internal  Medicine, 
Neuropsychiatry,  Electroencephalography  and  Physical  Medicine  & Rehabilitation 

Adolescent  Medicine  and  Pediatrics 


T.  C.  Terrell,  M.D.,  F.C.A.P.,  F.A.C.P. 
Consultant 
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46  Brucellosis;  Report  of 
_j  Six  Cases 
O 

^ Willis  A.  Seyffert,  Jr,  of 
^ El  Paso,  is  a diplomate  of 
the  American  Board  of 
y Internal  Medicine.  He 
t received  his  doctor  of 
2 medicine  degree  from  The 
u University  of  Texas  South- 
O \western  Medical  School, 

^ vwas  an  intern  and  resident 
at  the  Dallas  VA  Hospital 
and  completed  his  resi- 
dency at  Parkland 
Memorial  Hospital,  Dallas. 
His  coauthor.  Jack  A. 
Bernard,  FACP,  also 
practices  in  El  Paso  and 
is  on  the  staff  of  Provi- 
dence Memorial  Hospital. 


53  How  Iodides  Cure 
Sporotrichosis  by 
Increased  Inflammation 

Orville  J.  Stone,  associate 
professor  of  dermatology 
at  The  University  of  Texas 
Medical  Branch,  Galves- 
ton, is  a graduate  of  the 
University  of  Illinois 
College  of  Medicine.  Fol- 
lowing an  internship  at 
St  Francis  Hospital, 

Peoria,  III,  he  entered  res- 
idency at  the  Medical 
Branch,  Galveston.  Dr. 
Stone  is  a diplomate  of 
the  American  Board  of 
Dermatology  and  author  of 
more  than  60  scientific 
articles.  And,  who  can 
say  how  many  physicians 
have  had  a good  laugh 
over  a Stone  cartoon. 

More  than  2,000  have  been 
published;  and  their  con- 
tinued success  has  placed 
Dr.  Stone  in  the  ranks 
of  professional  humor  and 
cartoon  writers.  The 
gags  are  his,  but  Mrs. 
Stone  does  the  drawings. 


SEYFFERT 


STONE  VOLLMAN  A.  MILLER 


55  The  Management  of 
Portal  Hypertension 

Rudolph  W.  Vollman, 

Dallas,  specializes  in 
vascular  surgery  and  is  a 
clinical  instructor  in  sur- 
gery at  The  University  of 
Texas  Southwestern 
Medical  School.  A diplo- 
mate of  the  American 
Board  of  Surgery,  he  is  a 
graduate  of  the  University 
of  Cincinnati  College  of 
Medicine.  His  internship 
was  at  Philadelphia 
General  Hospital,  and  he 
took  his  residency  at  the 
Harvard  Surgical  Division, 
Boston  City  Hospital. 


65  Factitial  Disease 

Alfred  Miller  practices 
internal  medicine  in  San 
Antonio  and  has  a special 
interest  in  rheumatology. 

He  is  a graduate  of 
The  University  of  Texas 
Medical  Branch,  Galveston, 
took  his  internship  at 
Mount  Sinai  Hospital  in 
Cleveland,  Ohio,  and 
his  residency  at  the  Mayo 
Clinic,  Rochester,  Minn. 

In  1966-1968,  he  served 
as  a captain  in  the 
US  Air  Force. 
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70  Clinicopathologic 
Conference 


EDITORIALS 


Thomas  W.  Inmon, 
Chairman,  Department  of 
Internal  Medicine,  Section 
on  Cardiovascular  Disease, 
is  the  moderator  for  this 
month’s  CPC  from  Scott 
and  White  Clinic,  Temple. 
Others  on  the  panel, 
their  departments,  and 
sections  are:  James  E. 
Vance,  Internal  Medicine 
and  Clinical  Physiology, 
Endocrinology;  Arno  W. 
Sommer,  Diagnostic 
Radiology;  Luther  M. 
Brewer,  Internal  Medicine, 
Medical  Diseases  of  the 
Chest;  Edward  B.  Best, 
Diagnostic  Radiology, 
Angiography;  Thomas  R. 
Sunbury,  Pathology, 
Anatomical  Pathology; 
Ronald  H.  Hayward,  Cardio- 
vascular Surgery;  Paul  M. 
Kroening,  Diagnostic 
Radiology,  Therapeutic 
Radiology;  and  John  D. 
Bonnet,  Internal  Medicine 
and  Clinical  Physiology, 
Hematology-Oncology. 


SPECIAL  ARTICLE 
85  Cost  of  Living 

Harry  H.  Miller.  FACHA,  is 
administrator  of  the 
Gulf  Coast  Hospital  and 
Clinic  in  Baytown,  and  is 
president  of  the  Private 
Clinics  and  Hospitals 
Association  of  Texas. 


35  Legislation  High  on 
Delegates’  Agenda 

Wendell  H.  Hamrick 


36  Outbreaks  of 
Food  Poisoning 

M.  S.  Dickerson 


38  Invest  in  Tomorrow's 
Physicians 

Milford  0.  Rouse 

39  Clinical  Toxicology 

Eric  G.  Comstock 

45  102nd  Annual  Session 
Offers  Program  Variety 

G.  V.  Brindley,  Jr 

DEPARTMENTS 

90  Feature  Article: 

Viva  San  Antonio! 

95  General  News 

101  Association  News 

102  Personals 

119  Postgraduate  Courses 

121  Highlights  of 
Coming  Meetings 

131  Medicine  in  Literature 

133  New  Books  in 
TMA  Library 

133  Pamphlets 

134  Recent  Deaths 


ON  THE  COVER 

Architecturally  it  is  not  a 
rose  (round)  window,  and 
there  are  no  roses  in  its 
design.  The  Rose  Window 
of  Mission  San  Jose’s  sac- 
risty is  called  the  finest  sin- 
gle piece  of  Spanish  colo- 
nial ornamentation  in  Amer- 
ica, yet  its  story  lingers  in 
the  elusive  realm  where 
fact  and  legend  intertwine. 
Perhaps  it  is  the  work  of  a 
Franciscan.  Or  perhaps  it  is 
Pedro  Huizar’s  tribute  to 
the  memory  of  a girl  named 
Rosa,  who  sang  in  the 
church  choir.  Huizar  was  in 
love  with  her,  and  after  she 
died  he  dedicated  the  win- 
dow to  her  and  spent  five 
years  completing  the  deli- 
cate carving.  It  is  one  of 
the  lovely  heirlooms  that 
make  San  Antonio  a city 
where  the  new  is  enriched 
by  the  old,  and  where  visi- 
tors will  find  the  excite- 
ment of  today  tempered 
with  the  pervading  aura  of 
old-world  charm. 


NEXT  MONTH 

Articles  scheduled  for  May 
include  psychogenic  factors 
in  chest  pain,  management 
of  cardiac  arrhythmias,  car- 
diac resuscitation,  coro- 
nary disease  and  exercise, 
carotid  artery  protection  in 
head  and  neck  cancer  sur- 
gery, and  anastomotic  an- 
eurysms. 


DO  IT  NOW 

On  pages  103-106  you  will 
find  information  about  hotel 
and  motel  rooms  for  the 
1969  Annual  Session  May 
1-4  in  San  Antonio.  Make 
your  reservations  now. 


PUBLICATION  INFORMATION 

Texas  Medicine  is  published  monthly  by  the  Texas  Medical 
Association. 

Editorial  and  Business  Offices:  1801  N.  Lamar  Blvd., 
Austin.  Texas  78701;  Telephone:  Area  Code  512  477-6704. 
Second  Class  Postage  paid  at  Austin,  Texas,  with  additional 
entry  at  Fort  Worth,  Texas,  under  Act  of  March  3,  1879. 
Subscription  communications  should  be  sent  to  the  Busi- 
ness Offices.  $3  per  year  for  members;  $9  for  nonmem- 
bers; $10  for  foreign;  single  copy,  $1. 

Contributions,  previously  unpublished,  are  welcomed  for 
review;  suggestions  for  preparation  are  available  from  the 
Editorial  Offices.  News  and  other  items  should  be  sent  to 
the  Editorial  Offices  by  the  10th  of  the  month  preceding 
the  month  of  publication.  All  contributions  are  sent  at  the 
owner’s  risk. 

Printing  Offices;  c/o  Stafford-Lowdon  Company,  1114  West 
Daggett,  Fort  Worth  76104. 
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IS  GREATEST  IN  THE  MONTHS: 
JANUARY- FEBRUARY  AND  MAY- JUNE. 
OVERWEIGHT  PEOPLE 
, ARE  LEAST 
'INTERESTED 
IN  DIET  IN 
DECEMBER 


FAa  e LEGEND 


LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 


TWf  SPARTANS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
^ CITIZENS  WERE  ASSIGNED 

SPEC/AL  EXERCISES! 


YOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


t^Cost  of 

mm  EXTBITABS 

IS  APPROXIMATELY 
ONE-HALF  THAT  OF 
OTHER  LEADING 
APPETITE 
SUPPRESSANTS. 


AN  IMPORTANT  FACTOR 
IN  £ONG‘T£RM  TNERAPY/ 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR*2 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning;  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
I I ’I  i' r I ’A  QJ®  suppresses  appetite  and  helps  offset  emo- 

J_;Yv  A AZ/J-N  A/AA-ZO  tional  reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 


details. 


A.  H.  ROBINS  COMPANY,  Vf-UI-OnRI 
RICHMOND,  VA.  23220  FI 


71  Million  Americans 


. . . are  today  under  the  greatest  voluntary  health- 
care protection  system  the  world  has  ever  known 
— BLUE  CROSS*  and  BLUE  SHIELD®'. 

How  can  you  picture  7 1 million  people?  It’s 
more  people  than  live  in  Texas,  California,  New 
York,  Illinois,  and  Ohio  combined.  One  third  of 
all  the  people  in  the  USA! 


This  is  so  big,  that  no  other  company  in  the 
held  even  runs  a close  second.  And  when  doctor 
or  hospital  recommends  Blue  Cross  and  Blue 
Shield  to  any  patient,  his  or  its  prestige  is  en- 
hanced by  the  prestige  and  known  performance 
of  “the  Blues”. 

^''®'’ybody.'s  ^^Ues!" 


BLUE  CROSS'and  BLUE  SHIELD 


Hospital  and  Health  Care  Coverage 

GROUP  HOSPITAL  SERVICE.  INC.) 


Medical  and  Surgical  Benefits 

(GROUP  LIFE  & HEALTH  INSURANCE  COMPANY) 


OF  TEXAS 


MAIN  AT  NORTH  CENTRAL  EXPRESSWAY  ■ DALLAS  TEXAS  75222 


" American  Hospital  Association 
»'  National  Association  of  Blue  Shield  Plans 


'Volume  65,  April,  1969 
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in  cerebrovascular  disorders 

Arlidin  increases  blood  flow 


-Arliclin  decreases  cere- 
bral  vascular  resistance, 
increases  cardiac  output 
helps  maintain  mean 
arterial  pressure. 

A.iiidin  helps  control 
vasoconstriction,  vaso- 
spasm, and  ischemia. 

-Arlidin  may  thus  relieve 
symptoms  of  cerebro- 
vascular insufficiency. 


such  as  vertigo,  light- 
headedness, and  mental 
confusion. 

Alrlidin  also  increases 
blood  flow  to  the  eye 
and  inner  ear  to  help 
manage  ischemic  dis- 
orders of  those  organs. 

Airlidin  is  well  tolerated 
and  relatively  free  of 
severe  adverse  reactions. 


DOSAGE:  Usual  effective  dosage  V2  to  1 tablet  t.i.d.  or  q.i.d.;  increased,  if  necessary,  to  2 tablets  t.i.d.  or  q.i.d. 
Parenterally,  0.5  cc.  by  subcutaneous  or  intramuscular  injection;  increased  gradually.to  1 cc.  one  or  more 
times  daily,  as  needed.  SIDE  EFFECT:  Occasional  palpitation.  PRECAUTIONS:  Use  with  caution  in  the 
presence  of  a recent  myocardial  lesion,  paroxysmal  tachycardia,  severe  angina  pectoris,  thyrotoxicosis. 
CONTRAINDICATION:  Acute  myocardial  infarction. 

SUPPLIED:  Tablets,  6 mg.,  scored;  bottles  of  100 
and  1000.  Parenteral,  5 mg.  per  cc.,  1 cc.  ampuls 
(5  per  box);  10  cc.  multiple-dose  vials  (1  per  box). 

CONSULT  PRODUCT  BROCHURE. 


(USV) 


USV  PHARMACEUTICAL  CORPORATION 
800  Second  Avenue,  New  York,  N.Y.  10017 


to  the  brain 


ARLIDIN 


brand  ot 


NYLIDRINHCI.; 


INCREASES 

BLOOD 

FLOW 


DECREASES 

ARTERIAL 

RESISTANCE 


ACHROMYCIN*  V 


TETRACYCLINE  HCl 


481C-9 


T.  ROWE  PRICE 
GROWTH  STOCK 
FUND,  IRC. 

Esf.  1950 

h m-mu  FUND 


Investing  in  stocks 
carefully  selected  for  long  term 
growth  possibilities 


Individuals  & institutions 
are  invited  to  request  free  prospectus 


I 

I 

I 


T.  Rowe  Price  Growth  Stock  Fund,  Inc. 

One  Charles  Center.  Dept.  F-1 

Baltimore,  Md.  21201  Phone  (301)  539-1992 

Name 

Address  

^ Zip 


I 

I 

I 
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Emphysema,  Chronic  Bronchitis  and  Asthma  are  re- 
lieved in  fifteen  minutes  by  the  fast-disintegrating, 
uncoated  Mudrane  tablet. 

Checkpoints: 

DILATES  THE  BRONCHI 
DRAINS  THE  MUCUS 
SEDATES  MILDLY 
SUSTAINED  ACTION 
SUPERIOR  TOLERANCE 

Each  tablet  contains: 

POTASSIUM  IODIDE  195  mg. 

AMINOPHYLLINE  130  mg. 

PHENOBARBITAL,  Caution;  may  be  habit  forming.  21  mg. 

EPHEDRINE  HCl  16  mg. 

FEDERAL  LAW  PROHIBITS  DISPENSING  WITHOUT  PRESCRIPTION 

Precautions : Usual  for  aminophylline-ephedrine-phenobarbital. 
Iodides  may  cause  nausea,  long  use  may  cause  goiter.  Discon- 
tinue if  symptoms  of  iodism  develop.  Iodide  contraindica- 
tions: tuberculosis,  pregnancy. 

DOSAGE:  One  tablet,  with  full  glass  of  water,  3 or 
4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 

Manufacturers  of  ethical  pharmaceuticals  since  3856 


TEXAS  MEDICINE 


when  relief 
means  so  much 
in  keeping 
your  G.U. 
patient  comfortable 


URISED 


Clinically 
effective 
for  G.U.  Therapy'^ 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy’’  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands.  R.X.:  New  York  St.  J.  Med.  61:2598-2602, 
1961;  (2)  Renner,  M.J..  et  al.:  Hosp.  Topics  39:71-73,  1961;  (3)  Haas, 

Jr.,  J.,  and  Kay,  L.  L.:  Southwest  Med.  42:30-32,1961:  (4)  Marshall,  W.: 

Clin.  Med.  7:499-502,  I960:  (5)  Strauss  B.:  Clin.  Med.  4:307-310,  1957. 


Each  Blue-Coated  Tablet  contains  Active: 

Atropine  Sulfate  0.03  mg.  Methylene  Blue  5.4  mg. 

Hyoscyamine  0.03  mg.  Phenyl  Salicylate  18.1  mg. 

Methenamine,  40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

{Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 


PHARMACEUTICALS, 


MANUFACTURERS  OF  URICEUTICAL®  SPECIALTIES 


ANESTACON™  . CYSTOSPAZ®  • MANDACON™  . URISED® 
URISEDAMINE®  . UTRASUL®  Tablets  and  Suspension 


Printed  in  U.S.A, 


C A G O . 


1.  LINOIS  e06A0 


MAR.  1968 


Symbols  in  a life  of 
psychic  tension 

BaAa 

cum  laude 

VaPa 

at  thirty-two 

ECG 

and  complete 
examination  normal 

(persistent  palpitations) 


Valium^ 

(diazepam) 

for  reliable  relief  of  psychic 
tension  and  associated 
somatic  and  depressive 
symptoms  (including  tension- 
induced  insomnia) . . . 
usually  well  tolerated . . . 
2-mg,  5-mg  or  10-mg  tablets 
t.i.d.  and  h.s. 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  con- 
comitants of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  acute 
agitation,  tremor,  delirium  tremens 
and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 
Contraindicated;  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity 


of  grand  mal  seizures  may  require  in- 
creased dosage  of  standard  anticon- 
vulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary 
increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultane- 
ous ingestion  of  alcohol  and  other 
CNS  depressants.  Withdrawal  symp- 
toms have  occurred  following  abrupt 
discontinuance.  Keep  addiction-prone 
individuals  under  careful  surveillance 
because  of  their  predisposition  to 
habituation  and  dependence.  In  preg- 
nancy, lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions 
in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 


Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in 
litjido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage, 
sleep  dislturbances,  stimulation,  have 
been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advis- 
able during  long-term  therapy. 


Roche 

LABORATORIES 


Division  ot  Hoftmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


r. 


in  the  treatment  of 

IMPOTENCE 


Android 


(thyroid-androgen)  tablets 

Effectiveness  confirmed  by  another  double  blind  study* 


1. SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75x 

PLACEBO 

20X 

*“S€Xual  impotence  treatment  with  methyl  testosterone  — thyroid  (ANDROID)  a 
double  blind  study'*  - Montesano^  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease, 
metabolic  rate  is  low. 

Choice  of  4 strengths 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed, role  of 
chemotherapy 
cannot  be  disputed. 

of  reproductive  organs  in 
hypertension  unless  the 


Android 


Android-HP  Android-X 


Ecch  yellow  tablet  contains: 

Methyl  Testosterone  . 2.5  mg. 

Thyroid  Ext.  (1/6  gf.)  .10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available: 

Bottles  of  100.  500,  1000. 

Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

' 2500  W.  6th  St.,  Los  Angeles,  Calit.  90057 


HIGH  POTENCy 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (V2  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  ...  64  mg. 

Glutamic  Acid  50  mg, 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 

REFER  TO 

PDR 


Android-Plus 

WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  . 2.5  mg. 
Thyroid  Ext.  (V4  gr.)  . 15  mg. 

Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60.  500. 


also  available  with  ESTROGEN 

Android-E 

Each  Tablet  Contains. 

Methyl  Testosterone 


Ethinyl  Estradiol 
Thyroid  Ext.  (t/6  gr.) 
Thiamine  Hydrochloride 
Glutamic  Acid  


2.5  mg. 
0.02  mg. 
10  mg. 
10  mg. 
50  mg. 

INDICATIONSr  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen-only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE;  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens; 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg,  of  testosterone 
per  month.  CONTRA-INDICATIONS;  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 


f For  the  treatment  of  the  aging  patient 

[apathy 
' irritability 
forgetfuiness 
confusion 


Cerebro-Nicin 


capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


17% 


GOOD 


CEREBRO-NICIN'®'  New  double-blind  study*  shows  how 
■ effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

i.  *A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient.  R.  Goldberg  Jrnl,.  of 
I the  Amcr.  Ger.  Soc.  June,  1964  __ 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole 100  mg. 

Nicotinic  Acid • -100  ; 

Ascorbic  Acid 100  Fng. 

Thiamine  HCl 25  mg. 

1-Gtutamic  Acid 50  mg. 

Niacinamide 5 mg, * 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician, 
AVAILABLE:  Bottles  of  100  , 500,  1000  capsules. 

Also  elixir  pint  bottles.  ■ 

CONTRAINDICATIONS:  There  are  no  Known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction,  PPR 


Write  for  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  CO. 

^2500W.6th  St, Los  Angeles, Ca!if.90057 
Write  for  Product  Catalog 
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TEXAS  MEDICINE 


virtually  100%  effective  in  external 
otitis  of  bacterial  or  fungal  etiology 

Within  seconds,  VoSoL  is  cidal  against  all  pathogens  associated 
with  external  otitis  and  provides  such  specific  advantages  as 

• rapid  anti-inflammatory,  anti-infective,  anti-pruritic  action  • rarely  sensitizing, 
hypo-allergenic,  non-toxic,  no  risk  of  neomycin  sensitivity  reaction  • virtually  no  side 
effects  • no  interference  with  otoscopic  examination  since  it  does  not  obscure  ana- 
tomic landmarks  • proven  efficacy  in  both  treatment  and  prevention  of  external  otitis 
as  reported  in  over  5,000  cases,  published  in  numerous  studies,  with  over  95%  good 
to  excellent  results 


INDICATIONS:  VoSoL:  For  the  treatment  and  prevention  of  otitis  externa. 

VoSoL  H£.  Indicated  when  the  otitis  is  complicated  by  inflammation  or  when  the 
otitis  is  associated  with  seborrheic  dermatitis,  allergic  eczema,  psoriasis  or 
other  non-infectious  conditions.  SUGGESTED  METHOD  OF  TREATMENT: 

1.  Carefully  remove  all  cerumen  and  debris.  This  is  important  because  it  allows 
immediate  contact  to  infected  surfaces.  2.  To  promote  continuous  contact, 
insert  a VoSoL  or  VoSoL  HC  saturated  wick  in  the  ear  with  instructions  to  the 
patient  to  keep  wick  moist  for  the  next  24  hours  by  occasionally  adding 
a few  drops  on  the  wick.  3.  Remove  wick  after  first  24  hours  and  continue  to 
instill  5 drops  of  VoSoL  or  VoSoL  HC  3 or  4 times  daily  thereafter. 

4.  During  treatment  to  prevent  infection  of  other  ear,  use  VoSoL  or  VbSoL  HC  in 
unaffected  ear  3 times  daily.  PRECAUTIONS:  As  safety  of  topical  steroids 
during  pregnancy  has  not  been  confirmed,  they  should  not  be  used  for  an 
extended  period  during  pregnancy.  Systemic  side  effects  may  occur 
with  extensive  use  of  steroids.  CONTRAINDICATIONS:  As  with  all  drugs,  sensitivity 
to  any  of  the  constituents  of  these  preparations  is  a contraindication  to  their 
use;  perforated  tympanic  membranes  are  frequently  considered  a contraindication 
to  the  use  of  external  ear  canal  medication.  AVAILABILITY:  VoSoL  15  c.c. 

VoSoL  HC  7V2  c.c.  Both  preparations  in  measured  drop,  safety-tip  plastic  bottles. 


VoSoI^ 

otic  Solution 

Ingredients: 

1.2-propanediol  diacetate  3.0% 

acetic  acid  2.0% 

benzethonium  chloride  0.02% 

in  a propylene  glycol  vehicle 
containing  0.015%  sodium  acetate. 

When  otitis  is  complicated  by 
inflammation  or  other  non-infectious 
conditions  prescribe 


WAMPOLE  LABORATORIES 


VoSoI^  HC 


Stamford,  Connecticut  06904 

Div.  Denver  Chemical  Mfg.  Co.  in  Canada:  Danver  Labs.  (Canada)  Ltd.,  Toronto 


Otic  Solution 


Ingredients  of  VoSoL 
plus  1%  Hydrocortisone 


Not  an  antibiotic 
Not  a sulfonamide 


It  takes  more  than  a pill 
to  lose  weight  , , 


That’s  why  Abbott’s  got  what  it  takes- 
a pill  and  a program  for  each  patient 


THE  PRODUCT— 5 Different  Strengths 

For  smooth  appetite  control  plus  mood  elevation 

Desoxyn®  Gradumet® 

Methamphetamine  Hydrochloride  in  Long-Release  Dose  Form 
For  patients  who  can’t  take  plain  amphetamine 

Desbutal®  10  Gradumet 

10  mg.  Methamphetamine  Hydrochloride,  60  mg.  Sodium  Pentobarbital 

Desbutal  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride,  90  mg.  Sodium  Pentobarbital 


Q 

[E} 

-EJi 

5 mg 

10  mg 

15  mg 

FRONT  SIDE 


FRONT  SIDE 


THE  PROGRAM— 3 Patient  Booklets 


of 

votiirolUoff 
ifour  iroli§hi 


Weight  Control 
Booklet 

Specifically  written  to  help 
your  patients  understand 
why  they  are  overweight, 
and  what  they  can  do  about 
it.  The  booklet  stresses  the 
importance  of  changing 
lifelong  eating  habits  and 
explains  how  this  can  be 
done,  sensibly,  comfortably 
—and  permanently.  Food 
exchanges  and  a compre- 
hensive list  of  foods,  show- 
ing their  calories,  are  also 
included. 


Food  Diary 


Designed  to  help  the  over- 
weight patient  follow  your 
eating  instructions.  Space 
is  provided  for  breakfast, 
lunch,  supper,  and  even 
snacks.  By  writing  down 
everything  that’s  eaten 
each  day,  the  patient  is 
constantly  reminded  that 
she’s  trying  to  change  her 
eating  habits.  And  you  are 
furnished  with  a written 
record  of  how  well  she’s 
doing. 


help  you 
control  your 
weight... 

here  are  lunch  and  dinner  menub 
for  every  singte  day  of  the  week 
■ihowing  the  portion  sizes  that 
your  doctor  has  recommended. 


Picture  Menu 
Booklet 

Compact  new  booklet  features  appetiz- 
ing lunch  and  dinner  menus  for  every 
day  of  the  week.  The  meals  are  depicted 
in  full  color  and  the  correct  portion  size 
so  that  the  dieter  can  see  the  amount  of 
food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each 
day’s  meals  add  up  to  only  1,000  calories. 

902110 


Please  see  Brief  Summary 
on  next  page. 

Ask  Your  Abbott  Man 
For  Patient  Supplies. 
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BRIEF  SUMMARY 

Desoxyn'Gradumef 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

Desbutano  Gradumet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

Desbutal  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 

Indications:  Desoxyn  and  Desbutal 
are  used  orally  as  appetite  suppres- 
sants, for  reduction  of  mild  mental 
depression,  and  to  help  in  manage- 
ment of  psychosomatic  complaints 
or  neuroses.  Desoxyn,  when  admin- 
istered parenterally,  may  be  used  as 
a vasopressor  agent  or  analeptic. 

Contraindications:  Methampheta- 
mine (in  Desoxyn  and  Desbutal)  is 
contraindicated  in  patients  taking  a 
monoamine  oxidase  inhibitor.  Do 
not  use  pentobarbital  (in  Desbutal) 
in  persons  hypersensitive  to  barbi- 
turates, or  in  those  with  history  of 
manifest  or  latent  porphyria. 

Precautions,  Side  Effects:  Observe 
caution  in  patients  with  hyperten- 
sion, cardiovascular  disease,  hyper- 
thyroidism, old  age,  or  those  sensi- 
tive to  sympathomimetic  drugs. 
Prolonged  usage  may  lead  to  toler- 
ance or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid 
chronic  intoxication  and  drug  de- 
pendence. 

Amphetamine  side  effects  such  as 
headache,  excitement,  agitation, 
palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically-in- 
duced depression  is  an  indication  to 
withdraw  the  drug.  Because  of  its 
sodium  pentobarbital  content,  use 
Desbutal  with  caution  in  patients 
receiving  coumarin  anticoagulants. 
Pentobarbital  may  cause  skin  rash. 
Nervousness  or  excessive 
sedation  with  Desbutal  is 
often  transient.  902110 


Milpath* 

‘MILPATH’-400:  tridihexethyl  chloride  25  mg. 

+ meprobamate  400  mg. 
‘MILPATH’-200:  tridihexethyl  chloride  25  mg. 

-I-  meprobamate  200  mg. 


Usual  Adult  Dosage:  1 ‘Milpath’-400  tablet,  3 
times  a day  at  mealtimes  and  2 at  bedtime.  For 
greater  anticholinergic  effect,  2 ‘Milpath’-200 
tablets,  3 times  a day  at  mealtimes  and  2 at  bed- 
time. Doses  of  meprobamate  above  2400  mg. 
daily  not  recommended. 

Contraindications:  Tridihexethyl  chloride:  Uri- 
nary bladder-neck  obstructions,  e.g.,  prostatic 
obstruction  due  to  hypertrophy;  pyloric  obstruc- 
tions because  of  reduced  motility  and  tonus; 
organic  cardiospasm  (megaesophagus);  glau- 
coma; possibly  in  stenosing  gastric  or  duodenal 
ulcers  with  significant  gastric  retention.  Mepro- 
bamate: Previous  allergic  or  idiosyncratic  reac- 
tions to  meprobamate. 

Precautions:  Tridihexethyl  chloride:  Use  cau- 
tiously in  elderly  males  (possible  prostatic  hyper- 
trophy). Meprobamate:  Carefully  supervise  dose 
and  amounts  prescribed.  Consider  possible  de- 
pendence or  habituation  (reported  occasionally 
after  excessive  use),  particularly  in  severe  psy- 
choneurotics, alcoholics,  ex-addicts.  Withdraw 
gradually  (1  or  2 weeks)  after  excessive  dosage 
for  weeks  or  months  to  avoid  recurrence  of  pre- 
existing symptoms  (e.g.,  anxiety,  anorexia,  in- 
somnia) or  withdrawal  reactions  (e.g.,  vomiting, 
ataxia,  tremors,  muscle  twitching;  rarely,  epilep- 
tiform seizures,  more  likely  in  those  with  CNS 
damage  or  latent  convulsive  disorders).  If  drows- 
iness or  visual  disturbance  occurs,  reduce  dose 
and  advise  against  activity  requiring  alertness 
(driving,  machinery  operation).  Effects  of  excess 
alcohol  may  be  increased.  Grand  mal  seizures 
possible  in  persons  with  both  petit  and  grand 
mal.  Prescribe  cautiously  in  small  amounts  to 
patients  with  suicidal  tendencies.  Prescribe  with 
caution  to  patients  with  known  sensitivity  to 
compounds  of  similar  chemical  structure,  e.g., 
carisoprodol. 

Side  Effects:  The  following  side  effects  of  com- 
ponents may  occur  with  ‘Milpath’.  Tridihex- 
ethyl chloride:  Severe  effects  rare  on  recom- 
mended dosage.  Anticholinergic  effects:  dry 
mouth  (fairly  frequent  at  oral  doses  of  100  mg.), 
constipation  or  “bloated”  feeling.  Possible: 
tachycardia,  dilation  of  pupils,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
drowsiness,  urinary  hesitancy  or  retention,  dizzi- 
ness. Meprobamate:  Drowsiness,  sometimes  with 
ataxia,  usually  controlled  by  decreasing  dosage, 
occasionally  with  aid  of  central  stimulants 
(e.g.,  amphetamine).  Rarely,  allergic  or  idiosyn- 
cratic reactions  (usually  after  1-4  doses);  in  mild 
form:  itchy,  urticarial  or  erythematous  maculo- 
papular  rash,  generalized  or  confined  to  groin. 
Acute  nonthrombocytopenic  purpura  with  cuta- 
neous petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia,  and  1 fatal 
bullous  dermatitis  (after  meprobamate  and  pred- 
nisolone) reported.  More  severe,  very  rare  hy- 
persensitivity: fever,  chills,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypo- 
tensive crises  (1  fatal),  anuria,  anaphylaxis, 
stomatitis  and  proctitis.  Treat  symptomatically 
(e.g.,  epinephrine,  antihistamines,  possibly  hydro- 
cortisone); stop  and  do  not  restart  the  drug. 
Isolated  agranulocytosis,  thrombocytopenic  pur- 
pura, 1 fatal  aplastic  anemia  reported,  but  only 
in  presence  of  known  toxic  drugs;  porphyric 
symptoms  reported  but  relationship  not  estab- 
lished. Fast  EEG  activity,  usually  after  excessive 
dosage.  Impairment  of  visual  accommodation 
reported  by  1 observer.  Fixed  drug  eruption 
with  meprobamate  and  cross  reaction  to  cari- 
soprodol reported.  Suicidal  attempts  may  pro- 
duce drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse,  and 
death.  Excessive  dosage  has  led  rapidly  to  sleep, 
then  reduction  of  vital  signs  to  basal  levels. 
Empty  stomach,  and  if  respiration  becomes  very 
shallow  and  slow,  cautiously  give  CNS  stimu- 
lants (e.g.,  caffeine,  pentylenetetrazol,  ampheta- 
mine); also  pressor  amines  if  indicated. 

Before  prescribing,  consult  package  circular. 

, WALLACE  PHARMACEUTICALS/Cranbury,  N.J.  Sft 
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TEXAS  MEDIC Ih 


When  I’m  worried  about  things 
I get  these  terrible  cramps.” 


To  calm  the  patient  and  curb  his  pain 


helps  relieve  cramping  G.l.  pain  by  reducing  spasm  and  excess  secre- 
tion/ helps  a I lay  the  anxiety-tension 

that  precipitates,  aggravates,  or 

. , ^ I j.  ^ (tridihexethyl  chloride  + meprobamate) 

results  trom  b.l.  distress  ^ Wallace  pharmaceuticals  / Cranbury,N.J.08512 

See  adjacent  page  for  brief  summary  of  prescribing  information. 


There  were 

525,000  minutes  last  year. 

A registered  Francis  nurse  was 
on  watch  every  single  one  of  them. 


That's  the  kind  of  attention  your  pa- 
tients receive  at  every  Francis  facility 
in  Texas.  We  have  registered  nurses  on 
duty  24  hours  a day,  all  of  them  experts 
in  the  famous  Francis  brand  of  "hospi- 
telity."  We're  fully  staffed,  fully 


equipped,  fully  qualified  for  all  pro- 
grams. You  can  be  sure  if  you  recom- 
mend a Francis  Convalescent  Center  or 
Francis  Hospitel,  conveniently  located 
all  over  Texas  in  the  cities  listed  be- 
low. 


fr^ncisT 

HOSPiTELS 

INCORPORATEt) 


FRANCIS?^ 

I CONVALESCENT 
CENTERS 


FRANCIS  HOSPITELS — WACO:  Francis  Hospitel,  2501  Maple  Avenue,  Ph.  752-0311  FRANCIS  CONVALESCENT 
CENTERS — AUSTIN:  Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Cen- 
ter, 1000  6th  Avenue,  Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook  Ph 
853-9981;  LONGVIEW:  Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor  616 
West  Russell,  Ph.  732-5181  FRANCIS  MANAGEMENT— PORT  ARTHUR:  The  Golden  Triangle  Convalescent  Center 
3900  Highway  365,  Ph.  727-1651. 


Home  office:  2303  W.  North  Loop,  Austin,  Ph.  454-2725.  C.  B.  Francis,  President. 
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TEXAS  MEDICINI 


In  the  complex  picture 
□f  moderate  to  severe  anxiety... 


there  is  a Inewl  reason 
for  prescribing  Mellaril 

^ ^ (Thioridazine  HCl) 

effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 

Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System- 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 

Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 

While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril* 

(Thioridazine  HCl) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 

A 

SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  68-170 


"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through  pretty 
much  the  same  training,  and  pass  the  same  kinds  of 
tests,  and  measure  up  to  the  same  sort  of  standards. 
Therefore,  all  otolaryngologists  are  alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than  what 
some  people  say  about  aspirin.  Namely:  since  all  aspirin 
is  at  least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact,  there 
are  at  least  nine  specific  differences  involving  moisture 
content,  purity,  potency  and  speed  of  tablet  disintegra- 


tion, which  make  the  manufacture  of  Bayer®  Aspirin  so 
different. 

These  Bayer  standards  result  in  significant  product 
benefits,  including  gentleness  to  the  stomach  and  prod- 
uct stability,  that  enable  Bayer  Aspirin  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  "it 
just  isn't  so." 

You  might  also  say  that  all  otolaryngologists  aren't 


BROMSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

The  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  dosage  schedule 
imprinted  on  the  barrel,  a sterile  needle, 
alcohol  swab  and  a 7.5  ml.  or  10  ml.  size 
ampule  of  terminally  sterilized  BSP 
solution.  Each  unit  contains  complete 
directions  for  use,  precautions  and 
contraindications. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor  — the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


< Q5P03  ) 


BALTIMORE,  MARYLAND  21201 


BSP®  disposable  unit 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


'l^adomUt 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR.  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingredients : 

Phenylephrine  Hcl  0.25% 

Phenylpropanolamine  Hcl  . . 0.50% 

Chlorobutanol  . 0.15% 

Tripelennamine  Hcl  0.60% 

In  Isotonic  Solution 


T/adomtdt 

(PLAIN) 


VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . 0.50% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


DIRECTIONS:  Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing: % fluid  oz.  and  in  dropper 
bottles  containing:  1 fluid  oz. 

HUMCO  LABORATORY 

TEXARKANA.  ARK.-TEX. 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psycho- 
therapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social  ser- 
vice work  with  families,  family  therapy,  and  an  extensive  and  well  organized  activities  program,  including  occu- 
pational therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment 
program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School  Pro- 
gram is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704  - 253-2761 


22 


TEXAS  MEDICINE 


In  Cervicitis 

Help  the  healing  process 
with  StomAseptine*  douching 


Helps  flush  away  exudates, 
maintain  internal  cleanliness, 
reduce  odor. . . reassures  the  patient 

StomAseptine  douching  is  a valuable  adjunct  to 
cervicitis  therapy.  These  gentle,  non-irritating 
internal  irrigations  help  maintain  a clear  field  by 
washing  away  pus  and  secretions...  relieve 
itching  and  burning. ..reduce  malodor...and  offer 
the  patient  a refreshing,  reassuring  procedure 
that  can  help  speed  the  healing  process. 


Write  for  new  booklet  on  patient  douching 
instructions;  space  is  provided  for  your  specific 
recommendations.  Advise  quantity  needed. 
Write:  Harcliffe  Laboratories,  Inc.,  Dept.  1005, 
423  Atlantic  Avenim  Brooklyn,  N.Y.  11217 


douche  powder 

Contains:  Sodium  perborate,  sodium  bicarbonate, 
sodium  chloride,  sodium  borate,  menthol,  thymol, 
eucalyptol,  methyl  salicylate  and  aromatics— Bottles  of 
6 oz.,  15  oz.,  32  oz..  Cartons  of  12,  10  Gm.  Packets 
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She’s  confused . . . and  friglitened.  Yesterday,  her 
complaint  was  a brief  spell  of  dizziness.  Next 
week,  she  may  be  troubled  by  prolonged  nausea 
or  tinnitus.  The  symptom  of  vertigo  is  a constant 
problem  in  geriatrics,  and  regardless  of  origin, 
duration,  and  frequency,  such  episodes  can  result 
in  severe  emotional  and  physical  discomfort  for 
the  aging  patient. 


You  can  help  prevent 
such  problems 

-<^r 


(MECLIZINE  HCI) 


protects  most 
patients  against 
nausea  and  vertigo 
up  to  24  hours 
with  a single  dose. 


Whether  the  symptoms  are  due  to  Meniere’s  syndrome, 
labyrinthitis,  vestibular  dysfunction,  or  cerebral  arterio- 
sclerosis, most  patients  with  nausea  and  vertigo  respond 
remarkably  well  to  Bonine  (meclizine  HCI).  A single  dose 
usually  protects  up  to  24  hours.  In  difficult  cases  multiple 
daily  doses  may  be  necessary  for  maximum  response. 


One-a-day  dosage  costs  your  patients  less.  And  fruit- 
flavored  Bonine  chewable  tablets  are  more  convenient 
to  take  anytime,  anywhere — w itbout  water.  Side  effects 
are  infrequent  and  mild,  even  with  prolonged  use. 


LABORATORIES  DIVISION 

New  York,  N Y.  10017 


Precautions:  Altliough  the  incidence  of  drowsiness  and  atropinedike 
side  effects  sucli  as  dry  mouth  and  blurring  of  vision  is  low,  the  physi- 
cian should  alert  the  patient  to  the  need  for  due  precautions  when 
engaging  in  activities  where  alertness  is  mandatory.  Use  in  women  of 
childbearing  age:  In  weighing  potential  benefits  vs.  risk  in  women  of 
childbearing  age,  consider  the  fact  that  a review  of  available  animal 
data  reveals  that  meclizine  exerts  a teratogenic  response  in  the  rat.  In  one 
study  a dose  of  50  mg./kg./day  (50  times  the  maximum  recommended 
human  dose)  produced  cleft  palate  in  2 of  87  fetuses  when  administered 
to  the  rat  at  critical  times  during  the  first  15  days  of  gestation.  At  doses 
of  125  mg./kg./day,  meclizine  will  produce  100%  incidence  of  cleft 
palate  in  the  rat.  At  doses  of  25  mg./kg./day,  decreased  calcification  of 
the  vertebrae  and  relative  shortening  of  the  limbs  were  also  produced 
in  the  rat,  but  experts  disagree  as  to  whether  this  is  a teratogenic  re- 
sponse. While  available  clinical  data  are  inconclusive,  scientific  experts 
are  of  the  opinion  that  this  drug  may  possess  a potential  for  adverse 
effects  on  the  human  fetus.  Consequently,  consideration  should  be  given 
to  initial  use  of  a nonphenothiazine  agent  that  is  not  suspected  of  having 
a teratogenic  potential.  In  any  case,  the  dosage  and  duration  of  treat- 
ment should  be  kept  to  a minimum. 

Supply:  25  mg.  scored  tablets. 

More  detailed  professional  information  available  on  request. 


He  is  a diabetic. 

He  is  middle-aged. 

When  he  needs  an  antibiotic 
he  may  be  a candidate  for 

DECLOSTATIN  300 


Dfmrlh^lehlortelrarx'linc  IIEI  300  m» 
and  Aystatin  .5(M).000  units 
CAPSil  E-SHAPED  TABLETS  la‘d<  rlp 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  inonilial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

For  vour  susceptible  candidates,  jtrescribe  DECLOSTATIN 
-the  b road-spectrum  therapy  that  prevents  inonilial 
overgrowth. 

Efle^tiveness:  Because  its  antihacterial  component  is  DECLOMYCIN 
Denietliylclilortetracycline,  DECLOSTATIN  should  he  e([ually  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  hy 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  hy  antibiotic-resistant  fungal  overgrowth 
I particularly  monilia)  in  the  intestinal  tract. 

Contraindication : History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  .such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  .sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new'  infections  appear,  appropriate 
measures  sliould  he  taken.  In  infants,  increased  intracranial  pressure 
w'itli  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

■Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  .Skin— maculopap- 
ular  and  erythematous  raslics;  a rare  ease  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BLIN.  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
[ilasia  has  been  seen  in  a few'  children,  ff  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapy. 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
hone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
in  humans. 


.Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  rag  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  symptoms  have  subsided. 


LEDERLE  LABORATORIES 

A Division  of  American  Cyananiid  Company,  Pearl  River,  New  York 


dke  a walk, 
/Ir*  Logan... 

a common -sense  approach  to 
peripheral  vascular  disease 

walking,  warmth,  no  smoking,  and 


Cyclospasmoi 

"(cyclandelate) 


IVES  LABORATORIES  INC., 


New  York,  N.Y.  10017 


as  far  as 
you  can 


ACTIONS;  Cyclospasmoi  is  an  orally  effective  peripheral  spasmolytic  and 
vasodilator  that  acts  directly  on  the  vascular  smooth  musculature  to  pro- 
duce a gradual  and  progressive  relaxation  that  enhances  the  peripheral 
and  cerebral  blood  flow.  INDICATIONS:  For  adjunctive  therapy  in  occlusive  and 
vasospastic  diseases  of  the  vascular  system  associated  with  an  impaired  cir- 
culation, such  as;  intermittent  claudication;  arteriosclerosis  obliterans;  thrombo- 
phlebitis (to  control  associated  vasospasm  and  muscular  ischemia);  nocturnal  leg 
cramps;  local  frostbite;  Raynaud’s  phenomenon;  as  an  aid  to  encourage  healing  of 
diabetic  and  trophic  ulcers  of  the  legs;  and  for  selected  cases  of  ischemic  cerebral 
vascular  disease.  A faster  response  may  be  expected  in  conditions  in  which  vaso- 
spasm is  predominant  in  the  pathological  process.  The  drug  is  not  intended  to  sub- 
stitute for  an  adequate  medical  or  surgical  program  in  the  treatment  of  peripheral  or 
cerebral  vascular  disease.  It  is  imperative  that  the  patient  continue  to  follow  estab- 
lished therapy,  e.g.,  discontinuance  of  smoking,  foot  care,  etc.,  while  taking  Cyclo- 
spasmol.  CONTRAINDICATIONS:  Cyclospasmoi  is  contraindicated  in  cases  of  known 
hypersensitivity  to  the  drug.  WARNINGS;  Cyclandelate  should  be  used  with  extreme 
caution  in  patients  with  severe  obliterative  coronary  artery  or  cerebral  vascular  dis- 
ease, since  there  is  a possibility  that  these  diseased  areas  may  be  compromised  by 
vasodilatory  effects  of  the  drug  elsewhere.  USE  IN  PREGNANCY:  The  safety  of  cyclandelate 
for  use  during  pregnancy  or  lactation  has  not  been  established;  therefore,  it  should 
not  be  used  in  pregnant  women  or  in  women  of  childbearing  age  unless,  in  the  judg- 
ment of  the  physician,  its  use  is  deemed  absolutely  essential  to  the  welfare  of  the 
patient.  Although  no  prolongation  of  bleeding  time  has  been  demonstrated  in  humans 
in  therapeutic  dosages,  it  has  been  demonstrated  in  animals  at  very  large 
doses.  Therefore,  the  hazard  of  a prolonged  bleeding  time  should  be  care- 
fully considered  when  administering  cyclandelate  to  a patient  with  active 
bleeding  or  a bleeding  tendency.  PRECAUTIONS:  Since  Cyclospasmoi  is  a 
vasodilator,  it  should  be  used  with  caution  in  patients  having  glaucoma. 

Consult  direction  circular  before  prescribing.  ADVERSE  REACTIONS:  Gastro- 
intestinal distress  (pyrosis,  pain,  and  eructation)  may  occur  with 
Cyclospasmoi.  These  symptoms  occur  infrequently  and  are  usually  mild. 

Relief  can  often  be  obtained  by  taking  the  medication  with  meals  or  by 
the  concomitant  use  of  antacids.  Mild  flush,  headache,  feeling  of  weak- 
ness or  tachycardia  may  occur,  especially  during  the  first  weeks  of  admin- 
istration. SUPPLIED:  200  mg.  blue  capsules  in  bottles  of  100  and  500; 

100  mg.  orange  tablets  in  bottles  of  100  and  500. 


May  we  send  you  reprints,  detailed  literature,  or  professional  samples? 


MERCY  FLIGHT, 
BUSINESS  TRIP, 

OR  PLEASURE  BENT 

Whatever  the  reason  you  fly,  there  is  an  air  of 
professionalism  about  Avia  Jet's  crews  that  you 
— a professional  — are  bound  to  appreciate. 

Every  detail  of  your  flight  is  checked  and  double- 
checked  with  your  safety  and  comfort  our  only 
concern.  Shouldn't  you,  a professional,  rely  on 
the  professionals  at  Avia  Jet? 


MEMBER  OF  AMBULANCE  ASSOCIATION  OF  AMERICA 
AND  TEXAS  AMBULANCE  INSTITUTE 
$500,000  PER  SEAT  LIABILITY  INSURANCE 


3300  LOVE  FIELD  DRIVE  CALL  COLLECT  214/358-4371  DALLAS,  TEXAS,  75235 
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TEXAS  MEDICINE 


With  the 


'ococc/ 


funduuformis 


BACTERO’ 


broad  Polycillin 

(ampicillin  trinydrate) 

spectrum... 


,.---«^SE.PROOUC.«OST 


...you  have 
a lot  going  for  you 
in  the  wide 


range 

infections. 


PHVLOCOCC' 


PRESCRIBING  INFORMATION.  For  complete 
information  consult  Official  Package  Circular, 
indications:  Infections  due  to  susceptible  strains 
of  Gram-negative  bacteria  (including  Shigellae, 
S.  typhosa  and  other  Salmonellae,  £.  coli,  H.  in- 
fluenzae, P.  mirabilis,  N.  gonorrhoeae  and  N. 
meningitidis)  and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpeni- 
cillinase-producing staphylococci). 
Contraindications:  A history  of  allergic  reac- 
tions to  penicillins  or  cephalosporins  and  infec- 
tions due  to  penicillinase-producing  organisms. 
Precautions. Typical  penicillin-allergic  reactions 
may  occur,  especially  in  hypersensitive  pa- 
tients. Mycotic  or  bacterial  superinfections  may 
occur.  Experience  in  newborn  and  premature 
infants  is  limited  and  caution  should  be  used 
in  treatment,  with  frequent  organ  function  eval- 
uations. Safety  for  use  in  pregnancy  is  not  estab- 
lished. In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  performed  initially  and 


monthly  for  4 months.  Assess  renal,  hepatic 
and  hematopoietic  function  intermittently  dur- 
ing long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urti- 
caria, nausea,  vomiting,  diarrhea  and  anaphy- 
lactic reactions.  Mild  transient  elevations  of 
SGOT  or  SGPT  have  been  noted.  Black  tongue 
has  been  noted  in  some  patients  receiving  the 
Chewable  Tablets. 

Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h. 
(according  to  infection  site  and  offending  or- 
ganisms). Children— 50-100  mg, /Kg. /day  in  3 
to  4 divided  doses  (depending  on  infection  site 


Polydiliif 

(ampicillin  tri  hydrate) 


and  offending  organisms).  Bacterial  meningitis 
— 150-200  mg. /Kg. /day  in  6 to  8 divided  doses. 
Children  weighing  more  than  20  Kg.  should  be 
given  an  adult  dose  when  prescribing  orally. 
In  parenteral  administration,  children  weighing 
more  than  40  Kg.  should  be  given  an  adult  dose. 
Beta-hemolytic  streptococcal  infections  should 
be  treated  for  at  least  10  days. 

Supplied:  Capsules— 250  mg.  in  bottles  of  24  and 
100.  500  mg.  in  bottles  of  16  and  100.  For  Oral 
Suspension— 125  mg./5  ml.  in  60,  80  and  150 
ml.  bottles.  250  mg./ 5 ml.  in  80  and  150  ml. 
bottles.  Chewable  Tablets— 125  mg.  in  bottles 
of  40.  Injectable— for  I.M./I.V.  use— vials  of 
125  mg.,  250  mg.,  500  mg.,  and  1 Gm.  Pediatric 
Drops— 100  mg. /ml.  in  20  ml.  bottles. 

11-1/2/69  A.H.F.S.  Category  8:12.16 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


BRISTOL 


The  penicillin  you  use  like  a broad-spectrum  antibiotic 


The  asthmatic  has 
his  own  built-in 
“air  pollution”  problem... 


COMPOSITION:  Each  Asbron  Inlay-Tab  and 
each  tablespoonful  (1 5 ml.)  of  Asbron  Elixir 
contains  theophylline  sodium  glycinate  300  mg. 
(equivalent  to  150  mg.  theophylline);  glyceryl 
guaiacolate  100  mg.  and  phenylpropanolamine 
hydrochloride  25  mg.  The  elixir  supplies  the 
active  ingredients  in  a solution  containing 
15%  alcohol. 

ACTION  AND  USES:  Symptomatic  relief 
of  bronchial  asthma  and  asthmatic  bronchitis 
through  the  combined  actions  of  two  effective 
bronchodilators  and  a superior  expectorant. 

ADMINISTRATION  AND  DOSAGE: 

Adults — 

1 or  2 tablets  or  tablespoonfuls, 

2 or  3 times  daily 

Administration  after  meals  may  reduce 
the  infrequent  possibility  of  gastric  distress 
or  CNS  stimulation. 


Children — 

6 to  12 — 2 or  3 teaspoonfuls, 

2 or  3 times  daily 

3 to  6 — 1 to  1 % teaspoonfuls, 

2 or  3 times  daily 

1 to  3 — % to  1 teaspoonful, 

2 or  3 times  daily 

PRECAUTIONS:  Do  not  administer  more 
frequently  than  every  4 hours  or  within  12  hours 
after  administration  of,  or  concurrently  with, 
other  xanthine  derivatives. 

CAUTION:  Ordinary  large  doses  may  cause 
hypertension,  headache,  tachycardia,  nausea, 
vomiting,  etc. 

WARNING:  Use  with  caution  in  patients 
suffering  from  hypertension,  cardiovascular 
disease  and  hyperthyroidism. 

HOW  SUPPLIED:  Asbron  Inlay-Tabs,  in 
bottles  of  100.  Asbron  Elixir,  in  pint  bottles. 


ASBRON^  helps  keep 
airways  open  for 
“replacement”  air 


Asbron  opens  the  airways  and 
relieves  bronchospasm,  an 
important  factor  in  the  asthmatic's 
"air  pollution"  problem.  Thus,  the 
patient  is  protected  from  asthma 
symptoms  with  Asbron's  "air 
supply."  This  support  is  possible 
because  Asbron  has  a complete 
formula  that  improves  breathing  . . 
decreases  coughing  . . . lessens 
wheezing  . . . wins  patient 
acceptance.  Made  up  of  a xanthine, 
a sympathomimetic  and  an  effective 
expectorant,  Asbron's  clinically 


effective  formula  rarely  causes 
gastric  upset  or  CNS  stimulation. 
Patients  feel  secure  with  Asbron — 
perhaps  because  their  "air  supply" 
is  protected.  Available  in  tablets 
for  adults  or  elixir  for  children. 


ASBRON  lniay-tabs®/Elixir 

(theophylline  sodium  glycinate,  glyceryl 
guaiacolate  and  phenylpropanolamine 
hydrochloride.) 


Helps  you  put  a little  living  back 
into  the  life  of  your  asthmatic  patient. 


DORSEY  LABORATORIES 


a division  of  The  Wander  Company 


Lincoln,  Nebraska  68501 


the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
/ and  easy-to-take  as  the  first! 

Optimal  neutralization^  — provided  by  the  combination  of  aluminum  and  mag- 
nesium hydroxides. 

Unfailing  good  taste  — confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets. 2 

Concomitant  relief  of  G.  I.  gas  distress  — provided  by  the  proven  antiflatulent 
action  of  simethicone^. 

Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  twoteaspoonsful 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

References:  1.  Merck  & Co.,  Merck  Chemical  Division:  Antacid  Literature  Survey,  Rahway,  New  Jersey. 
(MM3041 , R-1286-K  REV  463.)  2.  Danhof,  i.E.,  report  on  fiie.  3.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 
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TEXAS  MEDICI  ME 


the  preparations 


analgesia  that’s 
versatile- 
potent, yet 
non-narcotic... 
time-tested,  too 


Description;  Darvon  is  a non-narcotic  anal- 
gesic available  in  Pulvules®  containing  either 
32  or  65  mg.  of  propoxyphene  hydrochloride. 

Darvon  Compound  and  Darvon  Com- 
pound-65 combine  the  effect  of  Darvon  with 
the  antipyretic  and  anti-inflammatory  benefits 
of  A.S.A.®  Compound  (aspirin,  phenacetin,  and 
caffeine,  Lilly). 

Each  Pulvule  contains— 

Darvon  Compound  Darvon  Compound-65 

32  mg Darvon® 65  mg. 

(propoxyphene  hydrochloride,  Lilly) 

227  mg A.S.A.® 227  mg. 

! (aspirin,  Lilly) 

162  mg Phenacetin 162  mg. 

^ 32.4  mg Caffeine  32.4  mg. 


propo^^hene  hydrochloride 


Siit, 

Hoir 


Darvon*'  Compound-65 

Each  Pulvule'®  contains  65 
mg.  propoxyphene  hydro- 
chloride, 227  mg.  aspirin, 
162  mg.  phenacetin,  and 
32.4  mg.  caffeine. 

Darvon® 

Propoxyphene 

Hydrochloride 

In  32  and  65-nng.  Pulvules. 

Darvon®  Compound 

Each  Pulvule  contains  32 
mg.  propoxyphene  hydro- 
chloride, 227  mg.  aspirin, 
162  mg.  phenacetin,  and 
32.4  mg.  caffeine. 

Darvon®  with  A.S.A.® 

Each  Pulvule  contains  65 
mg.  propoxyphene  hydro- 
chloride and  325  mg. 
aspirin. 

Darvo-Tran® 

Each  Pulvule  contains  32 
mg.  propoxyphene  hydro- 
chloride, 325  mg.  aspirin, 
and  150  mg.  phenaglycodol. 


Potent  analgesia  with 
added  anti-inflam- 
matory and  anti- 
pyretic action. 


Analgesia,  pure  and 
simple  . . . in  two 
strengths  for  flexi- 
bility of  dosage. 

Alternate  strength  of 
propoxyphene  with 
added  anti-inflam- 
matory and  anti- 
pyretic action. 


Potent  analgesia  with 
added  anti-inflam- 
matory action  . . . but 
no  phenacetin  or 
caffeine. 

Analgesia  with  added 
antianxiety  action. 


1 Pulvule  3 or  4 times 
a day. 


32  mg.:  1 or  2 Pul- 
vules 3 or  4 times  a 
day. 

65  mg.:  1 Pulvule  3 
or  4 times  a day. 

1 or  2 Pulvules  3 or 
4 times  a day. 


1 Pulvule  3 or4 
times  a day. 


1 or  2 Pulvules  3 or 
4 times  a day. 


Darvon  with  A.S.A.  combines  65  mg.  of  propoxyphene  hydro- 
chloride and  325  mg.  of  aspirin  in  each  Pulvule. 

Darvo-Tran  combines  the  mild  tranquilizing  effects  of  Ultran® 
(phenaglycodol,  Lilly)  with  the  analgesic  advantages  of  Darvon  and 
aspirin.  Each  Pulvule  contains  32  mg.  propoxyphene  hydrochloride, 
325  mg.  aspirin,  and  150  mg.  phenaglycodol. 

Side-effects  of  Darvon  are  qualitatively  similar  to  those  of  the 
same  or  similar  doses  of  codeine;  from  a quantitative  viewpoint, 
side-effects  are  less  than  those  of  codeine. 

Indications:  Darvon  is  indicated  for  the  reduction  or  amelioration  of 
pain.  It  is  of  particular  value  for  pain  associated  with  recurrent  or 
chronic  disease,  including  migraine.  Darvon  does  not  reduce  fever 
or  diminish  inflammatory  reactions.  No  evidence  of  functionai  or 
pathological  changes  has  been  revealed. 

Darvon  Compound  and  Darvon  Compound-65  may  be  especially 
useful  in  the  symptomatic  relief  of  headache,  dysmenorrhea,  and 
such  inflammatory  states  as  arthritis  and  fibrositis. 

Darvon  with  A.S.A.  is  an  analgesic  without  phenacetin  and 
caffeine. 

Studies  show  that  Ultran  enhances  and  prolongs  the  analgesic 
activity  of  Darvon  when  pain  is  accompanied  by  anxiety. 

Contraindications;  Although  no  definite  contraindications  to  the  use 
of  Darvon  have  been  reported,  known  hypersensitivity  to  any  of  the 
ingredients  in  Darvon  preparations  is  a contraindication.  Therapeutic 
doses  have  caused  no  demonstrable  effects  on  respiration,  blood 
pressure,  or  reflex  activity. 

The  presence  of  acute  or  chronic  disease  has  not  produced 
unusual  responses  to  Darvon.  Concomitant  administration  of  Darvon 
and  orphenadrine-containing  compounds  is  not  recommended. 

Caution  should  be  exercised  in  the  administration  of  Ultran  to 
patients  who  are  depressed. 

Warnings:  Use  with  caution  in  the  presence  of  gastric  ulcer.  Pro- 
longed and  excessive  use  of  phenacetin-containing  products  may 
aggravate  or  produce  renal  disease. 

Use  in  Pregnancy— The  safety  of  the  use  of  Darvon  during  preg- 
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Editorial 


LEGISLATION  HIGH  ON  DELEGATES’  AGENDA 


With  state  and  national  legislatures 
in  session  and  with  changes  in 
administration  at  both  levels, 
proposed  legislation  relating  to 
medicine  should  occupy  a major 
part  of  the  time  and  thought  of  the 
members  of  the  Texas  Medical 
Association  House  of  Delegates  as 
they  meet  in  San  Antonio  for  the 
102nd  Annual  Session  May  1-4. 

Of  equal  importance  are  the  annual 
reports  of  officers,  committees,  and 
councils;  these  groups  have  been 
meeting  throughout  the  year  and 
have  many  recommendations 
for  consideration  of  action 
by  the  House. 

Report  of  a special  Committee 
on  Abortion  Laws  in  Texas  will  be 
considered  for  the  third  consecutive 
year,  following  a referendum  vote 
by  mail  of  all  members  as 
authorized  by  the  House  last  year. 

Council  on  Constitution  and  By- 
Laws  is  recommending  some 
important  changes.  These  include 
automatic  vacancy  in  an  elective 
or  appointive  office  after  absence 
from  two  consecutive  regularly 
scheduled  meetings  of  the  commit- 
tee, council,  or  board;  ex  officio 
membership  in  the  House  of 
Delegates  for  the  chief  academic 
administrative  officer,  who  is  a 
member  of  TMA,  of  each  class  A 
medical  school  in  Texas;  and 


changing  from  Robert’s  Rides  of 
Order  to  Sturgis’  Standard  Code  of 
Parliamentary  Procedure  as  a 
parliamentary  guide. 

Council  on  Medical  Jurisprudence 
has  studied  numerous  bills  before 
the  House  and  Senate  and,  in  a 
late  supplement,  will  offer  analyses 
of  additional  proposals  then  before 
the  State  houses.  Opposition  to 
HB  246,  professional  association 
act,  which  authorizes  the  establish- 
ment and  regulation  of  corporations 
rendering  professional  service,  is 
recommended;  this  is  in  line  with 
the  Association’s  established 
opposition  to  the  corporate  practice 
of  medicine.  Participation  in  a 
Keogh  type  plan  is  not  contingent 
on  incorporation,  as  will  be  pointed 
out  in  discussion  of  this  bill. 

HB  612  authorizing  removal  of  the 
population  brackets  to  enable  any 
county  or  group  of  counties  to 
establish  the  office  of  medical 
examiner  is  supported.  Numerous 
bills  in  the  House  and  Senate  would 
establish  medical  schools  in 
Houston,  Lubbock,  Amarillo,  El 
Paso,  and  Temple,  and  dental 
schools  in  various  locations.  Our 
Councils  on  Medical  Jurisprudence 
and  Medical  Education  and 
Hospitals  support  the  recommen- 
dation of  the  Coordinating  Board  of 
the  Texas  College  and  University 
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System  at  this  time  for  a medical  school  in 
Houston  and  Lubbock  and  a dental  school 
in  San  Antonio. 

Three  bills  having  to  do  \with  organ 
transplants,  presumption  of  death,  and  willing 
or  donating  of  organs  immediately  after  death 
are  recommended  by  the  Council  on 
Medical  Jurisprudence. 

Members  of  the  House  of  Delegates  are 
urged  to  read  every  report  in  the  handbook 
and  in  the  supplement  and  to  discuss 
important  subjects  with  their  county  society 
officers  and  other  colleagues.  Reports  of 
officers  and  committees  and  other  items  of 
business  are  available  to  all  members  of  the 
Association.  The  actions  of  the  House  of 
Delegates  set  the  policy  for  the  President, 
the  Executive  Board,  and  the  councils  and 
committees  for  the  ensuing  year.  It  is,  there- 
fore, most  important  that  considerable  thought 
be  given  to  important  items  and  that  a truly 
deliberative  spirit  prevail  in  the  reference 
committee  hearings. 

Any  member  of  the  Association  has  the 
right,  and  is  invited,  to  appear  before  a 
reference  committee  to  advance  his  views 
on  any  subject  assigned  to  that  committee. 
The  House  of  Delegates  convenes  at  10:30  am 
Thursday,  May  1,  in  the  Anacacho  Room  of 
the  St.  Anthony  Hotel,  to  have  presented  all 
reports,  resolutions,  and  recommendations; 
reference  committees  meet  that  afternoon 
at  2 pm  to  begin  hearings  on  the  subjects 
assigned  them. 

Only  members  of  the  House  of  Delegates 
have  the  privilege  of  the  floor  except  in 
unusual  circumstances,  so  it  is  important 
that  all  views  be  expressed  at  the  open 
hearings  of  reference  committees. 

Wendell  H.  Hamrick,  MD, 

Houston,  Speaker,  TMA  House 
of  Delegates. 


OUTBREAKS  OF  FOOD  POISONING 

Among  the  most  troublesome  outbreaks  of 
disease  occurring  the  year  around  are  those 
related  to  the  intake  of  infected  and  contami- 
nated food.  Such  are  infectious  hepatitis, 
salmonellosis,  staphylococcic  infections,  aseptic 
meningitis,  shigellosis  and  amebiasis.  Personal 
hygiene  and  environmental  sanitation  are 
directly  involved.  Outbreaks  usually  are  con- 
fined to  specific  groups  of  people;  for  example, 
salmonellosis  outbreaks  are  frequently  traced 
to  church  suppers,  banquets,  and  schools; 
amebiasis  usually  is  related  to  food  contami- 
nated through  poor  personal  hygiene.  In- 
fectious hepatitis  can  become  rampant  in 
school  children.  Staphylococcic  food  poisoning 
usually  affects  large  numbers  of  people  with 
sudden  onset. 

The  management  of  an  epidemic  or  an 
outbreak  becomes  the  function  of  the  local 
health  department,  and  success  or  failure  is 
directly  tied  to  the  local  physicians’  rapid 
reporting,  or  failure  to  report,  the  earliest  or 
suspected  cases  to  the  local  health  authority 
which  in  turn  alerts  the  state  epidemiologist  in 
the  Communicable  Disease  Division  of  the 
State  Health  Department.  Aid  is  immediately 
dispatched  to  the  local  health  department  to 
assist  and  consult  and  promote  a complete 
epidemiological  investigation  aimed  at  de- 
termining the  cause,  source,  spread,  and  con- 
trol of  the  outbreak.  Basic  cooperation  between 
the  local  health  department  and  the  local 
medical  society  is  necessary. 

The  optimum  cooperation  between  local, 
state,  and  federal  agencies  in  the  epidemiologi- 
cal investigation  of  an  outbreak  was  seen  last 
year  in  the  management  of  a staphylococcal 
food  poisoning  outbreak  in  Laredo,  which  was 
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the  largest  of  its  kind  in  the  history  of  Texas 
public  health  activities. 

On  March  21,  1968,  the  Laredo-Webb 
County  Health  Department  reported  that  more 
than  600  children  had  been  brought  to  the 
Mercy  Hospital  emergency  room  with  nausea, 
vomiting,  and  prostration.  On  March  22,  the 
State  Health  Department  dispatched  an  epi- 
demiologist to  the  scene.  Because  of  the  size 
of  the  outbreak,  further  assistance  was  re- 
quested from  the  National  Communicable 
Disease  Center,  Atlanta,  Ga.  Within  24  hours 
of  the  onset  of  the  illness,  the  local  health 
department  and  medical  society  had  state  and 
federal  assistance  to  combat  a widespread 
outbreak. 

History  of  Outbreak:  The  Laredo  Independent 
School  District  has  16  schools  with  roughly 
6,000  students.  School  lunches  are  prepared 
in  a central  kitchen  and  the  food  is  delivered 
to  the  schools  between  9 and  10:30  am.  On 
March  21,  lunch  was  served  between  11:15 
am  and  12:15  pm,  and  about  2 pm  some 
children  became  ill  with  nausea,  vomiting,  and 
abdominal  cramps.  By  3 pm  a definite  out- 
break was  in  progress.  Teams  of  local  phy- 
sicians manned  the  hospital  emergency  room, 
and  by  10  pm  more  than  600  students  had 
been  treated  there.  Many  others  were  taken  to 
their  private  physicians. 

Investigations  began  promptly.  Samples  of 
all  foods  consumed  at  this  meal,  including 
milk,  rolls,  lettuce,  tomatoes,  chicken  salad, 
french  fried  potatoes,  and  cup  cakes  were  sub- 
mitted for  bacteriological  examination. 

Within  six  hours,  the  superintendent  of 
schools  and  the  several  principals,  with  the  aid 
of  every  classroom  teacher,  obtained  food 
histories  on  5,540  students  (95%  of  the  total 
student  body). 

Survey  and  Analysis:  The  chickens  had 
been  removed  from  the  freezer  at  8 am  March 


20,  boiled  in  steam  jacket  boilers  until  noon, 
and  air  cooled  to  about  72  F by  2 pm  when 
the  entire  kitchen  staff  assisted  in  deboning 
the  chickens.  The  meat  was  placed  in  shallow 
pans  in  transit  from  the  deboning  to  the 
grinding  processes,  but  was  put  in  deep  pans 
(10  X 30  X 12  inches)  for  refrigeration  over- 
night. The  next  morning  at  6 am  the  chicken 
salad  was  mixed  mechanically  and  placed  on 
shallow  pans  that  fit  into  the  insulated  carriers 
which  are  taken  to  each  school.  These  carriers 
had  been  cooled  in  the  freezer.  The  pans  were 
kept  in  the  refrigerator  until  the  delivery  vans 
were  loaded. 

Laboratory  Findings:  (1)  The  chicken  salad 
sample  showed  moderate  numbers  of  co- 
agulase-positive  Staphylococcus  aureus,  phage 
type  3A.  (2)  Staphylococcus  aureus,  coagulase- 
positive,  were  isolated  from  two  food  handlers 
who  had  upper  respiratory  infections.  A nasal 
swab  from  another  food  handler  grew  out  the 
same  organism.  (3)  Staphylococcus  aureus, 
coagulase-positive,  were  isolated  from  21  of  24 
rectal  swabs  from  patients  taken  24  hours 
after  onset  of  illness. 

General  Conclusions:  The  chickens  may  be 
assumed  to  have  been  sterile  after  four  hours 
of  boiling.  The  organism  was  introduced 
sometime  during  the  deboning  and  grinding 
processes.  The  ground  chicken  was  72  F or 
warmer  when  placed  in  12-inch  deep  pans. 
These  were  refrigerated  for  about  nine  hours 
at  42  to  45  F.  The  center  of  this  mass  could 
not  possibly  have  cooled  sufficiently,  thus 
allowing  the  inoculum  time  to  grow.  The  mix- 
ing distributed  this  growth  evenly  throughout 
the  salad.  At  this  point  the  food  probably  was 
only  slightly  toxic.  The  final  incubation  to 
appreciable  toxicity  occurred  enroute  to  and 
in  the  schools  where  no  refrigeration  facilities 
were  available.  The  attack  rates  among  the 
schools  varied  from  54.1%  to  4.8%.  This 
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variation  was  related  to  factors  such  as  time  of 
delivery  to  schools,  the  temperature  of  the 
chicken  salad  at  time  of  delivery,  and  the  lack 
of  school  refrigeration  facilities. 

As  a result  of  a cooperative  effort  between 
local  physicians,  public  health  officials  (local, 
state,  and  federal),  and  personnel  of  the  Laredo 
schools,  the  epidemiological  investigation  of 
this  food  poisoning  outbreak  was  completed  in 
two  days. 

M.  S.  Dickerson,  MD,  Austin,  Chief, 

Communicable  Disease  Services, 

Texas  State  Department  of  Health. 


INVEST  IN  TOMORROW’S  PHYSICIANS 

One  of  the  most  satisfying  and  worthwhile 
investments  a physician  can  make  is  in 
medical  students,  interns,  and  residents. 
These  fine  young  men  and  women  will  be 
our  medical  confreres  within  the  next  few 
years.  We  physicians  have  a wonderful  oppor- 
tunity to  come  to  know  them  better  while 
they  are  preparing  themselves  for 
active  professional  service. 

The  true  physician,  both  from  his 
observance  of  the  oath  of  Hippocrates  and 
from  his  natural  tendency,  is  interested  in 
sharing  his  professional  knowledge  and 
skill  with  student  physicians.  One  regrettable 
fact  of  today’s  scene  is  that  many  medical 
students  go  through  their  four  years  of  active 
medical  education  without  a real  opportunity 
to  observe,  personally,  medicine  as  carried 


on  by  physicians  in  their  private  offices, 
and  with  private  patients  in  hospitals. 

The  AMA  House  of  Delegates  at  its  last 
session  in  Miami  Beach  approved  a resolution 
from  Texas  urging  every  county  medical 
society  and  state  association,  in  whose  area 
may  be  one  or  more  medical  schools,  to 
carry  on  a year-around  program  of  active 
liaison  with  medical  students  in  their 
neighborhoods.  The  success  of  these  group 
programs  can  be  multiplied  manyfold  by 
individual  physicians’  efforts  to  invite  students 
to  visit  their  offices,  their  homes,  and  their 
hospitals,  and  to  make  them  welcome. 

The  Texas  Medical  Association  has  shown 
a commendable  interest  in  medical  students 
in  the  way  of  an  appointment  of  an  advisor 
to  the  student  body  of  each  of  our  four 
schools;  and  more  recently,  through  a Com- 
mittee on  Liaison  with  Medical  Schools, 
bringing  representatives  of  the  four  student 
bodies  to  Austin  for  a friendly  exchange  of 
ideas.  Also,  for  several  years  there  have  been 
outstanding  conferences  for  senior  medical 
students  carried  out  in  each  of  our  medical 
schools  through  the  collaboration  of  the  TMA 
and  of  the  local  county  medical  society. 

These  are  commendable  beginnings  and 
accomplishments,  but  possibilities  of  expan- 
sion of  liaison  are  practically  unlimited. 

How  fine  it  will  be  when  the  four  county 
medical  societies  which  are  home  bases  for  our 
present  four  medical  schools  have  an  actively 
functioning  committee  on  liaison  with  medi- 
cal students  to  explore  and  implement 
plans  of  closer  collaboration! 

Interesting  possibilities  include  a definite 
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plan  of  having  some  practicing  physician 
contact  every  new  medical  student  when  the 
freshman  classes  are  announced  each  year. 

A physician  in  the  home  town  of  the  prospective 
student  is  ideal,  and  where  contacts  are  not 
made  before  entrance  into  school,  then  the 
local  county  society  should  be  able  to  find 
a physician  who  will  invite  the  freshman 
medical  student  (and  his  wife  if  he  is 
married)  to  dinner  in  his  home,  and  to  visit 
in  his  office.  Another  friendly  visit  could 
be  had  in  the  spring  of  the  freshman  year. 
Particularly  between  sophomore  and  junior 
years,  and  between  junior  and  senior  years, 
the  medical  student  could  be  invited  to  spend 
a few  weeks  in  the  office  with  the  practicing 
physician,  or  the  plan  might  be  enlarged 
to  the  preceptor  program  now  functioning 
in  several  medical  schools. 

Then  during  the  year  the  medical  society 
could  invite  the  students  to  certain  special 
programs  and  could  invite  the  local  SAMA 
Chapter  to  designate  observers  to  sit  in 
at  meetings  of  the  more  important  county 
medical  society  committees.  Friendly  offers 
could  be  made  to  help  provide  worthwhile 
programs  for  the  SAMA  Chapters'  regular 
meetings  on  the  campuses  of  the 
medical  schools. 

The  ladies  of  the  Woman’s  Auxiliaries 
in  the  four  counties  are  already  manifesting 
real  interest  in  the  wives  of  medical  students, 
and  the  activity  can  be  amplified. 

The  challenge  of  active  rapport  with  interns 
and  residents  is  just  as  great  although  of  a 
slightly  different  nature,  and  the  same  liaison 
committee  could  tackle  this  problem  also. 

Texas  is  fortunate  in  having  an  active 
SAMA  Chapter  in  each  of  our  four  schools. 
Texas  can  continue  to  set  the  pattern  for 
effective,  friendly  liaison  with  students,  interns, 
and  residents.  An  enthusiastic,  broad-based 
program  of  collaboration  will  result  in  the 
physicians  of  tomorrow  gladly  and  quickly 
taking  their  places  in  the  ranks  of  “American 
Medicine”  when  they  begin  active  practice. 

Milford  0.  Rouse,  MD,  Dallas. 


CLINICAL  TOXICOLOGY 


Statistics  from  the  Metropolitan  Life  Insurance 
Company  cited  on  page  95  of  the  August  1968 
issue  of  Texas  Medicine  indicate  that  there 
are  2,100  deaths  annually  in  the  United  States 
due  to  accidental  poisoning.  To  this  number 
must  be  added  the  deaths  due  to  self-inflicted 
poisoning,  an  additional  6,000  or  more  an- 
nually. The  contribution  of  poisoning  to  deaths 
ascribed  to  other  causes  cannot  be  established 
directly,  but  in  series  where  100%  of  coroner’s 
cases  have  been  subjected  to  toxicologic 
analysis,  17  to  38%  show  the  presence  of 
toxic  substances. 1 Death  due  to  suicide  ranks 
as  the  tenth  leading  cause  of  death  in  the 
United  States. “ Among  college  students  suicide 
is  the  second  leading  cause  of  death. ^ Suicide 
is  six  times  more  common  among  physicians 
than  it  is  in  the  general  population.  The  two 
suicides  per  week  among  physicians  in  the 
US  account  for  the  entire  graduating  class 
of  a large  medical  school  each  year.^  It  is  esti- 
mated that  about  25%  of  suicidal  deaths 
involve  toxic  drugs  and  chemicals.  There  are 
more  deaths  due  to  poisoning  in  the  United 
States  each  year  than  are  caused  by  all 
infectious  diseases  combined.^ 

The  morbidity  due  to  poisoning  is  at  least 
ten  times  the  mortality. 

The  treatment  of  poisoning  has  been  buffet- 
ed about  among  the  various  medical  specialties 
with  no  one  group  willing  to  accept  this  prob- 
lem as  its  responsibility.  The  acute  poisoning 
case  is  treated  by  whomever  has  emergency 
room  call.  As  a result,  there  has  been  no  conti- 
nuity and  no  purposeful  effort  to  improve  the 


Volume  65,  April,  1969 


39 


“state  of  art’’  of  the  treatment  of  poisoning. 
The  need  for  effort  is  attested  by  the  experi- 
ences of  a few  groups  in  Europe  where  clinical 
toxicology  has  emerged  as  a medical  specialty. 
In  these  centers  the  death  rate  among  patients 
admitted  with  a diagnosis  of  poisoning  has 
been  reduced  from  10-14%  to  less  than  1%. 
Limited  experience  in  the  United  States  sug- 
gests that  dramatic  reduction  of  the  number 
of  deaths  in  this  group  is  possible.® 

The  training  of  physicians  concerning  the 
treatment  of  poisoning  suffers  from  the  lack  of 
centralization  of  responsibility.  Here,  in  addi- 
tion to  the  various  clinical  specialties,  is  added 
the  basic  science  group  to  whom  teaching  re- 
sponsibility frequently  is  assigned  with  the  re- 
sult that  while  the  material  presented  is  basical- 
ly sound,  it  is  not  in  a clinical  context  and  it 
does  not  have  the  practical  therapeutic  orienta- 
tion which  is  necessary.® 

On  Oct  22,  1968,  after  two  years  of  effort 
by  the  founders,  the  American  Academy  of 
Clinical  Toxicology  came  into  existence  of- 
ficially. This  organization  is  oriented  toward 
the  development  of  clinical  toxicology  as  a 
medical  specialty  which  is  in  position  to  ac- 
cept the  responsibility  for  treatment  of  the 
poisoned  patient,  for  education  of  the  physician 
concerning  the  management  of  poisoning,  and 
for  clinical  research  and  laboratory  research 
oriented  toward  improving  “the  state  of  the 
art”  of  the  clinical  management  of  poisoning. 
The  organizational  meeting  in  Chicago  was  at- 
tended by  50  physicians  from  16  states  and  2 
foreign  countries.  The  major  programs  of  the 
Academy  were  outlined  and  initial  steps  taken 
to  initiate  their  implementation. 

The  annual  meeting  of  the  Academy  is  de- 
voted to  current  topics  on  the  clinical  manage- 
ment of  poisoning.  Annually  the  Academy  will 
present  a symposium  on  the  treatment  of  poi- 
soning which  will  be  an  in-depth  exploration  of 
some  particular  aspect  of  the  treatment.  The 


symposia  now  scheduled  are  1969,  Gastro- 
intestinal Decontamination  and  Sequestration; 
1970,  Diuresis  and  Dialysis;  and  1971,  Clinical 
and  Laboratory  Diagnosis  of  Acute  Poisoning. 
A program  for  continuing  education  will  be 
presented  annually.  This  three-day  intensive 
training  program  is  intended  for  the  physician 
in  practice  who  wishes  to  obtain  practical 
training  in  the  treatment  of  poisoning. 

The  attention  of  the  Academy  is  devoted 
also  to  the  training  of  clinical  toxicologists. 

A discussion  during  the  organizational  meeting 
suggested  that  about  100  clinical  toxicologists 
currently  are  required  in  the  US.  There  exists 
no  training  facility  for  clinical  toxicology.  The 
academy  plans  to  work  with  medical  centers 
to  encourage  the  development  of  programs 
leading  to  qualification  in  the  specialty  of 
clinical  toxicology. 

Since  the  headquarters  of  the  Academy 
presently  are  in  Houston,  an  effort  is  underway 
to  establish  a treatment,  training,  and  research 
center  in  Houston.  Such  a center  could  host 
the  annual  training  program  and  serve  for 
demonstration  purposes  both  for  clinical  and 
for  laboratory  training  related  to  clinical 
toxicology. 

Physicians  interested  in  seeing  clinical  toxi- 
cology emerge  as  a resource  in  their  own 
community  are  encouraged  to  assume  an 
active  role  in  the  programs  of  the  American 
Academy  of  Clinical  Toxicology. 

Eric  G.  Comstock,  MD,  Houston,  President, 

American  Academy  of  Clinical  Toxicology. 
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Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications;  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections:  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  It  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  “Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


oral  Pen.  vee®k 

(potassium  phenoxymethyl  penicillin) 


TEXAS  CENTRAL  CREDIT  UNION  OFFERS 
SPECIFIC  THERAPY  FOR  YOUR  MONEY  NEEDS 


INSTANT  LINE  OF  CREDIT 

The  new  line  of  credit  has  been  successfully  utilized  by  TMA  members  in  the  past  year. 
This  instant  line  of  credit  gives  you  the  opportunity  to  avoid  the  high  interest  rates  on 
revolving  charge  accounts.  Charge  your  purchases,  and  take  advantage  of  the  "Free 
Credit"  period.  Most  accounts  carry  an  18%  service  charge  on  them,  so  to  avoid  these 
high  charges,  use  your  line  of  credit  to  pay  in  full. 


AUTO  LOAh^S 

See  us  for  financing  that  new  car!  The  interest  rate  on  1967,  1968,  and  1969  model 
cars  is  3/4  of  1%  per  month  on  the  unpaid  balance.  This  rate  of  interest  compares 
very  favorable  with  other  lending  institutes.  (See  comparative  cost  table  below.) 

COMPARATIVE  COST  OF  MOTOR  VEHICLE  INSTALLMENT  LOANS 


Class  1 — New 

Cars — 3-Year  Term 

Amount 

Charge, 

True 

Texas  Central 

Financed 

No  Insurance 

Annual  Rate 

With  Insurance 

Savings 

$3000 

$675.00 

14.59% 

$434.40 

$240.60 

2500 

562.50 

14.59 

362.00 

200.50 

2000 

450.00 

14.59 

289.60 

160.40 

1500 

337.50 

14.59 

217.20 

120.30 

Class  2 — Cars 

One  or  Two  Years 

Old — Two  Year  Term 

$2500 

$500.00 

19.20% 

$241.28 

$258.72 

2000 

400.00 

19.20 

192.88 

207.12 

1500 

300.00 

19.20 

144.72 

155.28 

1000 

200.00 

19.20 

96.56 

103.44 

INDIVIDUAL  LOANS  AND  SAVINGS 

All  loans  are  provided  through  Texas  Central  at  rates  well  below  those  allowed  under 
the  Consumer  Credit  Code.  In  addition,  the  credit  union  provides,  without  extra  charge, 
life  insurance  to  the  amount  of  the  loan  balance  up  to  $10,000.00  on  insurable  risks. 
Dollar  for  dollar  life  savings  insurance  is  earned  on  your  savings  account  up  to  $2,000.00 
on  insurable  risks.  This  means  that  upon  death  of  a member,  his  beneficiary  would  re- 
ceive the  $2,000  on  deposit  plus  an  additional  $2,000  from  the  insurance  proceeds.  In 
addition,  the  savings  will  have  earned  a dividend  paid  annually.  The  insurance  benefits 
may  be  obtained  for  each  member  of  the  family  by  opening  individual  accounts  in  their 
name  and  depositing  up  to  $2,000  in  each  account. 


YOUR  EMPLOYEES  NOW  ELIGIBLE! 


Texas  Central  Credit  Union  shareholders  approved  a 
by-law  amendment  this  February  at  the  Annual  Meet- 
ing extending  full  membership  privileges  to  all  em- 
ployees of  TMA  members.  This  means  that  all  em- 
ployees such  as  nurses,  office  staff,  technicians  and 


any  other  employee  may  now  join  TCCU.  They  may 
take  advantage  of  the  low  cost  loans,  dividends  on 
shares,  life  savings  insurance  and  the  instant  line  of 
credit  as  have  the  doctors  for  the  past  year. 


HERE'S 


HOW  TO 


A membership  card  is  completed,  and  an  initial  deposit  of  $5 
plus  250  entrance  fee  is  required.  To  obtain  additional  informa- 
tion  and  forms,  write  to  Texas  Central  Credit  Union,  4617  N. 

JOIN  ! Central  Expressway,  Dallas,  Texas  75205.  In  Dallas  our  phone 
number  is  LA  8-4330  and  out  of  town  members  may  call  direct- 
ly on  our  Texas  wats  line  by  dialing  800-492-6456  during  reg- 
ular office  hours,  9:00  A.M.  to  5:00  P.M.  each  Monday  through 
Friday. 


If  you  plan  to  attend  the  TMA  Meeting  in  San  Antonio  in  May,  please  come  by  booth  #75,  and  talk  with  a 
representative  of  Texas  Central. 


42 


TEXAS  MEDICINE 


YouVe  made  it 
one  of  your  specifics 
in  acute  otitis  media 


DECLOMYCIN  acts  against  many  strains  of 
H.  influenzae,  pneumococci  and  streptococci,  the 
most  common  invaders.  In  otitis  media,  where  it 
is  difficult  to  isolate  the  causative  organism,  this 
coverage  may  be  important.  Hov/ever,  some  strains 
may  be  resistant  and  other  pathogens  can  be 
involved. 

You’ve  found  the  high  serum  levels  of 
DECLOMYCIN  important,  too.  Its  prolonged  action 
permits  convenient  300  mg  b.i.d.  or  150  mg 
q.i.d.  administration. 

When  specimens  are  obtainable,  your  culture 
studies  will  indicate  the  usefulness  of 
DECLOMYCIN. 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system-ano- 


rexia, nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin-maculopapular  and  erythematous  rashes;  a rare 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensitivity; 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney-  rise  in  BUN, 
apparently  dose-related.  Transient  increase  in  urinary  output,  some- 
times accompanied  by  thirst  (rare).  Hypersensitivity  reactions- urti- 
caria, angioneurotic  edema,  anaphylaxis.  Teeth-dental  staining  (yel- 
low-brown) in  children  of  mothers  given  this  drug  during  the  latter  half 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonatal  peri- 
od, infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seen  in 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  therapy.  Demethylchlortetra- 
cycline may  form  a stable  calcium  complex  in  any  bone-formingtissue 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms  have 
subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  300  j 
mg,  150  mg  and  75  mg  of  demethylchlortetra-  { 
cycline  HCI.  398-8  j 


DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


W2nd  Annual  Session  Offers  Program  Variety 


Plans  are  complete  for  TMA’s 
102nd  Annual  Session,  May  1-4  in 
San  Antonio.  The  scientific  programs 
are  excellent,  and  our  hosts  assure 
us  of  a most  enjoyable  visit  in  their 
city.  Thirty-two  nationally  recog- 
nized authorities  will  be  our  guest 
speakers.  Outstanding  luncheon 
speakers  include  Charles  B.  Shuman, 
President,  American  Farm  Bureau 
Federation,  and  the  Honorable  John 
G.  Tower,  our  United  States  Senator. 
Many  of  our  TMA  conmiittees  and 
councils,  the  Board  of  Trustees,  and 
the  House  of  Delegates  will  be 
meeting  to  review,  consider,  and 
propose  recommendations  regarding 
the  numerous  items  which  concern 
Texas’  physicians.  Twelve  sections  of 
the  TMA  and  28  related  specialty 
societies  have  planned  interesting  and 
informative  programs.  Scientific  and 
technical  exhibits,  physicians’  and 
wives’  art  exhibitions,  curbstone 
consultations,  breakfast  round  table 
discussion  groups,  special  programs, 
and  excellent  entertainment  should 
provide  a wonderful  meeting.  May  I 
urge  you  to  attend,  take  an  active 
part,  and  help  your  Association  to  be 
of  maximum  value  to  Texas’  phy- 
sicians. 

As  your  President,  this  is  my  last 
opportunity  to  present  an  editorial. 
Thank  you  for  the  privilege  and 
honor  of  serving  you  in  this  capacity. 
I am  grateful  for  your  many  cour- 
tesies and  friendship.  Your  keen 
interest  in  medical  affairs,  coopera- 
tion, counsel,  and  dedication  to 
preserving  the  fine  features  of  the 
private  practice  of  medicine  have 


been  superb.  May  1 express  my  deep 
appreciation  and  admiration  for  the 
splendid  direction  and  performance 
of  our  other  officers,  the  staff,  the 
Board  of  Trustees,  and  each  of  our 
councils  and  committees.  Dr.  Charles 
Max  Cole  will  make  us  an  outstand- 
ing President,  and  we  look  forward 
confidently  to  his  leadership. 


G.  V.  Brindley,  Jr.,  MD, 
President, 

Texas  Medical  Association. 
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WILLIS  A.  SEYFFERT,  Jr,  MD 
JACK  A.  BERNARD,  MD 


REPORT  OF  SIX  CASES 


Six  cases  of  brucellosis  were  seen  in 
El  Paso  in  one  year  and  five  of  them 
occurred  during  the  three  summer 
months.  All  the  patients  had  eaten 
'"fresh'"  cheese  purchased  in  Mexico.  In 
four  patients  severe  back  pain  was 
associated  with  brucellosis,  and  three 
of  the  patients  initially  were  admitted 
to  the  neurosurgical  or  orthopedic 
services  for  evaluation. 
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^Brucellosis  probably  is  best  charac- 
terized by  the  multiple  and  protean  manifesta- 
tions with  which  it  may  present. ^ The  clinical 
picture  is  extremely  varied,  ranging  from  an 
acute  febrile  illness  with  septicemia  to  a chron- 
ic, intermittent  form  which  may  continue  for 
years  with  recurrent  exacerbations  which  spon- 
taneously subside.^-®  Many  of  these  patients 
present  hepatic  or  splenic  calcifications  or  both 
on  plain  films  of  the  abdomen. 

Brucellosis  may  also  present  as  localized  dis- 
ease with  or  without  systemic  manifestations 
and  may  be  difficult  to  diagnose  since  such 
cases  may  mimic  a number  of  different  clinical 
entities.  This  is  especially  true  when  blood  or 
marrow  cultures  are  negative  and  agglutination 
titers  are  low.  Thus  genitourinary  brucellosis 
may  be  confused  with  a renal  tumor  or  urinary 
tract  tuberculosis.®’ Epistaxis  due  to  severe 
thrombocytopenia  has  been  the  initial  manifes- 
tation of  Brucella  infection  of  the  spleen  and 
bone  marrow. Subarachnoid  hemorrhage  and 
meningoencephalitis  have  been  the  presenting 
features  of  central  nervous  system  brucellosis, 
and  peripheral  neuritis  involving  both  the  upper 
and  lower  extremities  has  likewise  been  not- 
ed.12 

Brucellosis  involving  the  bones  and  joints 
has  also  been  described. 12.  is  Osteomyelitis  of 
the  long  bones,  septic  arthritis,  and  prepatellar 
bursitis  have  all  been  documented  complica- 
tions.i®  However,  involvement  of  the  lumbar 
spine  is  the  most  commonly  encountered  bone 
manifestation  of  the  disease.  Backache  was  re- 
garded as  one  of  the  subjective  manifestations 
in  51%  of  the  University  of  Minnesota  series. 
On  the  other  hand,  Schirger  and  his  coworkers 
found  backache  to  be  prominent  in  only  11  of 
89  patients  in  their  series. 1 Spink  has  recorded 
an  overall  incidence  of  10%  with  bone  and 
joint  involvement  in  his  series  of  cases  due  to 
Br  abortus.  By  contrast,  patients  infected  by 
Br  melitensis  appear  to  have  a much  higher  in- 
cidence of  osseous  involvement. 2 

Six  cases  of  brucellosis  were  seen  in  one  year 
in  El  Paso.  Five  of  the  six  were  seen  during 
three  months,  June  through  August,  1968.  This 
relatively  uncommon  disease  occurred  in  six 
patients  during  a short  time,  and  back  pain 
was  prominent  in  four  of  the  six  patients. 

Case  Reports:  Case  1:  A 47-year-old  white  hos- 
pital maintenance  man  was  in  excellent  health 


until  ten  days  prior  to  admission,  at  which  time 
he  had  lumbosacral  back  pain  after  attempting 
to  move  an  appliance  in  the  hospital  kitchen. 
This  became  progressively  more  severe,  and 
ultimately  radiated  up  to  the  level  of  the  cervi- 
cal spine.  He  was  admitted  to  the  neurosurgical 
service  and  was  subsequently  seen  in  consulta- 
tion. In  addition  to  back  pain,  he  stated  that 
eight  days  prior  to  admission  he  began  having 
subjective  fever  in  the  latter  part  of  the  day  ac- 
companied by  hard  shaking  chills.  He  also  be- 
came anorectic  and  subsequently  lost  an  esti- 
mated 15  or  20  pounds.  He  had  no  headache, 
visual  symptoms,  skin  rash,  or  gastrointestinal 
symptoms.  He  denied  any  exposures  to  sick 
animals,  stagnant  water,  or  known  unpasteur- 
ized products.  He  had  eaten  some  tacos  sprink- 
led with  cheese  while  attending  a bull  fight 
sometime  during  the  two  months  immediately 
prior  to  admission,  however.  His  past  history 
was  unremarkable  except  for  a bout  of  pulmon- 
ary tuberculosis  in  1948  for  which  he  had  been 
hospitalized  for  28  months. 

At  physical  examination  he  was  acutely  ill 
and  complained  of  severe  low  back  and  hip 
pain.  His  blood  pressure  was  130/74  mm  of 
Hg,  pulse  rate  90/min,  temperature  103  F,  and 
respirations  12/min.  The  only  other  pertinent 
physical  findings  consisted  of  a spleen  palpable 
two  fingerbreadths  beneath  the  left  costal  mar- 
gin, tenderness  over  the  lumbar  spine  with  se- 
vere limitation  of  motion,  and  a bilaterally  pos- 
itive straight-leg-raising  test. 

Laboratory  values  were:  hemoglobin,  13.6 
gm/100  cc;  hematocrit  43%;  WBC  5,100  with 
70%  polymorphonuclear  neutrophils,  7%  band 
forms,  18%  lymphocytes,  and  5%  monocytes. 
Corrected  sedimentation  rate  was  31  mm/hr. 
Urinalysis,  fasting  blood  glucose,  creatinine, 
and  liver  function  values  were  all  normal.  Feb- 
rile agglutinins  on  Aug.  28,  1967,  revealed  Sal- 
monella O + 1:160,  Salmonella  H -[-  1:320, 
Salmonella  E -j-  1:80,  and  Br  abortus  1:400. 
Chest  x-ray  revealed  old  fibrocalcific  disease  in 
the  left  apex.  Cervical  and  lumbosacral  spine 
films  showed  minimal  hypertrophic  arthritic 
changes  while  the  thoracic  spine  was  negative. 
Two  blood  cultures  were  negative  while  a third 
blood  culture  as  well  as  a bone  marrow  culture 
grew  a Brucella  species  which  was  subsequently 
identified  as  Br  melitensis. 

The  patient  was  treated  with  2.0  gm  of  tetra- 
cycline and  1.0  gm  of  streptomycin  daily  for 
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three  weeks.  His  temperature  returned  to  nor- 
mal five  days  after  therapy  was  started,  and  re- 
mained so  thereafter.  Repeat  febrile  agglutinins 
done  three  weeks  after  the  first  one  showed  no 
change  in  the  Salmonella  or  other  titers  but  a 
four-fold  rise  in  the  Brucella  titer  to  1:1600.  He 
has  remained  well  and  asymptomatic  for  the 
past  year. 

Case  2:  This  60-year-old  white  man  was  ad- 
mitted to  the  neurosurgical  service  because  of 
severe,  disabling  back  pain.  He  was  seen  in 
consultation  simply  for  control  of  his  diabetes. 
However,  he  ultimately  developed  temperature 
to  102  F and  on  additional  questioning  it  was 
determined  that  he  had  been  eating  goat’s  milk 
cheese  bought  in  Juarez,  Mexico. 

He  was  pale  and  appeared  to  be  chronically 
ill.  He  was  somewhat  confused  and  did  not  re- 
spond well  to  questioning.  There  was  no  adeno- 
pathy and  no  hepatosplenomegaly.  He  did  have 
a diminished  range  of  motion  of  the  lumbosac- 
ral spine  with  signs  of  a lumbosacral  disc  injury 
on  the  left.  There  was  also  prostatic  enlarge- 
ment (2-f). 

Laboratory  values  were:  hemoglobin  13.1 
gm/100  cc;  WBC  7,000  with  67%  polymorpho- 
nuclear neutrophils;  blood  urea  nitrogen  (BUN) 
17.4  mg/100  cc;  and  fasting  blood  glucose 
160  mg/100  cc.  Urinalysis  was  normal.  X- 
rays  of  the  lumbosacral  spine  revealed  moder- 
ate hypertrophic  spondylosis.  A myelogram  was 
normal  as  was  the  cerebrospinal  fluid.  An  initial 
brucellar  agglutination  was  + 1:320  and  rose 
to  1:640  subsequently.  Blood  cultures  ultimate- 
ly grew  out  Br  melitensis. 

Treatment  consisted  of  Mysteclin-F,  500  mg 
every  6 hours;  streptomycin,  1.0  gm  daily;  and 
triple  sulfa,  0.5  gm  every  6 hours.  The  triple 
sulfa  and  streptomycin  were  discontinued  after 
three  weeks  and  the  Mysteclin-F  was  stopped 
after  five  weeks.  The  patient  showed  gradual 
but  progressive  improvement.  He  became  afeb- 
rile after  72  hours.  Whereas  he  had  been  bed- 
ridden initially,  he  was  gradually  able  to  ambu- 
late, first  with  a cane  and  finally  without  any 
support  whatsoever. 

Case  3:  A 79-year-old  white  woman  was  in 
good  health  until  approximately  one  week  prior 
to  admission  when  she  first  noted  the  onset  of 
low  back  pain.  This  rapidly  became  more  severe 
although  she  noticed  it  primarily  when  just 


changing  position,  stooping,  or  bending.  This 
was  followed  within  two  days  by  the  appearance 
of  subjective  fever,  malaise,  and  anorexia.  On 
direct  questioning  she  said  that  she  had  eaten 
some  cheese  from  Mexico  approximately  two 
weeks  prior  to  admission.  Of  interest  was  the 
fact  that  her  son  had  had  a similar  illness  about 
six  weeks  earlier  (Case  4). 

P 

■ hysical  examination  revealed  normal  vital 
signs  except  for  an  admission  temperature  of 
99  F.  There  was  also  localized  tenderness  with 
painful  flexion  and  rotation  of  the  lumbosacral 
spine.  There  was  no  hepatosplenomegaly. 

Laboratory  studies  revealed  hemoglobin  15.0 
gm/100  cc;  hematocrit  46%;  WBC  7,400  with 
50%  polymorphonuclear  neutrophils,  1%  band 
forms,  43%  lymphocytes,  and  1%  monocytes. 
Urinalysis  was  normal  except  for  trace  of  pro- 
tein. Bence  Jones  protein  was  negative.  Fasting 
blood  glucose  was  145  mg/100  cc;  BUN  12 
mg/100  cc;  albumin  4.8  gm/100  cc;  and  glob- 
ulin 3.4  gm/100  cc.  X-rays  revealed  prominent 
osteoarthritis  of  the  cervical,  thoracic,  and  lum- 
bosacral spine  with  narrowing  of  the  L 4-5  and 
L 5-S  1 disc  spaces.  Febrile  agglutinins  were 
all  nonreactive  except  for  a positive  brucellar 
agglutination  titer  of  1:1600.  Blood  cultures 
were  not  done. 

Her  hospital  course  was  characterized  by  a 
temperature  spike  to  101  F on  the  second  hos- 
pital day  but  otherwise  she  had  less  toxic  reac- 
tion than  did  the  other  patients.  Her  tempera- 
ture returned  to  normal  48  hours  after  initiation 
of  tetracycline  therapy  and  remained  so  there- 
after. Her  back  pain  virtually  disappeared.  The 
patient  was  asymptomatic  when  she  was  dis- 
charged and  she  continued  taking  500  mg  of 
tetracycline  four  times  daily  for  a total  of  three 
weeks. 

Case  4:  The  60-year-old  son  of  the  patient  in 
case  3 was  admitted  to  the  orthopedic  service 
with  a four-day  history  of  low  back  pain  which 
had  become  rapidly  more  severe  and  disabling. 
This  was  accompanied  by  generalized  myalgia, 
malaise,  fever  and  chills.  He  had  a history  of 
ingesting  cheese  from  Mexico  intermittently  in 
the  past. 

Physical  examination  showed  an  admission 
temperature  of  101  F and  limitation  of  motion 
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of  the  lumbosacral  spine  with  localized  tender- 
ness. There  was  no  hepatosplenomegaly  or 
adenopathy. 

Subsequent  laboratory  studies  revealed  a 
normal  complete  blood  count  with  hemoglobin 
14.6  gm/100  cc;  hematocrit  44%;  WBC  7,000 
with  66%  polymorphonuclear  neutrophils,  24% 
lymphocytes,  and  10%  monocytes.  Sedimenta- 
tion rate  was  46  mm/hour.  Urinalysis,  BUN, 
and  fasting  blood  glucose  values  were  all  nor- 
mal. Chest  x-ray  revealed  mild  generalized  car- 
diomegaly  while  films  of  the  lumbosacral  spine 
showed  advanced  degenerative  disc  disease  be- 
tween L 2-3  and  L 5-S  1.  There  was  also  promi- 
nent anterior  and  posterior  spurring  from  L 1 
through  L 5.  Febrile  agglutinations  were  all  neg- 
ative except  for  a brucellar  titer  of  1:640. 

The  patient’s  hospital  course  was  stormy  ini- 
tially with  daily  temperature  spikes  to  103  F. 
Early  in  his  hospitalization  he  had  been  treated 
empirically  with  Lincocin  without  any  appreci- 
able alteration  in  his  course.  However,  his  tem- 
perature rapidly  returned  to  normal  after  triple 
therapy  with  streptomycin,  tetracycline,  and 
triple  sulfa  was  initiated.  His  back  pain  subsid- 
ed, he  remained  afebrile,  and  was  discharged 
to  home  asymptomatic. 

Case  5:  This  29-year-old  white  man  had  re- 
current fever,  chills,  and  sweats  for  the  three 
months  preceding  his  hospitalization.  He  had 
received  penicillin  empirically  elsewhere  during 
this  time.  There  was  no  bone  pain.  The  patient 
had  eaten  “fresh”  cheese. 

Physical  examination  was  virtually  noncon- 
tributory except  that  the  patient  was  acutely  ill 
with  a temperature  of  103  F.  There  was  no 
hepatosplenomegaly,  adenopathy,  or  spine  ten- 
derness. 

II 

I |is  hemoglobin  was  13.6  gm/100  cc;  he- 
matocrit 43%;  WBC  7,043  with  50%  polymor- 
phonuclear neutrophils,  2%  bands,  45%  lym- 
phocytes, and  3%  monocytes.  Corrected  sedi- 
mentation rate  was  28  mm/hour.  Urinalysis, 
liver  function  tests,  fasting  blood  glucose,  and 
BUN  were  all  normal.  Chest  x-ray  revealed  an 
ill-defined  infiltrate  in  the  left  costophrenic  an- 
gle which  remained  unchanged  on  follow-up 
film.  Four  blood  cultures  were  postitive  for  Br 
melitensis.  Febrile  agglutinations  revealed  Sal- 
monella A 1:20,  Salmonella  D 1:160,  Salmonella 
E 1:40,  Proteus  OX] 9 1:20,  and  Br  abortus 
1:1600. 


TT  he  patient  continued  to  have  daily  tem- 
perature spikes  to  103  F which  returned  to  nor- 
mal 72  hours  after  starting  triple  therapy  with 
tetracycline,  streptomycin,  and  triple  sulfa.  He 
had  an  uneventful  recovery. 

Case  6:  A 56-year-old  white  woman,  mother 
of  the  patient  in  case  5,  was  admitted  to  the 
hospital  with  a six-month  history  of  recurrent 
fever  and  chills  which  had  been  accompanied 
by  jaundice.  She  had  received  Polycillin  in  the 
past  with  only  transient  resolution  of  her  symp- 
toms. She  had  no  back  pain.  She  also  had  a 
history  of  “fresh”  cheese  ingestion. 

Physical  examination  showed  no  abnormali- 
ties except  for  tenderness  to  palpation  in  the 
right  upper  quadrant  of  the  abdomen.  There 
was  no  hepatosplenomegaly. 

Laboratory  studies  revealed  hemoglobin  12.1 
gm/100  cc;  hematocrit  40%;  WBC  5,600 
with  42%  polymorphonuclear  neutrophils,  6% 
bands,  and  52%  lymphocytes.  Urinalysis  was 
normal.  Liver  function  tests  showed  total  bili- 
rubin 0.3  mg/100  cc  with  a direct  value  of  0.1 
mg/100  cc,  albumin  3.4  gm/100  cc;  globulin 
4.0  gm/100  cc;  alkaline  phosphatase  11.6  Bo- 
dansky  units;  and  serum  glutamic  oxaloacetic 
transaminase,  104  Karmen  units.  Chest  x-ray 
revealed  an  old,  healed,  calcified  complex  in 
the  right  tower  lobe  of  the  lung  with  minimal 
scarring  in  the  right  apex.  Upper  gastrointes- 
tinal series  showed  a paraesophageal  hiatal 
hernia,  while  an  oral  cholecystogram  revealed 
a normally  functioning  gall  bladder  without  evi- 
dence of  stones.  Febrile  agglutinations  initially 
were  nonreactive  except  for  Salmonella  E 1;160, 
Proteus  0X19  1:80,  and  Br  abortus  1:1600.* 
A repeat  done  five  days  later  showed  no  change 
except  for  the  Brucella  titer  which  was  reported 
as  1:800.  Blood  cultures  were  not  done. 

The  patient  had  daily  temperature  spikes  to 
102  F.  Twenty-four  hours  after  starting  strepto- 
mycin, tetracycline,  and  triple  sulfa  she  became 
afebrile.  Her  subsequent  course  has  been  un- 
eventful. 

Comment:  In  four  of  these  six  patients,  se- 
vere, disabling  back  pain  was  the  major  symp- 
tom for  which  they  sought  medical  attention. 
All  of  the  patients  had  constitutional  manifes- 
tations, although  they  were  quite  mild  in  case 
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3.  Splenomegaly  was  encountered  only  one 
time.  All  six  cases  had  normal  white  blood  cell 
counts.  Significant  elevations  in  brucellar  ag- 
glutination titers  were  present  in  all  cases. 
Br  melitensis  was  cultured  from  the  three  pa- 
tients in  whom  blood  or  marrow  cultures  were 
obtained.  The  pertinent  features  of  these  cases 
are  shown  in  Table  1. 

^^^iscussion:  The  frequency  of  brucellosis  in 
the  United  States  has  diminished  considerably 
in  the  last  two  decades.^®  Most  of  the  cases 
have  been  seen  in  persons  whose  occupations 
bring  them  into  direct  contact  with  animals  or 
animal  products. A few  have  resulted 
from  inadvertent  self-inoculation  with  Brucella 
vaccine. 2-  There  are  still  some  patients,  how- 
ever, who  become  infected  following  the  inges- 
tion of  unpasteurized  milk  or  dairy  products. 
This  was  clearly  the  mode  of  entry  in  all  six  of 
our  cases.  Br  melitensis  was  the  proven  culprit 
in  three  patients  in  this  group,  and  infection 
probably  resulted  from  the  ingestion  of  fresh, 
unpasteurized  goat  cheese.  It  is  worth  point- 
ing out  that  Brucella  apparently  does  not  sur- 
vive in  aged  cheese,  however.^  These  cases, 
therefore,  emphasize  the  necessity  for  obtain- 
ing an  adequate  epidemiologic  history  in  febrile 
patients  who  may  have  ready  access  to  unpas- 
teurized, fresh  dairy  products. 

The  number  of  recorded  cases  in  which  bru- 
cellosis involves  bones  and  joints  is  small. i-' 
Spink  has  pointed  out  that  infections  with  Br 
melitensis  are  commonly  associated  with  bone 
and  joint  complications  and  may  approach 
50%  in  those  parts  of  the  world  where  infection 
with  this  organism  is  commonly  encountered. ^ 
Such  patients  characteristically  have  a fairly 
abrupt  onset  with  severe  back  pain  frequently 
associated  with  sciatica.  X-rays  usually  reveal 
involvement  of  the  intervertebral  spaces.  This 
may  be  followed  eventually  by  bony  fusion  of 
the  contiguous  vertebrae  as  well  as  narrowing 
with  parrot-beak  exostoses  in  the  healing 
phase. All  four  of  the  patients  with  back  pain 
in  this  series  had  abnormalities  seen  on  x-rays. 
It  should  be  pointed  out,  however,  that  the  less 
prominent  changes  were  noted  in  the  younger 
patients,  while  the  two  older  patients  had  the 
most  severe  radiologic  findings.  Consequently, 
it  is  difficult  to  say  to  what  extent  age  and  de- 


generative changes  contributed  to  the  x-ray 
findings  and  what  part  was  played  by  the  bru- 
cellosis, per  se.  Nevertheless,  each  of  the  four 
patients  had  profound  clinical  evidence  for 
acute  inflammatory  involvement  of  the  spine. 
Indeed,  the  presenting  clinical  picture  was  so 
striking  in  three  of  the  four  patients  that  they 
were  initially  admitted  to  the  neurosurgical  or 
orthopedic  services.  Moreover,  the  complete 
resolution  of  symptoms  following  institution  of 
the  appropriate  antimicrobials  was  striking  in 
each  instance. 

The  history  of  recurrent  jaundice  and  the 
mildly  abnormal  liver  function  tests  in  case  6 
are  also  of  interest.  Brucella  organisms  fre- 
quently localize  in  the  liver  where  they  produce 
mild  hepatitis  or  chronic  granulomata.®’  On 
the  other  hand,  jaundice  and  abnormal  liver 
function  tests  are  not  commonly  encountered. - 
Case  6 clearly  presented  a diagnostic  and  ther- 
apeutic dilemma  until  her  cheese  ingestion  his- 
tory was  elicited  and  the  appropriate  agglutina- 
tion studies  undertaken. 

The  diagnosis  of  brucellosis  requires  a high 
index  of  suspicion  since  physical  findings  are 
often  scanty  and  the  subjective  complaints  fre- 
quently multiple.  Consequently,  the  sporadic 
case  can  easily  go  undetected.  Suffice  it  to  say 
that  the  history  of  an  ill-defined  illness  in  a pa- 
tient who  has  an  occupational  hazard,  has  in- 
gested fresh,  unpasteurized  dairy  (bovine  or 
goat)  products,  or  has  traveled  to  a foreign 
country  should  arouse  suspicion. 

The  routine  laboratory  tests  are  certainly  not 
diagnostic  but  may  be  quite  helpful.  Character- 
istically, the  white  blood  cell  count  is  normal  or 
low  and  there  is  often  absolute  or  relative  lym- 
phocytosis. The  sedimentation  rate,  however,  is 
of  no  diagnostic  value  and  neither  an  elevated 
nor  a normal  value  confirms  or  excludes  the 
diagnosis.  Similarly,  a mild  anemia  may  or  may 
not  be  present  and  carries  no  diagnostic  signi- 
ficance.i-  1^ 

Blood  or  bone  marrow  cultures  are  of  course 
diagnostic  if  positive.  It  must  be  emphasized, 
however,  that  incubation  under  10%  carbon 
dioxide  on  either  trypticase  soy  agar  or  brucella 
broth  should  be  specified  if  brucellosis  is  sus- 
pected.^ 
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Case 

Systemic 

IVlanifes- 

tations 

Back  Pain 

Splenomegaly 

WBC'cu  mm 

Sedimentation 
Rate  (mm/ hr) 

Blood 

Cultures 

Brucella 

Titer 

1 

Severe 

+ 

-f 

5,100 

31 

Br  melitensis 

1:400 

1:1600 

2 

Severe 

+ 

— 

7,000 

Br  melitensis 

1:320  -» 
1:640 

3 

Mild 

+ 

— 

7,400 

1:1600 

4 

Severe 

+ 

— 

7,000 

46 

1:640 

5 

Severe 

— 

— 

7,043 

28 

Br  melitensis 

1:1600 

6 

Severe 

5,600 

1:1600  - 
1:800 

Table  1.  Pertinent  clinical  and  laboratory  features. 


Brucella  agglutinations  are  also  informative 
and  practical  tests.  A titer  of  1:100  or  higher 
usually  indicates  active  disease  although  occa- 
sional patients  who  have  recovered  from  brucel- 
losis years  before  may  still  have  demonstrable 
agglutinins  in  their  sera.^  It  also  should  be 
pointed  out  that  the  test  is  not  entirely  specific 
since  the  Brucella  antigen  cross  reacts  with  the 
antigens  of  Vibrio  cholerae  and  Pasteurella  tular- 
ensis.  Prior  skin  testing  with  Brucellergen  may 
also  give  false  positive  titers.  The  treatment  of 
sera  with  mercaptoethanol  has  recently  been 
utilized  in  the  detection  of  active  disease.  Mer- 
captoethanol fractures  the  disulfide  linkages  of 
the  Ig  M globulins,  leaving  behind  the  mercap- 
toethanol-resistant  Ig  G immunoproteins.  The 
presence  of  the  latter  Ig  G protein  appears  to 
differentiate  between  active  and  inactive  dis- 
ease.^® Unfortunately,  the  procedure  is  not  yet 
generally  available. 

In  patients  who  are  suspect  but  who  have 
low  titers,  examination  for  blocking  antibodies 
should  be  undertaken  since  the  low  titer  may 
simply  reflect  a prozone  phenomenon  produced 
by  the  blockers.'^ 


It  should  also  be  mentioned  that  the  Brucella 
skin  test,  which  is  a delayed  hypersensitivity  re- 
action of  the  tuberculin  type,  is  of  no  diagnostic 
importance.  A positive  reaction  simply  indicates 
that  the  reactor  has  been  infected  at  some  pre- 
vious time. 5’ 

T 

■ he  efficacy  of  tetracycline  in  the  treatment 
of  brucellosis  is  well  established. A dose 
of  500  mg  every  six  hours  for  21  days  results 
in  improvement  and  the  prevention  of  compli- 
cations in  the  majority  of  patients.  Some  au- 
thorities consider  the  simultaneous  use  of  1.0 
gm  of  streptomycin  daily  for  several  weeks  to 
be  advantageous  in  patients  who  have  more 
severe  toxic  reactions.  In  the  severely  ill  pa- 
tients, short-term  steroid  therapy  given  con- 
comitantly with  the  antibiotics  has  resulted  in 
dramatic  improvement. Finally,  in  patients 
who  present  predominantly  with  back  pain,  an- 
tibiotic therapy  is  quite  sufficient  in  most  cases. 
Surgical  intervention  is  seldom  required  except 
in  the  rare  circumstance  in  which  there  may  be 
a coexistent  paravertebral  abscess.®' 
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From  the  foregoing,  it  is  readily  apparent 
that  the  diagnosis  of  brucellosis  remains  an  elu- 
sive problem  for  the  clinician.  Although  its  in- 
cidence is  relatively  low  in  the  country  on  the 
whole,  this  small  group  of  cases  certainly  em- 
phasizes its  continuing  presence  in  border 
areas.  Moreover,  because  of  its  insidious,  ill- 
defined  nature  as  well  as  its  sporadic  occur- 
rence, many  active  cases  may  be  overlooked. 
This  may  be  particularly  true  in  areas  of  the 
country  where  questionable  food  products  are 
readily  accessible. 

Therefore,  the  clinician  should  be  alert  to  the 
possibility  of  active  Brucella  infection  in  patients 
with  ill-defined  signs  and  symptoms  who  live  in 
or  have  recently  traveled  to  such  an  area. 
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TEXAS  MEDICINE 


HOW  IODIDES  CURE 
SPOROTRICHOSIS  BY 
INCREASED  INFLAMMATION 


ORVILLE  J.  STONE,  MD 


It  is  proposed  that  iodides  exert  their 
therapeutic  effect  on  sporotrichosis  by 
increasing  the  first  cellular  phase  of  in- 
flammation. Early  cellular  inflammation 
is  a clean-up  mechanism.  Persons  who 
develop  clinical  sporotrichosis  may  have 
insufficient  inflammation  to  meet  the 
challenge  of  this  disease.  The  effect  of 
insufficient  early  inflammation  on  infec- 
tions is  discussed. 

IODIDES  HAVE  BEEN  USED  to  treat  sporotri- 
chosis for  many  years  but  their  mode  of  action 
has  never  been  satisfactorily  explained. 

Because  of  an  interest  in  how  iodides  affect 
many  different  dermatologic  disorders,  a study 
was  undertaken  on  the  possible  mode  of  action 
of  this  drug.  A biologic  effect  of  iodides  was 
found  and  the  purpose  of  this  article  is  to  dis- 
cuss the  therapeutic  effect  of  iodides  and  re- 
view a possible  reason  why  sporotrichosis  oc- 
curs in  only  some  of  the  persons  exposed  to 
the  organism. 

In  experimental  animal  work,  I found  that 
iodides  consistently  increase  the  first  cellular 
phase  of  inflammation. ^ Kolmer-’ ^ and  others^ 
made  the  same  discovery  in  1915  and  1916. 
However,  their  studies  were  an  investigation  of 
why  iodides  caused  a pustule  to  form  at  sites 
being  skin  tested  for  syphilis.  The  syphilis  skin 
test  was  shown  to  be  worthless  and  the  data 
were  not  applied  to  explain  any  of  the  therapeu- 
tic or  side  effects  of  iodides.  Kolmer  and  oth- 
ers^  stated,  “Iodides  apparently  increase  the 
purely  inflammatory  and  suppurative  phases  of 
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skin  reactions.  ...  As  many  of  the  reactions 
influenced  by  potassium  iodide  become  pustu- 
lar with  extensive  infiltration  of  the  tissues  with 
polymorphonuclear  leucocytes,  it  is  possible 
that  the  iodide  may  influence  the  leucocytes 
and  facilitate  the  phagocytosis  of  the  injected 
foreign  material  . . .” 

One  therapeutic  effect  of  inflammation  is  to 
clean  up  tissue  and  by  increasing  the  inflam- 
matory response  there  is  a more  vigorous  clean- 
up of  tissue.  The  persons  with  localized  sporo- 
trichosis are  known  to  have  good  immunologic 
resistance  to  the  organism.  To  quote  Wilson 
and  Plunkett,®  “The  high  degree  of  immuno- 
logic resistance  exerted  by  the  patient  who  pos- 
sesses the  chancriform-type  of  sporotrichosis 
is  of  the  greatest  importance,  and  the  iodide 
may  simply  augment  the  resistance  element  in 
some  small  but  vitally  necessary  way.”  I be- 
lieve the  vital  process  stimulated  by  iodides  is 
the  clean-up  mechanism.  Heat  alone  is  known 
to  cure  sporotrichosis,®’  and,  in  my  experi- 
mental animal  work,  heat  consistently  increases 
the  inflammatory  process.  It  is  impossible  to 
heat  the  tissue  to  a temperature  that  would  kill 
the  organisms.  Some  authors  in  the  past  have 
been  mainly  concerned  about  the  effect  of  the 
iodide  on  the  organism;  however,  the  dilution 
of  iodides  that  occurs  in  the  body  makes  this 
impossible.  It  is  obvious,  of  course,  that  any 
drug  which  killed  the  organism  would  have  a 
curative  effect.  If  the  organisms  are  killed  or 
slowed  by  a drug  like  amphotericin  B,  tissue 
damage  would  stop  and  the  disease  would 
clear.  There  is  no  doubt  that  the  iodide  must 
exert  its  effect  through  improvement  of  host 
defense  mechanisms  and  clean-up.  Iodides  were 
known  to  melt  the  gummas  of  syphilis  even 
though  they  had  no  effect  on  the  spirochete.^ 
Recent  work  by  Mielens  and  associates®  has 
shown  that  iodides  will  melt  a granuloma  pouch 
in  rats.  The  granuloma  pouch  lesion  is  unre- 
lated to  infection. 
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Studies  of  the  general  population  have  sho\wn 
that  far  more  people  have  immunologic  evi- 
dence of  exposure  to  sporotrichosis  than  have 
had  the  clinical  disease.®  This  seems  to  indicate 
that  most  persons  who  are  exposed  to  sporo- 
trichosis spontaneously  recover. 

Recently,  I have  done  experimental  work  on 
factors  that  will  increase  the  severity  of  a quan- 
titated induced  bacterial  infection.  Previous 
authors  have  noted  that  suppression  of  early 
cellular  inflammation  with  epinephrine  will  in- 
crease the  severity  of  infections. Bacterial 
endotoxins  are  also  noted  for  their  ability  to  in- 
crease the  pathogenicity  of  bacterial  infections. 
Although  the  details  of  how  this  occurs  are  not 
fully  understood,  impairment  of  leukocyte  mi- 
gration into  areas  of  inflammation  has  been  an 
almost  constant  feature  of  the  effect  of  endo- 
toxin in  enhancing  infection. Both  tar  and 
arsenic  produce  folliculitis  in  industrial  work- 
ers and  are  known  to  aggravate  infections  when 
used  medically.  Recent  experimental  work  has 
shown  that  these  substances  block  the  early 
cellular  phase  of  inflammation. 

Early  inflammation,  not  surprisingly,  has  a 
specific  function  and  too  little  early  inflamma- 
tion decreases  tissue  clean-up  and  increases 
the  severity  of  infections. Iodides  increase 
early  cellular  inflammation  and  have  a thera- 
peutic effect  on  sporotrichosis.  Although  fur- 
ther work  is  needed,  I believe  the  information 
available  suggests  that  sporotrichosis  might 
occur  in  persons  who  have  an  inflammatory 
response  which  is  incapable  of  meeting  the 
challenge  presented  by  sporotrichosis,  but  that 
normal  persons  can  meet  the  challenge. 

Iodides  appear  to  have  a broad  effect  on  host 
defense  mechanisms.  Several  authors  have 
noted  that  iodides  rupture  mast  cells, i®  but 
this  would  further  increase  inflammation.  Be- 
cause of  the  redistribution  of  iodides  in  animals 
that  are  stressed, I have  suggested  that 
iodides  have  a regulatory  role  in  inflammation 
even  in  persons  on  a maintenance  dosage  only.^ 
We  still  have  much  to  learn  about  iodides’  phys- 
iologic effects,  but  they  certainly  are  not  lim- 
ited to  their  effect  on  the  thyroid  gland.  It  was 
shown  experimentally  in  man  that  iodides  lo- 


cally will  increase  the  inflammatory  response, 
so  they  are  not  exerting  this  effect  on  inflam- 
mation through  an  endocrine  mechanism.  The 
control  sites  were  on  the  same  persons. 

The  fact  that  iodides  enhance  inflammation 
accounts  for  many  other  clinical  effects  such 
as  aggravating  acne,  dermatitis  herpetiformis, 
pyoderma  gangrenosum,  and  producing  ioder- 
mas. 

The  exact  method  by  which  iodides  increase 
inflammation  has  not  yet  been  determined.  It 
could  occur  by  increasing  the  release  of  medi- 
ators of  inflammation  or  by  decreasing  the  rate 
of  inactivation  of  mediators  of  inflammation. 

REFERENCES 

1.  stone,  O J,  and  Willis,  C J;  Iodide  Enhancement  of  In- 
flammation— Experimental  with  Clinical  Correlation,  Texas  Rep 
Biol  Med  25:205  (Summer)  1967. 

2.  Kolmer,  J A,  et  al:  The  Effect  of  Potassium  lodid  on  the 
Leutin  Reaction,  JAMA  67:718  (Sept  2)  1916. 

3.  Kolmer,  J A,  et  al:  The  Effect  of  Certain  Drugs  Upon  Skin 
Reactions,  J Lab  Clin  Med  2:401  (Feb)  1917. 

4.  Sherrick,  J W:  The  Effect  of  Potassium  lodid  on  the  Lue- 
tin  Reaction,  Preliminary  Report,  JAMA  65:404  (July  31)  1915. 

5.  Wilson,  J W,  and  Plunkett,  O A:  The  Fungus  Diseases  of 
Man,  Berkeley,  University  of  California  Press,  1965. 

6.  Galiana,  J,  and  Conti-Diaz,  I A:  Healing  Effects  of  Heat 
and  a Rubefacient  on  Nine  Cases  of  Sporotrichosis,  Sabour- 
audia  3:64,  1963. 

7.  Trejos,  A,  and  Ramirez,  O:  Local  Heat  in  the  Treatment 
of  Sporotrichosis,  Mycopathologia  30:47,  1966. 

8.  Mielens,  Z E,  et  al:  The  Effect  of  Oral  Iodides  on  Inflam- 
mation, Texas  Rep  Biol  Med  26:117  (Spring)  1968. 

9.  Schneidau,  J D,  et  al:  Cutaneous  Hypersensitivity  to 
Sporotrichin  in  Louisiana,  JAMA  188:371  (April  27)  1964. 

10.  Evans,  D G,  et  al:  The  Enhancement  of  Bacterial  Infec- 
tions by  Adrenaline,  Brit  J Exp  Path  29:20  (Feb)  1948. 

11.  Cooper,  E V:  Gas-Gangrene  Following  Injection  of  Adren- 
aline, Lancet  1:459  (March  30)  1946. 

12.  Mulholland,  J H,  and  Cluff,  L E:  The  Effect  of  Endotoxin 
upon  Susceptibility  to  Infection:  The  Role  of  the  Granulocyte, 
in:  Landy,  M,  and  Braun,  W,  Eds:  Bacterial  Endotoxins,  New 
Brunswick,  NJ,  Rutgers  University  Press,  1964,  pp  211-229. 

13.  Conti,  C R,  et  al:  Studies  on  the  Pathogenesis  of  Staphy- 
lococcal Infection:  IV.  The  Effect  of  Bacterial  Endotoxin,  J Exp 
Med  113:845  (May  1)  1961. 

14.  Cohn,  Z A:  Determinants  of  Infection  in  the  Peritoneal 
Cavity:  II.  Factors  Influencing  the  Fate  of  Staphylococcus  aureus 
in  the  Mouse,  Yale  J Biol  Med  35:29  (Aug)  1962. 

15.  Stone,  0 J,  and  Willis,  C J:  The  Effect  of  Arsenic  on 
Inflammation,  Arch  Environ  Health  16:801  (June)  1968. 

16.  Stone,  O J:  Early  Cellular  Inflammation  and  Neoplasia 
Control,  Texas  Rep  Biol  Med  26:267  (Fall)  1968. 

17.  Stone,  O J,  and  Willis,  C J:  The  Effect  of  Tar  on  Infec- 
tions, in  preparation. 

18.  Scott,  K G:  The  Mast  Cell,  Its  Amines,  and  Tumor 
Growth  in  Rodents  and  Man,  Ann  NY  Acad  Sci  103:285  (Feb 
26)  1963. 

19.  Cantin,  M:  Study  of  a Generalized  Erythema  Induced  by 
Iodides,  J Invest  Derm  48:560  (June)  1967. 

Dr.  Stone,  Department  of  Dermatology,  University  of 
Texas  Medical  Branch,  Galveston,  Tex  77550. 


54 


TEXAS  MEDICINE 


THE  MANAGEMENT  OF 
PORTAL  HYPERTENSION 

RUDOLPH  W.  VOLLMAN,  MD 


The  management  of  portal  hypertension  has 
evoked  widespread  interest  and  many  reports 
concerned  with  both  clinical  and  experimental 
studies.  A review  of  the  literature  is  presented 
with  special  emphasis  on  current  developments 
in  diagnosis  and  operative  technique,  and  meth- 
ods of  management  for  acute  variceal  bleeding. 

CLASSIFICATION  AND  ETIOLOGY:  A number  of 
conditions  cause  obstruction  to  blood  flow 
through  the  liver  which  results  in  portal  hyper- 
tension. These  lesions  may  be  classified  ana- 
tomically as  (1)  suprahepatic,  (2)  intrahepatic, 
and  (3)  infrahepatic,  depending  upon  the  loca- 
tion of  the  obstruction  with  reference  to  the 
liver. 

A second  classification  outlines  the  patho- 
physiological changes  which  occur  (Table  1). 
With  this  concept,  the  organic  disorders  lead- 
ing to  portal  hypertension  are  best  divided  into 
two  other  major  categories:  (1)  presinusoidal 
portal  bed  block,  and  (2)  postsinusoidal  portal 
bed  block.  The  liver  sinusoid  refers  to  the  ter- 
minal capillary  of  the  liver  which  connects  the 
portal  vein  and  hepatic  artery  (inflow)  to  the 
hepatic  vein  (outflow)  (Fig  1).  This  latter  con- 
cept is  particularly  important  since  the  post- 
sinusoidal  or  “outflow”  block  rather  than  the 
presinusoidal  block  is  important  in  the  produc- 
tion of  ascites. 1 In  cirrhosis  of  the  liver  leading 
to  portal  hypertension  from  an  intrahepatic 
block  there  is  a tremendous  hemodynamic  vari- 
ation with  a wide  spectrum  of  presinusoidal  to 
postsinusoidal  block,  depending  upon  whether 
the  scarring  affects  the  portal  areas  or  the  he- 
patic veins  (Table  1).  This  accounts  for  the 
presence  or  absence  of  ascites. 

Diagnosis:  As  in  any  disease,  the  correct  treat- 
ment of  portal  hypertension  depends  upon  an 
accurate  and  prompt  diagnosis.  Routine  his- 
tory, physical  examination  and  laboratory 
studies  should  be  part  of  the  emergency  screen- 
ing of  the  patient.  The  bromsulphalein  reten- 
tion test,  if  normal,  will  rule  out  the  diagnosis 


of  bleeding  varices.  An  abnormal  retention  of 
dye  may  occur,  however,  with  any  massive  gas- 
trointestinal hemorrhage. 2 Bleeding  and  clotting 
times  and  a blood  platelet  count  are  essential. 
The  blood  ammonia  and  ammonia  tolerance 
test  help  to  indicate  evidence  of  portal-systemic 
shunting  but  not  necessarily  esophageal  varices. 

An  upper  gastrointestinal  series  should  be 
carried  out  if  the  patient’s  condition  permits. 
This  is  done  primarily  to  determine  the  pres- 
ence of  esophageal  varices;  however,  peptic 
ulceration  which  may  occur  concomitantly  must 
also  be  sought. 

Esophagoscopy  is  performed  occasionally, 
but  the  results  are  sometimes  difficult  to  in- 
terpret in  the  face  of  massive  bleeding. 

Splenoportography  with  splenic  pulp  mano- 
metry is  useful  to  determine  directly  whether  or 
not  a patient  has  significant  portal  hyperten- 
sion. Patients  with  bleeding  varices  usually 
have  pressures  above  30  cm  of  water.  This 
maneuver  can  be  hazardous  due  to  bleeding 
from  the  splenic  puncture  site. 

Arterial  portography  by  retrograde  catheteri- 
zation of  the  celiac  axis  with  delayed  films  of 
the  venous  outflow  tracts  from  the  spleen  and 
splanchnic  bed  will  visualize  the  portal  vein  and 
esophageal  varices  if  present.  In  some  ways 
arteriography  is  safer  and  about  as  accurate  as 
splenoportography.  It  may  also  be  applicable  in 
demonstrating  postoperative  shunt  patency. ^ 

Transumbilical  portography  recently  has  been 
used  by  Piccone  and  associates.^  The  umbilical 
vein  in  the  ligamentum  teres  of  the  liver  can  be 
reopened  and  catheterized  under  local  anes- 
thesia. Portal  pressure  measurements  and  an- 
giograms can  be  done  by  this  technique.  This 
useful  adjunct  has  opened  a completely  new 
avenue  for  study  of  the  portal  circulation. 

Emergency  Treatment:  Substantial  evidence 
suggests  that  until  recently  the  survival  rate  of 
patients  with  sequelae  of  portal  hypertension 
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Fig  1.  Schematic  diagram  to  indicate  the  functional  effects  of  postsiniisoidal  obstruction  or  “outflow”  block 
on  the  liver.  From  Dumont,  in:  Child.  C G,  3rd,  Ed:  The  Liver  and  Portal  Hypertension,  Philadelphia, 
IV  B Saunders  Co,  1964. 


had  not  changed  significantly.  The  nnajor  un- 
solved problem  in  the  management  of  portal 
hypertension  concerns  the  emergency  treat- 
ment of  bleeding  esophageal  varices.  These 
patients  require  a joint  effort  by  both  physician 
and  surgeon. 

Medical  Management  of  acute  variceal  hemor- 
rhage includes  balloon  tamponade  with  the 
Blakemore-Sengstaken  tube.  Cooling  through  a 
similar  type  balloon  system  has  been  aban- 
doned by  most  physicians  because  it  reduces 
hepatic  blood  flow.®  Surgical  Pituitrin,  20  to  40 
units,  is  given  intravenously  every  six  or  eight 
hours  to  reduce  portal  pressure.  Transfusions 
of  fresh,  whole  blood  are  used  to  replace  blood 
volume,  platelets  and  fibrinogen.  Plasma  and 
albumin  are  given  to  correct  hypoproteinemia. 
Cathartics,  enemas,  and  antibiotics  (neomycin) 
are  necessary  to  combat  hepatic  coma.  Hyper- 
tonic glucose  and  therapeutic  doses  of  vitamins 
K,  C,  and  B complex  are  given.  Salt  intake  is 
restricted  and  diuretics  (spironolactone)  are 
used  if  ascites  is  present.  Exchange  resins  and 
arginine  glutamate  are  used  only  rarely  to  re- 
lieve symptoms  of  hepatic  coma.  In  40%  of 
patients,  bleeding  is  not  controlled  by  tampon- 
ade or  recurs  after  release  of  pressure  in  the 


balloon.  This  requires  direct  surgical  interven- 
tion except  in  the  very  poor  risk  group. 

Surgical  Treatment  of  bleeding  esophageal 
varices  may  be  classified  as  either  venous  in- 
terruption “non-shunt,”  or  “decompressive 
shunt”  operations. 

1.  The  ligation  of  bleeding  esophageal  vari- 
ces with  a whipping  stitch  on  each  major  vari- 
ceal column  may  be  accomplished  either  trans- 
thoracically  or  transabdominally.  The  chest  ap- 
proach is  preferable.  However,  an  error  in  diag- 
nosis may  force  the  surgeon  to  control  variceal 
bleeding  from  below.  Immediate  control  of  hem- 
orrhage is  obtained  by  this  method,  but  defini- 
tive portal  decompression  must  be  done  subse- 
quently because  of  the  danger  of  further  bleed- 
ing. 

2.  Other  non-shunting  surgical  procedures 
such  as  arterial  ligation  with  gastric  and  eso- 
phageal devascularization  and  transection  of 
the  stomach  with  portal-azygos  disconnection 
have  been  used  without  long-term  success  in 
the  past.  More  than  half  the  patients  hemor- 
rhage again  within  a year.®' 

3.  Thoracic  duct  cannulation  has  been  used 
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PRESINUSOIDAL  BLOCK 


POSTSINUSOIDAL  "OUTFLOW"  BLOCK 


INTRAHEPATIC  CAUSES  (85%) 

Intrahepatic:  Intrahepalic: 

Cirrhosis  (scarring  affecting  portal  areas)  Cirrhosis  (scarring  causing  constriction  of  central  veins) 

Schistosomiasis  Veno-occlusive  disease  (bush-tea  poison) 

Wilson's  disease 

Biliary  obstruction 

Traumatic  arteriovenous  fistula 


Infrahepatic: 

Obstruction  of  portal  vein 

Congenital  (hypoplasia,  malformation, 
cavernous  transformation) 

Thrombosis  (neonatal  omphalitis,  trauma, 
pylephlebitis,  polycythemia, 
complicating  cirrhosis) 

Compression  (cancer  of  pancreas,  pancreatitis, 
lymph  node  metastasis) 


EXTRAHEPATIC  CAUSES  (15%) 

Suprahepatic: 

Obstruction  of  cava  or  hepatic  veins 
Congenital  (anomaly  of  vena  cava) 

Thrombosis  (Chiari's  syndrome, 
hypercoagulable  states) 

Compression  (tumor  mass) 


Transmitted  pressure  ("cardiac") 


Table  1.  Classification  of  portal  hypertension. 


for  temporary  decompression  of  intractable  cir- 
rhotic ascites  as  well  as  for  reduction  of  portal 
pressure  during  acute  variceal  bleeding.®  It  is  a 
simple  maneuver  to  perform  in  the  neck  under 
local  anesthesia,  but  it  should  be  regarded  as 
an  experimental  approach  and  used  with  cau- 
tion. 

4.  The  emergency  portal-systemic  shunt 
should,  in  reality,  be  classified  as  an  urgent  op- 
eration after  certain  measures  are  taken  to  pre- 
pare and  stabilize  the  patient  by  the  methods 
previously  mentioned.  This  may  take  as  long  as 
24  to  48  hours.  This  procedure  is  definitive 
since  usually  no  further  operative  procedure  is 
required.  Occasionally,  however,  the  emergency 
shunt  does  not  immediately  control  massive 
hemorrhage.  The  end-to-side  portacaval  shunt 
is  the  most  practical  and  quickest  shunt  to  per- 
form under  emergency  conditions  and  is  the 
most  effective  in  reducing  portal  pressure. 

5.  Temporary  shunts  have  been  constructed 
in  seriously  ill  patients  who  are  unable  to  with- 
stand major  abdominal  surgery.  The  sapheno- 
umbilical  shunt  is  created  by  anastomosing  the 
two  up-turned  saphenous  veins  to  the  distal 
umbilical  vein  which  has  been  reopened. **  Extra- 
corporeal portosystemic  shunts  have  also  been 


constructed  using  silicone  rubber  tubing  be- 
tween the  jugular  and  umbilical  veins.  No  anti- 
coagulants or  pumping  mechanism  are  re- 
quired. Several  of  these  shunts  have  remained 
patent  more  than  a year.^*’  A definitive  shunt 
may  be  performed  later  when  the  patient’s  con- 
dition permits. 

Elective  Management:  It  is  generally  agreed  that 
a patient  who  has  survived  a bleeding  episode 
from  esophageal  varices  or  who  has  intractable 
cirrhotic  ascites  should  be  seriously  considered 
for  elective  shunt  surgery  after  medical  prepar- 
ation to  improve  liver  function.  Many  new  oper- 
ative shunt  procedures  have  been  developed 
recently  and  will  be  discussed  briefly.  The 
search  for  the  best  definitive  treatment  still 
continues. 

Portacaval  Shunt:  This  is  still  the  most  com- 
monly employed  and  probably  the  easiest  tech- 
nical procedure  which  provides  maximal  decom- 
pression of  the  splanchnic  bed.  An  end-to-side 
or  side-to-side  anastomosis  may  be  used.  The 
side-to-side  shunt  or  double-barrel  shunt  is  pre- 
ferred if  there  is  a postsinusoidal  outflow  block 
with  massive  ascites,  or  if  the  hepatic  occluded 
portal  pressure  is  higher  than  the  free  portal 
pressure.  The  side-to-side  shunt  decompresses 
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both  the  portal  and  splanchnic  circulation  and 
reduces  the  production  of  liver  lymph  and  as- 
cites, and  abolishes  aldosterone  hypersecre- 
tion.^^ 

Splenorenal  Shunt:  The  end-to-side  spleno- 
renal shunt  with  splenectomy  is  effectively  a 
small  side-to-side  portacaval  shunt  and  should 
be  considered  physiological  in  this  way.  It  is 
less  effective  in  reducing  portal  pressure  and  is 
technically  more  difficult  and  time  consuming 
because  of  the  size  and  anatomy  of  the  splenic 
vein.  Most  surgeons  reserve  this  for  patients 
with  infrahepatic  portal  bed  block,  hypersplen- 
ism,  or  previous  surgery  in  the  common  duct 
and  portal  regions.  Linton,  however,  remains  a 
strong  advocate  of  this  type  of  shunt  routinely.^- 

Mesocaval  Shunt:  This  procedure,  which  was 
introduced  by  Clatworthy,  has  proved  to  be  an 
extremely  valuable  adjunct  in  the  surgical  treat- 
ment of  portal  hypertension,  particularly  in  chil- 
dren with  extrahepatic  portal  bed  block  whose 
splenic  veins  are  inadequate  because  of  their 

small  size. 

Portarenal  Shunt:  The  technique  for  joining 
the  portal  vein  with  the  vena  cava  using  the  left 
renal  vein  was  described  recently  by  Simeone 
and  Hopkins.il  interruption  of  the  left  renal  vein 
between  its  branches  and  the  vena  cava  does 
not  completely  occlude  the  venous  return  from 
the  left  kidney,  which  remains  viable  because  of 
venous  outflow  through  the  adrenal,  gonadal, 
and  capsular  veins.  It  is  mainly  used  in  cases 
where  a hypertrophied  caudate  lobe  of  liver 
separates  the  vena  cava  and  portal  vein  making 
a direct  portacaval  shunt  difficult. 

Distal  Splenorenal  Shunt:  The  selective  trans- 
splenic  decompression  of  gastroesophageal  vari- 
ces by  distal  end-to-end  splenorenal  shunt  was 
introduced  by  Warren  and  others  recently. i® 
This  essentially  decompresses  the  one  critical 
venous  system,  the  gastroesophageal  varices — 
yet  maintains  blood  flow  to  the  liver  and  pre- 
vents postoperative  liver  failure  and  encephalo- 
pathy. This  type  shunt  is  an  ingenious  new  var- 
iant, but  obviously  it  is  even  more  technically 
difficult  than  the  routine  splenorenal  shunt. 


Prophylactic  Shunt:  Preliminary  and  subse- 
quent reports  from  the  Boston  Inter-Hospital 
Liver  Groupi®-  n have  shown  that  in  more  than 
200  randomized  patients  who  were  followed  for 
seven  years,  shunt  operations  for  esophageal 
varices  without  prior  hemorrhage  did  not  effec- 
tively extend  the  survival.  Following  shunt  sur- 
gery, the  operative  mortality  and  death  from 
hepatic  failure  completely  offsets  the  undeni- 
able protection  afforded  against  fatal  hemor- 
rhage. This  indicates  that  a porta  I -systemic 
shunt  accelerates  hepatic  deterioration  in  some 
patients,  and  usually  should  not  be  recommend- 
ed prophylactically  before  variceal  bleeding 
occurs. 

Results:  Postoperative  mortality  in  elective  and 
urgent  shunt  operations  is  directly  related  to 
the  preoperative  status  of  liver  function,  as 
previously  noted  by  Child  and  Turcotte.i®  Severe 
metabolic  alkalosis  before  or  after  surgery  is  an 
ominous  sign.  In  patients  with  ascites,  jaundice, 
and  encephalopathy,  the  outcome  is  uniformly 
fatal  regardless  of  the  method  of  management 
used. 

The  results  of  emergency  treatment  of  bleed- 
ing varices  by  (1)  nonsurgical  methods,  (2) 
variceal  ligation,  and  (3)  portacaval  shunts  have 
been  compared  by  Orloff.i^  The  severity  of  cir- 
rhosis was  similar  in  all  three  groups.  Patients 
in  the  shunt  group  were  treated  with  intraven- 
ous posterior  pituitary  extract,  which  controlled 
the  bleeding  in  88%  of  cases  without  resort  to 
a balloon  tube.  All  patients  had  emergency  op- 
erations within  eight  hours  of  admission  to  the 
hospital.  There  was  a 47%  operative  mortality 
for  the  shunt  group,  which  was  similar  to  the 
operative  mortality  for  varix  ligation.  Both  forms 
of  operative  therapy  produced  an  early  survival 
rate  which  was  three  times  greater  than  that 
resulting  from  medical  management  alone.  The 
four-year  survival  rate  after  emergency  shunt 
was  also  significantly  greater  than  the  survival 
rate  from  any  other  types  of  treatment. 

Complications:  Encephalopathy:  The  occurrence 
of  encephalopathy  after  a portal-systemic  shunt 
is  a most  distressing  and  serious  problem.  The 
incidence  approximates  20%.  This  complica- 
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tion  has  been  attributed  to  the  effects  of  (1)  the 
shunting  of  portal  blood  around  the  liver,  (2) 
a decrease  in  hepatic  blood  flow  secondary  to 
the  diversion  of  portal  blood,  (3)  a deterioration 
in  hepatic  cellular  function  interfering  with  urea 
synthesis,  (4)  resumption  of  alcoholic  intake, 
and  (5)  increased  intestinal  absorption  of  am- 
monia.The  incidence  of  encephalopathy  is 
low  following  splenorenal  shunt.  It  is  somewhat 
more  common  after  a side-to-side  portacaval 
shunt  than  after  an  end-to-side  shunt. 

If  restriction  of  protein,  catharsis,  enemas, 
and  intermittent  or  continuous  use  of  broad- 
spectrum  antibiotics  such  as  neomycin  do  not 
control  the  progress  of  the  central  nervous  sys- 
tem disorder,  then  surgical  measures  such  as 
ileostomy,  and  ablation  or  exclusion  of  the  colon 
with  ileoproctoscopy  may  be  necessary  to  de- 
functionalize  the  colon  and  restore  normal  cere- 
bral function. 

Peptic  Ulceration:  Silen  and  others^i  recently 
reviewed  the  entire  subject  and  presented  evi- 
dence that  a powerful  gastric  secretogogue, 
probably  histamine,  is  released  into  the  portal 
circulation  following  ingestion  of  protein.  The 
secretogogue  is  normally  inactivated  by  the 
liver.  Bypassing  the  liver  with  a portal-systemic 
shunt  permits  rapid  accumulation  of  this  secre- 
togogue in  the  systemic  circulation  with  re- 
sulting gastric  hyperacidity.  The  incidence  of 
peptic  ulceration  has  been  noted  as  15%.  Most 
patients,  therefore,  must  be  watched  closely  for 
this  complication  and  antacid  therapy  should 
begin  as  soon  as  oral  intake  is  established. 

Hepatic  Failure:  The  effects  of  a portal-syste- 
mic shunt  on  the  liver  blood  flow  and  hepatic 
cellular  function  are  unpredictable.  After  diver- 
sion of  portal  blood,  there  is  a compensatory  in- 
crease in  hepatic  artery  flow.  Often,  however, 
there  is  a severe  drop  in  liver  blood  flow.  This 
is  attended  by  serious  deterioration  in  liver 
function  which  usually  becomes  manifest  after 
the  third  postoperative  day.  Side-to-side  shunts 
may  result  in  reversal  of  blood  flow  in  the  portal 
vein  which  aggravates  this  situation.  Mainten- 
ance of  high  caloric  intake  with  glucose,  and 


correction  of  hypokalemic  alkalosis  with  potas- 
sium chloride  provides  the  basic  therapy.  Anti- 
biotics and  occasionally  steroids  may  be  used. 
Progressive  hepatic  decompensation  and  death 
may  ensue  despite  all  efforts.  An  increase  in  he- 
patic blood  flow  up  to  35%  can  be  obtained  in 
experimental  animals  by  performing  hepatic 
periarterial  neurectomy  at  the  time  of  shunt 
surgery. 22  This  may  have  the  same  salutary  ef- 
fect on  man,  but  further  clinical  evidence  is 
necessary.  The  use  of  non-shunting  operations 
as  previously  described  also  protects  the  liver 
from  drastic  reduction  in  blood  flow. 

Methods  have  been  developed  recently  for 
providing  temporary  metabolic  support  during 
acute  hepatic  failure  whether  it  follows  shunt 
surgery,  hepatitis,  or  exposure  to  toxins.  The 
use  of  isolated  and  perfused  extracorporeal  pig 
Iivers23  and  total  exchange  blood  transfusions24 
have  salvaged  an  occasional  patient  while  allow- 
ing regeneration  and  return  of  liver  function. 

Hepatorenal  Syndrome:  This  probably  is  not  a 
single  pathophysiological  entity.  In  most  in- 
stances it  is  caused  by  the  reduction  in  blood 
volume  and  decreased  renal  perfusion  with  at- 
tendant oliguria  associated  with  reaccumulation 
of  ascites.  In  addition,  certain  metabolic  factors 
due  to  hepatic  anoxia,  as  well  as  neural  stimu- 
lation of  the  autonomic  plexus  in  the  gastro- 
hepatic  ligament  during  the  portal  dissection, 
result  in  sudden  increase  in  renal  vascular  re- 
sistance and  concomitant  decrease  in  renal 
function. 25  The  restoration  of  blood  and  extra- 
cellular fluid  volume  usually  results  in  rapid 
restoration  of  function. 

Summary:  The  major  unsolved  problem  in  the 
management  of  portal  hypertension  concerns 
the  treatment  of  bleeding  esophageal  varices. 
The  “urgent”  or  emergency  portacaval  shunt  is 
the  therapy  of  choice  for  most  cirrhotic  patients 
who  bleed  from  esophageal  varices.  A side-to- 
side  shunt  should  be  used  if  there  is  ascites  or 
an  outflow  type  block. 

The  cirrhotic  patient  requires  careful  preop- 
erative medical  management  to  improve  liver 
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function  as  much  as  possible  before  a definitive 
surgical  operation  for  portal  hypertension. 

Prophylactic  shunts  performed  before  bleed- 
ing occurs  v\/ill  not  effectively  extend  the  long- 
term survival  of  patients  with  cirrhosis  and  eso- 
phageal varices. 

Recent  innovations  such  as  arterial  and  trans- 
umbilical  portography  as  well  as  portarenal  and 
distal  splenorenal  shunts  are  of  current  inter- 
est in  treating  selected  patients  with  portal  hy- 
pertension. 

The  morbidity  and  mortality  of  surgical  inter- 
vention in  portal  hypertension  remains  appreci- 
ably high  due  to  the  complications  of  encephal- 
opathy, peptic  ulceration,  and  hepatic  failure 
postoperatively.  However,  the  long-term  survival 
rate  after  surgery  is  much  greater  than  with 
medical  management  alone. 
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mine to  help  relieve  itching  and  rhinorrhea. 

Zephiran®  Cl  1:5000,  an  excellent  wetting 
agent  and  antiseptic  preservative  to  aid  rapid 
spread  of  components. 

nTz,  for  temporary  relief  of  nasal  symp- 
toms, is  well  tolerated,  but  overdosage  should 
be  avoided. 

Available;  nTz  Nasal  Spray  in  squeeze 
bottles  of  20  ml;  nTz  Solution  in  bottles  of  1 oz. 
with  dropper. 


Winthrop  Laboratories,  New  York,  N.  Y.  10016 
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Healing  the  ulcer  crater 


Pro-Banthlne 

brand  of  III'  I • I 

propantheline  bromide 


blocks  ulcerogenic  autonomic  impulses 

Therapeutic  Activity -Pro-Banthlne  blocks  ul- 
cerogenic impulses  at  both  parasympathetic  effec- 
tor sites  and  ganglia  and  at  sympathetic  ganglia. 

This  dual  action,  a capacity  quite  beyond  that  of 
belladonna  derivatives,  has  been  shown  repeat- 
edly to  reduce  gastric  secretion,  to  suppress  gas- 
trointestinal motility  and  to  relieve  nicer  pain. 

Healing  Environment— Tims,  Pro-Banthine,  to- 
gether with  other  standard  measures,  creates  a 
favorable  environment  to  hasten  heahng  of  the 
ulcer. 

So  widely  is  this  ability  recognized  that  for  years 
Pro-Banthine  has  been  the  most  widely  prescribed 
medication  for  treating  peptic  ulcer. 


Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  car- 
diac disease. 

Precautions:  Since  varying  degrees  of  uri- 
nary hesitancy  may  occur  in  elderly  men 
wdth  prostatic  hypertrophy,  this  should  be 
watched  for  in  such  patients  until  they 
have  gained  some  experience  with  the 
drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with 
possible  loss  of  voluntary  muscle  control. 
Such  patients  should  receive  prompt  and 
continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  ef- 


fects, in  order  of  incidence,  are  xerostomia, 
mydriasis,  hesitancy  of  urination  and  gas- 
tric fullness. 

Dosage:  The  maximal  tolerated  dosage  is 
usually  the  most  effective.  For  most  adult 
patients  this  will  be  four  to  six  15-mg. 
tablets  daily  in  divided  doses.  In  severe 
conditions  as  many  as  two  tablets  four  to 
six  times  daily  may  be  required.  Pro- 
Banthine  (brand  of  propantheline  bro- 
mide) is  supplied  as  tablets  of  15  mg.,  as 
prolonged -acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum- type  vials  of 
30  mg.  The  parenteral  dose  should  be  ad- 
justed to  the  patient’s  requirement  and 
may  be  up  to  30  mg.  or  more  every  six 
hours,  intramuscularly  or  intravenously. 
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(usually 
for  10  to  12 
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TUssiQKEX suspension/tablets;  Eacht^aspooMul  (5  cc.)  or 


tablet  of  TUSSIONEX  contains  5 mg.  hydfocodone  (Warning: 

be  habit-forming)  and  10  mg.  phetk^ltoloxamine,  both  as  cation 
exchangLC  resin  complexes  of  sulfonated  polystyrene. 

Cisiss  B narcotic  — oral  Rx  where  state  laws  permit. 

INDICATIONS:  Coughs  associated  with  respiratory  infections 
including  chronic  sinusitis,  colds,  influenza,  bronchitis,  and  cough 
resulting  from  measles,  pulMoa^  tuberculosis,  bronchiectasis, 
and  bronchogenic  c^dnoma. . . , 

*dosage:  Adults:  1 teaspobnful  (5  dc.X  hr  tablet eye^  8-12  hours. 
Children:\}ndQx  1 year:  1/4  teaspoonful  every  12  hours. 

From  I -5  years : 1 /2  teaspoonful  every  1 2 hours.  Over  5 years : 

1 teaspoonful  every  12  hours, 

SIDE  efpects.:  M^'^iudemild  constipation,  nausea,  facial 
pruritus,  or  drowsing.  ^ 

‘.For  complete  detalledlnfl^^aion,  refer  to  package  insert  or 
Q^cial  brochure.  ' , 
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FACTITIAL 

DISEASE 

ALFRED  MILLER,  MD 


Patients  who  deliberately  injure  themselves  or 
make  themselves  physically  sick  need  both 
medical  and  psychiatric  treatment.  There  are 
clues  to  help  identify  such  patients,  and  a gen- 
eral knowledge  of  the  psychological  factors  in- 
volved in  these  bewildering  and  sometimes  bi- 
zarre cases  is  useful.  The  physician’s  natural 
indignation  is  justified,  but  expressing  it  is  use- 
less. The  most  worthwhile  approach  is  to  avoid 
premature  exposure  of  the  patient  while  trying 
to  lay  the  groundwork  for  psychiatric  therapy. 

FACTITIAL  DISEASE  is  any  symptom  complex, 
injury,  or  illness  which  is  self-inflicted.  Since 
Biblical  times  when  David  “feigned  himself 
mad’’  (I  Samuel  21:13)  many  kinds  of  factitial 
diseases  have  been  reported — factitial  fever, 
endocrine  abnormalities  including  hyperthyroid- 
ism and  hyperinsulinism,  hypoprothrombine- 
mia,  gastrointestinal  abnormalities,  neurologic- 
al disorders,  porphyria,  edema,  and  arthritis  to 
mention  a few.  The  self-inflicted  injuries  vary 
from  recurring  dermatological  lesions  to  cata- 
racts, and  even  to  self-castration. 

The  individuals  involved  in  factitial  disease 
come  from  all  segments  of  our  society  and  can 
be  classified  into  three  general  categories:  (1) 
the  psychotic,  (2)  the  malingerer,  and  (3)  the 
neurotic. 

The  psychotic’s  inflictions  are  generally  con- 
spicuous, bloody,  and  painful.  The  psychosis 
usually  is  quite  evident  clinically.  Often  an  ac- 
tual or  symbolic  meaning  attributed  to  a part  of 
the  body  determines  the  selection  of  the  area 
eventually  involved  in  factitial  disease.  As  an 


example,  a 30-year-old  high  school  principal 
became  severely  depressed  and  killed  his  two- 
year-old  child  by  beating  it  in  the  head  with  a 
hammer,  saying  he  wanted  to  spare  the  baby 
the  suffering  that  he  himself  had  endured.  He 
was  committed  to  a state  hospital.  While  in  the 
hospital  he  succeeded  in  thrusting  his  arm  into 
some  machinery  in  such  a way  as  to  bring  about 
the  amputation  of  his  right  hand.  Thus,  he  cut 
off  the  offending  hand  in  an  effort  to  atone  for 
his  guilt. 

The  malingerer  is  one  who  is  guilty  of  willful, 
deliberate  and  fraudulent  feigning  or  exaggera- 
tion of  the  symptoms  of  illness  or  injury  for  the 
purpose  of  a consciously  desired  end.  He  uses 
factitial  disease  as  a means  to  conquer  and  de- 
feat his  environment  and  society  with  the  net 
gain  in  his  favor. 

The  frank  appearance  of  aggressive  purpose, 
the  conscious  motivation,  and  the  generally  an- 
tisocial behavior  of  the  malingerer  seem  to  dis- 
tinguish him  from  the  neurotic.  However,  we 
must  realize  that  the  malingerer  is  also  moti- 
vated by  unconscious  factors,  thus  making  the 
categorization  between  malingerer  and  neurotic 
indistinct.  For  example,  to  the  extent  to  which  a 
neurotic  person  consciously  makes  use  of  the 
secondary  gains  of  his  illness,  he  is  also  a ma- 
lingerer. 

The  neurotic  patient  rarely  mutilates  himself 
irrevocably.  Substituted  and  symbolic  forms  of 
self-mutilation  are  common,  however,  and  neu- 
rotics frequently  demand  and  obtain  mutilation 
at  the  hands  of  a second  party,  for  example,  in 
the  form  of  surgical  operations. 

The  explanation  for  this  lies  in  the  nature 
and  purpose  of  the  neurosis.  It  is  a compromise 
device  intended  to  save  the  personality  from 
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such  direct  and  serious  consequences  of  the 
demands  of  the  instincts  and  of  the  conscience. 
The  ego  has  the  task  of  adjusting  these  de- 
mands, and  if  it  finds  itself  failing  it  makes  the 
best  bargain  possible.  The  ego  concedes  as  lit- 
tle as  possible  to  the  insistence  of  the  con- 
science upon  self-punishment — the  end  result 
represents  the  best  that  the  ego  of  the  neurotic 
can  do.  The  psychotic  patient,  on  the  other 
hand,  ceases  even  to  attempt  any  such  bargain- 
ing, and  hence  one  sees  the  extreme  and  bi- 
zarre self-mutilations  common  to  them. 

The  element  of  bargaining — of  making  the 
best  possible  compromise — is  the  essence  of 
the  whole  matter. 

The  normal  individual  is  not  so  strongly  moti- 
vated by  destructive  urges  and  can  make  the 
best  bargain.  Compared  to  him  the  neurotic 
makes  a bad  bargain,  but  compared  to  the  total 
surrender  of  the  psychotic  person,  the  neurot- 
ic’s bargain  is  not  so  bad.  Multiple  surgical  pro- 
cedures are  quite  common  in  the  records  of 
patients  with  factitial  disease;  in  attempting  to 
understand  this  addiction  to  surgery,  many  of 
the  patient’s  conscious  and  unconscious  mo- 
tives become  apparent: 

1.  To  avoid  facing  something  else  which  he 
fears  more  than  he  fears  surgery,  (a)  The  ad- 
vantage of  a surgical  procedure  over  a nonsur- 
gical  procedure  is  that  an  additional  party  is 
brought  in  and  made  to  assume  the  responsi- 
bility. (b)  Also,  the  unconscious  may  grasp  at 
a surgical  operation  to  escape  mental  disease 
as  well  as  treatment  for  mental  disease,  that  is, 
when  the  personality  is  threatened  with  disinte- 
gration, it  grasps  frantically  at  various  neurotic 
compromises  in  order  to  avoid  the  catastrophe 
of  psychosis.  This  is  certainly  good  to  remem- 
ber when  a patient  suddenly  begins  to  press  for 
an  elective  procedure  he  has  known  about  for 
some  time. 

2.  Transference  to  a strong  surgeon  who  is 
dynamic,  omniscient,  omnipotent,  kind,  and  yet 
cruel.  This  type  of  father  figure  fits  well  into 
the  masochistic  needs  of  the  factitial  patient. 

3.  Operations  are  sought  by  men  and  wom- 
en alike  to  fulfill  an  ungratified  infantile  wish 


for  a child.  This  is  particularly  true  where  the 
cesarean  section  theory  of  birth  has  been  well 
developed  in  the  patient  as  a child. 

4.  Wish  to  be  castrated.  Two  elements  are 
present:  (a)  need  for  punishment,  and  (b)  the 
erotic  capitalization  of  the  punishment  in  terms 
of  exhibitionism  and  masochism.  Castration  is 
a form  of  focal  destruction.  It  is  the  wish  to 
avoid  death  and  represents  a sacrificing  of  a 
part  but  maintenance  of  the  whole.  Symbolic- 
ally speaking,  the  castration  can  be  in  terms  of 
amputation  of  an  extremity,  herniorrhaphy,  or 
a simple  circumcision. 

Case  Reports:  The  quality  of  deception  found  in 
many  aspects  of  factitial  disease  poses  a diag- 
nostic puzzle  to  the  clinician  which  at  times 
can  be  quite  challenging.  A few  such  cases 
follow. 

Case  1:  A 30-year-old  white  female  laboratory 
technician  was  seen  in  May,  1961,  because  of 
menorrhagia  (11  days  of  flow).  Her  hematocrit 
was  49%.  In  June  1961  she  was  seen  again, 
and  she  complained  of  weakness  and  fainting. 
At  this  time  her  hematocrit  was  32%,  and  she 
had  an  elevated  reticulocyte  count  (3.2%). 

Dilation  and  curettage  was  performed  and 
the  results  were  negative.  The  hematocrit  fell 
postoperatively  to  24%  without  obvious  bleed- 
ing. Exploratory  laparotomy  was  performed  and 
revealed  a ruptured  ovarian  cyst  with  50  cc  of 
blood  in  the  peritoneal  cavity.  Numerous  labor- 
atory studies  were  performed;  all  results  were 
noncontributory,  as  was  the  history.  Her  hema- 
tocrit continued  to  fall,  and  she  was  treated 
with  transfusion.  Finally  a diagnosis  of  hemo- 
lytic anemia  was  entertained,  and  steroids  were 
begun.  One  year  later  the  patient  was  hospi- 
talized again  because  of  persistent  anemia. 
This  time  her  room  was  searched  and  the  fol- 
lowing items  were  found:  the  March-April,  1962, 
issue  of  Transfusion,  two  syringes,  transfusion 
tubing,  and  20-gauge  needles. 

In  1956,  five  years  prior  to  her  initial  symp- 
toms, this  patient’s  fiance  sustained  multiple 
injuries  in  an  auto  accident  while  on  his  way  to 
visit  the  patient.  He  was  hospitalized  for  three 
months  and  in  spite  of  intensive  medical  care 
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he  died.  He  refused  to  see  her  during  his  hos- 
pitalization, and  the  fact  that  his  physicians 
honored  his  refusal  and  failed  to  save  his  life 
seemed  to  form  the  basis  for  the  hostility  she 
had  toward  the  medical  profession. 

Case  2:  A 38-year-old  nurse  had  hemorrhagic 
cystitis  in  1945,  a thorough  hematological  in- 
vestigation with  normal  results  in  1951,  and 
underwent  ureterosigmoidostomy  in  1954  be- 
cause of  repeated  episodes  of  hematuria  and 
genitourinary  tract  infection.  Because  of  pool- 
ing of  urine  in  the  upper  colon,  electrolyte  im- 
balance, and  recurrent  episodes  of  pyelonephri- 
tis, a cystectomy  was  performed  in  1956  along 
with  a colostomy  proximal  to  the  site  of  the 
ureteral  transplants.  The  patient  was  then  given 
long-term  antibiotic  therapy  to  control  recurrent 
urinary  tract  infections. 

In  1960  she  had  repeated  episodes  of  bloody 
discharge  from  the  colostomy,  and  large  hema- 
tomas appeared  on  the  breasts,  arms  and  legs. 
In  1961,  a plasma  determination  for  bishydroxy- 
coumarin  was  positive.  The  patient  was  treated 
with  vitamin  K,  and  when  the  drug  was  no 
longer  found  in  her  blood,  all  clotting  mech- 
anisms returned  to  normal. 

The  initial  hemorrhagic  cystitis  and  genito- 
urinary tract  infections  were  most  probably  sec- 
ondary to  instrumentation.  The  patient  denied 
the  surreptitious  use  of  anticoagulants,  and  she 
promptly  left  the  hospital  when  confronted  with 
the  evidence. 

Case  3:  In  March,  1959,  a 41-year-old  white 
housewife  was  seen  with  the  chief  complaint  of 
paresthesias  of  her  hands  and  feet,  unsteady 
gait,  and  weakness.  Neurological  examination 
showed  tandem  gait  ataxia,  positive  Romberg’s 
sign,  absent  ankle  jerks,  and  loss  of  vibratory 
and  proprioceptive  sensation  in  the  ankles  and 
wrists. 

Because  of  a previous  gastric  resection  for 
a peptic  ulcer,  her  illness  was  diagnosed  initial- 
ly as  subacute  combined  sclerosis,  even  though 
she  had  received  vitamin  Bjo  parenterally  since 
surgery.  However,  because  of  peripheral  neuro- 
pathy, a 24-hour  urine  specimen  was  obtained 


and  was  positive  for  arsenic.  The  patient  was 
treated  with  British  anti-lewisite  and  improved. 

In  September  1959  she  had  increased  leg 
pain;  anemia,  reticulocytosis,  fever,  and  pyuria 
were  found,  and  she  was  hospitalized.  Numer- 
ous studies  were  performed.  Stool  guaiac  was 
positive,  but  results  of  all  other  studies  were 
noncontributory. 

She  was  hospitalized  four  times  (Jan-June 
1960)  for  acute  drug  intoxication  with  Perco- 
dan;  in  August  abdominal  cramps  and  diarrhea 
developed,  and  her  hematocrit  was  36%  and 
sedimentation  rate  6 mm.  Sigmoidoscopy  and 
barium  enema  revealed  ulcerative  colitis  which 
was  treated  with  Madribon  and  Azulfidine. 

During  the  ensuing  12  months  her  hemato- 
crit continued  to  fall  and  equaled  19%.  A blood 
smear  showed  hypochromia  and  she  was  treat- 
ed with  transfusions.  Because  of  persistent 
anemia  and  ulcerative  colitis  refractory  to  treat- 
ment in  October  1961  an  abdominoperineal  re- 
section was  performed  and  an  ileostomy  con- 
structed. Subsequently,  her  hematocrit  rose 
and  remained  stable. 

After  diagnosis  of  arsenic  neuropathy  in 
1959,  the  patient  admitted  chronic  arsenic  in- 
gestion. During  her  first  hospitalization  in  which 
fever  was  present,  she  admitted  to  producing 
the  elevated  temperature  by  rubbing  the  ther- 
mometer on  the  sheets.  With  regard  to  her 
chronic  ulcerative  colitis,  the  terminal  10-15 
cm  of  colon  were  grossly  lacerated  and  ulcer- 
ated. The  remainder  of  the  colon  was  normal. 
When  confronted  with  this,  the  patient  admit- 
ted that  she  had  produced  the  profuse  rectal 
bleeding  repeatedly  by  lacerating  the  distal 
colon  with  long  knitting  needles. 

Prolonged  psychiatric  evaluation  revealed 
this  patient  had  married  a Prussian  riding  in- 
structor who  was  many  years  her  senior.  This 
marriage  was  actually  a business  arrangement. 
When  she  was  no  longer  able  to  satisfy  his  de- 
mands as  a riding  instructor  and  an  exhibitor 
of  horses,  she  began  taking  small  doses  of  arse- 
nic. Her  husband’s  continued  rejection  of  her, 
combined  with  her  inability  to  meet  his  de- 
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mands,  led  to  increased  feelings  of  hostility 
and  guilt.  These  were  thought  to  underlie  a 
process  of  atonement  that  led  to  repeated  epi- 
sodes of  factitial  disease. 

Types,  Detection:  Many  other  cases  of  factitious 
disease  may  be  found  in  the  literature.  In  gen- 
eral, they  do  not  make  pleasant  subject  matter. 
To  mention  a few; 

1.  Cases  of  self  administration  of  insulin 
presenting  the  picture  of  either  brittle  diabetes 
or  islet  cell  adenoma.  The  latter  diagnosis  often 
results  in  numerous  exploratory  laparotomies. 

2.  Self  administration  of  thyroxin,  resulting 
in  thyroidectomy. 

3.  Factitial  arthritis  secondary  to  injection  of 
talc  and  other  foreign  bodies  into  periarticular 
tissues. 

4.  Factitial  porphyria  produced  by  ingestion 
of  multiple  drugs  and  falsifying  laboratory  re- 
ports. 

5.  Edema  and  neuropathy  secondary  to  use 
of  tourniquets. 

6.  Various  accounts  of  hemoptysis  and  he- 
matemesis.  (One  of  the  most  infamous  individ- 
uals is  known  as  the  “Indiana  Cyclone,”  whose 
spurious  hemoptysis  has  been  reported  in  the 
medical  literature  of  England  as  well  as  the 
USA  and  is  a classical  example  of  Munchausen’s 
syndrome.  This  man  apparently  withdraws  blood 
from  his  veins  and  then  either  spits  it  out  or 
coughs  it  up.) 

7.  Silver  nitrate  tonsillitis  and  picric  acid 
jaundice. 

Thus  we  find  that  the  individuals  who  pro- 
duce factitious  disease  can  choose  from  a vari- 
ety of  forms.  The  limiting  factors  seem  only  to 
be  the  materials  and  drugs  available  and  the 
patient’s  knowledge  in  utilizing  them. 

In  dealing  with  fever  of  undetermined  origin, 
some  clues  to  a factitial  origin  are  (1)  failure 
of  the  temperature  curve  to  follow  the  normal 
diurnal  gradient  of  body  temperature,  higher  in 
later  afternoon  and  evening;  (2)  absence  of 


tachycardia  in  the  face  of  abrupt  spikes  in  tem- 
perature; (3)  strikingly  rapid  defervescence  un- 
accompanied by  diaphoresis;  and  (4)  the  pres- 
ence of  temperature  of  106  F or  higher,  which 
is  a relatively  rare  phenomenon  in  adults. 

When  any  of  these  clues  are  present,  it  is  ad- 
visable to  have  an  attendant  hold  a rectal  ther- 
mometer in  place.  However,  some  patients  can 
cause  friction  by  manipulation  of  their  anal 
sphincter  and  thus  cause  the  thermometer  to 
register  a fever.  If  the  issue  is  unsettled,  it  may 
be  resolved  by  taking  the  temperature  of  a 
freshly  voided  urine  specimen. 

In  hematology,  whenever  multiple  clotting 
factor  deficiencies  are  present  it  is  time  to  think 
of  the  surreptitious  use  of  anticoagulants.  In  a 
recent  review  of  nine  cases  of  bleeding  disor- 
ders secondary  to  self-administered  anticoagu- 
lants, all  nine  patients  were  associated  with  the 
medical  profession — eight  were  nurses  and  one 
was  a physician.  Six  of  the  nine  patients  had 
been  habitual  users  of  narcotics. 

Some  of  the  clinical  earmarks  of  factitious 
dermatitis  are  (1)  no  preceding  local  skin 
changes;  (2)  rapid  course  of  lesions;  (3)  sharp- 
ly marginated  lesions  as  opposed  to  normal  ir- 
regularities; (4)  lesions  are  surrounded  by  nor- 
mal skin;  (5)  advancing  borders  may  show  nu- 
merous individual  punctures  due  to  application 
of  the  cauterant  with  a needle  or  pin;  (6)  the 
gangrene  of  factitial  lesions  is  superficial  and 
demarcated  from  normal  skin  by  a narrow  zone 
of  erythema;  (7)  distribution  of  the  lesions — 
either  totally  asymmetrical  or  fantastically  sym- 
metrical. Usually  confined  to  one  side  of  the 
body,  to  the  left  side  in  a right-handed  patient 
and  vice-versa.  There  is  a tendency  to  spare 
sensitive  areas  like  eyelids,  mouth,  nipples,  and 
genitalia,  and  (8)  a favorite  stunt  is  for  the  pa- 
tient to  predict  accurately  a new  location  for  a 
lesion  and  then  suddenly  the  lesion  appears. 

When  trying  to  secure  an  unequivocal  diag- 
nosis of  exogenous  ingestion  or  injection  of  a 
drug,  a careful  search  of  the  patient’s  room  and 
clothing  is  imperative.  Drugs  have  been  hidden 
in  the  toilet  reservoir,  suspended  on  a string 
out  of  the  window,  and  in  the  space  in  the  bot- 
tom of  a thermos  jug. 
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Some  investigators  have  reported  a proof- 
positive way  of  establishing  the  diagnosis  of 
exogenous  injection  of  a substance.  Once  the 
reservoir  of  the  substance  is  found,  radioactive 
iodine  131  is  added,  then  the  patient’s  urine  is 
measured  for  radioactivity.  This  method  pre- 
cludes any  denial  on  the  part  of  the  patient. 

Foreign  bodies  are  often  established  by  x- 
rays,  but  if  your  index  of  suspicion  is  not  up, 
you  may  pass  these  off  as  artifacts.  Without  a 
doubt,  the  most  important  aspect  of  factitial 
disease  relating  to  the  patient  is  the  psycho- 
dynamics involved. 

The  primary  illness  as  well  as  the  secondary 
gains  are  motivated  by  conscious  and  uncon- 
scious factors. 

The  overwhelming  need  to  atone  and  suffer 
is  attributed  to  guilt,  and  this  is  largely  uncon- 
scious. Most  often,  the  guilt  is  a reaction  to 
murderous  hostility,  also  unconscious.  Their 
self-punishment  atones  for  the  guilt  and  thus, 
paradoxically,  their  physical  insecurity  serves 
to  maintain  their  emotional  security. 

As  physicians,  we  are  accustomed  to  using 
our  professional  energies  to  alleviate  suffering 
and  heal  disease.  We  are,  therefore,  confound- 
ed by  self-induced  mutilation  and  self-induced 
disease  in  which  we  are  unable  to  detect  any 
material  advantage  or  unconscious  gratifica- 
tions to  the  patient  by  the  illness.  However, 
when  the  patient  capitalizes  for  obvious  sec- 
ondary gains,  our  attitude  changes  from  bewil- 
derment to  indignation.  This  indignation  is  jus- 
tified, but  it  serves  no  good  purpose. 

When  factitial  disease  is  suspected,  we  must 
seek  psychiatric  consultation  to  lay  the  ground- 
work for  psychiatric  therapy  and  avoid  prema- 
ture exposure  of  the  patient. 
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A woman,  60,  underwent  radical  mastec- 
tomy and  radiotherapy  for  metastatic 
carcinoma  of  the  left  breast.  Subse- 
quently, she  had  progressive  cardiac  en- 
largement culminating  in  hemopericar- 
dium  associated  with  congestive  heart 
failure.  The  etiology  of  the  progressive 
heart  change  was  determined  at  surgery. 


PROTOCOL:  Dr.  Inman:  The  patient’s  clinical 
course  will  be  reviewed,  then  her  specific  prob- 
lems will  be  discussed. 

Dr.  Vance:  A 60-year-old  woman,  first  seen 
at  Scott  and  White  Clinic  on  Oct  26,  1966,  had 
noticed  a lump  in  her  left  breast  for  approxi- 
mately one  week.  The  2 x 3 cm  mass  was  just 
above  the  areola.  Her  initial  blood  pressure  was 
180/100  mm  Hg.  Four  days  later  at  left  radical 
mastectomy,  an  adenocarcinoma,  grade  2,  with 
metastasis  to  one  of  the  eight  axillary  lymph 
nodes  was  found.  In  one  month,  radiotherapy  to 
the  axilla,  supraclavicular,  and  internal  mam- 
mary regions  (total  dosage  4,000  rads)  was 
instituted.  The  radiotherapy  produced  esopha- 
geal symptoms  and  symptoms  suggesting  me- 
diastinitis  which  were  followed,  in  about  two 
weeks,  by  radiation  pneumonitis.  The  symptoms 
responded  promptly  to  steroid  treatment.  Dur- 
ing the  next  year,  the  patient  developed  nod- 
ules in  her  right  axilla  and  over  one  rib,  swell- 
ing of  her  left  knee,  pain  in  the  lumbar  spine, 
and  hay  fever.  Blood  pressure  levels  were  now 
in  the  range  of  130/90  mm  Hg.  Although  she 
had  an  elevated  sedimentation  rate  during  ra- 
diotherapy, she  had  normal  sedimentation  rates 
and  blood  cell  counts  during  this  phase  of  her 


illness.  Roentgenograms  made  on  June  27, 

1967,  showed  that  the  transverse  diameter  of 
her  heart  had  increased,  but  she  was  without 
associated  symptoms  until  April  11,  1968,  when 
she  became  acutely  ill  and  developed  signs 
of  heart  failure.  Her  first  recorded  electrocard- 
iogram showed  a left  bundle-branch  block.  In 
the  hospital,  her  symptoms  of  congestive  heart 
failure  responded  to  conservative  measures 
consisting  of  digitalization  and  diuretic  therapy. 
Two  weeks  after  the  initial  attack  of  heart  fail- 
ure, she  developed  acute  left  arm  pain  and 
dyspnea  which  lasted  all  night  and  prompted 
her  return  to  the  hospital.  At  this  time,  her 
blood  pressure  was  164/80  mm  Hg,  and  there 
was  an  active  apical  impulse.  The  pattern  on 
the  electrocardiogram  had  not  changed.  Cine- 
fluoroscopic  studies  of  the  heart  were  compat- 
ible with  a diagnosis  of  pericardial  effusion.  In 
view  of  her  symptoms  and  physical  findings, 
we  performed  two  pericardiocenteses  (several 
days  apart),  both  of  which  yielded  bright  red 
blood.  Injection  of  dehydrocholic  acid  (Decho- 
lin)  resulted  in  a sharp  end  point  at  17  sec- 
onds. Cardiac  catheterization  revealed  a right 
ventricular  pressure  of  42/5  mm  Hg  and  car- 
diac output  of  2.7  liters/min.  The  cardiac  green 
dye  curve  was  of  the  failure  type.  On  May  6, 

1968,  thoracic  surgery  was  performed. 

In  summary,  this  60-year-old  woman  with 
metastatic  carcinoma  of  the  left  breast  treated 
by  radical  mastectomy  and  radiotherapy  devel- 
oped progressive  cardiac  enlargement,  culmin- 
ating in  what  appears  to  have  been  hemoperi- 
cardium  associated  with  acute  congestive  heart 
failure. 

I would  like  to  focus  the  discussion  on  the 
predominant  clinical  manifestations  of  her  dis- 
ease process  (progressive  cardiac  enlargement) 
through  this  14-  to  16-month  period.  May  we 
review  the  serial  roentgenograms? 

Dr.  Sommer:  A series  of  chest  roentgeno- 
grams from  date  of  admission  to  the  last  dis- 
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missal  demonstrates  progressive  changes.  The 
findings  on  the  admission  film  are  within  the 
normal  range.  The  second  film,  made  two  and 
one-half  months  later,  shows  that  the  left  breast 
has  been  removed  but  the  chest  is  without  other 
evidence  of  abnormality.  The  third  film,  made 
six  months  later,  shows  postirradiation  changes 
in  the  left  apex  and  a 3 cm  increase  in  trans- 
verse cardiac  diameter.  Roentgenograms  made 
at  intervals  during  the  next  ten  months  reveal 
a slow  but  gradual  increase  in  the  size  of  the 
cardiac  shadow.  The  postirradiation  changes  in 
the  upper  portion  of  the  left  lung  decreased 
gradually. 

Dr.  Kroening:  Would  it  be  possible  to  show  a 
limited  area  of  the  cinefluorogram? 

Dr.  Sommer:  Yes.  The  heart  is  almost  with- 
out marginal  motion.  Overlying  the  right  side 
of  the  cardiac  shadow,  a curved  dark  line  moves 
back  and  forth  (Fig  1).  This  is  the  epicardial 
fat  line  which  is  seen  well  within  the  margin  of 
the  right  side  of  the  cardiac  shadow.  A similar 
line  is  seen  at  the  left  cardiac  margin  where 
there  is  a distance  of  about  4 cm  between  the 
epicardial  fat  line  and  the  margin  of  the  car- 
diac silhouette.  These  findings  are  typical  of 
pericardial  effusion. 

Dr.  Vance:  Do  the  roentgenograms  show  any 
evidence  of  metastatic  disease? 

Dr.  Sommer:  We  didn’t  see  any  at  the  time 
the  patient  was  observed,  nor  upon  reviewing 
the  roentgenograms  again  today. 

Dr.  Vance:  I have  two  other  questions:  (1) 
Does  this  patient  have  more  or  less  than  the 
usual  amount  of  postirradiation  changes  in  the 
left  apex  than  would  be  associated  with  radio- 
therapy for  carcinoma  of  the  breast?  (2)  Is  this 
cardiac  enlargement  characteristic  of  any  par- 
ticular type  of  cardiomegaly  such  as  a peri- 
cardial effusion? 


i 


Fig  1.  Chest  roentgenogram  showing  generalized  cardiac 
enlargement  and  superimposed  epicardial  fat  lines  as 
seen  on  the  cinefluorogram. 

Dr.  Sommer:  I consider  this  an  entirely  ac- 
ceptable amount  of  postirradiation  lung  change. 

Before  the  advent  of  cinefluoroscopy,  the  di- 
agnosis of  pericardial  effusion  depended  upon 
fluoroscopic  and  roentgenographic  demonstra- 
tion of  enlargement  of  the  cardiac  shadow, 
characteristic  “water  bottle’’  configuration  of 
the  cardiac  silhouette,  alteration  in  contour  with 
the  patient’s  changes  in  position,  an  acute  car- 
diohepatic  angle,  and  diminished  pulsations  of 
the  left  cardiac  border.  None  of  these  findings 
is  consistently  reliable.  Dilation  of  the  heart  in 
patients  with  myocardial  failure  can  produce  a 
silhouette  identical  with  that  seen  in  those  with 
pericardial  effusion. 
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Dr.  Vance:  The  clinicians  who  were  taking 
care  of  this  patient  were  confronted  with  pro- 
gressive cardiac  enlargement.  We  have  the  ben- 
efit of  knowing  that  during  the  latter  course  of 
her  illness  she  had  blood  in  the  pericardial  sac. 
With  this  knowledge,  I would  like  to  discuss  the 
differential  diagnosis  of  progressive  cardiomeg- 
aly,  specifically,  in  a woman  who  has  had  x-ray 
treatment  for  carcinoma  of  the  breast.  What 
would  be  the  most  likely  cause  for  cardiac  en- 
largement producing  relatively  few  symptoms 
for  one  year?  The  two  prime  considerations  in 
this  clinical  setting  are  radiation  pericarditis 
and  metastatic  disease  to  the  heart  and  peri- 
cardium. 

Little  is  known  about  the  pathogenesis  of 
radiation  pericarditis.  Those  who  develop  peri- 
carditis and  pericardial  effusion  following  x-ray 
treatment  to  the  left  side  of  the  chest  usually 
have  other  evidence  of  increased  radiation  sen- 
sitivity manifested  by  a fairly  significant  degree 
of  radiation  pneumonitis  in  addition  to  their 
pericardial  problems.  The  syndrome  usually  de- 
velops after  radiotherapy  for  carcinoma  of  the 
bronchus  or  breast  because  these  are  the  most 
common  tumors  requiring  irradiation  to  this 
area.  The  pericardial  effusion  that  develops  fol- 
lowing x-ray  treatment  may  occur  during  the 
course  of  treatment,  immediately  afterward,  or 
in  some  cases  as  long  as  20  years  later.  Most 
clinical  syndromes  involving  what  is  thought  to 
be  radiation  pericarditis  have  begun  as  chronic 
pericardial  effusion  which  finally  resulted  in 
pericardial  tamponade  or  in  constrictive  peri- 
carditis, but  I could  find  no  reports  of  hemo- 
pericardium  associated  with  radiation  pericard- 
itis. 

In  this  case,  the  symptoms  suggest  the  pos- 
sibility of  acute  pericarditis  immediately  follow- 
ing x-ray  treatment.  The  patient  did  not  have  an 
initial  electrocardiogram  nor  were  a pericardial 
rub  or  other  physical  signs  suggesting  pericard- 
itis described  in  the  protocol;  however,  the  dys- 
phagia may  have  been  associated  with  acute 
pericarditis  during  the  course  of  radiotherapy. 
Also,  early  in  her  illness,  clinical  evidence  sug- 
gests that  she  may  have  had  radiation  pneu- 
monitis and  this  shows  up  with  the  changes  on 
the  roentgenograms. 

The  second  consideration  would  be  a metas- 


tatic tumor  to  the  pericardium  and  myocar- 
dium. The  most  commonly  reported  metastatic 
tumor  to  the  heart  is  bronchogenic  carcinoma 
and  second  in  frequency  is  carcinoma  of  the 
breast.  In  one  who  has  a malignant  lesion, 
symptoms  that  suggest  metastasis  to  the  heart 
or  pericardium  are  unexplained  rapid  heart  en- 
largement, cardiac  compression,  cardiac  failure 
with  signs  of  cardiac  tamponade,  and  arrhyth- 
mias (which  for  some  reason  are  often  atrial 
arrhythmias). 

This  patient  did  not  develop  signs  of  overt 
congestive  heart  failure  until  more  than  one 
year  following  her  x-ray  treatment.  The  heart 
failure  and  final  episode  of  arm  pain  and  acute 
dyspnea  may  have  been  related  to  chronic  peri- 
cardial effusion  progressing  to  cardiac  tampon- 
ade. The  clinical  manifestations  of  cardiac  tam- 
ponade have  been  described  as  an  acute  com- 
pression triad:  rising  venous  pressure,  falling 
arterial  pressure,  and  a “small,  quiet  heart.” 
Tachycardia  and  a decrease  in  blood  pressure 
may  also  be  noted.  This  woman’s  blood  pres- 
sure when  she  first  appeared  at  the  clinic  was 
180/100  mm  Hg.  Subsequently,  her  blood 
pressure  was  always  lower.  She  had  cervical 
venous  distention,  a delayed  circulation  time, 
and  decreased  cardiac  output  during  subse- 
quent studies,  all  of  which  are  consistent  with 
borderline  cardiac  tamponade  or  pericardial  ef- 
fusion as  well  as  with  other  causes  of  heart  fail- 
ure. Up  to  a liter  or  more  of  fluid  can  accumu- 
late slowly  in  the  pericardial  sac  without  caus- 
ing any  symptoms.  Once  a critical  pressure  re- 
lationship is  reached  in  the  pericardium,  the 
addition  of  only  slightly  more  fluid  can  precipi- 
tously cause  symptoms.  This  woman  did  not 
have  some  of  the  classic  symptoms  of  pericar- 
dial tamponade,  such  as  paradoxical  pulse, 
which  is  an  exaggerated  fall  in  systolic  blood 
pressure  with  inspiration.  She  did  not  have 
hepatomegaly,  peripheral  edema,  or  tachycar- 
dia on  her  final  admission  to  the  hospital.  The 
acute  episode  of  chest  pain,  superimposed  on 
known  progressive  cardiac  enlargement,  strong- 
ly suggests  that  she  developed  cardiac  tam- 
ponade. 

Thus,  the  two  prime  considerations  would  be 
that  this  patient  had  radiation  pericarditis  or  a 
metastatic  tumor  to  the  heart,  or  both,  but  other 
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possibilities  must  be  considered.  Radiation 
myocarditis  usually  is  associated  with  rhythm 
changes  which  begin  during  the  course  of  radio- 
therapy and  clear  up  within  a year.  This  woman 
had  a left  bundle-branch  block  which  implies 
that  she  had  some  involvement  of  her  myocar- 
dium, possibly  related  to  metastatic  disease, 
but  radiation  myocarditis  is  one  possibility.  An- 
other possibility  is  that  she  may  have  had  a 
collagen  disease,  suggested  by  early  increase  in 
sedimentation  rate,  rapid  response  to  steroids, 
skin  nodules,  and  joint  symptoms.  However, 
she  did  not  have  continued  signs  of  inflamma- 
tion, and  I doubt  that  a collagen  disease  was  a 
factor.  Another  diagnostic  possibility  is  the 
postcardiac  injury  syndrome,  which  has  been 
called  postpericardotomy  syndrome,  postcar- 
diac trauma  syndrome,  and  postmyocardial  in- 
farction syndrome.  This  syndrome  has  devel- 
oped in  a variety  of  conditions  involving  indirect 
injury  to  the  pericardium  and/or  myocardium; 
it  has  not  been  thought  to  be  due  explicitly  to 
radiation  damage  to  the  heart,  but  this  should 
be  considered.  A dissecting  aortic  aneurysm 
can  produce  arm  pain,  dyspnea,  and  bloody 
pericardial  effusion.  Radiation  aortitis  has  been 
described  following  x-ray  treatment  to  the  me- 
diastinum, and  pathologic  changes  in  the  aorta 
have  been  attributed  to  the  radiation.  It  is  con- 
ceivable that  this  woman  developed  aortitis  with 
a dissecting  aneurysm  into  her  pericardial  sac. 
Mediastinal  widening  was  not  present  to  sug- 
gest involvement  of  the  aortic  arch,  and  I think 
that  this  diagnosis  would  be  a rare  possibility. 

Hemorrhagic  disorders,  such  as  thrombocy- 
topenic purpura,  have  been  associated  with 
bloody  pericardial  effusion.  In  this  patient,  oth- 
er evidence  of  hemorrhagic  disease  was  not 
noted.  During  the  course  of  her  mediastinitis 
and  esophagitis,  she  may  have  perforated  her 
esophagus  and  developed  chronic  pericarditis 
on  the  basis  of  inflammation  and  infection  of 
the  pericardium  from  the  esophageal  leak.  Her 
mediastinitis  lasted  only  four  days,  however, 
and  responded  promptly  to  steroids.  Hence,  it 
is  doubtful  that  she  suffered  permanent  ill  ef- 
fects from  it  and  therefore  doubtful  that  her 
pericardial  problems  are  related  to  any  esopha- 
geal disease  occurring  early  during  her  illness. 
An  unlikely  but  a remotely  possible  situation  is 
that  following  radical  mastectomy  an  arterio- 


venous fistula  was  induced  and  she  developed 
high  output  failure  with  progressive  cardiac  en- 
largement. In  view  of  the  cinefluoroscopic 
studies,  the  fat  pad  periphery  of  the  heart  dis- 
tance was  far  too  great  to  be  explained  by  myo- 
cardial hypertrophy  alone,  so  I think  an  isolated 
myocardial  problem  can  be  ruled  out.  Her  final 
event  prior  to  surgery  could  be  explained  by 
acute  bleeding  into  the  pericardial  sac,  but  con- 
sidering the  time  that  elapsed  between  her  ini- 
tial symptoms  and  her  eventual  cardiac  studies 
and  surgery,  I doubt  that  she  had  a life-threat- 
ening pericardial  tamponade.  However,  her 
symptoms  did  suggest  an  acute  episode  of  peri- 
cardial effusion.  She  may  have  had  radiation 
pericarditis  and  simple  pericardial  effusion  until 
this  last  episode  when  she  bled,  and  this  would 
have  resulted  in  bloody  pericardial  tap.  It  is  con- 
ceivable that  she  did  not  actually  have  a hemo- 
pericardium.  The  paracentesis  may  have  been  a 
ventricular  tap,  and  blood  may  have  been  as- 
pirated from  the  chamber  of  the  heart.  In  this 
instance,  I think  that  the  protocol  would  have 
stated  that  the  blood  was  aspirated  under  pres- 
sure and  clotted,  and  that  other  information 
would  have  suggested  a chamber  tap  rather 
than  a pericardial  tap. 

I think  this  woman  has  carcinoma  of  the 
breast  with  metastasis  to  the  myocardium  and 
pericardium,  chronic  pericardial  effusion,  and 
acute  pericardial  hemorrhage.  She  also  may 
have  had  osseous  and/or  subcutaneous  metas- 
tases.  The  nodules  in  her  right  axilla  and  right 
rib  were  not  described  in  detail,  and  these  may 
or  may  not  have  been  metastatic  lesions.  The 
swelling  in  the  left  knee  may  have  been  due  to 
some  bony  involvement  of  the  femur  which  was 
not  demonstrated  roentgenographically.  There 
was  evidence  of  radiation  pneumonitis  with 
some  residual  fibrosis,  and  I think  that  she 
probably  had  some  radiation  pericarditis.  How- 
ever, she  probably  was  found  to  have  metasta- 
tic disease  to  the  heart,  to  the  myocardium 
and/or  pericardium,  and  a pericardial  window 
was  established  which  relieved  her  symptoms, 
allowing  her  to  become  relatively  asympto- 
matic with  digitalis  treatment. 

Dr.  Bonnet:  Did  the  nodules  persist? 

Dr.  Inman:  They  did  not. 
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Dr.  Brewer:  By  fluoroscopy,  how  can  a dilat- 
ed heart  be  differentiated  from  pericardial  ef- 
fusion? 

Dr.  Sommer:  In  a dilated  heart  without  peri- 
cardial effusion,  the  epicardial  fat  line  cannot 
be  seen  distinctly  because  the  visceral  peri- 
cardium, the  epicardial  fat,  and  the  parietal 
pericardium  are  in  close  contact  with  each  other 
and  with  the  radiolucent  lung  tissue.  If  fluid  is 
around  the  heart,  the  visceral  and  parietal  peri- 
cardium are  no  longer  in  contact  and  the  epi- 
cardial fat  line  can  be  seen  some  distance  from 
the  pleuropericardial  border.  The  sharp  change 
in  density  between  the  fat  deposits  and  the  fluid 
emphasizes  the  epicardial  fat  line. 

Dr.  Inman:  I think  this  is  one  of  the  most  im- 
portant points  to  be  established  in  this  whole 
conference. 

Dr.  Brewer:  Several  factors  suggest  that  this 
patient  had  serious  myocardial  disease  whether 
she  did  or  did  not  have  pericardial  disease.  A 
diastolic  gallop,  described  on  more  than  one 
occasion,  almost  always  means  that  something 
is  wrong  with  the  myocardium.  She  also  had  a 
bundle-branch  block  which  I would  assume  indi- 
cated some  disease  of  the  myocardium.  1 don’t 
know  whether  or  not  she  had  pericardial  effu- 
sion, but  I am  sure  that  she  had  myocardial  dis- 
ease. We  talked  about  whether  or  not  aspirating 
the  blood  was  significant.  It  sounded  as  though 
the  needle  entered  the  ventricular  cavity  rather 
than  the  pericardium,  and  I would  tend  to  dis- 
card this  finding  as  evidence  of  pericardial  ef- 
fusion. I am  not  convinced  the  fluoroscopy  is  a 
satisfactory  method  for  diagnosing  pericardial 
effusion  and  I would  much  prefer  to  see  the  an- 
giocardiogram to  determine  the  thickness  of  the 
right  atrial  wall.  I do  not  know  how  to  explain 
why  the  patient  improved  after  an  operation  on 
her  chest.  I assume  that  I am  going  to  be 
proved  wrong,  but,  from  the  protocol,  this  looks 
like  a straightforward  case  of  radiation  myocardi- 
tis. Also,  the  patient  responded  to  digitalis, 
which  would  be  a peculiar  response  for  a pa- 
tient with  pericardial  disease  alone. 

Dr.  Inmon:  The  angiocardiogram  and  the 
cinefluorogram  clearly  demonstrated  the  same 
findings — a wide  space  between  the  apparent 
inner  surface  of  the  heart,  both  right  and  left 


ventricles,  and  the  apparent  outer  surface  of 
the  cardiac  diameter. 

Dr.  Brewer:  Perhaps  a thickened  ventricular 
wall  could  resemble  fluid  but  a wide  discrep- 
ancy between  the  chamber  and  the  outer  wall 
of  the  right  atrium  would  mean  effusion. 

Dr.  Inmon:  It  was  both. 

Dr.  Best:  The  simplest  way  to  make  an  accu- 
rate and  reliable  diagnosis  of  pericardial  effu- 
sion is  on  the  basis  of  image  intensification,  or 
image  intensification  with  cinefluorography. 
Also,  I would  like  to  clarify  one  minor  point  in 
the  discussion. 

In  the  first  place  the  fluoroscopist  searches 
for  a pulsating  radiolucent  stripe  of  subepicar- 
dial fat  which  is  located  between  the  fluid  on 
the  outside  and  the  muscle  on  the  inside.  Sec- 
ondly, with  our  technique,  the  examiner  has  an 
80%  chance  to  make  such  a diagnosis  because 
only  80%  of  the  people  have  enough  subepi- 
cardial fat  to  show  during  image  intensification 
or  during  cinefluorography. 

Normally,  there  are  three  areas  where  signi- 
ficant layers  of  fat  can  be  identified  on  either 
image  intensification  or  on  cinefluorography — 
they  are  in  the  anterior  interventricular  groove, 
in  the  atrioventricular  groove  between  the  atria 
and  the  ventricles  where  the  fat  will  be  in  a 
circle  or  oval  form,  and  at  the  apex  of  the  heart. 
Using  modern  image  intensification  with  tele- 
vision viewing,  I frequently  see  the  pulsating 
radiolucent  lines  of  epicardial  fat  in  the  atrio- 
ventricular groove  or  the  anterior  interventricu- 
lar groove  in  a normal  heart  without  pericardial 
fluid.  However,  if  fluid  is  not  present,  i do  not 
detect  the  apical  fat  because  of  its  proximity  to 
the  pericardium.  Therefore,  the  only  way  that 
one  can  be  sure  that  he  is  looking  at  a chest 
with  pericardial  effusion  (of  whatever  type)  is 
to  have  the  patient  in  the  straight  anteropos- 
terior position.  With  the  patient  in  this  position, 
I can  detect  the  pulsating  radiolucent  stripe  of 
fat  at  the  apex,  now  displaced  medial  to  the 
pericardial  margin  which  is  outlined  by  the 
more  radiolucent  lung. 

Dr.  Vance:  Dr.  Inmon,  will  you  comment  on 
the  injection  of  Decholin  into  the  pericardial 
sac? 
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Fig  2.  A section  taken  from  the  periphery  of  the  mass  in 
the  breast  showing  well-differentiated  acini. 


Fig  3.  A high  power  view  of  one  of  the  acini  showing 
good  differentiation  but  tissue  invasion. 


Fig  4.  A low  power  view  of  an  axillary  lymph  node 
showing  metastasis  at  the  periphery  of  the  node. 
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Fig  5.  A low  power  view  of  fibrous  tissue  from  the 
pericardium. 


Dr.  Inmon:  Yes.  In  doing  a pericardiocente- 
sis, injection  of  Decholin  into  the  pericardial 
sac  is  a standard  method  for  determining  an 
end-point  if  bloody  fluid  is  detected.  If  the  pa- 
tient, presumably  conscious,  does  not  taste  the 
Decholin,  then  one  may  assume  that  it  is  a 
bloody  effusion,  and  evacuate  the  fluid.  On  the 
other  hand,  if  the  patient  does  taste  the  Decho- 
lin, there  is  an  end-point  to  evacuation.  Now,  a 
pathologist  will  speak. 

Pathologic  Findings:  Dr.  Sunbury:  We  have 
specimens  from  two  sites.  The  first  site  is  the 
breast — the  gross  lesion  was  a solitary,  hard, 
fairly  well-circumscribed  white  nodule,  1.5  cm 
in  diameter.  This  small  nodule  is  at  the  lower 
limits  of  a size  which  can  be  palpated  in  a 
large  breast. 

A section  taken  from  the  periphery  of  the 
mass  in  the  breast  shows  well-differentiated 
acini  which  retain  a fairly  good  lobular  pattern 
(Fig  2.)  The  histologic  picture  varies  from  the 
normal  in  that  ductal  elements  are  not  associ- 
ated, and  the  acini  are  invading  adjacent  fat. 
This  is  an  adenocarcinoma,  grade  2,  or,  by 
other  classification,  a well-differentiated  infil- 
trative lobular  carcinoma.  A high  power  view  of 
one  of  the  acini  shows  a good  differentiation 
but  tissue  invasion  (Fig  3);  and  a low  power 
view  of  an  axillary  lymph  node  shows  metasta- 
sis at  the  periphery  of  the  node  (Fig  4).  Except 
for  some  additional  metastatic  acini  in  the  sub- 
scapular space,  this  represents  the  entire  me- 
tastatic involvement  which  was  found.  Notice 
that  this  metastasis  is  solid  (for  the  most  part) 
and,  superficially,  does  not  resemble  the  pri- 
mary lesion. 

Using  Broders’  statistics^  on  graded  carci- 
noma of  the  breast  with  lymph  node  metastasis, 
one  could  expect  a three-year  survival  of  68% 
of  the  patients,  a five-year  survival  of  about 
51.7%,  and  a ten-year  survival  of  40.3%.  I 
believe  that  radiation  techniques  have  improved 
the  outlook  and,  especially,  with  the  small  size 
of  this  lesion,  much  better  results  should  be  ex- 
pected. 

Most  carcinomas  of  the  breast  actually  arise 
from  the  ducts,  but  this  is  one  which  arose  from 
the  acini  and,  hence,  is  a lobular  carcinoma. 
Much  is  being  written  on  this  type  because  lob- 
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ular  carcinoma  in  situ  has  been  found.  The  in 
situ  lesion  cannot  be  found  grossly  because  the 
malignant  tissue  cannot  be  differentiated  from 
normal  by  palpation,  but  is  an  incidental  find- 
ing in  breast  tissue  removed  for  fibrocystic  dis- 
ease. It  is  of  significance  that  lobular  carcinoma 
in  situ  frequently  is  bilateral,  having  been  re- 
ported in  as  high  as  18%  of  the  cases. 

The  pericardium  is  the  site  for  the  second 
specimen,  and  a lov/  power  view  shows  the 
dense  hyalinized  fibrous  tissue  which  normally 
makes  up  the  pericardium  (Fig  5).  The  tissue 
has  a rather  parallel  arrangement,  but  has  a 
granular  appearance  indicating  some  degenera- 
tion, and  proliferation  of  blood  vessels  (telan- 
giectasia) is  rather  definite. 

A high  power  view  shows  the  capillary  pro- 
liferation (Fig  6).  Ordinarily,  connective  tissue 
is  considered  to  be  rather  radioresistant,  but 
it  does  react  to  irradiation.  The  reason  for  its 
seeming  resistance  is  that  it  is  the  structure 
which  remains  in  a tissue  in  which  everything 
else  is  destroyed,  but  swelling  and  fibrillation 
of  the  collagen  as  well  as  vascular  proliferation 
indicate  a tissue  reaction. 

Surgical  Findings:  Dr.  Innion:  I think  that  the 
surgical  aspects  of  this  case  should  be  dis- 
cussed at  this  time. 


Fig  6.  A high  power  view  of  tissue  from  the  pericardium 
showing  capillary  proliferation. 


Dr.  Hayward:  Pericardial  effusion  may  only 
produce  cardiac  enlargement;  but,  if  it  increas- 
es under  pressure,  it  may  cause  cardiac  tam- 
ponade. Removal  of  the  fluid  is  indicated  for 
diagnosis  or  treatment.  Pericardiocentesis  is 
the  time-honored  procedure  which  usually  is 
performed  by  inserting  a needle  either  into  the 
fourth  left  intercostal  space  adjacent  to  the 
sternum  or  through  the  subxiphoid  region,  pass- 
ing the  needle  superiorly  and  towards  the  left 
to  enter  the  pericardial  sac  interiorly.  It  is  per- 
haps a little  more  comforting  to  the  surgeon  if 
a catheter  is  used  so  that  when  the  tube  has 
been  placed  in  the  pericardial  sac  there  is  less 
danger  of  damaging  the  heart.  Pericardiocente- 
sis, however,  has  definite  limitations.  It  is  a po- 
tentially dangerous  procedure  in  that  the  coro- 
nary vessels  may  be  injured.  One  may  damage 
the  pleura,  produce  a pneumothorax,  or  injure 
the  lung.  Second,  there  are  certain  diagnostic 
limitations.  Fluid  was  present  in  this  patient’s 
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pericardial  sac.  In  spite  of  several  attempts  at 
pericardiocentesis,  the  fluid  was  not  aspirated 
because  each  time,  the  needle  entered  one  of 
the  cardiac  chambers,  resulting  in  a diagnostic 
failure.  If  one  is  looking  for  a malignancy,  the 
fluid  may  fail  to  provide  positive  cytologic  evi- 
dence. Even  though  a small  amount  of  fluid 
may  be  obtained,  this  may  be  only  a fraction  of 
all  the  fluid  that  is  in  the  pericardial  sac.  In- 
fection may  be  suspected  and  may  be  present, 
but  the  aspirated  fluid  may  not  reveal  the  bac- 
teria. Finally,  the  procedure  has  therapeutic 
limitations  in  that  repeated  pericardiocenteses 
may  become  progressively  more  difficult. 

Another  procedure  to  evacuate  fluid  from 
the  pericardial  sac  is  pericardotomy,  which  in- 
volves creating  a pericardial  window.  This  has 
been  done  by  an  anterior  approach  in  which  the 
sixth  and  seventh  costal  cartilages  are  removed, 
or  by  a posterior  thoracotomy  when  a pericardial 
window  is  made  to  drain  the  fluid  into  the  pleu- 
ral space  which  has  a greater  absorptive  capac- 
ity than  the  pericardium.  In  1829,  Larrey-  de- 
scribed an  inferior  approach  in  which  an  inci- 
sion is  made  in  the  epigastrium  and  the  peri- 
cardial sac  is  explored  from  the  subxiphoid  re- 
gion. This  was  the  procedure  used  in  this  pa- 
tient. The  pericardotomy  can  be  performed  with 
the  patient  under  the  influence  of  local  anes- 
thesia if  he  is  extremely  debilitated.  It  allows 
good  exploration  of  the  pericardial  sac  (with  a 
finger)  over  quite  a large  area  of  the  sac.  If 
they  are  present,  nodules  or  metastases  can  be 
palpated.  It  permits  the  removal  of  a rather 
large  window  for  diagnostic  purposes  and  the 
insertion  of  a catheter  for  connection  to  suc- 
tion which  can  be  maintained  for  several  days 
until  drainage  has  ceased.  Even  after  the  wound 
is  closed,  there  is  a potentiality  for  a certain 
amount  of  drainage  into  the  fatty  tissues  of  the 
abdomen  to  keep  the  space  deflated.  In  this 
patient,  metastasis  was  not  found  in  the  peri- 
cardium, but  200  or  300  cc  of  rather  dark 
blood-stained  fluid  were  removed.  The  fluid 
may  have  become  this  way  simply  because 
blood  was  introduced  into  the  space  at  the  time 
of  pericardiocentesis.  The  patient  had  an  un- 
eventful convalescence. 

Discussion:  Dr.  Kroening:  Radiation  kills  all 
cells  in  the  same  manner.  As  the  dosage  of  ra- 


diation is  increased,  the  cell  population  is  re- 
duced. To  destroy  cancer,  a sufficient  amount 
of  radiation  must  be  used  to  reduce  the  number 
of  cells  to  the  lower  part  of  the  survival  curves 
(Fig  7).  Because  cancer  cells  are  intermingled 
with  normal  cells  and  have  the  same  survival 
curves  (assuming  they  are  both  equally  oxy- 
genated), they  will  both  be  killed;  but  normal 
tissue  has  kinetics  that  provide  for  repopula- 
tion while  cancer  cells  do  not. 

When  inherent  deficiencies,  coexisting  dis- 
ease, or  excessive  radiation  alter  tissue  repopu- 
lation kinetics,  radiation  morbidity  results.  Mor- 
bidity also  results  when  radiation  has  altered 
the  quality  of  the  regenerated  tissue  by  causing 
an  increased  number  of  chromosomal  aberra- 
tions which  in  turn  produce  an  increased  num- 
ber of  mutant  cells.  This  inferior  tissue  is  suf- 
ficient to  carry  on  function  under  normal  condi- 
tions, but  it  will  break  down  and  produce  mor- 
bidity if  subjected  to  stress. 

The  previous  method  of  treating  cancer  of 
the  breast  at  Scott  and  White  Clinic  included 
irradiation  of  the  paraclavicular  and  internal 
mammary  lymph  nodes  with  cobalt  teletherapy. 
The  shoulder  was  not  a problem  because  active 
cell  repopulation  systems  do  not  underlie  the 
paraclavicular  nodes;  but  the  esophagus,  peri- 
cardium, and  trachea  located  beneath  the  ster- 
num were  influenced  adversely  when  the  in- 
ternal mammary  nodes  were  treated.  In  the  case 
being  discussed,  the  patient  developed  dyspha- 
gia on  the  third  day — an  expected  complication 
usually  appearing  during  the  third  week  and 
subsiding  a week  after  radiotherapy.  Pericardi- 
tis, a more  serious  and  a rare  complication,  also 
occurred.  A review  of  the  records  of  83  patients 
treated  at  Scott  and  White  Clinic  during  the 
past  30  months  revealed  that  this  patient  was 
the  only  victim  of  pericarditis  following  irradia- 
tion. 

The  electron  mode  of  radiation  has  now  re- 
placed cobalt  in  the  treatment  of  the  internal 
mammary  nodes,  thus  eliminating  dysphagia 
and  pericarditis  because  all  of  the  electron  ra- 
diation is  absorbed  within  4 cm  of  the  body’s 
surface  (Fig  8).  The  internal  mammary  nodes 
are  located  in  the  sternal  notches  which  are  2 
cm  below  the  surface.  The  esophagus  and  peri- 
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cardium  are  at  least  5 cm  below  the  surface 
and  are  out  of  the  radiation  zone.  Therefore, 
had  this  patient  been  treated  with  the  electron 
mode,  it  is  obvious  that  she  would  not  have  de- 
veloped pericarditis  or  even  dysphagia. 

Dr.  Bonnet:  Almost  all  of  today’s  studies  con- 
cerning inflammatory  changes  in  the  clinically 
irradiated  patient  are  retrospective. ^ I think 
there  are  three  stages  of  response;  the  litera- 
ture emphasizes  only  two.  The  three  stages  are 
(1)  an  immediate  acute  reaction,  (2)  more  sub- 
acute changes,  and  (3)  the  chronic  or  late  re- 
sponse. The  acute  phase  is  characterized  (at 
least  in  experimental  animals)  by  mesothelial 
sloughing  and  death  of  the  mesothelial  lining 
of  the  vessels;  and,  if  the  lung  is  involved,  the 
alveolar  cells  are  affected.**  The  sedimentation 
rate  may  be  elevated,  but  few  alterations  in 
immune  globulins  or  roentgenographic  changes 
can  be  demonstrated.®  The  patient,  however, 
may  have  numerous  symptoms  (difficulty  in 
swallowing,  brassy  type  of  cough)  as  did  this 
patient.  She  also  had  early  pulmonary  symp- 
toms. 

A second  phase,  usually  thought  of  as  the 
irradiation  pneumonitis  phase,  is  one  almost 
interposed  upon,  concomitant  with,  or  im- 
mediately following  the  acute  phase.  Roentgen- 
ographic evidence  can  be  demonstrated  some- 
time between  the  second  and  the  sixth  month 
post  irradiation,  but  symptoms  may  occur  from 
the  third  week  to  the  sixth  month.  During  this 
time,  the  sedimentation  rate  is  extremely  ele- 
vated and  the  alpha  2 globulin  fraction  is  in- 
creased. An  x-ray  will  show,  if  irradiation  pneu- 
monitis is  present,  hilar  adenopathy  that  may 
streak  out  toward  the  site  of  the  lesion.  Most 
investigation  concerning  the  first  and  second 
phases  has  indicated  that  the  clinical  entity 
usually  can  be  ameliorated  by  the  use  of  ster- 
oid, particularly  if  the  sedimentation  rate  is 
elevated.  There  is  no  evidence  that  the  scarring 
is  lessened,  but  the  symptoms  are  resolved. 

The  third  or  chronic  phase  can  occur  from 
six  months  to  22  years  following  radiotherapy 
(using  the  lung  and  irradiation  pneumonitis  as 
the  example,  but  sections  of  the  body  other 
than  the  lung  should  not  be  excluded  from  con- 
sideration because  complications  are  being  ob- 
served more  frequently  in  the  pelvis  and  in  the 


gastrointestinal  tract**).  The  responsible  factor 
probably  is  a scarring  type  of  reaction  which 
represents  fibrosis.  During  this  late  phase,  the 
patient  is  not  febrile,  the  sedimentation  rate  is 
almost  never  elevated,  and  values  for  globulins 
and  other  clinical  elements  are  within  the  nor- 
mal range.  The  only  symptoms  are  those  related 
to  the  mechanical  changes  in  the  lung  (medias- 
tinal shift  and  atelectasis  due  to  fibrosis).  Also, 
during  this  stage  which  probably  represents  a 
healing  phase,  the  patient  does  not  respond 
well  to  any  therapeutic  modalities. 

In  the  case  being  discussed,  the  patient’s 
symptoms  began  with  irradiation  mediastinitis 
and  probably  some  hilar  adenopathy,  but  her 
primary  problem  was  the  effect  upon  the  heart 
and  pericardium.  Changes  have  been  demon- 
strated electrocardiographically.'  The  mesothe- 
lium  seems  to  be  the  portion  of  the  myocardium 
which  is  most  sensitive  to  radiation,  being  in- 
fluenced within  the  first  four  weeks  of  therapy 
(4,000  to  6,000  rads)  to  the  chest.®  This  re- 
sponse is  followed  either  by  healing  (and  this 
is  not  just  dose  related)  or  by  an  inflammatory 
reaction.  Just  why,  under  similar  conditions 
(with  the  same  dosage,  the  same  radiation  ge- 
ometry, and  with  similar  genetic  backgrounds), 
is  the  irradiation  inflammatory  response  so  var- 
iable? Some  tissue  factor  or  some  other  inde- 
terminate is  responsible. 

Dr.  Vance:  Do  patients  who  develop  radiation 
pericarditis  also  tend  to  have  a more  severe 
form  of  radiation  pneumonitis  as  though  they 
are  more  radiosensitive  in  general? 

Dr.  Kroening:  Therapy  centers  which  exceed 
the  dosage  of  radiation  used  at  Scott  and  White 
have  reported  a high  incidence  of  pericarditis 
and  other  mediastinal  changes,  clearly  indicat- 
ing that  these  complications  are  dose  related. 
The  amount  of  radiation  is  a more  important 
factor  than  the  sensitivity  of  the  patient. 

Dr.  Inman:  Within  the  chest,  the  tissue  most 
like  the  pericardium  seems  to  be  the  pleura. 
The  pleura  is  all  around  the  mediastinum  and 
it  is  under  the  ribs,  so  why  isn’t  the  pleura  in- 
volved more  frequently? 

Dr.  Bonnet:  Why  pleurisy  is  not  produced,  I 
can’t  say.  In  1927,  Short  reported  that  the  syn- 
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Fig  7.  Radiation  survival  curves  for  all  cells. 


drome  should  be  called  irradiation  pleuropneu- 
monitis.^  In  his  experimental  studies,  the  pleura 
was  always  involved. 

Dr.  Kroening:  Pleural  reaction  probably  oc- 
curs but  does  not  produce  symptoms. 

Dr.  Simbury:  I would  like  to  comment  on  the 
cytologic  findings.  In  this  patient,  bloody  peri- 
cardial fluid  was  aspirated.  Bloody  fluid  from  a 
serous  cavity  (whether  it  be  pericardial,  pleural, 
or  peritoneal)  usually  accompanies  a malignant 
lesion.  Normally,  mesothelial  cells  are  difficult 
to  see  in  the  tissue  sections  because  they  are 
small,  inconspicuous  cells  with  tiny  nuclei  and 
cytoplasm  which  is  barely  visible,  but  they  re- 
act more  violently  than  any  other  cells  in  the 
body  to  any  type  of  injury,  including  radiation. 
In  a matter  of  a few  hours,  they  will  swell  from 
practically  invisible  cells  to  large  ones  which 
approach  a liver  cell  in  size.  They  have  a large 
nucleus,  abundant  cytoplasm  which  often  is 
granular,  prominent  nucleoli,  and  frequently 
they  are  quite  irregular  in  staining  properties. 
These  are  the  same  characteristics  which  a cy- 
tologist  looks  for  in  malignant  cells  and  these 
are  seen  in  a benign  reactive  cell.  Hence,  ex- 
treme care  must  be  taken  to  avoid  a false  posi- 
tive diagnosis. 

The  possibility  of  metastatic  carcinoma  had 
to  be  considered  in  this  patient,  but  malignant 
cells  were  not  found  in  the  fluid.  Metastatic 
lesions  to  the  pleura  or  pericardium  occur  be- 
neath the  mesothelial  lining  and  are  covered  by 
mesothelial  cells  which  remain  intact  until  the 
tumor  nodule  gets  quite  large,  in  which  case. 


Fig  8.  Comparison  of  depth-dosage  curves  for  different 
modes  of  radiation.  Note  the  sharp  decline  of  the  8 
mev  electrons. 


from  lack  of  blood  supply,  it  becomes  a little  bit 
necrotic  in  center  and  then,  for  the  first  time, 
positive  cells  can  be  seen. 

Dr.  Inmon:  The  patient  had  radiation  myo- 
carditis and  pericarditis  with  secondary  hemor- 
rhage. 
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TEXAS  MEDICINE 


(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp  Extentabs" 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg. 

FOR  UPPER  RESPIRATORY  ALLERGIES  AND  INFECTIONS 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  useduring  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


M3d  ulcerative  colitis  may  be  triggered  here... 


In  mild  ulcerative  colitis,  a number  of 
factors  can  precipitate  an  attack;  for  in- 
stance, dietary  indiscretion,  such  as  eat- 
ing raw  foods,  or  emotional  overreaction, 
such  as  that  aroused  by  financial  difficul- 
ties. No  matter  what  causes  the  patient’s 
sensitive  colon  to  “act  up,”  he  soon  suf- 
fers from  acute  discomfort... and  often, 
from  anxiety  and  apprehension  as  well. 
Such  patients  frequently  respond  well  to 
adjunctive  dual-action  Librax®  therapy. 

Librax  combines,  in  a single  conve- 
nient capsule,  the  well-known  antianxiety 
effect  of  Librium®  (chlordiazepoxide 
HCl)  and  the  dependable  anticholinergic 
/antispasmodic  effect  of  Quarzan®  (clidi- 
nium  Br).  Therefore,  as  Librax  helps  to 
relieve  the  patient’s  excessive  anxiety  and 
reduce  his  overreaction  to  stress,  it  also, 


at  the  same  time,  helps  to  control  hyper- 
secretion and  hypermotility,  thus  reliev- 
ing spasm  and  abdominal  discomfort. 

With  Librax,  the  dosage  schedule  is 
simple:  1 or  2 capsules,  t.i.d.  or  q.i.d., 
will  in  most  cases  bring  the  patient  sig- 
nificant relief  of  both  the  emotional  and 
physical  elements  that  contribute  to  his 
psychovisceral  disorder. 

Before  prescribing,  please  consul  t complete  prod- 
uct information,  a summary  of  which  follows. 

INDICATIONS:  Indicated  as  adjunctive  ther- 
apy to  control  emotional  and  somatic  factors  in 
gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glau- 
coma; prostatic  hypertrophy  and  benign  blad- 
der neck  obstruction;  known  hypersensitivity 
to  chlordiazepoxide  HCl  and/or  clidinium 
bromide. 

WARNINGS:  Caution  patients  about  possible 


combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  cau- 
tion patients  against  hazardous  occupations  re- 
quiring complete  mental  alertness  {e.g.,  operating 
machinery,  driving).  Though  physical  and  psy- 
chological dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering Librium  (chlordiazepoxide  hydrcw 
chloride)  to  known  addiction-prone  individuals 
or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use 
of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potentiJ 
benefits  be  weighed  against  its  possible  hazard^ 
As  with  all  anticholinergic  drugs,  an  inhibiting, 
effect  on  lactation  may  occur.  d 

PRECAUTIONS:  In  elderly  and  debilitatedJ 
limit  dosage  to  smallest  effective  amount  to  preJ 
elude  development  of  ataxia,  oversedation  oj 
confusion  (not  more  than  two  capsules  per  dal 
initially;  increase  gradually  as  needed  and  tole^ 
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ated).  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimula- 
tion and  acute  rage)  have  been  reported  in  psy- 
chiatric patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  im- 
pending depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 

ADVERSE  REACTIONS:  No  side  effects  or 
manifestations  not  seen  with  either  compound 
alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone, 
drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These 


are  reversible  in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-volt- 
age fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood 
counts  and  liver-function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported 
with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary 
hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low 
residue  diet. 


two  good  reasons 
for  prescribing 

UBRiUr 

Each  capsule  contains  5 mg  chlordiaz- 
epoxide HCl  and  2.5  mg  clidinium  Br. 


ROCHE 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution;  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


COST  OF  LIVIN 


HARRY  H.  MILLER 

ONE  OUT  OF  EVERY  seven  Texans  will  receive 
some  type  of  hospital  care  this  coming  year.  As 
potential  recipients  of  care,  citizens  certainly 
are  entitled  to  know  what  the  hospital  can  do, 
what  to  expect  from  their  hospital,  and  how 
much  this  service  will  cost. 

The  past  two  decades  have  been  called  the 
“Golden  Age  of  Medicine.’’  In  fact,  with  the  new 
procedures  in  organ  transplants,  nothing  seems 
impossible  and  we  expect  these  new  miracle 
procedures  to  become  tomorrow’s  routine. 

In  view  of  this  great  progress,  you  would 
think  that  everyone  would  be  happy,  satisfied, 
and  a strong  supporter  of  our  health  care  sys- 
tem. However,  this  is  not  true.  Most  of  the 
articles  concerning  health  care  today,  although 
complimentary  of  the  medical  miracles,  are  un- 
complimentary about  the  cost  of  making  these 
miracles  available.  In  fact,  some  people  would 
destroy  the  very  health  care  system  that  has 
made  this  progress  possible  because,  according 
to  them,  the  cost  is  beyond  reason.  Since  the 
Department  of  HEW  has  estimated  that  600,000 
people  will  live  this  year  that  would  have  died 
with  the  same  injury  or  disease  in  1940,  I think 
of  this  cost  as  “The  Cost  of  Living.’’ 

The  cost  of  hospital  care  has  skyrocketed  in 
the  past  few  years,  particularly  in  the  last  three 
or  four  years.  It  is  true  that  our  charges  for 
service  have  quadrupled  since  1959;  however, 
before  hospitals  are  condemned  for  their  charg- 
es, the  public  should  know  the  factors  that  have 
made  these  increased  charges  necessary,  rec- 
ognize the  services  they  will  receive,  then  de- 
cide whether  or  not  these  charges  are  reason- 
able. Here  are  some  of  the  factors  influencing 
hospital  cost  and  charges: 


Hospitals  are  primarily  service  organizations 
and  most  of  this  service  is  individual,  personal 
care  and  must  be  furnished  by  qualified,  trained 
employees.  In  addition  to  the  many  trained  em- 
ployees who  give  direct  care,  the  hospital  must 
have  many  more  people  that  do  not  come  in 
direct  contact  with  the  patient.  Amazing  elec- 
tronic equipment  is  now  available  for  diagnosis 
and  treatment;  it  took  scientists  many  years  to 
develop  and  improve  it.  This  equipment,  in  addi- 
tion to  being  expensive,  requires  highly  trained 
professionals  or  technicians  to  operate.  Accord- 
ing to  the  American  Hospital  Association’s  lat- 
est statistics,  it  now  takes  an  average  of  2.7 
employees  for  every  patient  in  the  hospital. 

Fig  1 shows  how  salaries  affect  hospital  costs 
in  relation  to  other  industries.  Hospitals’  pay- 
roll costs  are  almost  twice  that  of  industry;  in 
addition  to  the  great  many  more  people  it  takes 
to  provide  hospital  services  today,  salaries  have 
increased  greatly  since  1957. 

Table  1 compares  the  average  annual  wage 
of  hospital  and  manufacturing  employees  for 
selected  years  from  1950-1967.  It  is  taken  from 
the  Council  of  Economic  Advisers  Annual  Re- 
port in  1968.  From  this  it  is  quite  easy  to  un- 
derstand why  a great  portion  of  our  increased 
costs  have  been  necessary.  This  table  also  dem- 
onstrates that  hospital  employee  salaries  need 
to  be  increased,  and  due  to  these  increases, 
hospital  charges  will  continue  to  rise. 

To  demonstrate  more  clearly  how  hospital 
salaries  compare  with  salaries  in  other  busi- 
nesses and  how  this  will  affect  costs,  the  latest 
figures  from  the  Department  of  Labor  show  that 
the  minimum  hourly  wage  for  the  seven  major 
building  trades  in  the  Houston  area  is  $4.68 
per  hour.  These  of  course  are  skilled  laborers; 
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WHERE  DOES  THE  PATIENT'S  DOLLAR  GO? 


AUTOMOBILE  INDUSTRY 

Only  30%  of  automobile  manufacturers' 
costs  are  payroll 


HEAVY  MACHINERY  INDUSTRY 

Only  38.9%  of  heavy  machinery's  costs 
are  payroll 


HOSPITAL  SERVICES 

65%  of  hospitals'  costs  are  due  to  pay- 
roll 


Fig  1.  Hospitals'  doors  never  close— they  give 
service  seven  days  a week,  24  hours  a day,  including 
holidays.  This  equals  four  regular  shifts — three  to 
cover  the  24  hours  each  day  and  an  extra  shift  to  give 
employees  their  day  off.  Most  hospitals  employ 
more  than  two  per.wns  for  each  patient. 


Year 

Hospital 

Manufacturing' 

Ratio 

1950 

$1,817 

$3,033 

59.9 

1955 

2,526 

3,936 

64.2 

1960 

3,240 

4,665 

69.5 

1965 

4,072 

5,592 

72.8 

1966 

4,235 

5,841 

— 

1967 

4,476 

5,975 

74.9 

'Source:  Council  of  Economic  Advisers,  Annual  Report,  1968 

Table  1.  Average  annual  wage  of  hospital  and  manu- 
facturing employees  for  selected  years,  1950-67. 


however,  while  driving  by  the  Shell  Oil  Com- 
pany Plant,  I noticed  a large  sign  advertising 
openings  for  unskilled  labor  at  $2.85  per  hour. 
My  son  worked  for  one  of  the  major  industries 
along  the  ship  channel,  between  his  sophomore 
and  junior  years  in  college,  and  was  paid  $3.04 
per  hour  as  a laborer.  In  the  Houston  area 
LVN’s  beginning  salary  is  now  $2.16  per  hour, 
RN’s  beginning  salary  is  $3.46  per  hour.  Actu- 
ally LVN’s  as  semi-skilled  workers  and  RN’s  as 
skilled  workers  are  making  about  what  the  pre- 
vailing wage  is  for  unskilled  and  semi-skilled 
workers  along  the  ship  channel  here  in  Hous- 
ton. Certainly  there  must  be  more  raises,  our 
skilled  employees  must  be  better  paid,  and  this 
will  result  in  higher  charges  to  our  patients. 

These  are  a few  of  the  major  factors  that 
have  increased  hospital  costs.  These  costs  have 
been  and  will  continue  to  be  reflected  in  in- 
creased charges. 

A typical  hospital  bill  is  shown  in  Table  2. 
This  patient  was  admitted  as  an  emergency 
patient,  diagnosis  gunshot  wound,  at  2:10 
am — an  hour  when  most  businesses  are 
closed.  This  patient  had  received  care  in  the 
emergency  room,  had  laboratory  and  x-ray  pro- 
cedures carried  out,  and  had  received  emer- 
gency surgery  prior  to  an  hour  that  most  busi- 
nesses open.  In  addition  to  all  of  this  service, 
he  spent  24  hours  in  the  intensive  care  unit, 
where  all  of  the  latest  lifesaving  equipment  is 
available,  and  he  had  constant  nursing  atten- 
tion. The  charges  for  these  services  are  broken 
down  as  follows:  He  spent  13  days  in  a $30 
per  day  room  at  $390,  the  charge  for  the  in- 
tensive care  was  $65,  the  operating  room  $65, 
the  anesthesia  $35,  anesthetic  supplies  $10, 
laboratory  $74.50,  x-ray  $45,  medical  supplies 
and  dressings  $37.62,  pharmacy  $74.10,  two 
blood  transfusions  at  $60  for  a total  of  $856.22. 
This  is  certainly  a lot  of  money;  however,  due 
to  the  treatment  that  he  received  his  life  was 
saved  and  he  was  discharged  from  the  hospital 
in  good  condition  14  days  after  admission. 
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He  did  receive  24-hour  service  for  $856.22; 
this  can  be  broken  down  as  follows:  It  actually 
cost  him  for  14  days  an  average  of  $61.17  per 
day.  Divide  that  by  24  to  get  the  cost  per  hour; 
he  was  charged  $2.55  per  hour  for  all  of  his 
treatment. 

The  lowest  pay  of  the  seven  major  trades  in 
Houston  is  $4.68  per  hour.  This  is  just  for  the 
work  that  the  laborer  would  furnish.  It  does 
not  include  any  supplies  or  equipment  that  he 
might  use  in  his  labor.  For  about  55%  of  what 
the  skilled  laborer  would  charge  for  his  time, 
the  hospital  not  only  furnishes  skilled  labor  but 
all  necessary  supplies  and  equipment.  This  is 
“The  Cost  of  Living.”  True  it  will  go  up.  Accord- 
ing to  statistics,  it  will  go  up  to  $100  per  day 
by  1975.  On  a 24-hour  basis,  this  is  only  $3.33 
per  hour  for  all  services  that  the  patient  needs. 
Actually  are  these  costs  unreasonable?  Where 
can  you  get  so  much  for  so  little? 


Date  of  admission:  9-28-68  Time:  2:10  am 

Date  of  discharge;  10-12-68  Time:  11:40  am 

Admission  diagnosis;  Gunshot  wound 


Bed,  meals,  and  nursing  care. 


13  days  @ $30  per  day 

$390.00 

1 day  intensive  care  unit 

65.00 

Operating  room 

65.00 

Anesthesia 

35.00 

Anesthetic  supplies 

10.00 

Laboratory 

74.50 

X-ray 

45.00 

Medical  supplies  and  dressings 

37.62 

Pharmacy 

74.10 

Blood  transfusions  (2) 

60.00 

Total 

$856  22 

14  Days,  cost  per  day: 

$61.16 

24  Hours  per  day,  cost  per 

hour: 

2.55 

Treatments,  medications  and 

nursing  care  at 

other  than  normal  working  hours: 

48 

Table  2.  Total  charges  made  to  an  actual  emergency 
patient  admitted  to  our  hospital  and  clinic  last  year. 


Volume  65,  April,  1969 


Mr.  Miller,  Gulf  Coast  Hospital  and  Clinic, 
Box  534,  Baytown,  Tex  77520. 
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1b  help  avert 
chronicity 
in  acute  cystitis 


Although  it  may  coexist  with 
chronic  pyelonephritis  or  prosta- 
titis, many  cases  of  chronic  cysti- 
tis may  result  from  incomplete 
treatment  of  a simple,  acute  cysti- 
tis. For  this  reason,  it  is  being 
increasingly  recommended  that 
appropriate  antibacterial  therapy 
in  full  dosage  be  maintained  for 
up  to  two  weeks  or  longer. 

Most  frequently,  the  dominant 
pathogen  is  gram-negative,  usu- 
ally E.  coli;  most  often,  you  will 
find  Gantanol®  (sulfamethox- 
azole) effective  against  E.  coli 
and  other  sensitive  organisms— 
gram-positive  and  gram-negative 
—commonly  seen  in  cystitis  and 
other  urinary  tract  infections,  i 
Wide  clinical  usage  of  Gantanol  | 
has  confirmed  the  efficacy  of  this  | 
wide-spectrum  antimicrobial 
agent  in  the  treatment  of  cystitis.  I 

The  rapidity  of  bacterial  mul-  j 
tiplication  in  a favorable  urinary  j 
environment  is  well  known.  I 
Prompt  control  of  acute  bladder  ; 
infection  is  therefore  essential  1 


Before  prescribing,  please  consult  com-  j 
plete  product  information,  a summary  of  j 
which  follows: 

Indications:  Acute  and  chronic  urinary  ' 
tract,  respiratory  and  soft  tissue  infec- 
tions due  to  susceptible  microorganisms; 
prophylactically  following  diagnostic  in- 
strumental procedures  on  genitourinary 
tract. 

Contraindicated  in  sulfonamide-sensitive 
patients,  pregnant  females  at  term,  pre- 
mature infants,  or  newborn  infants  dur- 
ing first  3 months  of  life. 

Warnings:  Use  only  after  critical  ap- 
praisal in  patients  with  liver  or  renal 
damage,  urinary  obstruction  or  blood 
dyscrasias.  Deaths  reported  from  hy- 
persensitivity reactions,  Stevens-Johnson 
syndrome,  agranulocytosis,  aplastic  ane- 
mia and  other  blood  dyscrasias.  In  closely 
intermittent  or  prolonged  therapy,  blood 
counts  and  liver  and  kidney  function  tests 
should  be  performed.  Clinical  data  insuf- 
ficient on  prolonged  or  recurrent  therapy  ; 
in  chronic  renal  diseases  of  children  un-  ' 
der  6 years. 

Precautions:  Occasional  failures  may  oc- 
cur due  to  resistant  microorganisms.  Not 
effective  in  virus  and  rickettsial  infec- 
tions. Sulfonamides  not  recommended 


not  only  to  reduce  the  patient’s 
discomfort  but  to  prevent  chron- 
icity  and  possible  ascending  in- 
fection. 

Gantanol  (sulfamethoxazole) 
provides  antibacterial  activity 
within  two  hours  of  the  initial  2- 
Gm  dose,  and  subsequent  1-Gm 
doses,  taken  morning  and  eve- 
ning, maintain  therapeutic  blood 
and  urine  levels  lasting  up  to  12 
hours.  Significant  symptomatic 
response  is  frequently  achieved 
within  24  to  48  hours  in  acute, 
uncomplicated  cystitis  and  other 
responsive  urinary  tract  infec- 
tions. In  addition,  Gantanol  is 
usually  well  tolerated.  Should 
prolonged  therapy  be  required, 
the  convenient  b.i.d.  dosage  helps 
to  minimize  the  problem  of 
skipped  doses. 

Over  eight  years’  clinical  use 
has  thoroughly  demonstrated  the 
qualities  that  make  Gantanol  a 
good  choice  for  initial  therapy  of 
most  urinary  tract  infections,  in- 
cluding acute  cystitis. 


for  therapy  of  acute  infections  caused  by 
group  A beta-hemolytic  streptococci.  At 
present,  penicillin  is  drug  of  choice  in 
acute  group  A beta-hemolytic  streptococ- 
cal infections;  although  Gantanol  has 
produced  favorable  bacteriologic  conver- 
sion rates  in  this  infection,  data  insuffi- 
cient on  long-term  follow-up  studies  as  to 
its  effect  on  sequelae  of  rheumatic  fever 
or  acute  glomerulonephritis.  If  other 
treatment  cannot  be  used  and  Gantanol 
is  employed  in  such  infections,  important 
that  therapy  be  continued  in  usual  rec- 
ommended dosage  for  at  least  10  days. 
Observe  usual  sulfonamide  therapy  pre- 
cautions, including  adequate  Iluid  intake. 
Use  with  caution  if  history  of  allergies 
and/or  asthma.  Follow  closely  patients 
with  renal  impairment  since  this  may 
cause  excessive  drug  accumulation.  Need 
for  indicated  local  measures  or  surgery 
not  obviated  in  localized  infections. 

Adverse  Reactions:  Depending  upon  the 
severity  of  the  reaction,  may  withdraw 
drug  in  event  of  headache,  nausea,  vomit- 
ing, urticaria,  diarrhea,  hepatitis,  pancre- 
atitis, blood  dyscrasias,  neuropathy,  drug 
fever,  Stevens-Johnson  syndrome,  skin 
rash,  injection  of  the  conjunctiva  and 
sclera,  petechiae,  purpura,  hematuria  and 
crystalluria. 


Gantanor 

(sulfamethoxazole) 

assures  rapid, 
sustained, 
antibacterial 
activity  with 
b.i.d.  dosage 


Gantanol*B.i.D. 

(sulfamethoxazole) 


LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


•Viva 

San  Antonio! 


Old  world  charm  and  grace,  space 
age  advances,  international  prestige, 
— all  this  is  San  Antonio. 

The  list  goes  on — Texas  hospi- 
tality, specialized  education,  exotic 
cuisine,  cultural  achievement,  and 
boundless  dreams. 

This  city  of  charisma,  an  exciting 
mixture  of  old  and  new,  will  be  the 
site  of  the  Texas  Medical  Associa- 
tion’s 102nd  Annual  Session  next 
month.  Texas  physicians  who  come 
to  San  Antonio  May  1-4  will  not  only 
find  medical  information  of  value, 
but  they  will  enjoy  an  experience 
only  to  be  found  in  Texas'  oldest 
large  city. 

Whether  HemisFair  ’68,  “San  An- 
tonio Rose,’’  the  Alamo,  or  the  mili- 
tary brought  the  most  fame  to  San 
Antonio  is  a matter  for  debate. 
Whether  San  Antonio  is  more  highly 
esteemed  by  Texans  or  by  non- 
Texans  is  also  a puzzle.  And  while 
other  cities  are  compared  and  found 
to  be  similar,  no  one  has  much  suc- 
cess in  categorizing  this  lovely 
amalgamation  of  many  worlds. 

A Tribute  to  St.  Anthony:  San  An- 
tonio had  its  beginning  on  June  13, 
1691,  when  the  Spanish  captain 
Domingo  Teran  de  los  Rios  crossed 
a river.  Because  this  day  was  the 
feast  of  St.  Anthony,  the  Spaniard 
called  the  place  of  the  crossing  San 
Antonio  de  Padua.  On  May  1,  1718, 
the  Mission  San  Antonio  de  Valero 
was  established.  Construction  on 
the  mission  church,  now  known  as 
the  Alamo,  was  begun  in  1744. 
Other  missions  came  to  be  founded 
in  the  immediate  area:  Mission  San 
Jose  de  Aguayo,  1720;  La  Purisima 
Concepcion  de  Acuna,  1731;  San 


Francisco  de  la  Espada,  1731;  and 
San  Juan  Capistrano,  1731.  Still 
standing  today,  these  five  missions 
are  soon  to  be  linked  by  a fully-land- 
scaped dramatically-lighted  and  tree- 
lined  parkway  called  the  Mission 
Road.  This  picturesque  boulevard 
will  spotlight  the  only  area  in  the 
United  States  where  five  missions 
are  located  within  7.7  miles  of  each 
other  and  within  the  city  limits  of 
a major  metropolitan  center.  Also 
along  Mission  Road  are  two  other 
historical  attractions:  250-year-old 
Espada  Dam  which  was  built  by  the 
Franciscan  padres  in  the  18th  cen- 
tury to  provide  irrigation,  and  the 
United  States’  only  Spanish  aque- 
duct (Espada  Acequia)  through 
which  waters  have  not  ceased  to 
flow  for  250  years. 

But  San  Antonio’s  historical  heri- 
tage, of  course,  is  not  composed 
only  of  Spanish  missions  and  irri- 
gation systems.  In  1824  a Mexican 
revolt  flared:  the  Spaniards  were  de- 
feated, and  San  Antonio  came  under 
Mexican  rule.  English-speaking  fami- 
lies were  allowed  to  come  to  the 
Mexican  state  of  Texas  from  the 
east  and  north.  Individualistic,  rug- 
ged, and  hardy,  these  settlers  found 
much  about  Mexican  rule  that  was 
distasteful  and  tyrannical.  In  1835, 
San  Antonio  became  the  scene  of 
armed  revolt  when  Col.  Ben  Milam 
and  a group  of  followers  took  the 
city  from  Mexican  general  Martin 
Prefect  de  Cos. 

President  and  dictator  of  Mexico, 
Gen.  Lopez  de  Santa  Anna,  set  out 
to  put  an  end  to  military  and  politi- 
cal unrest  in  Texas  and  marched  an 
army  of  4,000  against  San  Antonio. 


What  occurred  when  the  army  of 
this  self-styled  “Napoleon  of  the 
West”  met  187  Texans  at  the  battle 
of  the  Alamo  has  been  extensively 
reported  in  music,  literature,  and 
drama.  The  massacre  provided  im- 
petus to  other  Texans  who  would 
engineer  Santa  Anna’s  final  defeat 
and  Texas  independence. 

A Mighty  Military  Fortress:  San  An- 
tonio was  to  continue  to  be  import- 
ant militarily.  In  1879,  the  US  Army 
established  Fort  Sam  Houston.  Serv- 
ing as  prison  for  Apache  Chief  Ge- 
ronimo  and  his  warriors  in  1886,  the 
fort  is  now  headquarters  of  the 
Fourth  Army.  The  world’s  largest 
military  medical  center,  Brooke 
Army  Medical  Center,  as  Texas  phy- 
sicians are  well  aware,  contributes 
to  many  facets  of  medical  treat- 
ment, especially  to  the  treatment  of 
burns.  In  1910  the  US  Army  formed 
the  aviation  section  of  the  Signal 
Corps  at  Fort  Sam  Houston:  military 
aviation  was  beginning. 

On  April  17,  1917,  Kelly  Field  be- 
came the  nation’s  training  camp  for 
pilots.  After  World  War  I,  Kelly  Air 
Force  Base  remained  open  and  to- 
day is  the  world’s  largest  repair  and 
supply  center  and  claims  the  world’s 
largest  aircraft  maintenance  hangar. 
In  1928  Randolph  Field  was  estab- 
lished as  the  “West  Point  of  the 
Air,”  and  was  a cadet  training  cen- 
ter during  World  War  11.  Today  Ran- 
dolph Air  Force  Base  is  headquar- 
ters of  the  Air  Training  Command 
and  conducts  all  of  the  instructor 
pilot  training  for  the  Air  Force  along 
with  being  the  base  of  operations 
for  many  Air  Force  organizations. 
Established  in  World  War  II,  Lack- 
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Mariachis  pause  at  the  patio  fountain  of  the  governors’  palace, 
home  of  the  officials  who  ruled  Texas 
during  Spanish  occupation. 


Paseo  del  Rio  provides  a 
leisurely  stroll  for  several 
miles  through  the  heart  of  down- 
town San  Antonio,  just  a few 
steps  yet  many  eons  away 
from  the  bustling  modern  city. 


land  Air  Force  Base  is  the  “Gateway 
to  the  Air  Force”  for  all  Air  Force 
enlistees  and  is  the  center  for  sentry 
dog  training.  Second  only  to  Kelly 
AFB  as  the  nation’s  oldest  air  base 
still  in  operation,  Brooks  Air  Force 
Base  is  the  headquarters  of  the 
Aerospace  Medical  Division  and  the 
US  Air  Force  School  of  Aerospace 
Medicine.  The  latter  is  America’s 
largest  center  devoted  exclusively  to 
the  study  of  aerospace  medicine. 

International  Fair  City:  And  in  April, 
1968,  San  Antonio  claimed  interna- 
tional prominence  for  HemisFair  '68, 
the  six-month-long  world’s  fair  held 
in  San  Antonio.  Millions  of  visitors 
from  all  over  the  world  attended. 

Portions  of  HemisFair  '68  remain 
as  permanent  facilities  for  the  use 
of  conventions  and  San  Antonio  res- 
idents and  visitors.  The  San  Antonio 
Convention  and  Community  Center 
will  house  portions  of  the  TMA  1969 
Annual  Session.  The  Convention 
Hall  and  exhibit  and  meeting  room 
facilities  will  provide  ample  accom- 
modations for  physicians  and  guests 
at  the  Annual  Session.  Other  Hemis- 
Fair features  also  remain:  the  Insti- 
tute of  Texan  Cultures  provides  an 
insight  into  Texas  history  and  cul- 
ture; and  the  Tower  of  the  Americas 
offers  an  unforgettable  dining  and 
sightseeing  experience  550  feet 
above  the  ground. 

A Journey  into  Yesterday:  Yes,  San 
Antonio  is  a city  rich  in  history.  This 
history  may  be  experienced  today 
by  visitors  in  numerous  ways.  Be- 
sides the  missions,  other  structures 
remain  to  tell  of  San  Antonio’s  mag- 
nificent past. 


From  the  Tower  of  the  Americas  the  skyline  of  San  Antonio 
gives  prominent  display  to  the  San  Antonio  Convention  Center 
(foreground),  the  Hilton  Palacio  del  Rio  Hotel  (center),  the  Tower 
Life  Building  and  the  Alamo  National  Bank  (upper  left). 


I'olume  65.  April.  1969 
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The  Hilton  Palacio  del  Rio 
Hotel,  the  rooms  of  which 
were  built  separately  of  poured 
concrete,  completely  furnished 
and  stacked  into  place,  will  serve 
as  scientific  headquarters  hotel 
for  the  1969  Texas  Medical 
Association  Annual  Session. 


In  the  heart  of  downtown  San  An- 
tonio stands  the  palace  of  the  gov- 
ernors who  ruled  Texas  during  Span- 
ish occupation.  Built  in  1749,  this 
ten  room  home  was  first  the  home 
for  the  commandant  of  the  presidio 
and  later  became  the  home  and  of- 
fice of  Spanish  governors  of  the 
Province  of  Texas. 

A block  east  of  the  governor’s 
palace,  San  Fernando  Cathedral 
houses  several  relics  of  the  Battle 
of  the  Alamo.  The  “Church  of  the 
Community’’  was  completed  in 
1758,  and  its  tower  was  used  as 
an  observation  post  during  the  Tex- 
as revolution.  The  present  cathedral 
was  built  surrounding  the  original 
church  in  1868. 

In  the  shadows  of  San  Antonio’s 
modern  skyscrapers.  La  Villita  is 
today  a center  of  Pan-American  cul- 
tural activities.  The  “little  village” 
was  built  near  the  Mission  San  An- 
tonio de  Valero  and  remained  a 
settlement  of  the  poor  until  the 
early  1800’s  when  Spanish  officials 
established  their  fortified  ciiartel 
there.  Durable  homes  replaced  crude 
huts.  Later,  under  Mexican  rule,  the 
village  assumed  importance  when 
Mexican  general  Cos  signed  his  sur- 
render in  what  is  now  known  as  Cos 
House  and  when  Santa  Anna  laid 
siege  to  the  Alamo  with  batteries 
placed  in  the  village. 

After  Texas  was  annexed  to  the 
United  States  in  1845,  European 
immigrants  added  old-world  touches 
to  the  cottages  and  built  the  “Little 
Church”  in  1876.  Today,  seven  of 
La  Villita’s  restored  homes  are  work- 
shops and  galleries  for  both  ancient 
and  modern  arts  and  crafts.  Juarez 
Plaza  is  used  regularly  for  civic  and 
social  functions. 

Six  old  homes  take  their  visitors 
to  the  San  Antonio  of  yesteryear. 
Francisco  Ruiz  House,  built  in  1765; 
Celso  Navarro  House,  built  in  1835; 
Twohig  House,  built  in  1841;  Jose 
Antonio  Navarro  House,  built  about 
1850;  log  cabin  of  the  1850’s;  and 
Steves  Homestead,  built  in  1876. 

Adjoining  downtown  and  the  Con- 
vention Center  is  San  Antonio’s 
Paseo  del  Rio  (River  Walk).  In  the 
heart  of  modern  bustling  San  An- 
tonio lies  another  older  world  of 
flower  and  foliage:  bordered  walks, 
gondolas,  water  taxies,  paddle  boats, 
quaint  shops  and  galleries,  sidewalk 
cafes  and  restaurants,  night  clubs, 
party  boats,  and  river  theater.  A 
leisurely  stroll  down  Paseo  del  Rio 
brings  visitors  to  many  San  Antonio 
historical  tourist  attractions. 

Viva  la  Grande  Fiesta:  Spanish  and 


Mexican  influence  also  spills  over 
into  San  Antonio’s  entertainment 
offerings.  The  summer  season  be- 
gins in  April  with  the  week-long  Fi- 
esta San  Antonio,  a festival  of  glit- 
tering parades,  pageants,  corona- 
tions, concerts,  and  carnivals. 

Fun-tier  Night  is  held  each 
Wednesday  evening  during  the  sum- 
mer. La  Villita  is  filled  with  the 
aroma  of  foods  served  chuck  wagon 
style  and  echoes  of  the  rhythm  of 
jazz  bands  and  the  melody  of  bar- 
bershop harmony.  Those  who  arrive 
early  for  Annual  Session  will  be  able 
to  take  advantage  of  this  gala  event. 

On  four  summer  evenings  each 
week.  Fiesta  Noche  del  Rio  (Party 
Night  on  the  River)  takes  place.  A 
boat  ride  through  downtown  San  An- 
tonio is  climaxed  by  a visit  to  the 
unique  Arneson  River  theater  where 
spectators  view  music  and  dances 
of  Spain  and  Mexico  from  tiered 
grass  seats  across  the  river. 

On  summer  evenings  until  mid- 
August  historical  pageants  are  pre- 
sented at  the  San  Jose  Mission  out- 
door theater. 

Other  San  Antonio  entertainment 
offerings  include  San  Antonio  Little 
Theatre  which  moves  its  stage  pro- 
ductions for  appropriate  settings 
from  San  Pedro  Park  Playhouse  to 
Grecian-styled  Sunken  Garden  The- 
atre in  Brackenridge  Park.  Billboard 
Theatre  presents  productions  in  the 
round  Thursday  through  Sunday 
nights.  The  San  Antonio  Symphony 
usually  performs  in  Municipal  Audi- 
torium on  weekends  from  October 
through  March;  and  a Grand  Opera 
Festival  is  regularly  held  in  March. 

A Haven  for  Gourmets  and  Food 
Lovers:  International  influence  shows 
up  in  San  Antonio’s  cuisine  as  well. 
Visitors  with  gourmet  palates  can 
find  what  they  are  looking  for  in 
San  Antonio.  A list  of  outstanding 
San  Antonio  restaurants  might  in- 
clude: Casa  Rio  Mexican  Foods, 
Karam’s  Mexican  Dining  Room,  and 
La  Fonda  and  Mario’s  restaurants 
for  Mexican  food;  Granada  Restau- 
rant for  Spanish  food;  Villa  de  Paun- 
cho  for  continental  cuisine;  La  Lou- 
isiana for  French  cuisine;  Naples  and 
Valerios  Italian  restaurants  for  Italian 
food;  Tai  Shan  Restaurant  for  Chi- 
nese and  Polynesian  foods;  The 
Krakow  Restaurant  for  Polish  food; 
Swiss  Chalet  Restaurant  for  Swiss 
cuisine;  and  Old  Heidelberg  Restau- 
rant and  Gunter  Hotel  Rathskeller 
for  German  food.  Beefeaters  will 
enjoy  the  steaks  at  The  Barn  Door 
and  John  Charles  Restaurants,  Little 
Rhein  Steak  House,  and  Grey  Moss 
Inn,  and  barbecue  at  the  Bun  ’N’ 
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Barrel  Terrace  Restaurant  and  Koeh- 
ler's Barbecue.  Seafood  lovers  \will 
probably  choose  The  Kangaroo 
Court,  Christie's  Sea  Foods,  or  Zui- 
der Zee  Oyster  Bar  and  Seafood  Res- 
taurant. American  food  is  featured 
at  Tower  of  the  Americas  Restaurant 
and  Golden  Derrick. 

Recreation  for  Every  Taste:  Other 
San  Antonio  tourist  spots  that  visi- 
tors will  not  want  to  miss  include 
two  breweries,  Brackenridge  Park, 
three  museums,  and  numerous  rec- 
reation spots. 

Both  Pearl  and  Lone  Star  brew- 
eries offer  sightseeing  delights  to 
the  San  Antonio  visitor.  Pearl  Brew- 
ery's picturesque  buildings  have 
been  a San  Antonio  landmark  since 
1886.  The  Safari  Room  presents  a 
collection  of  African  trophies,  and 
the  Corral  Room  claims  the  world’s 
longest  continual  wall  mural.  0. 
Henry  House,  the  Buckhorn  Saloon, 
and  Halls  of  Horns  and  Fins  are 
featured  at  the  Lone  Star  Brewery. 

Brackenridge  Park  provides  en- 
trance to  a world  of  delight  for  all 
the  family.  The  Brackenridge  Eagle 
miniature  train  transports  passen- 
gers throughout  the  park  over  three 
miles  of  track.  From  the  train  pas- 
sengers may  disembark  at  Witte  Me- 
morial Museum,  the  Alligator  Gar- 
dens, the  Old  Trail  Driver’s  Pioneer 
Hall,  a Driving  Range,  the  Sunken 
Garden,  and  the  San  Antonio  Zoo. 

The  Witte  Memorial  Museum  in- 
cludes the  natural  history  of  Texas, 
the  history  of  Texas  under  six  flags, 
primitive  and  early  Texas  art,  and 
fine  and  contemporary  art.  The 
sunken  Chinese  tea  garden  presents 
countless  numbers  and  varieties  of 
rare  and  delicate  plants  and  flowers 
in  a panorama  of  beauty  and  color. 

The  San  Antonio  Zoo  is  acclaimed 
as  one  of  the  world’s  finest.  Among 
the  nation’s  largest  zoos  in  num- 
bers and  species  represented,  it  has 
an  unsurpassed  collection  of  rare 
and  tropical  birds.  Animals  of  many 
varieties  live  in  a simulation  of  their 
natural  habitats.  The  zoo  features 
separate  aquarium,  reptile,  and  pen- 
guin houses. 

Alligator  Gardens,  where  guides 
actually  handle  and  display  alliga- 
tors, and  Brackenridge  Park  Skyride, 
traveling  directly  over  the  Sunken 
Gardens  and  giving  a beautiful  view 
of  San  Antonio,  are  two  other 
“musts”  at  Brackenridge  Park. 

McNay  Art  Institute  on  the  Aus- 
tin Highway  exhibits  works  of  artists 
who  charted  the  course  of  modern 
painting;  14th  and  15th  century 
Flemish  and  Italian  panel  paintings 


Triiiily  University,  Presbyterian  owned  educational  institution 
since  1869,  is  one  of  several  educational  centers 
located  in  San  Antonio. 


'1 


Mosaic  mural,  “The  Confluence  of  Civilizations  in  the  Americas,” 

marks  the  river  court  entrance  to  the  San  Antonio 

Convention  Center,  TMA  Annual  Session  scientific  headquarters. 
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Right.  Courtyard  of  The  Uni- 
versity of  Texas  Medical  School 
at  San  Antonio  and  Bexar 
County  Hospital  provides 
momentary  relief  from  the  hectic 
pace  of  educational  pursuits. 
Below.  Aerial  view  of 
the  modern  medical  school  and 
hospital  complex  shows  its 
vast  expanse. 


With  a heliport  atop  its  main  structure,  Santa  Rosa  Medical  Center 
provides  medical  care  for  the  people  of  southwest  Texas 
and  northern  Mexico. 


and  sculptures;  and  Indian  and 
Spanish  arts  and  crafts. 

An  entire  wing  of  San  Antonio’s 
Main  Library  downtown  is  devoted 
to  history  of  the  circus  in  America. 

Sports  enthusiasts  will  find  San 
Antonio’s  facilities  to  their  liking. 
San  Pedro  Tennis  Center  will  be  the 
site  of  a TMA-sponsored  tennis 
tournament,  and  a golf  tournament 
will  take  place  at  New  Brackenridge 
Golf  Course.  Texas  International  Gun 
Club  will  host  a TMA-sponsored 
skeet  and  trap  shoot. 

For  a Better  Tomorrow:  Higher  edu- 
cation is  also  a significant  part  of 
San  Antonio.  Two  senior  colleges, 
two  junior  colleges,  two  universi- 
ties, and  a medical  school  provide 
higher  learning  in  San  Antonio  in 
addition  to  the  military  educational 
schools  already  mentioned.  The  sen- 
ior colleges  are  Incarnate  Word  Col- 
lege and  Our  Lady  of  the  Lake  Col- 
lege; the  junior  colleges,  San  An- 
tonio College  and  St.  Philip’s  Col- 
lege; and  the  universities.  Trinity 
University  and  St.  Mary’s  University. 

The  University  of  Texas  Medical 
School  at  San  Antonio  opened  its 
doors  to  medical  students  in  1968. 
The  $12  million  school  includes  a 
four-story  building  of  irregular  con- 
figuration and  a separate  central 
utilities  plant.  A teaching  hospital 
is  connected  to  the  school,  the  new 
504-bed  $17  million  Bexar  County 
Hospital.  Also  incorporated  into  the 
school’s  teaching  program  are  Rob- 
ert B.  Green  Memorial  Hospital  and 
Southton  Convalescent  Sanitorium. 

In  addition  to  the  hospitals  al- 
ready mentioned,  San  Antonio  is 
served  by  the  following  hospitals: 
Baptist  Memorial,  Laurelwood  Medi- 
cal, Lutheran  General,  Medical  Arts, 
Memorial  Medical,  Nix  Memorial,  St. 
Benedict,  Salvation  Army  Maternity, 
San  Antonio  State,  San  Antonio 
State  Tuberculosis,  Southwest  Texas 
Methodist,  and  Twin  Park  Eye  & 
Ear.  The  Santa  Rosa  Medical  Center 
includes  Children’s  Hospital,  John 
F.  Kennedy  Memorial  Pavilion,  Otto 
Koehler  Radiation  Therapy  and  Re- 
s.,arch  Unit,  and  Santa  Rosa  Gen- 
eral Hospital.  Brooke  General  Hos- 
pital and  Wilford  Hall  serve  Fort 
Sam  Houston  and  Lackland  AFB. 

Yes,  San  Antonio  is  a joyful  ex- 
perience to  all  who  encounter  her. 
Texas  physicians,  their  families,  and 
their  guests  will  prove  no  exception. 
The  delights  of  a great  Texas  city 
await  you.  May  1-4.  Hasta  luego, 
amigos! 
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TEXAS  MEDtCINE 


TMA  COUNCIL  VOTES  ON  MEDICAL-INTEREST  LEGISLATION; 
ABORTION  BILL  WITHDRAWN;  DTHERS  AWAIT  ACTION 


Ninety-one  health  and  medical 
bills  which  have  been  introduced 
into  the  61st  Texas  Legislature  have 
been  reviewed  by  the  Texas  Medi- 
cal Association’s  Council  on  Medical 
Jurisprudence;  forty-three  received 
TMA  support,  3 were  opposed,  and 
45  received  no  action. 

As  of  mid-March  at  least  50  more 
health  bills  were  expected  to  be  in- 
troduced into  the  Legislature  before 
the  regular  session  adjourns.  The 
council  will  meet  again  before  the 
end  of  the  legislative  session  in 
order  to  consider  the  newly-intro- 
duced bills.  The  91  previous  bills 
were  acted  upon  at  a council  meet- 
ing in  Austin  on  March  1. 

Abortion  Bill:  Perhaps  the  most 
widely  publicized  topic  with  regard 
to  medical  legislation  in  the  state 
was  a Humane  Abortion  Act,  H.B. 
323.  Its  sponsor.  Rep.  James  Clark 
of  Dallas,  however,  withdrew  the 
bill  and  stated  his  reasons  for  the 
withdrawal  in  a press  release  about 
March  20. 

The  bill  would  have  permitted 
hospitals  to  establish  humane  abor- 
tion committees  to  determine  wheth- 
er a physician-requested  abortion 
might  be  performed.  The  bill  pro- 
vided for  a committee  to  establish 
that  an  abortion  was  advisable  be- 
cause there  was  a substantial  risk 
that  (1)  the  continuation  of  the 
pregnancy  would  endanger  the  wo- 
man’s life  or  gravely  impair  her  phy- 
sical or  mental  health,  or  (2)  that 
the  child  would  be  born  with  a grave 
physical  or  mental  defect,  or  (3) 
that  the  pregnancy  resulted  from  a 
rape  or  incest. 

The  humane  abortion  bill  had  re- 
ceived the  support  of  both  the  TMA 
Special  Committee  on  Abortion  Laws 
of  Texas  and  the  TMA  Council  on 
Medical  Jurisprudence.  Council  and 
committee  support  was  based  on 
the  fact  that  physician  members  of 
TMA  in  summer,  1968,  voted  over- 
whelmingly in  favor  of  amending  the 


state’s  present  Abortion  Law.  That 
statewide  referendum  had  resulted 
in  4,435  votes  for  amending  the 
law  and  536  against  amendment. 

Representative  Clark  had  accept- 
ed two  TMA  recommended  amend- 
ments to  the  bill  in  question:  (1) 
that  abortions  be  restricted  to  hos- 
pitals having  at  least  100  beds  for 
in-patient  hospital  care,  and  (2)  that 
no  hospital  would  be  required  to 
establish  an  abortion  committee  or 
to  approve  or  permit  abortions. 

Physically  Abused  Children:  Another 
bill  which  TMA  supports  is  H.B.  926, 
providing  for  the  reporting  of  cases 
of  physical  abuse  or  physical  neg- 
lect of  children.  The  bill  is  spon- 
sored by  Representatives  Bill  Archer 
of  Houston  and  James  Clark  of  Dal- 
las. 

According  to  present  state  law, 
a physician  treating  a physically 
abused  child  is  permitted  to  report 
the  injury  to  any  one  of  five  local 
officials.  H.B.  926  would  permit 
these  reports  to  be  made  only  to 
the  county  attorney  and  would  allow 
other  persons  to  make  these  re- 
ports. Specifically,  the  report  could 
be  made  by  “any  licensed  physician 
staff  member  of  a medical  institu- 
tion, intern,  registered  nurse,  school 
teacher,  coroner,  or  peace  officer 
who  observes  or  treats  a child  suf- 
fering from  injuries  suspected  to 
have  been  inflicted  by  other  than 
accidental  means,  or  who  appears 
to  be  suffering  from  physical  neg- 
lect.’’ The  act  of  reporting  would, 
of  course,  be  voluntary. 

Persons  who  made  these  reports, 
without  malice,  would  be  immune 
from  any  civil  or  criminal  liability. 
County  attorneys  and  the  Texas 
State  Department  of  Public  Welfare 
would  keep  the  records  of  these  re- 
ports. The  county  attorney  would  be 
responsible  for  implementing  the 
recommendations  of  the  local  direc- 
tor of  the  county  child  welfare  unit 
and  would  have  the  power  to  take 


necessary  legal  measures  to  insure 
the  child’s  physical  well-being, 
health,  and  safety. 

Corporate  Medical  Practice:  The  TMA 
Council  on  Medical  Jurisprudence 
has  voted  not  to  support  a bill  to 
authorize  the  establishment  and  reg- 
ulation of  corporations  rendering  a 
professional  service.  This  bill,  H.B. 
246,  would  allow  members  of  the 
various  licensed  professions  to  in- 
corporate for  tax  purposes  only. 

The  Association  has  long  been  op- 
posed to  any  form  of  medical  prac- 
tice by  a corporation.  Reasons  for 
opposition  to  this  bill  include:  (1) 
incorporation  of  medical  practice  for 
the  advantage  of  the  physician  is  in- 
consistent with  opposition  to  cor- 
porate practice  when  third  parties 
are  involved;  (2)  the  traditional  view 
that  medical  service  must  be  ren- 
dered on  the  basis  of  an  individual 
and  confidential  physician-patient 
relationship  might  be  undermined 
by  a corporation;  (3)  properly  formed 
associations  of  physicians  already 
enjoy  whatever  tax  advantages  are 
available  to  professional  corpora- 
tions, and  further  legislation  for  tax 
advantage  is  unnecessary;  (4)  cer- 
tain tax  disadvantage  might  actually 
result  from  incorporation  of  practice. 

A second  bill  on  this  subject,  S.B. 
589,  has  been  introduced  by  Sen. 
Charles  Herring  of  Austin.  Called  the 
Texas  Professional  Corporation  Act, 
the  bill’s  intent  is  the  same  as  H.B. 
246,  and  is  also  opposed  by  TMA. 

Organ  Transplants:  Six  separate  bills 
have  been  introduced  in  the  Legis- 
lature to  define  principles  for  organ 
transplantation  in  Texas.  Principal 
sponsors  of  the  bills  are  Rep.  Jack 
Ogg  and  Sen.  Criss  Cole,  both  of 
Houston.  The  TMA  Council  on  Medi- 
cal Jurisprudence  has  voted  to  sup- 
port all  six  bills. 

H.B.  243  and  S.B.  169  provide 
that  if  an  inquest  is  required  the 
county  medical  examiner  or  his  dep- 
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Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 

SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16fh  St.,  Newport  Beach,  Calif.  92663 
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STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
size $2.50 


Established  Over  J,0  Years 


Factory  Direct  Sales 


See  Us  at  Booth  No.  20  Texas  Medical  Assn.,  May  1-4,  San  Antonio 
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uty  shall  perform  the  inquest.  If  an 
autopsy  is  required,  the  organ  to  be 
transplanted  will  be  examined  in  its 
whole  state,  then  released  to  the 
transplant  team  for  removal  and 
transplantation.  Afterwards,  the  rest 
of  the  body  will  be  removed  to  a 
suitable  area  for  autopsy  comple- 
tion. 

When  a valid  death  certificate  is 
introduced  and  admitted  into  evi- 
dence, according  to  H.B.  245  and 

S.B.  161,  the  time  of  death  entered 
by  a licensed  physician  shall  be  pre- 
sumed to  be  the  time  stated  in  the 
certificate  of  death. 

Definition  of  who  can  be  a donor, 
who  can  give  consent,  who  can 
act  as  a donee,  how  the  donation 
can  be  legally  made  and  legally  re- 
voked, time  of  death,  and  liability 
are  items  covered  by  H.B.  244  and 
S.B.  162,  known  jointly  as  the  Texas 
Anatomical  Gift  Act. 

Medical  Education:  Seventeen  bills 
affect  medical  education  in  Texas. 
Thirteen  provide  for  the  establish- 
ment of  medical  or  dental  schools 
in  various  cities  in  Texas. 

The  Council  on  Medical  Jurispru- 
dence voted  to  support  the  recom- 
mendations of  the  Coordinating 
Board,  Texas  College  and  University 
System.  These  recommendations  in- 
clude establishment  of  medical 
schools  at  Houston  and  Lubbock, 
and  a dental  school  at  San  Antonio. 

Chiropractic:  Chiropractic  interests 
in  Texas  are  requesting  funds  to  be 
used  for  payment  of  chiropractic 
services  under  the  Medicaid  pro- 
gram. Chiropractic  services  are  not 
covered  under  Medicare,  and  the 
Council  on  Medical  Jurisprudence 
believes  that  to  include  chiropractic 
services  under  Medicaid  would  be 
inconsistent. 

Chiropractors  are  also  seeking 
amendment  or  deletion  of  Article 
XVI,  Section  31,  of  the  Texas  Con- 
stitution. The  practical  effect  of  this 
section  is  to  require  the  same  basic 
educational  background  of  all  who 
practice  total  general  medicine,  and 
to  restrict  through  separate  regula- 
tions those  groups  practicing  treat- 
ment of  only  one  particular  area  of 
the  body. 

Other  TMA  Supported  Bills:  Other 
bills  for  which  the  Council  has  ex- 
pressed support  concern: 

1.  Assistance  (S.J.R.  8),  permit- 
ting the  state  to  cooperate  with  the 
federal  government  in  providing  as- 
sistance grants  and/or  medical  care 
to  certain  needy,  disabled,  and  blind 
persons  and  to  dependent  children; 


2.  Basic  sciences  (S.B.  91),  re- 
lating to  certification  authority  of 
the  Texas  State  Board  of  Examiners 
in  the  Basic  Sciences; 

3.  Mental  health  (H.B.  212,  H.B. 
213),  relating  to  the  transfer  of  per- 
sons within  the  Mental  Health  and 
Mental  Retardation  school  and  hos- 
pital system; 

4.  Mental  health  (H.B.  340,  S.B. 
187),  authorizing  the  Texas  State 
Department  of  Mental  Health  and 
Mental  Retardation  to  provide  at 
Leander,  Tex.,  a special  facility  for 
the  mentally  ill  and  mentally  re- 
tarded; 

5.  Nurses  (S.B.  83,  H.B.  75),  es- 
tablishing The  University  of  Texas 
(Clinical)  Nursing  School  at  San  An- 
tonio; 

6.  Nurses  (H.B.  385),  relating  to 
the  organization,  operation,  powers, 
and  duties  of  the  Texas  State  Board 
of  Nurse  Examiners; 

7.  Nurses  (H.B.  359),  providing 
mandatory  registration  of  all  per- 
sons coming  within  definition  of 
“professional  nurse,”  (if  the  bill  is 
amended  to  specifically  exclude  li- 
censed vocational  nurses  and  per- 
sons working  under  the  direct  su- 
pervision and  control  of  licensed 
physicians); 

8.  Regional  planning  (H.B.  68), 
describing  membership  of  govern- 
mental units  in  regional  planning 
commissions; 

9.  Rehabilitation  (H.B.  325-S,  S. 
B.  10,  H.B.  333),  creating  a Com- 
mission for  Rehabilitation  separate 
from  the  Texas  Education  Agency; 

10.  Workmen’s  compensation  (H. 
B.  83,  S.B.  64),  concerning  benefit 
amounts,  attorney  fees,  and  reports; 

11.  Workmen’s  compensation  (H. 
B.  88),  including  political  subdivi- 
sions within  the  definition  of  em- 
ployer; 

12.  Workmen’s  compensation  (H. 
B.  318),  requiring,  under  certain 
conditions,  medical  providers  to  fur- 
nish reports  to  persons  receiving 
medical  services  under  the  Act; 

13.  Bonds  (S.B.  176),  authoriz- 
ing counties  to  issue  and  refund 
revenue  bonds  for  financing  hospi- 
tal facilities; 

14.  Emergency  calls  (H.B.  290, 
S.B.  143),  making  unlawful  the  will- 
ful interference  with  any  fireman, 
policeman,  or  other  peace  officer 
in  the  lawful  discharge  of  his  duties, 
or  with  any  doctor,  nurse,  or  am- 
bulance attendant  while  on  emer- 
gency calls. 

15.  Fallout  shelters  (H.B.  540), 
requiring  that  nuclear  fallout  shel- 
ters be  provided  in  buildings  con- 
structed or  remodeled  with  public 
funds; 


16.  Intoxication  (H.B.  74,  H.B. 
26,  S.B.  71),  authorizing  tests  on 
motor  vehicle  drivers  to  determine 
intoxication; 

17.  Drugs  (eight  bills),  regulating 
the  sale  and  distribution  of  certain 
dangerous  drugs,  assessing  penal- 
ties for  illegal  possession  or  distri- 
bution of  certain  drugs,  and  provid- 
ing for  education  about  narcotics  in 
public  school  grades  6-12;  and 

18.  Medical  examiner  system 

(H.B.  612),  removing  population 

brackets  to  enable  any  county  to 
establish  the  office  of  medical  ex- 
aminer, and  allowing  counties  to 
hire  part-time  out-of-county  resi- 
dents as  medical  examiners. 

TMA-Opposed  Bills:  The  two  addi- 
tional bills  that  TMA  opposes  are 

1.  Physical  therapy  (H.B.  34), 
which  would  amend  the  old  Naturo- 
pathic Law  (that  has  been  held  un- 
constitutional) by  establishing  a 
Board  of  Physical  Therapists  Ex- 
aminers (including  message  thera- 
pists), and  which  provides  for  li- 
censing of  physical  therapists  and 
practitioners;  and 

2.  Hearing  (H.B.  287),  which  cre- 
ates the  Texas  Board  of  Examiners 
in  the  Fitting  and  Dispensing  of 
Hearing  Aids. 


Draft  Quota  Reduced 

The  1969  draft  call  for  Texas  phy- 
sicians has  been  reduced  from  18  to 
9,  according  to  the  Texas  State 
Headquarters,  Selective  Service  Sys- 
tem. 

The  Texas  headquarters  also  has 
reported  that  three  Texas  physicians 
have  already  volunteered  for  ser- 
vice, which  means  that  Texas  will 
have  only  six  physicians  called  up 
through  the  Selective  Service  Sys- 
tem this  summer. 

The  Texas  physician  draft  quota 
in  1968  was  42. 


Exam  Honor  Roll  Given 

One  physician  made  the  honor  roll 
at  the  Dec.  2-4,  1968,  examinations 
of  the  Texas  State  Board  of  Medical 
Examiners  in  Fort  Worth. 

Dr.  Patrick  Creaven  of  Houston,  a 
graduate  of  St.  Mary’s  Hospital  Med- 
ical School,  University  of  London, 
1956,  made  the  highest  grade  on  the 
examination,  an  average  of  91.4. 
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Most 

Were  Trained  Out  of 

In  order  to  provide  the  best  pos- 
sible education  for  physicians,  medi- 
cal educators  need  some  way  to 
evaluate  their  schools’  curricula  in 
terms  of  how  well  the  graduates  are 
prepared  for  the  type  of  work — 
medical  practice  involving  patient 
care,  research,  teaching,  administra- 
tion— which  they  eventually  will  do. 
This  is  one  of  the  areas  in  which 
detailed  statistics  on  alumni  can  be 
useful. 

Medical  School  Alumni,  1967,  pre- 
pared by  the  AMA  Department  of 
Survey  Research,  contains  detailed 
data  on  the  graduates  of  each  US 
medical  school  who  were  living  as  of 
Dec.  31,  1967.  It  shows  the  distri- 
bution of  graduates  of  each  medical 
school  by  specialty,  professional  ac- 
tivity, type  of  practice  organization, 
geographic  location,  and  other  vari- 
ables. 

The  information  contained  in  Med- 
ical School  Alumni,  1967,  has  never 
before  been  assembled  in  this  form, 
and  should  be  of  value  to  medical 
schools  as  well  as  others.  For  ex- 
ample, state  legislatures  and  licen- 
sure boards  can  review  the  distribu- 
tion of  their  own  state's  medical 
schools  and  also  learn  the  medical 
school  origin  of  physicians  practic- 
ing in  their  states.  Also,  specialty 
boards  will  be  able  to  compare  their 
groups  of  diplomates  with  those  of 
other  boards  in  reference  to  medical 
school  and  geographical  and  age 
distribution. 

This  672-page  publication  is  avail- 
able from  the  Order  Department, 
American  Medical  Association,  535 
N.  Dearborn  St.,  Chicago  60610,  at 
$4  per  copy. 

Of  the  13,775  physicians  in  Tex- 
as in  1967,  12,513,  or  91%,  were 
in  patient  care.  These  were  either  in 
solo,  group,  partnership,  or  other 
practice:  or  were  hospital-based  phy- 
sicians, either  interns,  residents,  fel- 
lows, or  full-time  physician  staff 
members.  Of  the  remaining  physi- 
cians, 5%  (764)  were  in  other  types 
of  medical  activities  such  as  serving 
on  medical  school  faculties,  in  ad- 
ministration, or  in  research.  Inactive 
physicians  amounted  to  nearly  4% 
(476). 

When  the  8,916  graduates  of  Tex- 
as medical  schools  only  were  con- 
sidered, 92.5%  (8,250)  were  caring 
for  patients:  nearly  5%  (434)  were 
in  other  activities:  and  2.6%  (232) 
were  inactive. 


Care, 

State,  Study  Shows 

Total  number  of  graduates  cited 
from  each  Texas  medical  school 
throughout  the  study,  as  of  Decem- 
ber, 1967  are:  The  University  of 
Texas  Medical  Branch  at  Galveston, 
4,176:  Baylor  College  of  Medicine, 
2,816:  and  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las, 1,924.  The  University  of  Texas 
Medical  School  at  San  Antonio  is 
not  considered,  because  it  had  no 
graduates  as  of  December,  1967. 

Fifty-three  US  physicians  are 
graduates  of  Texas  medical  schools 
classified  as  extinct  by  the  AMA 
study:  33,  Fort  Worth  School  of 
Medicine:  3,  Physiological  Medical 
College  of  Texas  (Dallas):  14,  South- 
ern Methodist  University  Medical  De- 
partment (Dallas):  and  3,  Gate  City 
Medical  College  (Dallas). 

In  1967,  approximately  85%  of 
Texas  medical  school  graduates  were 
not  practicing  in  a group.  When 
broken  down  by  schools,  the  figures 
read:  The  University  of  Texas  Medi- 
cal Branch  at  Galveston — group 
practice,  627  (15%),  non-group 

practice,  3,549  (85%);  Baylor  Col- 
lege of  Medicine — group,  370 
(13%),  non-group,  2,446  (87%): 
and  The  University  of  Texas  South- 
western Medical  School  at  Dallas — 
group,  281  (15%):  non-group,  1,643 
(85%). 

Graduates  of  Texas  medical 
schools  were  also  classified  as  to 
whether  they  were  employed  by  fed- 
eral or  non-federal  sources,  as  fol- 
lows: The  University  of  Texas  Medi- 
cal Branch — federal,  416  (10%), 
non-federal,  3,760  (90%);  Baylor — 
federal,  320  (11%),  non-federal, 
2,496  (89%):  and  Southwestern — 
federal,  312  (16%),  non-federal, 
1,612  (84%). 

Approximately  80%  of  Texas 
medical  school  graduates  practice 
in  standard  metropolitan  statistical 
areas. 

Men  Texas  medical  school  gradu- 
ates outnumber  women  graduates 
by  almost  90%:  Slightly  less  than 
95%  are  men.  The  University  of 
Texas  Medical  Branch  has  graduated 
3,942  (94.4%)  men  and  234 

(5.6%)  women:  Baylor,  2,684 
(95.3%)  men  and  132  (4.7%)  wom- 
en; and  Southwestern,  1,811  (94%) 
men  and  113  (6%)  women. 

Faculty  of  Texas  medical  schools 
are  about  75%  clinical  and  25% 
basic  science  in  composition.  Texas 
clinical  faculty  members  numbered 


696  persons  in  1967,  and  basic  sci- 
ence faculty  members  numbered 
235.  Doctors  of  medicine  on  Texas 
medical  school  faculties  numbered 
668  or  almost  72%;  and  263  fac- 
ulty members,  or  about  28%,  held 
other  academic  degrees.  More  than 
79%,  737  persons,  were  counted 
as  full-time  faculty  members;  and 
about  21%,  194  persons,  were  con- 
sidered part-time  faculty  members. 

Perhaps  the  figures  of  greatest 
significance  in  pointing  out  needs 
for  more  Texas  medical  schools  are 
those  which  consider  how  many  Tex- 
as-trained physicians  actually  prac- 
tice in  the  state  and  how  many  of 
the  state’s  practitioners  were  trained 
outside  the  state. 

The  percentage  of  The  University 
of  Texas  Medical  Branch  graduates 
who  stayed  in  the  state  to  practice 
was  74  or  3,109  persons.  Medical 
Branch  graduates  practicing  in  con- 
tiguous states  (New  Mexico,  Okla- 
homa, Arkansas,  and  Louisiana) 
numbered  156  (3.7%);  and  911 
(22%)  were  practicing  in  other 
states.  Most  Medical  Branch  gradu- 
ates who  were  practicing  in  other 
states  went  to  California  (220),  Lou- 
isiana (57),  New  York  (46),  and 
Oklahoma  (43);  with  56  serving 
with  the  military  overseas. 

Baylor  College  of  Medicine  grad- 
uates practiced  in  locations  as  fol- 
lows; 1,756  (62%)  in  Texas;  136 
(5%)  in  contiguous  states;  and  924 
(33%)  in  other  states  or  in  the 
military  overseas.  When  Baylor  grad- 
uates chose  to  practice  out  of  state, 
the  largest  numbers  settled  in  Cali- 
fornia, 207;  New  York,  77;  New  Mex- 
ico, 45;  and  Oklahoma,  43;  with  49 
serving  in  the  military  overseas. 

The  percentage  of  The  University 
of  Texas  Southwestern  Medical 
School  graduates  who  remained  in 
the  state  to  practice  was  66  (1,276 
doctors).  Contiguous  states  claimed 
82  (4.3%)  of  Southwestern  gradu- 
ates for  practice;  and  566  (29%) 
were  practicing  elsewhere.  Out-of- 
state  Southwestern  graduate  prac- 
titioners went  to  California,  109; 
Oklahoma,  33;  Arizona,  30;  and  Col- 
orado, 27.  The  military  had  40 
Southwestern  graduates  serving 
overseas  at  the  time  of  the  study. 

Only  44%  of  Texas  physicians, 
as  of  1967,  were  trained  in  Texas: 
6,141  of  the  13,775  total  physician 
population  are  Texas  medical  school 
graduates.  About  three-fourths  of 
Texas  physicians  come  from  seven 
states:  Texas  6,141;  Louisiana,  838 
(Tulane  Uiversity  School  of  Medicine, 
New  Orleans,  623;  and  Louisiana 
State  University  School  of  Medicine, 
New  Orleans,  215);  Tennessee,  586 
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(University  of  Tennessee  College  of 
Medicine,  Memphis,  321;  Vanderbilt 
University  School  of  Medicine,  Nash- 
ville, 150;  and  Meharry  Medical  Col- 
lege, Nashville,  115);  Illinois,  391 
(Northwestern  University  Medical 
School,  Chicago,  176;  University  of 
Illinois  College  of  Medicine,  Chica- 
go, 133;  Chicago  Medical  School, 
Chicago,  43;  University  of  Chicago 
School  of  Medicine,  Chicago,  39); 
Missouri,  288  (Washington  Univer- 
sity School  of  Medicine,  St.  Louis, 
152;  St.  Louis  University  School  of 
Medicine,  St.  Louis,  104;  and  Uni- 
versity of  Missouri  School  of  Medi- 
cine, Columbia,  32);  Oklahoma  (Uni- 
versity of  Oklahoma  School  of  Medi- 
cine, Oklahoma  City),  270;  and  Ar- 
kansas (University  of  Arkansas 
School  of  Medicine,  Little  Rock), 
266. 

Writers  To  Convene 

Texas  members  of  the  American 
Medical  Writers  Association  and 
prospective  members  are  invited  to 
meet  during  the  Texas  Medical  As- 
sociation’s Annual  Session  in  May. 

The  meeting  will  be  held  in  the 
Lafayette  Room  of  the  St.  Anthony 
Hotel  at  7 p.m.  Saturday,  May  3. 

Further  details  are  available  from 
Dr.  E.  Clinton  Texter,  Jr.,  Scott  and 
White  Clinic,  Temple,  Tex.  76501. 
Guests  are  welcome. 

Texas  Groups  Planning 
Seminar  on  Alcoholism 

Texas  Medical  Association  will  join 
the  Texas  Commission  on  Alcohol- 
ism and  The  University  of  Texas 
Division  of  Extension  in  presenting 
a special  Seminar  for  Physicians  as 
an  important  segment  of  the  12th 
Annual  Texas  Summer  Studies  on 
Alcohol. 

The  meeting,  to  be  held  July 
13-15  on  The  University  of  Texas  at 
Austin  campus,  also  will  be  co-spon- 
sored by  the  Texas  State  Depart- 
ment of  Health,  the  Texas  Depart- 
ment of  Mental  Health  and  Mental 
Retardation,  the  Hogg  Foundation 
for  Mental  Health,  and  the  Texas 
and  the  American  Public  Health  as- 
sociations. 

A group  of  nationally  known  phy- 
sicians will  present  papers  during 
the  seminar. 

The  curriculum  will  include  the 
following  topics:  alcohol,  man,  and 
science;  pathophysiology  and  clini- 
cal treatment  of  alcoholism;  psycho- 
dynamics of  alcoholism;  use  of 
group  psychotherapy  and  psycho- 
drama as  treatment  modalities  in 
alcoholism  programming;  alcoholism 


programming  in  industrial  medicine; 
the  alcoholic  patient  in  private  prac- 
tice; treatment  of  the  alcoholic  in  a 
clinic  setting;  alcoholism  program- 
ming in  state  mental  hospitals;  and 
governmental  assistance  for  the 
medical  needs  of  the  indigent  alco- 
holic. 

Southwestern  Working 
On  L-Dopa  Evaluation 

The  Department  of  Neurology  of 
The  University  of  Texas  Southwest- 
ern Medical  School  at  Dallas  is  par- 
ticipating in  an  evaluation  of  a new 
drug,  L-Dopa  (Levodopa),  which  has 
shown  promise  in  the  treatment  of 
parkinsonism. 

The  study,  directed  by  Dr.  Rich- 
ard R.  North,  assistant  professor  of 
neurology,  admitted  50  patients  to 
treatment  with  L-Dopa  over  a period 
of  some  four  months,  beginning 
March  15.  The  study  is  planned  in 
concurrence  with  the  Dallas  County 
Medical  Society. 

In  a letter  mailed  to  physicians  in 
Dallas  advising  them  of  the  study. 
Dr.  North  pointed  out  that  “L-Dopa 
is  still  a highly  experimental  drug 
but  early  indications  suggest  that 
many  patients  with  parkinsonism 
show  moderate  to  marked  improve- 
ment.” 

The  treatments  will  be  carried  out 
at  Parkland  Hospital  Neurology  Clin- 
ic and  at  a special  Parkinsonism 
Clinic  to  be  established  at  Presby- 
terian Hospital. 

Patients  will  be  admitted  to  the 
study  solely  on  referral  from  their 
personal  physician.  Dr.  North  em- 
phasized. Southwestern  is  one  of  24 
research  centers  selected  to  partici- 
pate in  the  study  in  connection  with 
Hoffman-LaRoche,  Inc.,  who  will 
supply  the  drug. 

Dr.  David  Daly,  chairman  of  the 
Neurology  Department  at  South- 
western, estimated  that  there  are  at 
least  200  parkinsonism  patients  in 
Dallas  County.  Because  of  a limited 
supply  of  the  drug  at  the  outset, 
only  50  patients  can  be  admitted  to 
the  study.  Out-of-county  patients 
also  will  be  considered.  Dr.  Daly 
said. 

Dr.  North,  in  the  letter  to  Dallas 
physicians,  listed  seven  criteria  that 
patients  should  meet  to  be  eli- 
gible for  the  study:  (1)  patients  who 
have  not  undergone  surgical  treat- 
ment for  parkinsonism  within  the 
past  six  months  and  who  have  no 
residual  complications  such  as  apha- 
sia, hemiplegia,  or  seizures;  (2)  pa- 
tients who  have  not  had  a myocar- 
dial infarction  in  the  past  two  years 
or  who  do  not  have  symptomatic 


heart  disease  at  this  time;  (3)  pa- 
tients without  poorly  controlled  or 
complicated  diabetes  mellitus;  (4) 
patients  without  a blood  disorder, 
including  anemia;  (5)  for  the  pres- 
ent, patients  who  do  not  have  drug- 
induced  parkinsonism;  (6)  patients 
without  narrow  angle  glaucoma  but 
who  may  have  chronic  wide  angle 
glaucoma  if  the  intra-ocular  pressure 
is  well  controlled;  and  (7)  until 
studies  of  the  effects  on  reproduc- 
tive function  are  completed,  women 
patients  who  are  not  of  childbearing 
potential. 

Patients  who  meet  the  criteria 
must  agree  to  weekly  physical  exam- 
inations for  the  first  six  weeks, 
then  bi-weekly  examinations  for  the 
following  month,  and  then  monthly 
examinations  for  an  indefinite  pe- 
riod. 

Heart  Society  Publishes 
Blood  Pressure  Books 

The  proceedings  of  the  1967  sci- 
entific programs  of  the  American 
Heart  Association’s  council  for  high 
blood  pressure  research  have  been 
printed  as  vol.  16  in  the  hyperten- 
sion series.  Edited  by  J.  Edwin 
Wood,  Neural  Control  of  Arterial 
Pressure  consists  of  ten  papers 
which  review  current  information 
in  the  complex  field  of  autonomic 
and  central  nervous  control  of  ar- 
terial blood  pressure.  The  relation- 
ship of  this  control  to  the  clinical 
disorder,  essential  hypertension, 
and  modification  of  control  by  ex- 
ternal stimuli  is  discussed. 

The  new  volume,  of  special  inter- 
est to  internists  and  cardiologists, 
may  be  obtained  through  local 
heart  associations.  Earlier  volumes 
in  the  hypertension  series,  covering 
1960  through  1966,  may  be  ob- 
tained through  the  AHA  National 
Office,  44  E.  23rd  St.,  New  York, 
N.Y.  10010. 

Also  available  through  the  AHA 
are  copies  of  the  proceedings  of  a 
Symposium  on  Objective  Recording 
of  Blood  Pressure,  held  January, 
1966,  in  Chicago. 

The  symposium’s  purpose  was  to 
update  the  scientific  community  on 
objective  recordings  of  blood  pres- 
sure, develop  a dialogue  among  the 
scientists  and  medical  and  indus- 
trial people  concerned,  and  to  elicit 
recommendations  to  stimulate  need- 
ed research  and  development  in 
this  area. 

The  symposium  was  sponsored 
by  the  American  and  Chicago  heart 
associations  and  the  Heart  Disease 
Control  Program  of  the  US  Public 
Health  Service. 
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Rejuvenate  Your  Mind  and  Your  Matter  ii 
Science,  Business,  and  Sports  Events  Are 


Glorious  Texas  sunshine  and  op- 
portunities to  chat  with  some  of  the 
world's  foremost  medical  leaders 
should  excite  hundreds  of  Texas 
physicians  to  converge  in  San  An- 
tonio May  1-4. 

Happy  "gritos”  will  be  welcomed 
by  the  host  Bexar  County  Medical 
Society  and  the  Texas  Medical  As- 
sociation’s Council  on  Annual  Ses- 
sion. Release  from  daily  tensions 
and  inspired  learning  await  those 
who  attend  the  state’s  largest  medi- 
cal meeting. 

Some  400  Texas  physicians  will 
find  parliamentary  release  when  they 
discuss  and  resolve  the  Associa- 
tion’s official  business  matters.  As 
members  of  the  House  of  Delegates, 
the  TMA  policymaking  body,  these 
physicians  will  convene  in  yearly 
sessions  on  May  1,  2,  and  3. 

Scientific  headquarters  are  the 
San  Antonio  Convention  Center  and 
the  Hilton  Palacio  del  Rio.  Business 
sessions  will  take  place  at  the  St. 
Anthony  Hotel,  headquarters  for  the 
House  of  Delegates. 

Considering  policy  issues  of  the 
Association  (see  editorial,  p.  35)  will 
be  the  following  reference  commit- 
tees: Board  of  Councilors,  Board  of 
Trustees,  Constitution  and  By-Laws, 
Legislation,  Medical  Service  and  In- 
surance, Miscellaneous  Business, 
Public  Relations,  Officers  and  Com- 
mittees, and  Scientific  Work.  All  ref- 
erence committees  will  meet  at  2 
p.m.  Thursday,  May  1,  for  reporting 
to  the  House  of  Delegates  May  2. 

General  Meetings:  The  scientific  pro- 
grams of  the  102nd  Annual  Session 
will  be  highlighted  by  the  general 
meetings  scheduled  for  10  a.m.  Fri- 
day, May  2,  and  2 p.m.,  Saturday, 
May  3.  Each  meeting  will  be  accom- 
panied by  a general  meeting  lunch- 
eon, the  Friday  luncheon  following 
the  meeting  and  the  Saturday  lunch- 
eon preceding  the  meeting. 

Speakers  and  topics  to  be  fea- 
tured at  the  Friday  general  meeting 
are  Gerald  Sanctuary,  sex  and  the 
mass  media;  Dr.  J.  Edwin  Seegmiller, 
hereditary  diseases;  Dr.  John  Ber- 
nard Henry,  clinical  pathologic  ap- 
proach to  thyroid  function  evalua- 


tion; and  Dr.  Reuben  M.  Cherniack, 
intensive  care  unit  for  the  manage- 
ment of  critically  ill  patients.  Dr.  G. 
V.  Brindley,  Jr.,  Temple,  TMA  Presi- 
dent, will  preside. 

Charles  B.  Shuman,  president  of 
the  American  Farm  Bureau  Federa- 
tion, speaking  on  “A  Farmer  Looks 
at  the  Medical  Profession,”  will  be 
the  main  feature  of  the  Friday  gen- 
eral meeting  luncheon.  Other  lunch- 
eon features  will  include  presenta- 
tion of  the  Anson  Jones  Awards,  an- 
nouncement of  scientific  exhibit 
awards  and  recognition  of  senior 
authors  of  exhibits,  announcement 
of  winners  of  the  annual  art  exhibit, 
and  presentation  of  the  Council  on 
Annual  Session  and  the  chairman  of 
the  Committee  on  General  Arrange- 
ments. 

Saturday  general  meeting  speak- 
ers and  topics  will  be  Dr.  B.  J.  Ken- 
nedy, hormonal  therapies  of  breast 
cancer;  Dr.  Denton  A.  Cooley,  car- 
diac transplantation  in  man:  status 
one  year  later;  Dr.  Rees  B.  Rees, 
drug  eruptions — a classification  with 
examples;  and  Dr.  Kermit  E.  Krantz, 
quo  vadis  femininis  or  the  changing 
patterns  of  the  American  woman. 
Dr.  Jay  J.  Johns,  Taylor,  TMA  Vice 
President,  will  preside. 

The  Hon.  John  G.  Tower,  United 
States  Senator  from  Texas,  will 
speak  at  Saturday’s  general  meeting 
luncheon.  His  topic  will  be  "New 
Leadership  in  Washington.”  Other 
luncheon  events  will  be  the  installa- 
tion of  Dr.  Charles  Max  Cole  as  TMA 
President;  and  recognition  of  the 
1968-1969  officers,  the  Past  Presi- 
dents, presidents  of  allied  health 
professions  and  of  paramedical 
groups. 

Guest  speakers:  The  Annual  Session 
will  feature  32  guest  speakers. 

Some  of  the  guest  speakers  will 
be  Drs.  Harry  E.  Bacon  and  Harold 
G.  Scheie,  both  of  Philadelphia;  F. 
Lee  Bailey,  Dr.  Samuel  B.  Beaser, 
and  Dr.  Everett  D.  Kiefer,  all  of  Bos- 
ton; Dr.  Daniel  X.  Freedman  and 
Charles  B.  Shuman,  both  of  Chi- 
cago; Drs.  John  Bernard  Henry  and 
Max  L.  Som,  and  Gerald  Sanctuary, 
all  of  New  York  City;  Drs.  Robert  H. 


San  Antonio; 

Yours  May  1-4 

Moser  and  Peter  V.  Siegel,  and  the 
Hon.  John  G.  Tower,  all  of  Washing- 
ton, D.C.;  and  Drs.  Arthur  Jampolsky 
and  Rees  B.  Rees,  both  of  San 
Francisco. 

Other  guest  speakers  include  Dr. 
John  H.  Bland,  Burlington,  Vt.;  Dr. 
Roberto  Calderon,  Managua,  Nica- 
ragua; Dr.  Reuben  M.  Cherniack, 
Winnipeg,  Manitoba,  Canada;  Dr. 
Jules  V.  Coleman,  New  Haven, 
Conn.;  Dr.  Denton  A.  Cooley,  Hous- 
ton; Dr.  Robert  J.  Duran,  Columbus, 
Ohio;  Dr.  Paul  W.  Gikas,  Ann  Arbor, 
Mich.;  Dr.  B.  J.  Kennedy,  Minneapo- 
lis; and  Dr.  Kermit  E.  Krantz,  Kan- 
sas City,  Kan. 

Additional  speakers  will  be  Dr. 
David  M.  Little,  Hartford,  Conn.;  Dr. 
Ian  Macnab,  Toronto,  Ontario,  Can- 
ada; Dr.  Jack  H.  Mendelson,  Chevy 
Chase,  Md.;  Dr.  Theodore  C.  Panos, 
Little  Rock;  Dr.  Michel  Portmann, 
Bordeaux,  France;  Dr.  J.  Edwin  Seeg- 
miller, Bethesda,  Md.;  Dr.  David  J. 
Sencer,  Atlanta,  Ga.;  and  Dr.  E.  Paul 
Woodward,  San  Diego,  Calif. 

Special  Programs:  Ten  special  pro- 
grams will  be  sponsored  by  TMA 
committees  and  other  medically-re- 
lated groups.  These  special  pro- 
grams will  include  a conference  on 
the  medical  aspects  of  automotive 
safety;  a conference  on  school 
health;  a symposium  on  cardiovas- 
cular diseases;  a panel  program  on 
medicine  and  religion;  a medical  his- 
tory speech  and  dinner;  a confer- 
ence on  rehabilitation  of  the  cardio- 
vascular patient;  a general  practice 
seminar;  a program  on  cerebral  pal- 
sy, a symposium  on  alcoholism,  and 
a symposium  on  mental  health. 

Other  Features:  Those  attending  the 
1969  Annual  Session  will  find  nu- 
merous other  events. 

Other  scientific  highlights  will  be 
12  scientific  sections,  20  curbstone 
consultations,  7 continental  break- 
fast round  table  presentations,  50 
scientific  exhibits,  125  technical  ex- 
hibits, 11  films,  and  27  related  or- 
ganization programs. 

Entertainment  events  of  the  An- 
nual Session  include  golf  and  tennis 
tournaments,  skeet  and  trap  shoot. 
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art  exhibit,  fraternity  and  alumni 
parties,  class  reunions,  and  The  Uni- 
versity of  Texas  Medical  School  at 
San  Antonio  open  house. 

Further  Information:  More  details 
about  the  Annual  Session  program 
and  related  organization  meetings 
can  be  found  on  page  121.  Aiso,  the 
complete  advance  program  of  the 
Annual  Session  appears  beginning 
on  P-1  of  the  March  issue  of  Texas 
Medicine.  Information  on  housing 
appears  beginning  on  page  103  of 
this  issue. 

Physicians  will  want  to  note  that 
the  following  hotels  in  San  Antonio 
are  completely  filled  and  can  no 
longer  honor  new  reservation  re- 
quests: the  Hilton  Palacio  del  Rio, 
the  St.  Anthony  Hotel,  the  Menger 
Hotel,  La  Quinta  Motor  Inn,  and  La 
Posada  Motor  Hotel. 

TMA,  THA  To  Sponsor 
Accreditaiion  Meeting 

Texas  Medical  Association  and 
Texas  Hospital  Association  will  joint- 
ly sponsor  a Conference  on  Provis- 
ional Standards  for  Hospital  Accred- 
itation, 2-4  p.m.,  Saturday,  May  3, 
in  San  Antonio.  The  conference  will 
be  held  during  Texas  Medical  Asso- 
ciation’s 102nd  Annual  Session. 

Purpose  of  the  conference  is  to 
acquaint  Texas  physicians  with  the 
new  Provisional  Standards  for  Hos- 
pital Accreditation,  which  presently 
are  being  condensed  by  the  Joint 
Commission  on  Accreditation  of 
Hospitals.  The  conference  will  pro- 
vide physicians  with  an  opportunity 
to  secure  information,  ask  ques- 
tions, and  offer  recommendations. 

Speakers  and  topics  will  include 
Dr.  Walter  W.  Carroll,  Chicago,  as- 
sociate director,  standards  revision 
project.  Joint  Commission  on  Ac- 
creditation of  Hospitals,  the  provi- 
sional standards  for  hospital  accred- 
itation; Dr.  William  F.  Ross,  San  Be- 
nito, Tex.,  vice  chairman,  TMA  Com- 
mittee on  Hospital  Accreditation,  a 
look  at  the  provisional  standards 
from  the  viewpoint  of  a practicing 
physician:  and  Bill  Burton,  El  Paso, 
president,  Texas  Hospital  Associa- 
tion, a look  at  the  provisional  stand- 
ards from  the  viewpoint  of  a hospi- 
tal administrator.  Dr.  Robert  E. 
Speegle,  Garland,  Tex.,  chairman  of 
the  TMA  Committee  on  Hospital  Ac- 
creditation, will  preside. 

The  conference  is  open  to  all  phy- 
sicians and  hospital  administrators. 
Further  information  is  available  from 
Texas  Medical  Association  Head- 
quarters, 1801  N.  Lamar  Blvd.,  Aus- 
tin 78701.  C.  Lincoln  Williston  is 
Executive  Secretary. 


PERSONALS 


The  De  Leon  Chamber  of  Com- 
merce named  Dr.  Forrest  A.  Eisen- 
rich  man  of  the  year  at  an  annual 
banquet  in  February. 

New  Texas  Radiological  Society 
president,  installed  in  January,  is 
Dr.  H.  D.  Gilliam  of  McAllen.  Other 
officers  are  Dr.  William  H.  Neil,  Fort 
Worth,  president-elect;  Dr.  Leslie  L. 
Lemak,  Houston,  vice  president;  and 
Dr.  Herman  C.  Sehested,  Fort  Worth, 
secretary. 

Immediate  past  president  of  the 
American  Medical  Association,  Dr. 
Milford  O.  Rouse  of  Dallas,  will  de- 
vote approximately  3 months  to 
community  service  as  a volunteer 
on  the  staff  of  the  Dallas  Chamber 
of  Commerce.  He  is  coordinating 
the  Community  Health  Focus  pro- 
gram to  be  held  in  Dallas  May 
11-17.  The  Chamber  of  Commerce 
public  health  committee  is  sponsor 
and  organizer  of  the  program;  co- 
sponsors are  the  Dallas  County 
Medical  and  Dental  societies,  the 
Hospital  Council;  and  several  other 
civic  organizations. 

Dr.  W.  F.  Hasskarl  is  currently 
serving  as  mayor  of  Brenham. 

Dr.  Robert  N.  Cooley,  professor 
and  chairman  of  the  Department 
of  Radiology  at  The  University  of 
Texas  Medical  Branch  at  Galveston, 
has  been  elected  to  a six-year  mem- 
bership on  the  American  Board  of 
Radiology. 

Dr.  Charles  S.  Livingston  became 
director  of  the  Temple  Veterans  Ad- 
ministration Center  in  January.  A 


"What  a day  ...  27  patients  with  as 
many  unidentified  viruses.  Let’s  scream 
uncontrollably  for  15  seconds  and  then 
get  ready  for  the  next  patient!” 


native  Texan  and  graduate  of  The 
University  of  Texas  Medical  Branch 
at  Galveston,  Dr.  Livingston  returns 
to  Texas  from  Baltimore,  Md. 

New  chairman  of  the  board  of 
chancellors  of  the  American  College 
of  Radiology  is  Dr.  Robert  W.  Mc- 
Connell of  Dallas.  Elected  to  a one- 
year  term  as  chairman,  he  was 
also  reelected  to  a three-year  term 
as  board  member. 

Because  of  his  work  for  the  wel- 
fare of  young  people.  Dr.  Russell  L. 
Deter  of  El  Paso  was  given  the  Han- 
nah G.  Soloman  award  by  the  El 
Paso  section  of  the  National  Coun- 
cil of  Jewish  Women.  He  has  also 
recently  received  the  Silver  Beaver 
Award  for  his  work  with  Boy  Scouts 
of  America, 

Dr.  James  H.  Sammons  of  Bay- 
town  was  elected  chairman  of  the 
board  of  directors  of  American  Med- 
ical Political  Action  Committee  (AM- 
PAC)  at  a February  meeting  in 
Washington,  D.C. 

Denison,  Tex.,  physician  Dr.  John 
C.  Dickey  will  be  installed  as  a fel- 
low of  the  American  College  of  Ob- 
stetricians and  Gynecologists  at  the 
college’s  annual  meeting  April  28- 
May  1 in  Bal  Harbour,  Fla. 

Eight  Texas  physicians  were 
among  119  radiologists  to  be  made 
fellows  of  the  American  College  of 
Radiology  at  the  college’s  annual 
meeting  in  February.  They  are  Drs. 
DeWitt  W.  Cox,  Jr.,  Lillian  M.  Fuller, 
Herman  D.  Suit,  Norah  D.  Tapley, 
and  Bao-Shan  Jing,  all  of  Houston; 
Dr.  James  W.  Buice  of  Fort  Worth; 
Dr.  Joseph  E.  Gardner  of  Corpus 
Christi;  and  Dr.  H.  D.  Gilliam  of  Mc- 
Allen. 

Dr.  Sam  A.  Nixon  of  Floresville 
was  featured  in  the  “Society  Stem- 
winder”  section  of  the  January-Feb- 
ruary,  1969,  issue  of  PR  Doctor. 

Col.  Joseph  M.  Quashnock,  USAF 
(MC),  has  assumed  the  duties  of 
commander  of  the  US  Air  Force 
School  of  Aerospace  Medicine  at 
Brooks  Air  Force  Base  in  San  An- 
tonio. 

Dr.  Theophilus  S.  Painter  (Ph.D.), 
professor  emeritus  of  zoology  at 
The  University  of  Texas  at  Austin 
and  former  president  of  the  UT  Sys- 
tem, is  first  recipient  of  the  Ander- 
son Award  for  Scientific  Creativity 
and  Teaching  given  by  The  Univer- 
sity of  Texas  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute  at  Hous- 
ton. The  award  was  presented  at  the 
hospital’s  23rd  Annual  Symposium 
on  Fundamental  Cancer  Research  in 
March. 
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RESERVATIONS 

NOW! 


TEXAS  MEDICAL  ASSOCIATION  102nd  ANNUAL  SESSION 
MAY  1-4, 1969 


FEATURING 


32  GUEST  SPEAKERS 


plus  150  special  and  TMA-niember  speakers 


12  SECTION  MEETINGS 


28  RELATED  & SPECIAL 
SOCIETY  PROGRAMS 

10  SPECIAL  PROGRAMS 

Digestive  Diseases.  General  Practice,  Internal 
Medicine,  Nervous  and  Mental  Diseases, 
Obstetrics  and  Gynecology,  Ophthalmology, 
Otolaryngology,  Pathology,  Pediatrics,  Public 
Health,  Radiology,  and  Surgery  o 


Rehabilitation  of  the  Cardiovascular 
Patient  Conference 

Texas  Academy  of  General  Practice  Seminar 


2 GENERAL  MEETINGS 

190  SCIENTIFIC  AND 
TECHNICAL  EXHIBITS  ■ 

PHYSICIANS’  AND  WIVES’  I 

ART  EXHIBITION  ■ 

FILM  PROGRAM 

20  CURBSTONE  CONSULTATIONS 


iffijmWrinnd  Table  discussions  on  medical 
topics — New  expanded  to  two  late  afternoon 
periods!  j 


7 CONTINENTAL  BREAKFAST 
ROUN  DTABLES^^^^^^— 


T^^Bree'and  rolls  with  the  guest  speakers! 

A new  program  feature  this  year,  these  informal 
pr^sntations  will  include  a 20  minute  lecture 
by  the  guest  speaker,  plus  50  minutes  of 
quesTions  and  answers  and  informal  discussion 
with  the  speaker. 


Symposium  on  Alcoholism 

Symposium  on  Cardiovascular  Diseases; 
Problems  of  Cardiovascular  Progress 

Medical  History  Dinner  and  Program: 

What  is  a Doctor? 

Symposium  on  Moral  and  Medical  Aspects 
of  Transplants 

Conference  on  Medical  Aspects  of 
Automotive  Safety 

Conference  on  School  Health: 

Sex  Education  in  the  Public  Schools 

United  Cerebral  Palsy  of  Texas  Symposium 
Symposium  on  Mental  Health 


ENTERTAINMENT  / SPORTS 


Golf  and  Tennis  Tournaments,  Skeet  and 
Trap  Shooting,  Fraternity  and  Alumni  Parties, 
Class  Reunions 


1 


Select  your  first,  second 
and  third  choice  of 
hotels  and  motels  from 
the  list  below,  complete 
the  housing  request 
form,  and  mail  it  to  the 
TMA  Housing  Bureau. 
Preferences  will  be 
honored  as  far  as  pos- 
sible, and  confirmation 
of  reservations  will  be 
send  directly  to  you 
from  the  hotel  or  motel. 


SAN  ANTONIO  HOTELS  and  MOTELS 


* -4 — Hilton  Palacio  del  Rio 

Scientific  Sessions 
Headquarters 

* 2 — St.  Anthony  Hotel 

Business  Sessions 
Headquarters 

* 3 — Menger  HntPl 

Auxiliary  Headquarters 

a- Quinta  Motor  Inn — 

* -5 — La  Posada  Motor  Hotel 


6 —  Gunter  Hotel 

7 —  Crockett  Hotel  and 
Motor  Inn 

8 —  El  Tropicano  Motor  Hotel 

9 —  Holiday  Inn — Downtown 

10 —  Wayfarer  Motel 

11 —  Sheraton-San  Antonio 
Motor  Inn 


*SORRY  — THESE  FACILITIES  ARE  FILLED. 


TEXAS  MEDICAL  ASSOCIATION 
102nd  ANNUAL  SESSION 
MAY  1-4,  1969 


SEE  DETAILS  INSIDE 


PLAN  NOW  TO  AHEND 
THE  SOUTHWEST’S 
LARGEST  and 
FINEST 
ANNUAL 

MEDICAL  MEETING 


TEXAS  MEDICAL  ASSOCIATION 
MAY  1-4,  1969 
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32  GUEST  SPEAKERS 


HARRY  E.  BACON,  M.O. 

Philadelphia,  proctology 

F.  LEE  BAILEY,  LL.B. 

Boston,  attorney  at  law 

I JOHN  H.  BLAND,  M.D. 

Burlington.  Vt.,  internal  medicine 

ROBERTO  CALDERON,  M.D. 

Manugua,  Nicaragua,  radiology 

REUBEN  M.  CHERNIACK,  M.D. 

Winnipeg,  Manitoba,  Canada,  internal  medicine 

JULES  V.  COLEMAN,  M.D. 

New  Haven,  Conn,  psychiatry 

DENTON  A.  COOLEY,  M.D. 

Houston,  thoracic  surgery 

ROBERT  J.  DURAN,  M.D. 

Columbus,  Ohio,  plastic  and  reconstructive  surgery 

I DANIEL  X.  FREEDMAN,  M.D. 

Chicago,  psychiatry 

PAUL  W.  GIKAS,  M.D. 

Ann  Arbor,  pathology  and  traffic  safety 


JOHN  BERNARD  HENRY,  M.D. 

Syracuse,  pathology 

ARTHUR  JAMPOLSKY,  M.D. 

San  Francisco,  ophthalmology 

B.  J.  KENNEDY,  M.D. 

Minneapolis,  medical  oncology 

‘ tVEREn  D.  KIEFER,  M.D. 

Boston,  gastroenterology 

KERMIT  E.  KRANTZ,  M.D. 

Kansas  City,  obstetrics  and  gynecology 

DAVID  M.  LIHLE,  M.D. 

Hartford,  Conn.,  anesthesiology 

IAN  MACNAB,  M.D. 

Toronto,  Ontario,  Canada,  orthopaedic  surgery 

JACK  H.  MENDELSON,  M.D. 

Chevy  Chase,  Md.,  psychiatry 

COL.  ROBERT  MOSER,  MX.,  USA 

Washington,  D C.,  internal  medldne 

THEODORE  C.  PANOS,  M.D. 

Little  Rock,  pediatrics 


SPECIAL  LUNCHEON  SPEAKERS 


CHARLES  B.  SHUMAN  ^ , HON.  JOHN  G.  TOWER  ■ 

Chicago  ^ ' Washington,  D.C. 

President,  American  Farm  Bureau  Federation  United  States  Senatrrr  from  Texa! 


MICHEL  PORTMANN,  M.D. 

Bordeaux,  France,  otolaryngology 

REES  B.  REES,  M.D. 

San  Francisco,  dermatology 

GERALD  SANCTUARY  , 

New  York,  Sex  Information  and  Educaw  i 
Council  of  the  United  States  J 

HAROLD  G.  SCHEIE,  M.D.  ^ . 

Philadelphia,  ophthalmology  jfl 

J.  EDWIN  SEEGMILLER,  M.D.  | 

Bethesda,  Md..  rheumatology  i 

and  hereditary  diseases  J 

DAVID  J.  SENCER,  M.D.  f 

Atlanta,  public  health  | 


PETER  V.  SIEGEL,  M.D.  ^ 

Washington,  D.C.,  aviation  medicine  - 

MAX  L SOM,  M.D.  | 

New  York,  laryngology  and  w 

head  and  neck  surgery  ^ 

E.  PAUL  WOODWARD,  M.D.  f 

San  Diego,  orthopedic  surgery  n 


anorectal 

disorders” 


This  Rectopath  Model 

may  help  you  explain 
certain  anorectal  disorders 
to  some  of  your  patients. 

It  is  yours  on  request. 


See  next  page  for  details. 


“anorectal 

disorder” 


includes  a range  of  problems 
For  symptomatic  relief 
in  some  of  these  disorders 
consider  a member  of 
the  Anusol  Family. . . 


One  suppository  morning 
and  evening  and  after 
each  bowel  movement. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUSOL' 

soothing,  palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 

Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  (1.7.5%),  benzyl  benzoate 
(1.2%),  Peruvian  balsam  ( 1 .8%),  zinc  oxide  ( 1 1 .0%),  and  boric 
acid  (5.0%),  plus  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 

ANUSOL-HC' 

prompt  reduction  of  infiammation  plus  the 
soothing  effects  of  regular  Anusol. 

Each  ANUSOL-HC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula.  10  mg.  hydrocortisone  acetate. 

Precautions;  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 

ANUGESIC^ 

when  severe  pain  requires  prompt  relief, 
pramoxine  HCl  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains:  61  mg.  bismuth  sub- 
gallate, 47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate,  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients;  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil,  and  certified  coloring  in  a cacao  butter  base. 

Precautions:  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 

Also  available:  anusol®  ointment  and  anugesic®  ointment 


Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J. 


The  Rectopath  Model 
is  available  from  your 
Warner-Chilcott  repre- 
sentative or  upon  request 
from  Warner-Chilcott 
Labs.,  Morris  Plains, 
New  Jersey  07950. 
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GENERAL  NEWS 


Government  To  Develop 
Marihuana  for  Research 

A long  term  program  to  develop 
its  own  supply  of  high-quality  mari- 
huana and  pure  synthetic  tetrahy- 
drocannabinol has  been  launched 
by  the  National  Institute  of  Mental 
Health. 

NIMH  intends  to  develop  suffi- 
cient quantities  of  the  natural  and 
synthetic  material  to  conduct  large- 
scale  research  in  its  own  laborator- 
ies and  to  supply  independent  re- 
searchers attempting  to  assess  the 
effects  of  marihuana  usage. 

Dr.  Stanley  F.  Yolles,  NIMH  di- 
rector, in  announcing  the  award  of 
seven  contracts  to  produce  these 
materials,  said  that  NIMH  decided 
to  embark  on  its  own  production 
program  because  current  supplies 
of  marihuana  are  inadequate  and  of 
such  uncertain  quality  and  potency 
as  to  render  it  practically  useless 
for  sophisticated  research. 

“The  lack  of  a standardized  prod- 
uct is  a primary  reason  for  the  rela- 
tive lack  of  real  knowledge  about  the 
long-term  psychological  and  physical 
effects  of  marihuana  usage,”  Dr. 
Yolles  said. 

The  heavy,  increased  consump- 
tion of  marihuana  among  certain 
segments  of  the  population  has  cre- 
ated social  and  medical  problems, 
NIMH  noted,  and  a research  pro- 
gram designed  to  give  firm  objec- 
tive data  is  acutely  needed. 

Marihuana  now  used  in  research 
comes  primarily  from  materials  con- 
fiscated by  the  government.  Since 
such  variables  as  the  methods  of 
harvesting  and  storage,  climatic  con- 
ditions during  growth,  and  the  place 
or  origin  largely  control  the  potency 
of  the  natural  product,  the  seized 
material  is  usually  of  uncertain  qual- 
ity and  potency. 

Although  the  tetrahydrocannabi- 
nols  (THC),  which  are  thought  to  be 
the  most  active  principles  of  mari- 
huana, were  first  synthesized  in 
1967,  the  supply  is  still  far  short  of 
scientific  demand,  reports  NIMH. 

The  seven  contracts,  said  NIMH 
officials,  have  three  specific  goals: 
(1)  to  develop  a large  supply  of 
marihuana  to  make  purified  extracts 
suitable  for  research;  (2)  to  develop 
techniques  for  production  of  THC 
synthetically  and  to  make  sufficient 
quantities  to  meet  research  needs; 
and  (3)  to  develop  methods  of  anal- 
ysis and  more  precisely  identify  the 
chemicals  in  marihuana  that  have 
an  effect  during  usage. 

The  materials  used  in  this  pro- 
gram will  be  monitored  carefully  as 
to  identity,  potency,  and  toxicity. 


Reliable  results  of  the  effect  of 
usage  of  marihuana  in  man  will  be 
the  ultimate  goal. 

When  adequate  quantities  of  this 
controlled  marihuana  are  available, 
independent  researchers  may  apply 
to  the  NIMH  for  supplies.  An  ad  hoc 
Marihuana  Advisory  Committee 
composed  of  outside  experts  in  col- 
laboration with  representatives  from 
the  NIMH,  Food  and  Drug  Admin- 
istration, and  the  Bureau  of  Nar- 
cotics and  Dangerous  Drugs  will  re- 
view requests  bi-monthly. 

Brief  descriptions  of  the  contracts 
follow: 

The  Research  Institute  of  Phar- 
maceutical Sciences,  School  of  Phar- 
macy, University  of  Mississippi,  will 
grow  at  least  five  varieties  of  mari- 
huana. It  will  provide  a supply  of 
natural  material  with  a fully  defined 
history  and  analysis.  This  natural 
material  will  also  be  used  for  com- 
parison with  synthetic  THC. 

The  Research  Triangle  Institute, 
Durham,  N.C.  (three  contracts),  will 
extract  marihuana  supplied  to  it  by 
the  Bureau  of  Narcotics  and  Dan- 
gerous Drugs.  Purification  proce- 
dures will  be  developed  and  speci- 
fied materials  will  be  provided  to 
NIMH.  Some  synthetic  THC  will  be 
tagged  with  radioactive  atoms. 

Arthur  D.  Little,  Inc.,  Cambridge, 
Mass,  (two  contracts),  will  test 
methods  for  producing  THC  and  will 
prepare  large  quantities  of  synthetic 
THC. 

The  Batcelle  Memorial  Institute, 
Columbus,  Ohio,  will  analyze  mari- 
huana smoke  and  its  constituents 
and  will  attempt  to  determine  which 
of  these  components  are  absorbed 
into  the  user’s  system. 

The  NIMH  contracts  for  these 
programs  total  $419,057. 

Otolaryngology  Council 
To  Establish  Office 

The  American  Council  of  Oto- 
laryngology, a new  medical  organi- 
zation, hopes  to  represent  6,000 
otorhinolaryngologists. 

The  new  council  will  establish  a 
national  office  in  Washington  in 
1969,  and  is  incorporated  in  the 
District  of  Columbia. 

Dr.  Jerome  A.  Hilger,  St.  Paul, 
Minn.,  has  been  elected  chairman 
of  the  board  by  the  organizing  com- 
mittee. The  other  officers  elected 
to  the  council  are:  Dr.  John  E.  Bord- 
ley,  Baltimore,  vice  chairman;  Dr. 
Paul  H.  Holinger,  Chicago,  president; 
Dr.  Walter  P.  Work,  Ann  Arbor, 
Mich.,  vice  president;  and  Dr.  Jack 
R.  Anderson,  New  Orleans,  secre- 
tary-treasurer. 


UT  Austin  Gets  Grant 
For  Reproduction  Study 

Seven  scientists  at  The  University 
of  Texas  at  Austin  have  a $262,000 
grant  from  the  National  Institute  of 
Child  Health  and  Human  Develop- 
ment for  research  on  control  mech- 
anisms in  reproduction  and  develop- 
ment. 

Dr.  Antone  Jacobson  (Ph.D.),  zo- 
ology professor  and  director  of  re- 
search on  embryology,  is  principal 
investigator.  Dr.  Terrell  Hamilton 
(Ph.D.),  associate  professor  of  zool- 
ogy and  director  of  research  in 
chemodifferentiation,  is  co-principal 
investigator. 

About  50  graduate  students,  post- 
doctoral fellows,  faculty,  and  tech- 
nical personnel  will  be  directly  in- 
volved in  the  research  effort.  Pro- 
fessor Jacobson  said.  Faculty  mem- 
bers include  Drs.  Michael  Collins, 
Hugh  Forrest,  Burke  Judd,  and  Mi- 
chael Menaker  of  the  Zoology  De- 
partment and  Dr.  Boyd  Hardesty  of 
the  Chemistry  Department.  All  re- 
searchers are  doctors  of  philosophy. 

"Problems  of  control  of  develop- 
ment and  reproduction  are  among 
the  most  challenging  and  critical 
frontiers  of  modern  biology  with 
many  implications  for  human  health 
and  welfare,”  Professor  Jacobson 
said. 

“This  new  program- project  grant 
brings  together  several  researchers 
whose  interests  and  approaches  will 
attack  these  problems  at  the  molec- 
ular, cellular,  tissue,  organ,  and  or- 
ganismic  levels,”  he  explained. 

Drs.  Forrest,  Hamilton,  and  Hard- 
esty work  in  the  area  of  control 
mechanisms  for  ribonucleic  acid  and 
protein  synthesis,  and  the  research 
of  Drs.  Jacobson,  Collins,  and  Judd 
is  focused  on  problems  of  develop- 
ment and  developmental  genetics. 
Dr.  Menaker  will  continue  his  inves- 
tigation of  rhythms  and  reproduction 
at  the  organismic  and  biochemical 
levels. 

Papers  To  Be  Taped 

Key  lectures  presented  at  the 
1969  Texas  Medical  Association  An- 
nual Session,  May  1-4,  in  San  An- 
tonio will  be  taped  by  Audio-Digest 
Foundation  of  Los  Angeles. 

As  in  1968,  when  key  lectures 
were  also  taped,  the  tapes  will  be 
available  to  physicians  through  the 
Texas  Medical  Association  Library, 
1801  N.  Lamar  Blvd.,  Austin  78701, 
as  soon  after  the  May  meeting  as 
processing  will  allow. 
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Perry  C.  Talkington,  M.D. 
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Occupational  Therapy 
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Standards  Bureau  Begins 
Issuance  of  Clinical  Data 

The  National  Bureau  of  Standards 
(NBS)  Office  of  Standard  Reference 
Materials  (SRM)  has  taken  the  first 
steps  in  becoming  the  national  focal 
point  for  the  preparation,  certifica- 
tion, and  issuance  of  clinical  and 
biomedical  standards  for  use  in  the 
nation’s  clinical  laboratories.  The 
NBS  action  was  in  response  to  re- 
quests from  the  American  Associa- 
tion of  Clinical  Chemists  (AACC)  and 
the  College  of  American  Patholo- 
gists (CAP). 

The  need  for  standardization  of 
clinical  methods  and  instruments, 
which  are  now  widely  automated, 
was  made  apparent  by  the  results  of 
a national  cholesterol  survey  spon- 
sored by  the  CAP  in  1963.  The  sur- 
vey pointed  out  that  variability  in 
test  results  was  caused  in  large 
measure  by  systematic  bias  not 
only  in  a given  method  but  also  be- 
tween different  methods. 

An  estimated  750  to  1000  million 
clinical  tests  are  performed  annual- 
ly, and  the  number  is  increasing  at 
a rate  of  10  to  15%  each  year.  Of 
these  tests,  60  to  75%  are  run  on 
automated  equipment.  The  key  to 
providing  meaningful,  accurate  re- 
sults from  this  outpouring  of  data 
is  the  frequent  calibration  of  equip- 
ment with  suitable  standards.  A re- 
cent study  [Mears,  T.  W.,  and 
Young,  D.  S.:  Measurement  and 
Standard  Reference  Materials  in 
Clinical  Chemistry,  Amer  J Clin  Path 
50:411  (Oct.)  1968.]  explores  fully 
the  problems  of  measurement  and 
the  use  of  SRM’s  in  clinical  chem- 
istry. 

Primary  SRM’s  for  clinical  use 
must  meet  several  specifications. 

They  must  have  a high  degree  of 

purity  (in  general,  greater  than 
99%);  be  free  of  substances  that 
would  interfere  with  standard  clini- 
cal tests;  and  have  a determinable 
shelf-life  stability,  which  usually  im- 
plies a stable  substance  of  definite 
composition.  The  four  SRM’s  now 
available  from  NBS  [cholesterol 
(SRM  911),  urea  (SRM  912),  uric 

acid  (SRM  913),  and  creatinine 

(SRM  914)]  meet  these  criteria. 
Each  of  these  substances  is  a defi- 
nite compound  of  known  structure 
and,  at  the  present  state  of  knowl- 
edge, each  is  known  to  be  free  of 
major  impurities  that  would  inter- 
fere in  standard  clinical  tests.  Shelf- 
life  stability  tests  now  underway  in- 
dicate a limited  life  of  perhaps  2 to 
3 years  for  the  cholesterol  SRM 
when  stored  under  normal  labora- 
tory conditions.  However,  storage  in 


an  inert  atmosphere  at  low  tempera- 
tures may  prolong  shelf  life. 

Studies  on  clinical  standards  are 
continuing  at  NBS. 

HEW  Task  Force  Asks 
Medicare  Drug  Coverage 

Secretary  of  Health,  Education, 
and  Welfare  Robert  H.  Finch  has  re- 
leased the  final  report  of  the  De- 
partment’s Task  Force  on  Prescrip- 
tion Drugs.  He  also  announced  that 
he  plans  to  appoint  a group  of  non- 
government experts  to  review  the 
extensive  recommendations  submit- 
ted by  the  task  force  over  the  past 
10  months. 

The  principal  recommendation  of 
the  task  force  calls  for  coverage  of 
out-of-hospital  prescription  drugs 
under  Medicare.  Other  major  recom- 
mendations are  concerned  with  drug 
costs,  drug  quality,  and  the  role  of 
the  federal  government  in  provid- 
ing drug  information  to  physicians. 

"The  whole  subject  of  prescrip- 
tion drugs  is  vitally  important  to  the 
people  of  this  country,’’  Secretary 
Finch  said.  "I  want  the  work  of  the 
Task  Force  to  receive  the  highest- 
level  consideration  by  the  medical 
profession,  pharmacists,  the  drug 
industry,  economists,  and  consumer 
groups.  I want  to  be  absolutely 
certain  that  the  department  does 
everything  in  its  power  to  make  sure 
that  the  American  people  are  receiv- 
ing the  best  drugs  obtainable  at  the 
most  reasonable  cost.’’ 

The  Task  Force  was  established 
in  May,  1967,  and  consisted  of  key 
department  officials  concerned  with 
health,  pharmaceutical  affairs,  and 
health  care  delivery  programs  under 
Social  Security. 

It  has  submitted  a series  of  five 
interim  reports  and  five  detailed 
background  papers,  which  served  as 
the  basis  for  this  final  summary  re- 
port. 

Copies  of  the  report  are  available 
from  the  Superintendent  of  Docu- 
ments, US  Government  Printing  Of- 
fice, Washington,  D.C.  20201,  at 
$1.25  each. 

AMA  Council  Advises 
On  Referral  Exams 

May  a consulting  physician  with- 
hold the  results  of  his  examination 
of  a patient  who  has  been  referred 
to  him  until  his  invoice  for  the  con- 
sultation has  been  paid? 

According  to  the  AMA  judicial 
council  opinion  adopted  in  Novem- 
ber, 1968,  as  soon  as  possible  after 
the  consulting  physician  has  seen 


the  patient,  he  should  address  the 
physician  in  charge  and  advise  him 
of  the  results  of  his  investigation. 

The  interest  of  the  patient  is  para- 
mount in  the  practice  of  medicine. 
Therefore,  everything  that  can  rea- 
sonably and  lawfully  be  done  to 
serve  that  interest  must  be  done  by 
all  physicians  who  have  served  or 
are  serving  the  patient. 

The  judicial  council  affirms  that 
it  would  be  improper  and  unethical 
for  a consulting  physician  to  with- 
hold the  results  of  his  examination 
until  his  invoice  has  been  paid. 

AAGP  To  Pay  Advisers 
For  Family  Practice  Aid 

The  American  Academy  of  Gen- 
eral Practice  will  pay  a consulting 
fee  and  expenses  of  qualified  con- 
sultants to  help  hospitals  and  medi- 
cal schools  plan  and  set  up  graduate 
and  undergraduate  training  pro- 
grams in  family  practice,  according 
to  Dr.  R.  Neil  Chisholm,  chairman  of 
the  academy’s  commission  on  edu- 
cation. 

The  program  is  designed  to  aid 
in  the  rapid  establishment  of  ap- 
proved residency  training  programs 
geared  to  produce  candidates  for 
the  newly-created  specialty  of  fam- 
ily practice.  Dr.  Chisholm  said.  The 
American  Medical  Association  coun- 
cil on  medical  education  and  the 
Advisory  Board  for  Medical  Special- 
ties approved  a primary  certifying 
board  in  family  practice  Feb.  8. 

Dr.  Chisholm  added  that  the  con- 
sultant will  be  reimbursed  for  actual 
expenses  and  paid  an  honorarium  of 
$100  for  each  day  of  consultation, 
with  a limit  of  two  days  for  each 
visit. 

"The  AAGP  Board  approved  a 
sum  of  up  to  $50,000  for  this  pro- 
gram in  1969,’’  he  said.  "This  kind 
of  money  means  that  we  can  get 
our  qualified  consultants  out  into 
the  field  right  away,  and  they  can 
afford  to  spend  the  time  necessary 
to  get  these  programs  planned  and 
going.  Also,  having  these  funds 
available  will  help  us  to  obtain  more 
consultants  quickly  and  start  moving 
them  into  the  pipeline.” 

Dr.  Chisholm  said  the  sum  ap- 
proved represented  a large  number 
of  visits  and  was  evidence  of  the 
fact  “that  AAGP  means  business  on 
these  family  practice  programs.”  He 
added  that  educators  and  practicing 
physicians  who  feel  they  would  be 
qualified,  and  would  like  to  do  this 
kind  of  work,  should  contact  him 
through  academy  headquarters,  Vol- 
ker  Boulevard  at  Brookside,  Kansas 
City,  Mo.  64112. 
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Seven-Day  Work  Week 
Considered  for  Hospitals 

One  way  of  bringing  down  health 
care  costs  might  be  a seven-day 
work  week  for  hospitals,  the  Na- 
tional Commission  on  Community 
Health  Services  has  pointed  out. 

In  a study  of  nearly  4,000  hospi- 
tal discharges  in  the  Pittsburgh 
area,  the  commission  found  that 
diminishing  of  various  hospital  ser- 
vices on  weekends  because  of  the 
five-day  hospital  week  was  a sig- 
nificant factor  in  patient  and  hospi- 
tal expense. 

The  day  of  the  week  that  the  pa- 
tient entered  the  hospital  was  found 
to  be  the  primary  factor  in  deter- 
mining how  long  he  remained  hos- 
pitalized. Admissions  on  Friday,  the 
study  showed,  resulted  in  longer 
stays  than  admissions  on  any  other 
day.  This  loss  of  time,  the  study 
reports,  is  due  to  most  operating 
and  laboratory  facilities  being  closed 
on  weekends.  A seven-day  week  for 
these  hospital  operations  might  in- 
sure that  expensive  hospital  equip- 
ment does  not  lay  idle  and  that  pa- 
tients admitted  on  weekends  could 
have  tests  sooner  and  leave  the 
hospital  earlier. 

Some  communities,  aware  of  this 
problem,  have  been  working  with 
local  hospitals  to  have  a patient 
scheduled  for  surgery  undergo  lab- 
oratory tests  before  entering  the 
hospital.  A number  of  health  in- 
surers have  joined  in  the  experi- 
ment by  agreeing  to  pay  benefits 
for  out-patient  testing  on  the  same 
basis  as  for  a hospitalized  patient. 

Some  hospital  administrators, 
however,  have  come  to  advocate  a 
seven-day  work  week.  Others  main- 
tain that  the  extended  week  would 
merely  add  to  their  short-term  hos- 
pital costs.  Others  have  pointed  to 


"What  do  you  mean  I no  longer 
need  my  baby  blanket?  I tell  you 
there’s  a draft  in  here!” 


the  shortage  of  skilled  employees 
needed  to  provide  a full  work  week. 

Those  in  favor  of  the  seven-day 
week  believe  that  the  cost  of  hos- 
pitalizing a patient  on  Friday  and 
having  him  wait  until  Monday  or 
Tuesday  for  surgery  because  of  reg- 
ular operating  and  laboratory  ser- 
vices being  curtailed  on  weekends 
is  a greater  expense.  One  Eastern 
hospital,  which  put  a full-week 
schedule  into  effect,  found  that  the 
average  length  of  most  patient  stays 
had  been  reduced  by  half  a day.  It 
meant,  according  to  the  administra- 
tor, that  his  hospital  could  care  for 
nearly  1000  more  patients  a year. 

AMA  Registry  Requests 
Job  Hazard  Information 

Physicians  who  treat  a patient 
with  a health  problem  related  to  his 
occupation  have  been  asked  to  re- 
port such  cases  to  the  American 
Medical  Association’s  Registry  on 
Adverse  Reactions  Due  to  Occupa- 
tional Exposures. 

The  registry  has  been  gathering 
information  for  two  years.  It  has 
some  single  reports  of  unusual  re- 
actions but  not  enough  confirmatory 
information  to  substantiate  a causal 
relation.  Several  of  the  reports,  the 
registry  says,  suggest  that  previous- 
ly unrecognized  syndromes  may  re- 
sult from  exposures  to  materials 
whose  toxicity  is  already  estab- 
lished. Some  other  reactions  report- 
ed are  well  known  by  the  expert  but 
not  recognized  by  the  occupational 
physician  who  is  inexperienced  in 
these  matters. 

The  registry  is  under  supervision 
of  the  AMA  committee  on  occupa- 
tional toxicology,  which  reports  to 
the  council  on  occupational  health. 
Dr.  Robert  E.  Eckardt  of  Linden, 
N.J.,  is  chairman  of  the  committee. 

Information  on  occupational  ex- 
posures to  potentially  hazardous 
substances  should  be  sent  to  the 
registry  at  the  AMA  headquarters. 
Department  of  Occupational  Health, 
535  N.  Dearborn  St.,  Chicago  60610. 

The  committee  is  urging  all  phy- 
sicians, not  just  occupational  health 
physicians,  to  keep  the  registry 
posted  on  ailments  that  may  be  re- 
lated to  adverse  occupational  con- 
ditions. The  registry  does  not,  how- 
ever, want  information  on  injuries 
and  accidents.  Registry  procedures 
are  designed  to  guarantee  complete 
confidentiality. 

The  committee’s  purpose  in  ini- 
tiating the  registry  was  to  create  a 
professional  repository  for  informa- 
tion storage,  retrieval,  and  dissem- 
ination of  new  information  to  pro- 


fessionals charged  with  protection 
of  workers  from  harmful  occupa- 
tional exposures. 

Southwestern  Research 
Includes  Heart  Devices 

While  human  transplants  are  a 
promising  method  of  saving  the  life 
of  a patient  with  a stricken  heart, 
physicians  at  The  University  of  Tex- 
as Southwestern  Medical  School  at 
Dallas  are  among  those  who  are 
working  with  a number  of  mechani- 
cal heart  assist  devices  which  may 
save  even  more  lives. 

For  a year  and  a half,  researchers 
at  Southwestern  have  been  working 
with  a pump  called  a Synchronized 
Isochronic  Myocardial  Augmentation 
System  (SIMAS)  which  can  quickly 
be  hooked  up  to  a person  with  an 
acute  heart  attack. 

Dr.  Winfred  Sugg,  assistant  pro- 
fessor in  the  Thoracic  and  Cardio- 
vascular Surgery  Division,  explains 
that  the  assist  device  can  be  in- 
stalled in  about  15  minutes  and  that 
it  takes  at  least  50%  and  probably 
more  of  the  work  off  an  attack- 
stricken  heart. 

The  machine,  which  already  has 
been  used  on  a dozen  patients, 
works  by  reducing  the  pressure 
against  which  the  heart  has  to 
pump.  When  the  heart  pumps,  the 
SIMAS  draws  blood  out  of  the  ar- 
teries, thus  lowering  the  pressure. 
The  moment  the  heart  relaxes,  the 
SIMAS  pushes  the  blood  back  in, 
bathing  the  coronary  arteries  and 
helping  the  heart  repair  its  damage. 

Dr.  Sugg  and  fellow  workers  have 
definite  evidence  that  this  increase 
of  blood  supply  at  the  instant  the 
heart  is  relaxing  definitely  reduces 
the  size  of  areas  of  heart  muscle 
damage  in  experimental  animals. 

Southwestern  has  recently  re- 
ceived a complicated  new  heart  as- 
sist device,  a “Co-Pulsator.”  Here, 
a dual  pump  housed  in  a plastic 
container  half  the  size  of  a cigar  box 
is  given  sophisticated  control  by  an 
electronics  console.  The  principle  is 
the  same,  reduce  the  work  load  of 
the  heart  and  bathe  the  heart  mus- 
cle with  a supply  of  blood  which 
helps  it  repair  itself. 

Experimenters  at  the  medical 
school  are  working  in  association 
with  Hamilton  Standard  Division  of 
United  Aircraft,  the  company  which 
built  the  device. 

The  National  Heart  Institute  of 
the  National  Institutes  of  Health  has 
now  expended  around  $19  million 
on  this  and  other  devices  in  a pro- 
gram to  develop  assist  devices. 
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“once  in  a lifetime”  trip?? 
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hotels  — exquisite  dining.  Scenery  and 
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chance  to  explore  on  your  own  or  take 
advantage  of  group  activity.  It’s  your 
vacation  and  you’re  the  boss. 
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Air  travel  by  our  World  Airways  707 
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breakfasts  and  gourmet  dinners  — 100 
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STATE  ZIP 
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industrial  Countries: 

Births  Stili  Declining 

Birth  rates  have  been  on  the  de- 
cline for  several  years  in  most  in- 
dustrialized countries,  according  to 
statisticians  of  Metropolitan  Life  In- 
surance Co.  Conversely,  birth  rates 
in  most  of  Asia,  Africa,  and  Latin 
America  have  remained  at  a high 
level. 

In  the  United  States,  the  birth 
rate  has  fallen  by  28  percent  since 
1957,  from  25  per  1,000  population 
to  17.9  last  year.  The  decrease  has 
been  even  greater  in  Canada,  the 
rate  there  dropping  by  36  percent, 
from  28.1  to  18.0  in  the  same  pe- 
riod. Last  year’s  rate  \was  the  lowest 
on  record  in  both  countries. 

Births  likewise  have  declined  in 
most  of  Europe,  with  record  low 
rates  reported  in  seven  countries. 
In  the  Soviet  Union,  for  example, 
the  rate  decreased  from  25.4  per 
1,000  in  1957  to  18.2  in  1966.  The 
1966  rate  in  Rumania  was  only  14.2 
per  1,000,  the  lowest  in  the  world. 
On  the  other  hand,  in  three  West 
European  countries — Northern  Ire- 
land, Ireland,  and  Spain — birth  rates 
exceed  20  per  1,000  and  are  still 
close  to  their  post-war  peaks. 

Japan  reduced  its  fertility  remark- 
ably during  the  decade  and  a half 
following  World  War  11.  Its  birth  rate 
dropped  sharply  from  30.2  per  1,000 
in  1945  49  to  23.7  in  1950-54,  con- 
tinued downward  to  18.2  in  1955- 
59,  and  has  since  remained  close 
to  that  level.  An  exception  was  1966, 
when  folklore  may  have  helped  the 
birth  rate  to  drop  to  13.7  per  1,000. 
That  was  the  Year  of  the  Fire  Horse, 
regarded  in  the  Orient  as  an  inaus- 
picious time  for  girls  to  be  born. 

Birth  rates  also  have  begun  to  de- 
cline recently  in  some  other  parts 
of  Asia.  In  Formosa  the  rate,  long 
above  40  per  1,000,  has  been  de- 
creasing during  the  1960’s  and  is 
now  28.5.  Hong  Kong  and  Singapore 
also  have  reported  declines  recent- 
ly; their  birth  rates  in  1967  were 
down  to  about  25  per  1,000. 

Most  other  countries  of  Asia,  Af- 
rica, and  Latin  America  continue  to 
record  unvarying  high  fertility.  These 
countries  include  about  two  thirds 
of  the  world’s  population.  In  such 
countries  as  Mexico,  Peru,  the  Unit- 
ed Arab  Republic,  Iran,  and  the  Phil- 
ippines, current  birth  rates  still  ex- 
ceed 40  per  1,000. 

Metropolitan  statisticians  point 
out  that  birth  registration  systems 
either  are  still  lacking  or  seriously 
deficient  in  most  of  the  underdevel- 
oped portions  of  the  world.  This  is 
true  in  two  of  the  most  populous 


countries,  China  and  India.  Esti- 
mates of  India’s  current  rate,  about 
39  per  1,000,  suggest  20  million 
births  there  each  year.  The  annual 
number  in  China  may  be  as  high  as 
25  million,  if  the  United  Nations’ 
estimate  of  her  current  birth  rate 
(about  35  per  1,000)  is  accurate. 

Cancer  Council  Favors 
Research  Cooperation 

Rapid  new  gains  against  cancer 
through  the  sophisticated  approach- 
es of  modern  biomedical  science 
will  require  a nationwide  network  of 
centers  combining  research,  medi- 
cal education,  and  patient  care,  the 
National  Advisory  Cancer  Council 
believes. 

The  council’s  view  is  given  in 
Progress  Against  Cancer  1969,  its 
third  report  to  the  public  on  the 
status  and  outlook  of  research  and 
related  efforts  to  control  cancer 
through  prevention,  diagnosis,  and 
treatment.  The  body  of  scientists 
and  medical  experts  advises  the  di- 
rector of  the  National  Institutes  of 
Health  on  policies  and  programs  for 
support  of  research  and  training  ad- 
ministered by  the  National  Cancer 
Institute. 

Continued  improvement  in  the 
outlook  for  cancer  patients  has 
come  mainly  from  advances  in  a 
few  institutions  staffed  and  equip- 
ped to  integrate  research  and  medi- 
cal management,  the  83-page  illus- 
trated report  states.  Less  than  two 
dozen  institutions,  situated  mainly 
in  the  northeast,  approach  the  can- 
cer center  ideal,  the  report  explains. 
"Others  need  to  be  provided  and  so 
distributed  throughout  the  country 
that  the  advancements  attained  in 
the  medical  management  of  malig- 
nant diseases  will  become  available 
to  people  everywhere  as  rapidly  as 
possible,”  it  states. 

Progress  Against  Cancer  1969  is 
devoted  mainly  to  a review  of  prog- 
ress in  drug  treatment.  It  reports 
that  advances  have  been  most  en- 
couraging in  chemotherapy  of  leu- 
kemia with  consequent  lengthening 
of  patient  survival  from  one  year  to 
three  years  over  the  past  four  years. 
Less  success  has  been  achieved  in 
drug  treatment  of  the  slower  grow- 
ing “solid”  tumors  than  with  cancer 
of  the  blood  and  lymphatic  system 
such  as  leukemia  and  Hodgkin’s  dis- 
ease, the  report  states. 

Progress  Against  Cancer  1969  can 
be  purchased  from  the  Superintend- 
ent of  Documents,  Government  Print- 
ing Office,  Washington,  D.C.  20402, 
for  $1.50  a copy. 


Army  Issues  Guidelines 
For  Billing  of  Military 

To  clarify  the  procedure  in  billing 
for  services  rendered  by  civilian 
physicians  to  military  personnel,  the 
Office  of  the  Surgeon  General,  US 
Army,  has  issued  some  guidelines 
for  the  collection  of  fees. 

Payment  to  civilian  sources  for 
emergency  professional  services 
rendered  to  military  personnel  who 
are  on  active  duty  (as  contrasted  to 
retired,  or  inactive  members  of  the 
National  Guard  or  Reserve)  is  the 
responsibility  of  the  designated  mili- 
tary surgeon  of  the  geographical 
area  in  which  such  services  are  pro- 
vided. 

Collection  cannot  be  made  from 
the  Office  for  the  Civilian  Health 
and  Medical  Program  for  the  Uni- 
formed Services  (OCHAMPUS),  Den- 
ver, Colo.,  or  its  fiscal  agents,  who 
are  responsible  only  for  the  payment 
of  medical  care  rendered  to  author- 
ized dependents  and  retired  military 
personnel. 

When  a patient  is  identified  as  an 
Army  member  on  active  duty,  noti- 
fication should  be  made  immediate- 
ly by  telephone  to  the  appropriate 
Army  headquarters  reporting  where 
the  individual  is  and  the  nature  of 
the  treatment  required.  The  cost  of 
the  telephone  call  will  be  reimbursed 
with  the  other  charges.  The  Army 
headquarters  will  advise  the  caller 
about  the  administrative  manage- 
ment of  the  patient,  and  how  to 
submit  the  bills  for  service. 

Headquarters  for  the  Fourth  US 
Army  is  Fort  Sam  Houston,  Tex. 
Correspondence  should  be  address- 
ed to  Commanding  General,  Fourth 
United  States  Army,  Attn.  Surgeon, 
Fort  Sam  Houston,  Tex.  78234. 


"Now  you  just  stay  in  bed,  and  you’ll 
soon  be  your  old  self  again  . . . what- 
ever that  is!” 
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Per  Patient  Expenses 
For  Hospitals  Increase 

Expenses  incurred  by  hospitals  in 
providing  one  patient  with  one  day 
of  care  in  1968  averaged  $65.24, 
according  to  "Hospital  Indicators” 
published  in  Hospitals,  Journal  of 
the  American  Hospital  Association. 
This  represents  a 12.4%  increase 
over  the  1967  average  daily  expense 
of  $58.06. 

Hospitals  in  1968  employed  more 
people  and  paid  them  higher  wages 
than  ever  before,  AHA  said.  The 
average  annual  wage  paid  to  hospi- 
tal employees  in  1968  was  $5,513, 
or  $488  more  than  the  $5,025  paid 
in  1967. 

As  a result,  payroll  expense  per 
patient  day  increased  by  12.9%  in 
1968  over  1967,  from  $36.30  to 
$40.97.  The  number  of  employees 
on  the  payrolls  increased  by  6.8% 
to  1.7  million  persons.  There  are 
now  272  hospital  workers  for  every 
100  patients,  while  in  1967  there 
were  264  employees  for  every  100 
patients. 

While  payroll  is  their  biggest  ex- 
pense, hospital  expenses  for  equip- 
ment, services,  supplies,  and  em- 
ployee fringe  benefits  also  increased. 
In  1968,  total  expenses  for  the  na- 
tion’s 5,850  community  hospitals 
were  $14.7  billion,  or  $2.1  billion 
more  than  in  1967. 

The  public  continues  to  make 
more  use  of  hospital  services  and 
facilities,  a factor  in  increased  ex- 
penses, according  to  "Hospital  In- 
dicators.” 

The  number  of  admissions  to  hos- 
pitals during  1968  increased  by 
2.1%  to  a total  of  27,768,383,  of 
which  5,711,489  were  patients  65 
years  of  age  and  older.  A more  sig- 
nificant increase  was  reported  in 
the  outpatient  departments  of  the 
nation’s  community  hospitals,  where 
visits  totaled  111,182,245  for  the 
year,  or  a 6.7%  increase  over  the 
1967  figure. 

The  frequency  with  which  the  na- 
tion’s population  uses  hospital  out- 
patient services  reflects  an  increas- 
ing tendency  to  regard  hospitals  as 
community  health  centers  where  a 
wide  range  of  health  care  services 
are  available. 

Persons  admitted  to  hospitals 
stayed  an  average  of  8.1  days  in 
1968.  However,  the  average  length 
of  stay  for  persons  65  and  over  was 
13.4  days,  up  from  13  days  in  1967. 
Patients  under  65  remained  hospi- 
talized an  average  of  6.8  days,  the 
same  as  in  1967. 

The  average  daily  census  in  all 


community  hospitals  last  year  was 
616,511,  and  the  occupancy  rate 
stood  at  78.5%.  That  compares  with 
the  1967  figures  of  595,667  and 
78.1%. 

For  the  seventh  straight  year,  the 
number  of  births  in  hospitals  de- 
clined. The  total  for  1968  was  3.12 
million,  compared  with  3.15  mil- 
lion the  previous  year. 

Southwestern  Advances 
In  Research  on  Exercise 

Carefully  controlled  exercise  has 
helped  a group  of  sedentary  blind 
men  attain  not  only  improved  physi- 
cal fitness  but  a brighter  mental 
outlook  and  increased  job  produc- 
tivity as  well,  a scientist  from  The 
University  of  Texas  Southwestern 
Medical  School  at  Dallas  told  the 
American  College  of  Cardiology  in 
February. 

Dr.  Jere  H.  Mitchell,  director  of 
the  Pauline  and  Adolph  Weinberger 
Laboratory  for  Cardiovascular  Re- 
search at  Southwestern,  reported 
that  after  undergoing  a measured 
program  of  stepped-up  activity,  nine 
workmen  at  Dallas’  Lighthouse  for 
the  Blind  showed  dramatic  physical 
and  psychological  improvement. 

The  studies  were  part  of  continu- 
ing research  at  Southwestern  into 
the  effects  of  physical  training  on 
the  heart  and  circulatory  systems  of 
sedentary  men.  The  work  is  being 
conducted  by  Dr.  Mitchell,  Dr.  Gun- 
nar  Blomqvist,  and  Dr.  Wayne  Sie- 
gel under  a grant  from  the  National 
Heart  Institute. 

The  medical  team  found  that  the 
blind  participants  registered  an  av- 
erage 20%  increase  in  their  capac- 
ity to  perform  physical  work  after 
repeated  brief  sessions  of  stationary 
bicycle  riding.  The  increase  was 
computed  by  measuring  the  maxi- 
mal rate  of  oxygen  consumption. 

And  surprisingly.  Dr.  Mitchell 
said,  the  men,  all  blind  for  many 
years  and  locked  into  a sedentary 
pattern  of  existence,  showed  posi- 
tive gains  in  all  categories  of  a per- 
sonality inventory  test,  indicating 
they  had  become  less  depressed 
and  gained  an  improved  sense  of 
well-being  as  a result  of  the  exer- 
cise. 

Improved  fitness  also  led  to  a 
generally  heightened  level  of  pro- 
ductivity among  the  men,  who  per- 
form piecework  tasks  such  as 
broom-making.  Increased  individual 
output,  the  researchers  found,  more 
than  made  up  for  work  time  lost  on 
days  when  the  men  engaged  in  ex- 
ercise sessions. 


The  test  group  began  the  experi- 
ments in  a very  poor  state  of  phys- 
ical fitness  and  low  body-work  ca- 
pacity, decidedly  below  the  expect- 
ed level  for  their  age  group.  Dr. 
Mitchell  said. 

The  blind  volunteers  were 
placed  on  an  exercise  program  simi- 
lar to  that  of  long-distance  runners 
in  training;  alternate  three-minute 
periods  of  work  and  rest  for  a total 
of  12  minutes.  Three  of  the  12- 
minute  sessions  were  conducted 
each  week  for  12  weeks. 

Despite  their  poor  initial  condi- 
tion, the  men  showed  rapid  improve- 
ment, Dr.  Mitchell  said.  Various 
medical  tests  were  conducted  on 
each  individual  after  each  exercise 
period.  Care  was  taken  not  to  reach 
or  exceed  maximum  comfortable 
stress  levels. 

After  a plateau  of  increased  fit- 
ness was  reached,  tests  continued 
to  determine  the  proper  amount  of 
exercise  necessary  to  maintain  opti- 
mal conditioning.  Three  12-minute 
bicycling  periods  weekly  were  found 
to  be  needed. 

Dr.  Mitchell  said  he  and  his  as- 
sociates, whose  studies  are  aimed 
primarily  at  increasing  knowledge  of 
the  cardiovascular  function,  regard 
the  results  of  the  research  with  the 
blind  men  as  a significant  piece  of 
new  information  in  this  area. 

"Previously  it  had  been  consid- 
ered very  difficult  to  change  the 
capacity  of  the  cardiovascular  sys- 
tems and  work  capacity  in  older 
men,”  the  Dallas  medical  scientist 
said.  "Here  we  have  demonstrated 
that  very  brief  periods  of  exercise 
three  times  a week  are  enough  to 
improve  significantly  the  functional 
capacity  of  the  heart  and  blood  ves- 
sels.” 

One  goal  of  the  exercise  research. 
Dr.  Mitchell  said,  is  to  develop  a 
"pharmacopeia  or  prescription  guide 
of  exercise.” 

"Everybody’s  been  prescribing  ex- 
ercise, but  nobody  knows  enough 
about  the  optimal  dosage,”  he  ob- 
served. 

Dr.  Mitchell  cautioned  that  while 
the  short-term  value  of  exercise  in 
improving  heart  performance  and 
blood  distribution  is  well  document- 
ed, much  remains  to  be  learned 
about  the  long-range  relationship 
between  exercise,  such  as  the  cur- 
rently popular  jogging,  and  cardio- 
vascular disease. 

"On  the  basis  of  what  we  know 
now,”  he  said,  “one  cannot  say  that 
jogging  prevents  heart  attacts.  How- 
ever, it  does  appear  to  have  some 
beneficial  effects  along  this  line.” 
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1970  Population  Figures 
Pass  200  Million  Mark 

The  population  of  the  United 
States  is  expected  to  reach  about 
205.500,000  by  July,  1970,  and  to 
exceed  235  million  in  1980,  accord- 
ing to  statisticians  of  Metropolitan 
Life  Insurance  Company. 

These  estimates  stem  from  a re- 
cent study  which  indicated  that  the 
population  at  mid-1968  was  an  esti- 
mated 201,170,000  and  the  labor 
force  about  84,550,000.  Since  the 
end  of  World  War  II,  both  the  total 
population  and  the  labor  force  of 
the  US,  including  the  armed  forces 
overseas,  have  shown  a substantial 
growth  pattern.  During  the  1940- 
1949  decade,  the  increase  in  popu- 
lation reached  19,677,000,  while  the 
labor  force  (ages  16  and  over)  in- 
creased by  7,970,000.  During  the 
1950-1959  period,  the  population 
increase  amounted  to  28,413,000, 
while  the  labor  force  increased 
8,020,000.  During  the  1960-1969 
decade,  the  population  is  expected 
to  increase  by  24,797,000  and  the 
labor  force  by  12,692,000. 

Population  growth  in  recent  years 
reflects  the  high  level  of  births  dur- 
ing the  1950’s  and  early  1960’s.  As 
increasing  numbers  of  these  chil- 
dren reach  working  age  in  the  years 
ahead,  the  size  of  the  labor  force 
will  grow  rapidly.  The  forthcoming 
rise  in  the  work  force  is  expected  to 
be  somewhat  more  rapid  than  the 
grovrth  in  the  total  population.  Be- 
tween 1967  and  1975,  the  labor 
force  is  expected  to  increase  by 
14.6%  compared  with  a 13.9% 
rise  in  the  population.  This  pattern 
is  expected  to  continue — in  1980 
the  number  of  people  employed  or 
seeking  work  may  reach  101  mil- 
lion, or  three  of  every  five  persons 
at  ages  16  and  over.  Population 
growth  is  likely  to  contribute  all  but 
7.5%  in  this  future  expansion  of 
the  labor  force,  with  increased  par- 
ticipation rates  for  women  account- 
ing for  the  remainder. 

Men  and  women  at  ages  20-24 
and  25-34  will  constitute  the  fastest 
growing  segment  of  the  work  force. 
Between  1967  and  1980,  workers 
in  these  age  groups  are  likely  to  in- 
crease by  about  40  and  60%,  re- 
spectively. The  gain  at  ages  20-34 
will  equal  more  than  two-thirds  of 
the  rise  in  the  total  labor  force.  The 
number  of  workers  ages  35-44  will 
decline  until  about  1975,  and  in- 
crease thereafter.  For  those  aged 
45-54,  the  reverse  will  be  true.  Nev- 
ertheless, each  age  group  is  expect- 
ed to  be  somewhat  more  numerous 
in  1980  than  in  1967. 


The  growth  of  the  labor  force  is 
expected  to  be  greater  for  women 
than  for  men;  the  anticipated  in- 
creases are  about  27  and  23%,  re- 
spectively. By  1980,  some  42% 
of  the  women  are  likely  to  be  em- 
ployed or  seeking  work.  This  reflects 
the  fact  that  increasing  numbers  of 
women  are  returning  to  the  labor 
force  around  midlife.  At  ages  45-54, 
for  example,  working  women  will 
increase  by  13.5%,  even  though 
the  total  number  of  women  at  these 
ages  will  actually  decline  slightly. 
The  increases  are  expected  to  be 
markedly  greater  at  ages  55-64  and 
past  age  65. 

Metropolitan’s  statisticians  point 
out  that  at  ages  65  and  over,  the 
number  of  women  in  the  labor  force 
is  expected  to  rise  by  37.5%  be- 
tween 1967  and  1980,  whereas  the 
number  of  men  is  anticipated  to  de- 
cline. The  decrease  for  elderly  men 
reflects  lessening  opportunities  for 
farm  employment  and  the  growing 
trend  towards  earlier  retirement  un- 
der Social  Security  and  other  retire- 
ment plans. 

“Uninsurable”  Persons 
Now  Getting  Coverage 

Health  insurance  policies  are  now 
being  made  increasingly  available  to 
persons  previously  considered  "un- 
insurable,”  reports  the  Health  In- 
surance Institute. 

Presently,  more  than  100  insur- 
ance companies  offer  policies  that 
protect  persons  with  a variety  of 
serious  ailments.  In  1961,  67  com- 
panies were  making  this  type  of 
coverage  available;  and  ten  years 
before  that  only  a handful  offered 
this  protection. 

Group  protection  plans  and  spe- 
cially designed  policies  have  been 
two  areas  in  which  persons  with  se- 
rious ailments  and  health  defects 
have  become  able  to  receive  insur- 
ance coverage.  A number  of  major 
companies  have  been  offering  this 
special  class  insurance  for  many 
years  and  will  offer  coverage  for 
nearly  every  disease  depending  on 
an  applicant’s  condition.  The  issu- 
ance of  these  plans,  as  well  as 
their  cost,  would  depend  on  the 
type  and  extent  of  a person’s  medi- 
cal impairment,  his  age,  and  medi- 
cal history. 

A diabetic  who  is  being  kept  un- 
der control  can  in  most  instances 
obtain  an  insurance  policy.  A can- 
cer victim  can  obtain  special  class 
insurance  coverage  from  a number 
of  carriers  depending  on  several  fac- 
tors including  the  type  of  cancer, 
where  it  was  located,  and  the 


length  of  time  it  has  not  reap- 
peared. 

Probably  the  most  difficult  areas 
to  underwrite  today  are  the  mental 
and  nervous  disorder  problems. 
However,  badly  retarded  children, 
not  considered  in  the  nervous  and 
mental  categories  for  health  insur- 
ance purposes,  can  now  receive  cov- 
erage from  some  insurance  carriers. 

Policies  are  also  available  to  per- 
sons who  have  had  ailments  such 
as  cerebral  hemorrhage,  multiple 
sclerosis,  high  blood  pressure,  epi- 
lepsy, emphysema,  colitis,  asthma, 
arteriosclerosis,  and  arthritis. 

Nursing  Admissions 
Show  Gain  in  l967-’68 

Schools  of  nursing  showed  sizable 
gains  in  admissions,  graduations, 
and  enrollments  during  the  aca- 
demic year  1967-1968,  according  to 
an  annual  survey  of  nursing  educa- 
tion programs  released  in  March  by 
the  National  League  for  Nursing, 
New  York. 

Admissions  to  the  three  types  of 
schools  preparing  students  to  be- 
come registered  nurses  (associate 
degree,  baccalaureate,  and  diploma) 
reached  61,389  during  the  last  aca- 
demic year,  a gain  of  2,689  over  the 
previous  year.  Graduations  from 
these  schools  rose  by  3,318  to  a 
total  of  41,555  in  1968,  while  en- 
rollments stood  at  145,588,  up  by 
3,640. 

Primarily  responsible  for  these  in- 
creases is  the  rapid  expansion  of 
associate  degree  nursing  programs 
in  junior  and  community  colleges. 
Forty-nine  additional  programs  of 
this  type  were  reported  in  1968. 
Fourteen  new  baccalaureate  degree 
programs  in  nursing  were  also  open- 
ed in  senior  colleges  and  universi- 
ties. 

Offsetting  these  gains,  the  num- 
ber of  hospital  diploma  schools  de- 
clined by  39  last  year,  with  com- 
mensurate drops  in  admissions  and 
enrollments.  Diploma  graduations 
increased,  however. 

Miss  Inez  Haynes,  NLN  general 
director,  noted  that  these  changes 
reflect  the  gradual  movement  of 
nursing  into  institutions  of  higher 
education.  NLN  supports  the  transi- 
tion of  nursing  education  into  col- 
leges and  universities  as  long  as 
the  movement  supplies  increasing 
numbers  of  well-prepared  nurses, 
Miss  Haynes  said.  She  added  that 
diploma  programs,  however,  are  con- 
tinuing to  educate  the  majority  of 
nurses. 
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UT  Medical  Applications 
To  Get  Central  Handling 

The  establishment  of  a central 
office  for  receiving,  processing,  and 
transmitting  all  applications  for  ad- 
mission to  the  medical  and  dental 
schools  in  The  University  of  Texas 
System  was  approved  March  14  by 
the  System’s  Board  of  Regents. 

The  Central  Application  Center 
will  be  located  in  the  office  of  Dr. 
Charles  A.  LeMaistre,  executive  vice 
chancellor  for  health  affairs,  on  the 
campus  of  UT  Austin. 

As  approved  by  the  regents,  the 
center  also  will  provide  information 
and  advice  on  applications  to  stu- 
dents, premedical  committees  and 
others,  and  will  work  in  liaison  with 
a new  pilot  program  for  improved 
counseling  conducted  for  prepro- 
fessional students  at  UT  Austin. 

Dr.  LeMaistre  explained  that  the 
center  will  provide  detailed  transla- 
tions of  students'  academic  tran- 
scripts and  collect  other  available 
information  for  the  UT  System’s 
medical  schools  in  Dallas,  Galves- 
ton, and  San  Antonio  and  for  the 
dental  school  in  Houston. 

A steering  committee  composed 
of  a representative  from  each  of  the 
medical  and  dental  units  will  estab- 
lish criteria  for  analyses  of  tran- 
scripts and  information.  Dr.  LeMais- 
tre said.  The  panel  also  will  recom- 
mend procedures  for  the  operation 
of  the  center,  as  well  as  modes  of 
transmission  of  information  and  in- 
process  reporting  procedures. 

The  cost  of  the  center,  which  was 
proposed  by  the  UT  System’s  health 
affairs  council,  will  be  shared  equal- 
ly by  the  medical  and  dental  schools. 
Students,  however,  will  be  charged 
a $5  fee  when  they  apply  for  ad- 
mission to  one  institution  and  $7.50 
for  two  or  more  schools. 

AMA-NEA  Volume  Aids 
School  Health  Problems 

Healthful  School  Living,  a 324- 
page  volume  produced  jointly  by  the 
American  Medical  Association  and 
the  National  Education  Association, 
provides  solutions  for  problems  re- 
lating to  existing  emotional,  physi- 
cal, and  social  conditions. 

Teachers  will  discover  that  it  also 
supplies  valuable  tips  on  accident 
prevention,  ventilation,  and  lighting, 
as  well  as  advice  concerning  the  or- 
ganization of  the  school  day  and 
various  classroom  procedures  de- 
signed to  increase  the  pupils’  un- 
derstanding of  good  health. 

Healthful  School  Living  is  avail- 


able in  a hardbound  edition  only, 
and  is  sold  for  $5  in  the  US,  Pos- 
sessions, Canada,  and  Mexico;  $3 
for  medical  students,  hospital  in- 
terns, and  residents  in  these  areas; 
and  $5.50  in  all  other  countries. 

Orders,  accompanied  by  full  pay- 
ment, should  be  directed  to  the 
AMA  Order  Dept.,  535  N.  Dearborn 
St.,  Chicago  60610,  and  indicate  the 
code  number  “OP-199." 

Fori  Worth  To  Host 
Science  Fair,  May  5-9 

Fort  Worth  will  be  the  host  city 
for  the  20th  International  Science 
Fair  May  5-9,  and  the  American 
Medical  Association  will  present 
awards  and  host  a banquet  and 
dance  for  the  1,100  participants. 

The  International  Science  Fair  is 
the  culmination  of  competition  in 
thousands  of  regional  and  state  sci- 
ence fairs  for  the  high  school  final- 
ists from  every  state  and  several 
foreign  nations.  The  finalists  are 
considered  to  be  the  finest  young 
talents  in  the  basic  sciences. 

On  Thursday,  May  8,  the  AMA 
will  co-host  the  health  awards  ban- 
quet at  which  Dr.  Milford  0.  Rouse, 
Dallas,  immediate  past  AMA  presi- 
dent, will  present  citations  to  the 
students  selected  by  a special  AMA 
judging  committee  to  have  the  best 
exhibits  in  the  basic  medical  sci- 
ences. Similar  awards  will  be  made 
by  the  presidents  of  the  three  co- 
hosting organizations,  American 
Dental  Association,  American  Phar- 
maceutical Association,  and  Ameri- 
can Veterinary  Medical  Association. 

The  judging  committee,  composed 
of  members  of  the  AMA  Council  on 
Scientific  Assembly,  will  be  chaired 
by  Dr.  Charles  D.  Bussey,  Dallas. 
Members  are  Drs.  Robert  H.  Barter, 
Washington,  D.C.;  Dale  Groom, 
Oklahoma  City;  William  E.  Lotterhos, 
Jackson,  Miss.;  and  Ralph  E.  De- 
Forest,  Chicago;  and  Mr.  Richard  S. 
Myers,  Chicago. 

The  AMA  will  present  two  “first 
place”  awards.  In  addition,  the  teen- 
age recipients  will  be  invited  by  Dr. 
Rouse  to  be  the  official  guests  of 
the  association  at  its  annual  con- 
vention next  July  in  New  York  City. 
Several  “honorable  mention"  cita- 
tions will  also  be  awarded. 

At  the  banquet  in  the  Grand  Ball- 
room of  the  Hotel  Texas,  Dr.  Charles 
Max  Cole,  Dallas,  who  will  be  newly- 
installed  TMA  president,  will  repre- 
sent his  colleagues  in  the  Texas 
medical  profession.  Many  other  Tex- 
as physicians  who  are  active  in 
health  careers  recruitment  in  the 
Fort  Worth  area  will  also  attend. 


POSTGRADUATE 

COURSES 


Medical  Technology:  The  University 
of  Colorado  School  of  Medicine  will 
present  its  Seventh  Postgraduate 
Course  in  Medical  Technology  May 
12-16  at  the  YMCA  Conference  Cen- 
ter, Estes  Park,  Colo.  Designed  pri- 
marily for  the  medical  technologist, 
the  course  will  consist  of  plenary 
sessions  and  discussion  seminars. 
The  course  is  cosponsored  by  the 
Colorado  Society  of  Medical  Tech- 
nologists. 

Tuition  and  registration  fees  for 
the  five  days  is  $75.  Further  infor- 
mation is  available  from  the  Office 
of  Postgraduate  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  E.  Ninth  Ave.,  Den- 
ver 80220. 


Battered  Child:  “Diagnosis  and  Care 
of  the  Battered  Child"  is  the  title  of 
a postgraduate  course  to  be  offered 
May  22-23  by  the  University  of 
Colorado  School  of  Medicine,  Den- 
ver, Colo. 

The  symposium  deals  directly 
with  the  multiple  problems  of  child 
abuse  which  confront  professionals 
in  many  disciplines.  Discussions 
will  cover  demographic  characteris- 
tics of  the  families  involved,  psy- 
chodynamics of  the  abusing  parents, 
diagnostic  characteristics  of  the  bat- 
tered child  syndrome,  and  the  role 
of  the  professional  as  he  relates  to 
the  child  and  his  parents.  Emphasis 
will  also  be  placed  on  the  develop- 
ment of  interviewing  skills  and  ther- 
apeutic intervention. 

Course  faculty  will  include  mem- 
bers of  the  staffs  of  the  depart- 
ments of  pediatrics  and  psychiatry 
at  the  University  of  Colorado  School 
of  Medicine,  the  Department  of 
Social  Service  at  Colorado  General 
Hospital,  the  local  Department  of 
Child  Welfare,  the  School  of  Social 
Service  at  the  University  of  Denver, 
and  the  School  of  Law  at  the  Uni- 
versity of  Colorado. 

For  detailed  program  and  registra- 
tion information,  write  the  Office  of 
Postgraduate  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  E.  Ninth  Ave.,  Den- 
ver 80220. 
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TEXAS  MEDICAL  ASSOCIATION 

Texas  physicians  will  convene  in  San  Antonio  May  1-4  to  i)ar- 
ticipate  in  the  activities  of  the  102nd  Texas  Medical  Association 
Annual  Session. 

Meeting:  highlights  will  include  12  scientific  section  meetings, 
two  general  meetings  and  luncheons,  7 continental  breakfast 
round  table  presentations,  7 committee  special  programs,  nu- 
merous other  special  programs,  20  curbstone  consultation 
groups,  50  scientific  exhibits,  125  technical  exhibits,  11  films, 
27  related  organization  programs,  and  an  orientation  program. 
A host  of  Association  business  meetings  are  scheduled,  culmin- 
ating in  the  meetings  of  the  House  of  Delegates.  Among  the 
various  entertainment  functions  will  be  golf  and  tennis  tourna- 
ments, sheet  and  trap  shoot,  art  exhibit,  fraternity  and  alumni 
parties,  class  reunions,  and  open  house  at  The  University  of 
Texas  Medical  School  at  San  Antonio.  At  least  32  guest  speak- 
ers will  make  program  presentations. 

The  Woman’s  Auxiliary  to  the  Texas  Medical  Association  will 
also  meet  in  San  Antonio. 

Annual  Session  Headquarters  are  the  San  Antonio  Convention 
Center  and  the  Hilton  Palacio  del  Rio  Hotel,  TMA  scientific 
headquarters;  St.  Anthony  Hotel,  headquarters  of  TMA  House 
of  Delegates  and  business  meetings;  Monger  Hotel,  Auxiliary 
headquarters.  Housing  information  appears  beginning  on  page 
103,  and  further  program  information  is  on  page  101.  A com- 
plete advance  program  of  the  Annual  Session  was  published  in 
the  March  issue  of  Texas  Medicine,  beginning  on  page  P-1. 

C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  is  Association  exec- 
utive secretary. 

REUTED  SPECIALTY  SOCIETIES 

Various  organizations  will  hold  meetings  concurrently  with  the 
Texas  Medical  Association  Annual  Session  in  San  Antonio.  The 
programs  of  these  organizations  were  also  published  in  the 
March  issue  of  Texas  Medicine. 

Meeting  in  the  Hilton  Palacio  del  Rio  are  American  Psychiatric 
Association,  Texas  District  Branch,  May  2;  International  Col- 
lege of  Surgeons,  Texas  Division,  May  2;  Society  of  Life  In- 
surance Medical  Directors  of  Texas,  May  2;  Texas  Association 
of  Public  Health  Physicians,  May  1 ; Texas  Dermatological  So- 
ciety, May  3;  Texas  Pediatric  Society,  executive  board,  May  3; 
Texas  Society  for  the  Prevention  of  Blindness,  Inc.,  medical 
chairmen,  May  3;  Texas  Society  of  Anesthesiologists,  May  3; 
and  Texas  Society  of  Plastic  Surgeons,  May  3. 

Convention  Center  meetings  will  include  those  of  American 
Academy  of  Pediatrics,  Texas  Chapter,  May  2;  Texas  Ortho- 
paedic Association,  May  3;  Texas  Industrial  Medical  Associa- 
tion, Texas  Physical  Medicine  and  Rehabilitation  Society,  and 
Texas  Traumatic  Surgical  Society,  May  1 ; Texas  Proctologic 
Society,  May  1;  and  Texas  Society  of  Athletic  Team  Physicians, 
May  2. 

Three  organizations  will  meet  more  than  once  and  in  more  than 
one  place:  Texas  Air-Medics  Association  and  Flying  Physicians 
Association,  Texas  Chapter,  April  30-May  1,  Brooks  Air  Force 
Base  and  Hilton  Palacio  del  Rio;  Texas  Ophthalmological  Asso- 
ciation, May  2-3,  Convention  Center  and  Hilton  Palacio  del  Rio; 
and  Texas  Otolaryngological  Association,  May  2-3,  Convention 
Center  and  Hilton  Palacio  del  Rio. 

Other  organizations  meeting  are  American  College  of  Chest 
Physicians,  Texas  Chapter,  May  4,  St.  Anthony  Hotel;  and 
Texas  Society  of  Pathologists,  Inc.,  May  4,  Monger  Hotel. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS  IN  TEXAS 


AMERICAN  COLLEGE  OF  SURGEONS, 
NORTH  TEXAS  CHAPTER,  will  meet 
May  17  at  the  Chapari’aJ  Club  in  Dallas. 
In  addition  to  the  scientific  pro^am,  a 
buffet  luncheon  and  evening  reception  are 
also  planned.  Dr.  Ernest  Poulos,  6140  Sher- 
ry Lane,  Dallas  75225,  is  chapter  secretary- 
treasurer. 


AMERICAN  COLLEGE  OF  SURGEONS. 
SOUTH  TEXAS  CHAPTER,  will  convene 
May  16-17  at  the  Sheraton  Marina  Inn  in 
Corpus  Christi.  Papers  on  the  program  will 
include  lobular  carcinoma-in-situ  of  the 
breast,  carcinoid  tumor  and  carcinoid  syn- 
drome, and  experiences  with  the  intensive 
care  unit  in  Vietnam.  Social  events  ac- 
companying the  meeting  include  a lunch- 
eon, a cocktail  party,  and  golf  or  deep  sea 
fishing.  Dr.  Everett  P.  Bratcher,  Suite  206, 
Oak  Hills  Medical  Bldg.,  7711  Louis  Pas- 
teur Dr.,  San  Antonio  78229,  is  chapter 
secretary-treasurer. 


AMERICAN  INDUSTRIAL  HEALTH 
CONFERENCE  of  the  Industrial  Medical 
Association  and  the  American  Association 
of  Industrial  Nurses  will  be  held  April  21- 
24  at  the  Shamrock  Hilton  Hotel,  Houston. 
Texas  Industrial  Medical  Association  will 
also  meet.  Meeting  events  will  include  post- 
graduate seminars  ; medical  television  pro- 
grams : audiometric  intensive  course  for  in- 
dustrial technicians ; courses  on  updating 
records  and  effective  listening:  film  pro- 
gram: exhibits;  general  medical,  surgical- 
orthopedic,  psychiatry,  cardiology,  and  res- 
piratory disease  sessions ; American  Board 
of  Preventive  Medicine  examinations  ; field 
trips  to  Texas  Medical  Center,  Baytown 
refineries,  and  NASA  Manned  Spacecraft 
Center;  visit  to  the  Astrodome  for  a base- 
ball game ; a “night  in  Houston”  ; awards 
luncheoiT  ; and  barbecue.  Contact:  American 
Industrial  Health  Conference,  55  E.  Wash- 
ington St.,  Chicago  60602. 

STUDENT  AMERICAN  MEDICAL  ASSO- 
CIATION and  The  University  of  Texas 
Medical  Branch  at  Galveston  will  hold  a 
National  Student  Research  Forum  in  Gal- 
veston April  24-26  at  The  University  of 
Texas  Medical  Branch.  Papers  on  research 
in  the  basic  medical  sciences  or  clinical 
sciences  will  be  presented  by  medical  stu- 
dents, graduate  students  associated  with 
medical  schools,  interns,  and  residents.  The 
Mead  Johnson  Awards  for  Excellence  of 
Research  will  be  pre.sented  to  those  whose 
papers  are  judged  winners  in  various  par- 
ticipant categories.  Other  awards  will  also 
be  presented.  In  addition  to  the  presenta- 
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tion  of  student  research  the  following  phy- 
sicians will  speak : Dr.  Charles  A.  Berry, 
Seabrook,  director  of  medical  research  op- 
erations, National  Aeronautics  and  Space 
Administration,  Manned  Spacecraft  Cen- 
ter; Dr.  Thomas  J.  Kennedy,  director.  Of- 
fice of  Program  Planning,  National  Insti- 
tutes of  Health,  Bethesda,  Md. ; and  Dr. 
Ix>uis  J.  West,  chairman.  Department  of 
Psychiatry,  University  of  Oklahoma  School 
of  Medicine.  Information  contact:  1969 
SAMA  UTMB  National  Student  Research 
Forum,  SAMA  Office,  Room  122,  Keiller 
Bldg.,  The  University  of  Texas  Medical 
Branch,  Galveston  77550. 

SYMPOSIUM  ON  PROBLEMS  OF  CHILD- 
HOOD AND  ADOLESCENCE  will  be  co- 
sponsored by  the  Department  of  Psychiatry 
and  the  Division  of  Postgraduate  Educa- 
tion, The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  in  Weiss  Audi- 
torium, Methodist  Hospital,  April  25-26. 
Information  contact  is  The  Department  of 
Postgraduate  Education,  The  University  of 
Texas  Southwestern  Medical  School  at  Dal- 
las, 5323  Harry  Hines  Blvd.,  Dallas  75235. 

TEXAS  ACADEMY  OF  GENERAL  PRAC- 
TICE will  sponsor  a symposium  on  “Sur- 
gery— When  and  How  To  Do  It,*'  May  17- 
18,  at  La  Posada  Motor  Hotel  in  Laredo. 
Symposium  faculty  will  include  Drs.  Byron 
Baile,  John  Derrick,  and  Alvin  Bronwell 
from  The  University  of  Texas  Medical 
Branch  at  Galveston  ; and  Dr.  David  E. 
Anderson  (Ph.D.)  from  The  University  of 
Texas  M.  D.  Anderson  Hospital  and  Tumor 
Institute  at  Houston.  These  physicians  will 
speak  on  external  and  middle  ear  disease: 
chest  tubes  and  thoracentesis ; exploratory 
laparotomy;  the  hernias;  nose  bleed  and 
tonsillectomy  ; management  of  patient  with 
respiratory  difficulty ; cancer  genetics ; 
tracheostomy  and  complications  ; colostomy, 
gastrostomy,  and  enterostomy ; the  patient 
with  vertigo  and  dizziness  ; and  the  patient 
with  multiple  injuries.  Supported  by  a 
grant  from  the  Merck  Sharp  & Dohme 
Postgraduate  Program,  the  symposium 
offers  12  prescribed  hours  of  credit  by  the 
American  and  Texas  Academies  of  General 
Practice,  Registration  is  $25  if  paid  in 
advance,  $30  if  paid  on  arrival  at  the  sym- 
posium. Donald  C.  Jackson,  1905  N.  Lamar 
Blvd.,  Austin  78705,  is  academy  executive 
secretary. 

TEXAS  DENTAL  ASSOCIATION’S  1969 
annual  session  will  take  place  April  27-30 
at  the  Sheraton-Dallas  Hotel,  Dallas.  Meet- 
ing highlights  will  include  scientific  lec- 
tures, table  clinics,  exhibits,  president’s 
banquet  and  reception,  and  business  meet- 
ings culminating  in  the  meeting  of  the  as- 
sociation’s house  of  delegates.  Other  or- 


ganizations meeting  in  conjunction  with 
the  dental  association  are  Academy  of 
Psychosomatic  Medicine,  Texas  Academy 
of  General  Dentistry,  Texas  Society  of  Den- 
tistry for  Children,  Southwestern  Society 
of  Dental  Medicine,  and  Texas  Academy  of 
Public  Health  and  Institutional  Dentists. 

TEXAS  HOSPITAL  ASSOCIATION’S 
40th  annual  convention  theme  will  be 
“Four  Decades  of  Dedication,”  May  17-21 
in  Dallas.  Headquarters  hotel  will  be  the 
Statler  Hilton  Hotel ; meetings  and  exhib- 
its will  be  held  in  Dallas  Memorial  Audi- 
torium. Meeting  features  will  include  Amer- 
ican College  of  Hospital  Administrators 
examinations ; 300  technical  exhibits ; gen- 
eral and  sectional  meetings  ; business  meet- 
ings, including  sessions  of  the  association’s 
house  of  delegates ; annual  banquet  and 
dance;  past  presidents’  luncheon,  and 
president’s  “south  of  the  border”  party. 
Some  of  the  topics  to  be  discussed  are 
shared  management  systems,  shared  com- 
puter program,  shared  insurance  pro- 
grams, new  standards  for  the  Joint  Com- 
mission on  Accreditation  of  Hospitals,  and 
legislation.  Featured  speakers  will  include 
the  Hon.  Ralph  Yarborough,  United  States 
Senator  from  Texas,  giving  the  keynote 
address ; Dr.  Craig  Fischer,  Houston, 
NASA  Manned  Spacecraft  Center,  speak- 
ing on  “Space,  Hospitals,  and  You” ; and 
Dr.  John  Knowles,  Boston,  director  gen- 
eral, Massachusetts  General  Hospital, 
speaking  on  “What’s  Ahead  for  Hospi- 
tals?” Other  organizations  meeting  in  con- 
junction with  the  THA  convention  are 
Association  of  Catholic  Chaplains  in  Texas 
Hospitals  ; Hospital  Purchasing  Agents  As- 
sociation of  Texas ; Texas  Association  of 
Homes  for  the  Aging ; Texas  Association 
of  Hospital  Auxiliaries  ; Texas  Association 
of  Hospital  Chaplains ; Texas  Association 
of  Hospital  Governing  Boards ; Texas  As- 
sociation of  Medical  Record  Librarians ; 
Texas  Association  of  Nurse  Anesthetists ; 
Texas  Association  of  Operating  Room 
Nurses  ; Texas  Association,  Staff  Directors 
of  Hospital  Volunteer  Services ; Texas 
Conference  of  Catholic  Hospitals ; Texas 
Society  of  Central  Service  Personnel ; Tex- 
as Society  for  Hospital  Nursing  Service 
Administrators  ; and  Texas  Society  of  Hos- 
pital Pharmacists.  O.  Ray  Hurst,  6225  US 
Highway  290  E.,  P.O.  Box  4553,  Austin 
78751,  is  association  executive  vice  presi- 
dent and  secretary. 

TEXAS  NURSING  HOME  ASSOCIATION 
will  present  an  institute  for  directors  of 
nursing  service  May  4-7  at  the  Hilton  Pa- 
lacio  del  Rio  in  San  Antonio.  Topics  to  be 
explored  will  include  understanding  geron- 
tology ; in-service  training,  tools  and  tech- 
niques ; organization  of  staff,  chain  of 


command ; admission  procedures ; treating 
decubitus ; public  relations ; medication, 
handling  of  drugs  ; the  director  of  nursing 
and  Medicare ; the  director  of  nursing  and 
multiple  levels  of  care ; medical  records ; 
communication  ; and  director  of  nursing, 
your  relationship  to  patient,  family,  and 
physician.  Drs.  Edward  J.  Lefeber  of 
Galveston  and  Robbie  C.  Jordan  of  Austin 
will  be  among  featured  speakers.  Sid  Rich, 
6225  US  Highway  290  E.,  Austin  78723,  is 
association  executive  director. 

WACO  HEART  ASSOCIATION  and  MC- 
LENNAN COUNTY  MEDICAL  SOCIETY 
spring  clinic  May  17-18  at  Ridgewood 
Country  Club  in  Waco  will  feature  six 
speakers.  Out-of-state  speakers  are  Dr. 
Jerome  W.  Conn,  Ann  Arbor,  Mich.,  pro- 
fessor of  medicine.  University  of  Michigan 
Medical  School ; Dr.  William  Dameshek, 
New  York  City,  professor  of  medicine,  Mt. 
Sinai  School  of  Medicine  of  the  City  of 
New  York  ; and  Dr.  Paul  M.  Zoll,  Boston. 
Texas  speakers  are  Drs.  Denton  A.  Cooley, 
and  James  J.  Nora,  both  of  Baylor  College 
of  Medicine,  Houston  ; and  Dr.  Arthur 
Grollman,  Dallas,  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas.  Dr. 
William  N.  Roddy,  105  S.  18th  St.,  Waco 
76701,  is  clinic  information  officer. 


CURRENT  NATIONAL  MEETINGS 

AEROSPACE  MEDICAL  ASSOCIATION 
will  hold  its  40th  annual  scientific  meeting 
at  the  San  Francisco  Hilton  Hotel,  San 
Francisco,  May  5-8.  Papers  will  be  pre- 
sented on  the  following  topics:  microbiol- 
ogy, accident  causation,  acceleration,  toxi- 
cology, exobiology,  seat  ejection,  hyper- 
capnia, exercise  and  fitness,  egress  and 
impact,  noise  and  communication,  sealed 
cabin  testing,  physiology,  acute  hypoxia, 
biochemistry,  casualty  evacuation,  cardio- 
respiratory physiology,  thennal  stress,  ves- 
tibular physiology,  biodynamics,  space  food 
technology,  biotechnology,  pilot  perform- 
ance, work  load  and  fatigue,  life  support 
equipment,  personnel  selection  and  evalua- 
tion. subatmospheric  decompression  sick- 
ness, altitude  acclimatization,  vision,  per- 
formance and  stress,  hyperbaric  physiol- 
ogy, aviation  psychiatry,  clinical  assess- 
ment of  aircrew,  biomonitoring,  human 
factors,  and  biophysics.  Some  75  Texas 
speakers,  most  of  them  from  the  USAF 
School  of  Aerospace  Medicine,  San  An- 
tonio, and  NASA  Manned  Spacecraft  Cen- 
ter, Houston,  will  participate  on  the  asso- 
ciation program.  Dr.  Charles  A.  Berry  of 
Seabrook,  Tex.,  president-elect  of  the  as- 
sociation, will  be  installed  as  president  dur- 
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ing  the  meeting.  Dr.  Merrill  H.  Goodwin. 
Washingrton  National  Airport,  Washington, 
D.C.  20001,  is  executive  vice  president  of 
the  association. 


AMERICAN  ACADEMY  OF  NEUROLOGY 
21st  annual  meeting  will  take  place  at  the 
Washington  Hilton  Hotel  in  Washington. 
D.  C.,  April  21-26.  Meeting  features  are 
scientific  sessions,  special  courses,  scien- 
tific and  technical  exhibits,  three  parties 
and  dances.  Two  Texans  scheduled  for  pro- 
gram participation  are  Dr.  David  Daly  of 
Dallas  and  Dr.  Carlos  Vallbona  of  Houston. 
Special  course  subjects  are  advanced  elec- 
troencephalography, neuropathology,  neuro- 
chemistry, neurophysiology,  correlative  neu- 
roanatomy, neuropharmacology,  virus  in- 
fections of  the  central  nervous  system, 
newer  concepts  in  neurology,  cerebrospinal 
fluid,  useful  techniques  for  neurologic  diag- 
nosis, scientific  basis  of  neurology,  practi- 
cal clinical  neurology,  computer  techniques 
and  neurology,  neuroepidemiology,  and  neu- 
roendocrinology. Stanley  A.  Nelson,  4006 
W.  65th  St.,  Minneapolis,  Minn.  55435.  is 
academy  executive  secretary. 


AMERICAN  ACADEMY  OF  PHYSICAL 
MEDICINE  AND  REHABILITATION  31st 
annual  assembly  will  be  held  April  24-26  at 
the  Sheraton-Chicago  Hotel,  Chicago.  Pro- 
gram participants  will  discuss  such  subjects 
as  chronic  obstructive  lung  disease  (cold), 
management  of  hip  disorders,  cardiac  re- 
habilitation, edema  of  the  extremities, 
histopathology  of  peripheral  nerve  disord- 
ers, management  of  knee  disorders,  newer 
concepts  in  management  of  bedsores,  rheu- 
matoid hand  and  surgery,  psychologic  as- 
pects of  normal  aging  in  American  society, 
myoelectric  control  systems,  gait  analysis, 
immediate  postoperative  prosthesis,  and 
management  of  patients  with  aphasia.  Dr. 
James  R.  Oates  of  Houston  will  speak  on 
management  of  shoulder  disorders.  The 
program  is  designed  to  enhance  the  train- 
ing of  residents  who  are  training  for  ex- 
aminations to  qualify  as  specialists  and 
to  update  the  knowledge  of  those  already 
practicing  this  specialty.  Dr.  Keith  Still- 
well, 30  N.  Michigan  Ave.,  Chicago  60602, 
is  academy  president. 


AMERICAN  ACADEMY  OF  PEDIATRICS 
will  discuss  such  subjects  as  youth  in  re- 
volt, critical  congenital  heart  disease  in 
newborn  infants,  the  short  child,  changing 
patterns  of  pediatric  care,  and  pediatric 
emergencies  at  its  annual  spring  session, 


April  21-23,  at  Boston’s  Sheraton-Boston 
Hotel.  The  meeting  will  feature  closed- 
circuit  color  television  clinical  presenta- 
tions, scientific  program,  more  than  90 
scientific  and  technical  exhibits,  and  panel 
discussions  on  pediatric  pot-pourri  and 
problems  of  a Head  Start  consultant.  Dr. 
Robert  G.  Frazier,  1801  Hinman  Ave.. 
Evanston,  HI.  60604,  is  academy  executive 
director. 


AMERICAN  CANCER  SOCIETY,  INC., 
will  hold  a National  Conference  on  Breast 
Cancer  May  8-10  at  the  Shoreham  Hotel  in 
Washington,  D.C.  Purpose  of  the  Confer- 
ence is  to  present  a multidisciplinary  re- 
view of  the  breast  cancer  problem  in  the 
US  including  epidemiology,  etiology,  detec- 
tion, diagnosis,  management,  and  control 
measures.  Texas  physician  speakers  on  the 
program  will  include  Drs.  R.  Lee  Clark, 
H.  Stephen  Gallager,  Gerald  D.  Dodd,  and 
Clifton  D.  Howe,  all  of  Houston.  Sessions 
are  open  to  all  members  of  the  medical  and 
related  professions,  research  investigators, 
and  medical  students.  The  Cancer  Control 
Program.  US  Public  Health  Service,  is 
cosponsor  of  the  conference.  Dr.  Roald  N. 
Grant,  219  E.  42nd  St.,  New  York  10017, 
is  society  vice  president  for  i)rofessional 
education. 

AMERICAN  COLLEGE  OF  OBSTETRI- 
CIANS AND  GYNECOLOGISTS  will  hold 
its  17th  annual  clinical  meeting  at  the 
Americana  Hotel  in  Bal  Harbour,  Fla., 
April  28-May  1.  Twelve  postgraduate  cours- 
es will  be  conducted  immediately  prior  to 
the  meeting  April  26  and  27.  Almost  ever>’ 
major  obstetric-gynecologic  topic  will  re- 
ceive attention  via  formal  papers,  colloquia, 
panel  discussions,  correlated  seminars, 
luncheon  and  breakfast  conferences,  and 
reports  on  current  investigations.  In  addi- 
tion, there  will  be  a showing  of  new  mo- 
tion pictures  pertaining  to  the  specialty 
and  250  scientific  and  industrial  exhibits. 
Three  debates  will  be  highlights  of  this 
year’s  program.  These  debates  will  explore 
the  following  subjects  : “An  oral  contracep- 
tive may  be  safely  given  upon  re<iuest  to  a 
normal  19-year-old  patient  who  has  been 
recently  married,”  “Repeat  cesarean  sec- 
tion is  the  preferable  method  of  delivery  of 
a 20-year-old  patient  whose  previous  ce- 
sarean section  was  placenta  previa  but 
presently  has  no  medical  or  obstetric  com- 
plications,” and  “Estrogen  replacement  is 
indicated  in  the  medical  management  of 
the  majority  of  post  menopausal  women.” 
Texans  on  the  program  include  Drs.  War- 
ren M.  Jacobs.  Stanley  F.  Rogers,  Robert 
R,  Franklin.  Paige  K.  Besch  (Ph.D.),  Wil- 
liam T.  Creasman,  Steven  M.  Piver,  Ray- 


mond H.  Kaufman,  Alan  L.  Kaplan,  and 
Joseph  A.  Lucci,  all  of  Houston ; Drs. 
Reuben  H.  Adams,  Peggy  J.  Whalley,  Dan- 
iel E.  Scott,  Stuart  R.  Stone,  Herman  I. 
Kantor,  and  William  F.  Guerriero,  all  of 
Dallas  : Drs.  Joseph  W.  Goldzieher,  Carl  J. 
Pauerstein,  S.  Foster  Moore,  and  David  F. 
Wolter,  all  of  San  Antonio  : Drs.  Alvan  L. 
Le  Blanc,  William  J.  McGanity,  and 
Charles  L.  Powell,  all  of  Galveston  ; Dr. 
Wayne  F.  Baden,  Temple;  Dr.  Charles  W. 
Braselton,  Jr.,  Fort  Worth;  Dr.  Garland 
H.  Land,  Midland;  Dr.  Joe  L.  Comelison, 
San  Angelo;  and  Dr.  Jack  W.  Pearson, 
M.C.,  El  Paso.  Contact:  American  College 
of  Obstetricians  and  Gynecologists,  79  W. 
Monroe  St.,  Chicago  60603. 


AMERICAN  MEDICAL  ASSOCIATION 
Council  on  Environmental  and  Public 
Health  will  sponsor  a Sixth  Congress  on 
Environmental  Health,  April  28-29.  at  the 
Drake  Hotel  in  Chicago.  Unwanted  sound 
and  its  threat  to  health  will  be  examined 
in  detail  with  particular  attention  to  noise- 
induced  hearing  loss,  effects  of  noise  on 
sleep,  noise  sources,  psychophysical  and 
sociometric  aspects  of  noise,  role  of  the 
physician  in  workmen’s  compensation  cases 
involving  noise,  control  and  prevention  of 
noise,  and  facts  and  myths  about  effects  of 
noise  on  human  physiological  systems  other 
than  the  auditory  system.  Inquiries  about 
the  congress  may  be  directed  to  AMA’s 
Department  of  Environmental  Health,  535 
N.  Dearborn  St.,  Chicago  60610. 


INTERNATIONAL  COLLEGE  OF  SUR- 
GEONS, in  cooperation  with  five  Chicago 
medical  schools  and  hospitals,  is  sponsor- 
ing the  first  International  Symposium  on 
Obstetrics  and  Gynecologj"  April  20-26  in 
Chicago.  The  seminar  is  open  to  persons 
in  the  medical  profession  at  no  registration 
fee.  The  hosts  for  the  meeting,  each  pro- 
viding their  facilities  for  one  day  include: 
University  of  Illinois  Research  and  Edu- 
cational Hospitals,  Stritch  School  of  Medi- 
cine, Loyola  University,  University  of  Chi- 
cago Lying-In  Hospital,  Mt.  Sinai  Hospi- 
tal Medical  Center  of  Chicago,  and  Cook 
County  Postgraduate  School  of  Medicine. 
The  program  will  include  clinic,  cinema, 
and  panel  presentations  and  operative  clin- 
ics. Program  subjects  include  radical  pelvic 
surgery — abdominal  and  vaginal  approach  ; 
pelvic  surgery  for  non-malignant  condi- 
tions, including  stress  incontinence,  uro- 
logic  fistulae  in  gynecological  patients  and 
pelvic  hernias  ; and  endometriosis — medi- 
cal, surgical,  and  hormonal  treatment.  Con- 
tact: International  College  of  Surgeons, 
1516  N.  Lake  Shore  Dr.,  Chicago  60610. 
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NATIONAL  BUREAU  OF  STANDARDS 
(NBS),  Technical  Analysis  Division  (US 
Department  of  Commerce),  is  joining  with 
the  health  applications  section  of  the  OP- 
ERATIONS RESEARCH  SOCIETY  OF 
AMERICA  (ORSA)  in  sponsoring  a Sym- 
posium on  Health  Problems.  It  will  be  held 
at  the  Bureau’s  Gaithersburg,  Md..  facili- 
ties May  14-16.  This  symposium  is  designed 
to  bring  about  more  effective  approaches 
to  evaluating  ways  of  improving  health 
services  through  the  application  of  opera- 
tions research.  The  symposium  will  be  a 
forum  for  operations  researchers  to  con- 
sider what  professional  role  they  can  play 
in  meeting  the  pressing  health  demands. 
It  will  include  five  half-day  sessions  de- 
voted to  specific  health  service  problems : 
specifically,  the  problems  of  the  consumer, 
or  user  of  health  services : getting  man- 
power to  supply  health  services,  hospital 
care : new  technologies  for  treatment ; and 
operations  research  approach  to  the  organi- 
zation of  the  entire  spectrum  of  health  ser- 
vices. Those  desiring  to  attend  the  sym- 
posium may  register  in  advance  with  John 
R.  Hall,  Secretary,  ORSA  Health  Applica- 
tions Section,  Bureau  of  Health  Manpower, 
800  N.  Quincy  St.,  Room  208,  Arlington, 
Va.  20003.  Cost  of  registration  in  advance 
is  $47,  at  the  door,  $52. 

NATIONAL  LEAGUE  FOR  NURSING 
will  consider  “Partners  for  Health : Nurs- 
ing and  the  Community”  at  the  organiza- 
tion’s ninth  biennial  convention.  May  19- 
23  at  Cobo  Hall  in  Detroit.  The  convention 
will  feature  "think-ins  and  talk-backs,” 
general  sessions,  honors  banquet,  luncheons, 
films,  exhibits,  and  social  activities.  The 
council  on  community  planning  for  nursing 
will  sponsor  three  morning  panels  on  mo- 
bilizing for  community  health.  Agency 
member  councils  will  consider  head  start 
in  nursing,  pressures  on  practical  nurs- 
ing, changing  patterns  in  education,  the 
community  college  as  change  agent,  roles 
in  today’s  health  team,  what’s  new  and 
developing  in  public  health  nursing.  Semi- 
nars will  take  place  on  a variety  of  sub- 
jects : the  community  planning  process, 
nursing’s  role  in  comprehensive  health 
planning,  nursing  and  regional  medical 
programs,  research  in  nursing,  and  work- 
ing with  indigenous  personnel.  Miss  Inez 
Haynes,  10  Columbus  Circle,  New  York 
10019,  is  league  executive  director-general. 

NATIONAL  SOCIETY  FOR  THE  PRE- 
VENTION OF  BLINDNESS.  INC.,  will 
conduct  its  annual  conference.  May  14-16 
at  the  Pfister  Hotel,  Milwaukee,  Wis.  The 
program  will  feature  papers,  panel  dis- 
cussions, and  seminars  on  the  latest  de- 
velopments in  detecting  and  combating  po- 
tentially-blinding eye  disease,  community- 
action  eye  health  programs,  and  programs 
for  industrial  and  school  eye  safety.  Dr. 
John  W.  Ferree,  79  Madison  Ave.,  New 
York  10016,  Exec.  Dir. 


ALSO  IN  APRIL 

AMERICAN  PEDIATRIC  SOCIETY,  Atlantic  City,  N.J., 
April  30-May  1,  1969.  Dr.  Charles  D.  Cook,  333  Cedar  St.. 
New  Haven,  Conn.  06510,  Sec.-Treas. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION, 
Houston,  April  21-24,  1969.  Dr.  G.  E.  McGIothlen,  P.O. 
Box  336,  Bridge  City,  Tex.  77611,  Sec.-Treas. 


ALSO  IN  MAY 

■ AMERICAN  ACADEMY  OF  PEDIATRICS,  TEXAS 
CHAPTER,  San  Antonio,  May  2,  1969.  Dr.  Robert  L. 
Mathis,  4119  Montrose  Blvd.,  Houston  77006,  Sec.-Treas. 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
TEXAS  CHAPTER,  San  Antonio,  May  4,  1969.  Dr. 
Daniel  E.  Jenkins,  1200  Moursund  Ave.,  Houston  77025, 
Sec.-Treas. 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION, Washington,  D.C.,  May  14-17,  1969.  Dr.  H.  D. 
Janowitz,  11  E.  100th  St.,  New  York  City  10029,  Sec. 

AMERICAN  MEDICAL  ASSOCIATION,  Fourth  Confer- 
ence on  International  Health,  Chicago.  May  22-23,  1969. 
Dr.  Virgil  T.  DeVault,  Department  of  International 
Health,  AMA,  535  N.  Dearborn  St.,  Chicago  60610,  Dir. 

AMERICAN  OPHTHALMOLOGICAL  SOCIETY,  Hot 
Springs,  Va.,  May  26-28,  1969.  Dr.  Samuel  D.  McPherson, 
Jr.,  1110  W.  Main  St.,  Durham,  N.C.  27701,  Sec.-Treas. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  Miami 
Beach,  Fla.,  May  6-9,  1969.  Dr.  Robert  S.  Garber,  Car- 
rier Clinic,  Belle  Mead,  N.J.  08502,  Exec.  Sec. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION,  TEXAS 
DISTRICT  BRANCH,  San  Antonio,  May  1-4,  1969.  Dr. 
Irvin  M.  Cohen,  641  Hermann  Professional  Bldg.,  Hous- 
ton 77025,  Sec. 

AMERICAN  THORACIC  SOCIETY,  Miami  Beach,  Fla., 
May  24-26,  1969.  Robert  G.  Weymueller,  1780  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION,  San  Fran- 
cisco, May  12-15,  1969.  William  P.  Didusch,  1120  N. 
Charles  St.,  Baltimore  21201,  Exec.  Sec. 

■ FLYING  PHYSICIANS  ASSOCIA-nON,  TEXAS 
CHAPTER,  San  Antonio,  May  1,  1969.  Dr.  Robert  L. 
Schoenvogel,  401  Sycamore,  Brenham  77833,  Sec.-Treas. 

INTERNATIONAL  ASSOCIATION  FOR  ACCIDENT 
AND  TRAFFIC  MEDICINE,  Third  Triennial  Congress 
on  Medical  and  Related  Aspects  of  Motor  Vehicle  Acci- 
dents, New  York  City.  May  29-June  1,  1969.  Dr.  Cyril 
H.  Wecht,  520  First  Ave.,  New  York  10016,  Sec. -Gen. 

■ INTERNATIONAL  CANCER  CONGRESS,  Houston, 
May  22-29,  1970.  Dr.  Murray  M.  Copeland,  Office  of  the 
Secretariat.  Tenth  International  Cancer  Congress,  P.O. 
Box  20465  Astrodome  Station,  Houston  77025,  Secretary- 
General. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEX- 
AS DIVISION,  San  Antonio,  May,  1969.  Dr.  Thomas  L. 
Hill,  Kings  Daughters  Clinic,  Temple  76501,  Sec. 
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vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


^Tkmnatal  ^Tlffect 


each  tablet,  capsule  or  each  Don  natal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


hyoscyamine  sulfate 

0.1037  mg. 

0.1037 

mg. 

0.3111 

mg. 

atropine  sulfate 

0.0194  mg. 

0.0194 

mg. 

0.0582 

mg. 

hyoscine  hydrobromide 

0.00(5.5  mg. 

0.0065 

mg. 

0.0195 

mg. 

phenobarbital  (U  gr.)  16.2  mg. 

(y-i  gr.)  32.4 

mg. 

(%  gr.)  48.6 

mg. 

(Warning;  may  be  habit 

forming) 

Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


A,  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


290  tangerines 
or  30  Allbee’ with  6. 

Your  patient  would  have  to  peel  and  eat  290  tangerines  a month, 
almost  10  every  day,  to  get  as  much  Vitamin  C as  is  contained  in  just 
one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily) . 

In  addition,  each  capsule  provides  full  therapeutic  amounts  of  the 
B-complex  vitamins.  For  example,  as  much  niacin  as  2 pounds  of  sirloin 
steak.  This  handy  bottle  of  30  Allbee  with  C capsules  gives  your  patient 
a month’s  supply  at  a very  reasonable  cost.  Also  the  economy  size  of 
1 00.  Available  at  pharmacies  on  your  prescription  or  recommendation. 


A.H.  Robins  Company,  Richmond, Va.  23220 


30  Capsules 


Allbee’withC 


Each  capsule  Contains:  ■ 

Thiamine  mono-  : 

: nitrate  (Vit.  B.)  15  mg  : 

; Riboflavin  (Vit.  Bj)  10  mg  | 
Pyndoxine  hydro-  I 

: chloride  (Vit  B,)  5 mg  j 

; Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
I Ascorbic  acid  (Vit  C)  300  mg 


NATIONAL  CONFERENCE  ON  BREAST  CANCER, 
Washington,  D.C.,  May  8-10,  1969.  Dr.  Roald  N.  Grant, 
219  E.  42nd  St.,  New  York  10017,  Coordinator. 

■ SEVENTH  ANNUAL  BAYLOR  ALUMNI  DAY,  Bay- 
lor University  College  of  Medicine,  Houston,  May  22-23, 
1969.  Mr.  Russell  Clem  and  Dr.  Herbert  Fred,  Baylor, 
Houston  77025,  Coordinators. 

■ SOUTHWEST  FOUNDATION  FOR  RESEARCH  AND 
EDUCATION,  19th  Annual  Southwestern  Conference  on 
Diseases  in  Nature  Transmissible  To  Man,  San  Antonio, 
May  22-23,  1969.  Dr.  S.  S.  Kalter  (Ph.D.),  P.O.  Box 
2296,  San  Antonio  78206,  Conference  Chairman. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  San  Antonio, 
May  1,  1969.  Dr.  C.  F.  Miller,  Box  1338,  Waco  76703, 
Sec.-Treas. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, San  Antonio,  May  1,  1969.  Dr.  Reinhold  E. 
Johnson,  Box  4905,  Midland  79701,  Sec.-Treas. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  San  Antonio, 
May  3,  1969.  Dr.  Coleman  Jacobson,  3707  Gaston  Ave., 
Dallas  75246,  Sec.-Treas. 

■ TEXAS  DIABETES  ASSOCIATION,  San  Antonio,  May 
4,  1969.  Dr.  Holbrooke  S.  Seltzer,  4600  S.  Lancaster, 
Dallas  75216,  Sec.-Treas.  and  Prog.  Chm. 

■ TEXAS  HOSPITAL  ASSOCIATION,  DaUas,  May  17- 
21,  1969.  O.  Ray  Hurst,  P.O.  Box  4553,  Austin  78751, 
Exec.  Dir. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION,  San 
Antonio,  May  1,  1969.  Dr.  George  E.  McGIothlen,  P.O. 
Box  336,  Bridge  City,  Tex.,  Sec.-Treas. 

■ TEXAS  MEDICAL  ASSISTANTS  ASSOCIATION,  San 
Antonio,  May  22-25,  1969.  Mrs.  Faye  Gibson,  5401  41st, 
Lubbock  79414,  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  San  Antonio,  May 
1-4,  1969.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  San 
Antonio,  May  2-3,  1969.  Dr.  John  Kuppinger,  613  W. 
Fillmore,  Harlingen  78550,  Sec. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION,  San  An- 
tonio, May  3,  1969.  Dr.  Ray  Lawson,  2828  Lemmon  Ave., 
Dallas  75204,  Sec.-Treas. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION,  San 
Antonio,  May  2-3,  1969.  Dr.  Charles  Engelking,  224-34  W. 
Beauregard,  San  Angelo  76902,  Sec. 

■ TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  San  Antonio,  May  1,  1969.  Dr.  Robert 
M.  Izard,  Jr.,  P.O.  Box  58,  Gonzales,  Tex.  78629,  Sec.- 
Treas. 

■ TEXAS  PROCTOLOGIC  SOCIETY,  San  Antonio,  May 
1,  1969.  Dr.  James  M.  Hampton,  448  Hermann  Profes- 
sional Bldg.,  Houston  77025,  Sec.-Treas. 


■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  San 
Antonio,  May  3-4,  1969.  Dr.  Presley  Chalmers,  2310 
Gramercy,  Houston  77025,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  ATHLETIC  TEAM  PHYSI- 
CIANS, San  Antonio,  May  2,  1969.  Dr.  Stonie  R.  Cotten, 
2601  Welborn,  Dallas  75219,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC.,  San 
Antonio,  May  4,  1969.  Dr.  Jack  L.  Smith,  3155  Stagg  Dr., 
Beaumont  77701,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  San 
Antonio,  May  3,  1969.  Dr.  Frank  Dunton,  3601  Swiss 
Ave.,  Dallas  76204,  Sec.-Treas. 

■ TEXAS  TRAUMATIC  SURGICAL  SOCIETY.  San  An- 
tonio, May  1.  1969.  Dr.  C.  M.  Ashmore.  6124  Richmond 
Rd.,  Bellaire  77401,  Sec.-Treas. 

■ THE  UNIVERSITY  OF  TEXAS  MEDICAL  BRANCH 
AT  GALVESTON  and  TEXAS  HEART  ASSOCIATION, 
Galveston,  May  18,  1969.  Dr.  Leonard  C.  Harris,  2607 
Meadow  Lane,  La  Marque  77568,  Information  Officer. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  INC.,  San  Antonio,  May  3,  1969.  Mr.  Wally 
Christensen,  1919  Lavaca,  Austin  78701,  Exec.  Dir. 


JUNE 

AMERICAN  ASSOCIATION  OF  POISON  CONTROL 
CENTERS,  International  Conference  on  Poison  Control. 
New  York  City,  June  3-4,  1969.  Dr.  Irving  Sunshine,  520 
First  Ave.,  New  York  10016,  Conference  Chm. 

AMERICAN  MEDICAL  WOMEN'S  ASSOCIATION  (In- 
terim) Sausalito,  Calif.,  June  19-21,  1969.  Miss  Gertrude 
F.  Conroy,  1740  Broadway,  New  York  10019,  Exec. 
Officer. 

AMERICAN  ORTHOPAEDIC  ASSOCIATION,  Hot 
Springs,  Va.,  June  23-26,  1969.  Dr.  Sam  W.  Banks,  29 
E.  Madison  St.,  Chicago  60602,  Sec. 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
INC.,  TEXAS  CHAPTER,  Lubbock,  June  6-8,  1969.  Miss 
Ruth  Wood,  1945  Kensington  Dr.,  Fort  Worth  76110, 
Pres. 

AMERICAN  PROCTOLOGIC  SOCIETY,  Boston,  June 
16-19,  1969.  Dr.  John  E.  Ray,  320  W.  Lafayette,  Detroit 
48226,  Sec. 

AMERICAN  RHEUMATISM  ASSOCIATION,  Boston, 
June  19-20,  1969.  Margaret  M.  Walsh,  1212  Avenue  of  the 
Americas,  New  York  10036,  Exec.  Sec. 

FLYING  PHYSICIANS  ASSOCIATION.  INC.,  Essex 
County,  N.Y.,  June  15-20,  1969.  Albert  Carriere,  801 
Green  Bay  Rd.,  Lake  Bluff,  III.  60044.  Business  Counsel. 

INTERNATIONAL  CONFERENCE  ON  DRUG  ABUSE, 
New  York  City,  June  2,  1969.  Larry  Alan  Bear,  620 
First  Ave.,  New  York  10016,  Conference  Chm. 
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■ NATIONAL  ASSOCIATION  OF  SANITARIANS, 
Houston,  June  22-27,  1969.  Deral  G.  Castle,  P.O.  Box 
4116,  Houston  77002,  Director,  Health  Education,  Harris 
County  Health  Dept. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Lake  Ta- 
hoe, June  2-6,  1969.  Dr.  Jack  A.  Barney,  301  Pasteur 
Bldg.,  Oklahoma  City  73103,  Sec.-Treas. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Fort  Worth,  June  23-25,  1969.  Dr.  M.  H.  Crabb,  1612 
Summit  Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 

UNITED  STATES  - MEXICO  BORDER  PUBLIC 
HEIALTH  ASSOCIATION,  Santa  Fe,  N.M.,  June,  1969. 
Dr.  Jorge  Jimenez  Gandica,  601  US  Court  House,  El 
Paso  79901,  Sec. 


JULY 

AMERICAN  MEDICAL  ASSOCIATION,  New  York,  July 
13-17,  1969.  Dr.  Ehmest  B.  Howard,  535  N.  Dearborn  St., 
Chicago  60610,  Exec.  Vice  Pres. 

16TH  ANNUAL  SOUTHERN  OBSTETRICAL  AND 
GYNECOLOGICAL  SEMINAR,  Asheville,  N.C.,  July  28- 
Aug.  1,  1969.  Dr.  George  T.  Schneider,  1514  Jefferson 
Hwy.,  New  Orleans  70121,  Chm. 

■ PHYSICIANS’  SEMINAR  ON  ALCOHOLISM.  Austin, 
July  13-15,  1969.  C.  W.  Coffey,  809  Sam  Houston  State 
Office  Bldg.,  Austin  78701,  Assistant  Exec.  Dir.,  Texas 
Commission  on  Alcoholism. 

■ POSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH 
TEXAS,  Houston,  July  21-23,  1969.  Mrs.  W.  H.  Dahme, 
209  Jesse  H.  Jones  Library  Bldg.,  Houston  77026,  Exec. 
Sec. 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver, 
July  17-19,  1969.  Kenneth  L.  Smith,  American  National 
Bank  Bldg.,  818  17th  St.,  Denver  80202,  Sec. 

■ TEXAS  PHARMACEUTICAL  ASSOCIATION,  Austin, 
July  20-23,  1969.  Luther  Parker,  Austin  Savings  Bldg., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  REHABILITATION  ASSOCIATION,  El  Paso, 
July,  1969.  Mrs.  Sharon  Estep,  P.O.  Box  20194,  Austin 
78767,  Sec.-Treas. 


AUGUST 

AMERICAN  CONGRESS  OF  REHABILITATION  MED- 
ICINE, Chicago,  Aug.  17-22,  1969.  Creston  C.  Herold,  30 
N.  Michigan  Ave.,  Chicago  60602,  Exec.  Dir. 

AMERICAN  HOSPITAL  ASSOCIATION,  Chicago,  Aug. 
18-21,  1969.  Dr.  Edwin  L.  Crosby,  840  N.  Lake  Shore  Dr., 
Chicago  60611,  Exec.  Officer. 


SEPTEMBER 

AMERICAN  ACADEMY  OF  GENERAL  PRACTICE, 
Philadelphia,  Sept.  26-Oct.  3,  1969.  Dr.  Mac  F.  Cahal 
(J.D.),  Volker  Blvd.  at  Brookside,  Kansas  City,  Mo., 
Exec.  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  Washington, 
D.C.,  Sept.  8-12,  1969.  Demi  Costas,  620  Michigan  Ave,, 
Chicago  60611,  Public  Relations  Director. 


AMERICAN  MEDICAL  WRITERS  ASSOCIATION,  PhU- 
adelphia.  Sept.  18-22,  1969.  David  LitUer,  420  Lexington 
Ave.,  Suite  417,  New  York  10017,  Exec.  Sec. 

MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO,  Albu- 
querque, Sept.  24-27,  1969.  Mrs.  Virginia  E.  Bryant,  333 
W.  Thomas  Rd.  #207,  Phoenix  85013. 

■ METHODIST  HOSPITAL  OF  DALLAS,  CARDIOPUL- 
MONARY INSTITUTE,  Myocardial  Infarction  Sympos- 
ium, Dallas,  Sept.  11-13,  1969.  Miss  Alice  Dykeman,  P.O. 
Box  5999,  Dallas  76222,  Public  Information  Officer. 

■ TEXAS  HEART  ASSOCIATION,  Houston.  Sept.  23-28, 
1969.  Jim  R.  Rose,  P.O.  Box  25041,  Houston  77006,  Act- 
ing Executive  Director. 

■ TEXAS  PEDIATRIC  SOCIETY,  Corpus  Christi,  Sept. 
26-27,  1969.  Dr.  P.  A.  Cato,  1016  E.  32nd  St.,  Austin 
78705,  Sec. 

■ THE  UNIVERSITY  OF  TEXAS  SOUTHWESTERN 
MEDICAL  SCHOOL  AT  DALLAS  and  METHODIST 
HOSPITAL  OF  DALLAS,  Symposium  on  Myocardial  In- 
farction, Sept.  11-13,  1969.  Department  of  Postgraduate 
Education,  The  University  of  Texas  Southwestern  Medical 
School,  5323  Harry  Hines  Blvd.,  Dallas  75235. 


OCTOBER 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Chicago,  Oct.  12-17,  1969.  Dr.  C. 
M.  Kos,  15  Second  St.,  SW,  Rochester,  Minn.  66901,  Exec. 
Sec.-Treas. 

■ AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Dallas,  Oct.  13-17,  1969.  Joseph  J.  Gar- 
vey, 4 E.  Clinton  St.,  Joliet,  111.,  60434,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  MEDICAL  ASSIST- 
ANTS, Honolulu,  Oct.  15-19,  1969.  Miss  Pauline  M. 
Hunter,  6662  N.  10th  St.,  Phoenix  86040,  Sec. 

AMERICAN  ASSOCIATION  OF  OPHTHALMOLOGY, 
Chicago,  Oct.  11-12,  1969.  Lawrence  A.  Zupan,  1100  17th 
St.  NW,  Washington,  D.C.  20036,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  Chi- 
cago, Oct.  29-Nov.  2,  1969.  Murray  Kornfeld,  112  E. 
Chestnut  St.,  Chicago  60611,  Exec.  Dir. 

■ AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Houston,  Oct.  19-22,  1969.  Daniel  Weiss,  33  W.  60th  St., 
New  York  City  10023,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  San  Francisco, 
Oct.  6-10,  1969.  Dr.  John  Paul  North,  65  E.  Erie  St., 
Chicago  60611,  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  San 
Francisco,  Oct.  26-29,  1969.  John  W.  Andes,  616  Busse 
Hwy.,  Park  Ridge,  III.  60068,  Exec.  Sec. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Cincinnati,  Oct.  30-Nov.  3.  Dr.  John  A.  D.  Cooper,  2530 
Ridge  Ave.,  Evanston,  111.  60201. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS, Quebec,  Canada,  Oct.  16-17,  1969.  Dr.  Arthur 
E.  Brown,  501  Boylston  St.,  Boston  02117,  Sec.-Treas. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS,  Dallas,  Oct.  17-18, 
1969.  William  E.  Russell,  4429  N.  Central  Expressway, 
Dallas  76206,  Exec.  Dir. 
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MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


OKLAHOMA  CITY  CLINICAL  CONFERENCE,  Okla- 
homa City,  Oct.  27-29,  1969.  Mrs.  Alma  O’Donnell,  2809 
NW  Expressway,  Oklahoma  City  73112,  Exec.  Sec. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lub- 
bock, Oct.  11,  1969.  Mrs.  Carlie  Umphres,  Box  3276,  Am- 
arillo 76106,  Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Asheville, 
N.C.,  Oct.  6-7,  1969.  Dr.  Nat  T.  Winston,  Jr.,  300  Cor- 
dell Hull  Bldg.,  436  6th  Ave.  N.,  Nashville,  Tenn.  37219. 

■ TEXAS  ACADEMY  OF  GENERAL  PRACTICE,  San 
Antonio,  Oct.  12-15,  1969.  Donald  C.  Jackson,  1905  N. 
Lamar  Blvd.,  Austin  78705,  Exec.  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Oct.  4, 
1969.  C.  Lincoln  WiUiston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 


NOVEMBER 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  Hous- 
ton, Nov.  16-20,  1969.  Miss  Lois  J.  James,  Suite  1322, 
30  N.  Michigan,  Chicago  60602,  Exec.  Officer. 

AMERICAN  ASSOCIATION  FOR  INHALA'nON  THER- 
APY, Kansas  City,  Mo.,  Nov.  15-19,  1969.  Mark  T.  Bow- 
ers, 4075  Main  St.,  Riverside,  Calif.  92501,  Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City, 
Nov.  6-8,  1969.  Lane  W.  Adams,  219  E.  42nd  St.,  New 
York  City  10021,  Exec.  Vice  Pres. 

■ AMERICAN  HEART  ASSOCIATION.  Dallas,  Nov. 
13-16,  1969.  Dr.  James  M.  Hundley,  44  E.  23rd  St.,  New 
York  10010,  Exec.  Dir. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION,  Cin- 
cinnati, Nov.  5-8,  1969.  Miss  Gertrude  F.  Conroy,  1740 
Broadway,  New  York  10019,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  Phila- 
delphia, Nov.  10-14,  1969.  Dr.  Berwyn  F.  Mattison,  1740 
Broadway,  New  York  City  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  Chicago,  Nov. 
6-8,  1969.  Dr.  Warren  R.  Lang,  7112  Lincoln  Dr.,  Phila- 
delphia 19119,  Exec.  Sec.-Treas. 

ASSOCIA'nON  OF  MILITARY  SURGEONS,  Washing- 
ton, D.C.,  Nov.  16-19,  1969.  Brig.  Gen.  Frank  E.  Wilson, 
1500  Massachusetts  Ave.  NW,  Suite  132,  Washington 
D.C.  20005,  Exec.  Sec. 

NATIONAL  EASTER  SEAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS,  Columbus,  Ohio,  Nov.  19-22, 
1969.  Miss  Catharine  Bauer,  2023  W.  Ogden  Ave.,  Chi- 
cago 60612,  Public  Relations  Dir. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Nov.  30-Dec.  6,  1969.  Dr.  Reynold  F.  Brown, 
433  California  St.,  San  Francisco  94104,  Chm.  Bd.  of 
Directors. 

SOUTHERN  MEDICAL  ASSOCIATION,  Atlanta,  Ga., 
Nov.  10-13,  1969.  Robert  F.  Butts,  2601  Highland  Ave., 
Birmingham,  Ala.  35205,  Exec.  Dir. 

■ TEXAS  NURSING  HOME  ASSOCIATION,  Houston, 
Nov.  5-7,  1969.  Sid  Rich,  6225  Hwy.  290-E.,  Austin 
78723,  Exec.  Dir. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  Bal  Har- 
bour, Fla.,  Dec.  6-11,  1969.  Mrs.  Dorothy  Compton,  2250 
NW  Flanders,  Portland  97210,  Exec.  Sec. 

■ PRIVATE  CLINICS  AND  HOSPITALS  ASSOCIA- 
TION OF  TEXAS,  Dallas,  Dec.  4-5,  1969.  Mrs.  Patty 
Pettigraw,  Kaufman.  Tex.  75142,  Sec. 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va.,  December,  1969.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center,  Durham,  N.C.  27706.  Sec. 

■ TEXAS  ACADEMY  OP  INTERNAL  MEDICINE. 
Houston,  Dec.  6,  1969.  Dr.  O.  R.  Hollan,  703  Nix  Pro- 
fessional Bldg.,  San  Antonio  78205,  Sec. 

■ TEXAS  DIVISION.  INC.,  AMERICAN  CANCER  SO- 
CIETY, Austin,  Dec.  10-11,  1969.  Curt  W.  Reimann,  5014 
Bull  Creek  Rd.,  Austin  78731,  Exec.  Vice  Pres. 

■ TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, Fort  Worth.  Dec.  5-6,  1969.  Dr. 

James  H.  Scruggs,  2223  Austin  Ave.,  Waco  76701,  Sec. 


JANUARY 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Chicago,  Jan.  17-22,  1970.  John  K.  Hart,  430  N. 
Michigan  Ave.,  Chicago  60611,  Exec.  Sec. 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS.  San  Antonio,  Jan.  26-28,  1970. 
S.  E.  Cockrell,  Jr.,  202  W.  French  PI.,  San  Antonio 
78212,  Exec.  Dir. 


SOCIETY  FOR  CRYOSURGERY,  Hollywood,  Fla.,  Jan. 
4-9,  1970.  Dr.  John  G.  Bellows,  30  N.  Michigan  Ave., 
Chicago  60602,  Sec. 


■ SOUTHERN  PROFESSORS  OF  PSYCHIATRY.  Dallas, 
January,  1970.  Dr.  Robert  Stubblefield,  5323  Harry  Hines 
Blvd.,  Dallas  75235,  Chm. 


■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan.  17, 
1970.  C.  Lincoln  WiUiston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 


■ TEXAS  RADIOLOGICAL  SOCIETY,  Galveston,  Jan. 
30-31,  1970.  Dr.  Herman  C.  Sehested.  100  Medical  Tower, 
1550  W.  Rosedale,  Fort  Worth  76104,  Sec. 


■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  Fort  Worth,  January,  1970.  Wally  Christensen, 
1010  Lavaca,  Austin  78701,  Exec.  Officer. 


FEBRUARY 

■ SOUTHWESTERN  MEDICAL  ASSOCIATION.  El 
Paso,  February,  1970.  Bob  Reid.  723  Mills  Bldg.,  El  Paso 
79902,  Exec.  Sec. 


Volume  65,  April,  1969 


129 


TMA  ANNUAL  SESSION  MAY  1-4 


31  Guest  Speakers  plus  200  Special  and  TMA  Member  Speakers 

12  Section  Meetings 

10  Special  Programs 

2 General  Meetings 

Entertainment  / Sports 

Scientific  and  Technical  Exhibits 

Film  Program 

Physicians'  and  Wives’  Art  Exhibition 
20  Curbstone  Consultations 
New  Continental  Breakfast  Round  Tables 
27  Related  and  Specialty  Society  Programs 

See  March  issue  of  Texas  Medicine  for  complete  program 

Texas  Medical  Association  102nd  Annual  Session,  San  Antonio,  May  1-4,  1969 


MEDICINE  IN  LITERATURE 


RECENT  PEDIATRIC  TEXTS  CALLED  USEFUL,  COMPREHENSIVE 


Pediatric  Therapy,  Harry  C.  Shirkey, 
ed.  3,  1,294  pp.,  illus.,  St.  Louis, 
The  C.  V.  Mosby  Co.,  1968. 

APPROXIMATELY  100  authors  con- 
tributed to  this  comprehensive  treat- 
ise on  the  diagnosis  and  treatment 
of  children’s  problems.  Dr.  Shirkey 
has  done  an  admirable  job  in  bring- 
ing together  ideas  from  this  large 
group  of  contributors  most  of  whom 
are  outstanding  authorities  in  their 
fields. 

Both  medical  and  surgical  prob- 
lems affecting  children  are  dealt 
with.  While  one  may  not  always 
agree  with  the  methods  of  treatment 
outlined,  one  has  the  assurance  that 
at  least  one  acceptable  form  of  ther- 
apy for  most  conditions  encountered 
in  pediatric  practice  is  presented. 
The  references  given  at  the  end  of 
each  of  the  114  chapters  are  of 
necessity  limited  in  number,  but 
they  are  comprehensive  enough  to 
provide  additional  sources  of  infor- 
mation for  those  desiring  greater 
depth  of  study. 

This  third  edition,  while  only  72 
pages  longer  than  the  second  one, 
has  been  greatly  revised  in  most 
areas.  A section  on  adverse  drug 
reactions,  for  example,  contains  in- 
formation regarding  the  teratological 
effects  of  drugs  and  the  excretion 
of  drugs  in  breast  milk.  In  general, 
the  book  is  quite  up-to-date  with 
regard  to  new  drugs  and  new  dos- 
age forms,  and  even  the  reader 
with  a previously  acquired  older  edi- 
tion should  find  the  book  useful. 

MARY  ELLEN  HAGGARD,  M.D., 
Galveston. 

Paediatric  Cardiology,  Hamish  Wat- 
son, ed.,  996  pp.,  illus.,  St.  Louis, 
The  C.  V.  Mosby  Co.,  1968, 
$36.50. 

DR.  WATSON  of  the  University  of 
Dundee,  Scotland,  has  produced  the 
first  monograph  from  outside  North 
America  covering  the  broad  area  of 
pediatric  cardiology. 

One  of  the  distinguishing  features 
of  this  volume  is  that  its  author- 
ship is  decidedly  international  in 


composition,  being  made  up  of  39 
physicians  representing  institutions 
from  eight  countries  (Scotland,  Eng- 
land, Holland,  Belgium,  Nigeria, 
Ethiopia,  Sweden,  and  the  United 
States.)  Several  chapters  are  written 
by  Texans:  for  example.  Dr.  Dan 
McNamara,  Dr.  James  J.  Nora,  Dr. 
Harvey  S.  Rosenberg,  and  Dr.  Den- 
ton A.  Cooley,  all  of  Houston. 

Authors  represent  a cross-section 
of  viewpoints  concerning  various 
pediatric  cardiology  problems.  Also, 
they  discuss  rarer  cardiac  abnor- 
malities, such  as  some  of  the  tropi- 
cal maladies.  The  volume  includes 
rather  detailed  sections  on  pediat- 
ric electrocardiography,  vectorcardi- 
ography, phonocardiography,  and 
cardiac  catheterization. 

This  complete  text  of  Paediatric 
Cardiology  will  be  welcomed  by  any 
physician  or  other  student  of  this 
field,  and  is  a must  for  those  desir- 
ing a complete  library  on  the  sub- 
ject. 

T.  M.  RUNGE,  M.D., 
Austin. 

Infectious  Diseases  of  Children,  Saul 
Krugman  and  Robert  Ward,  ed.  4, 
428  pp.,  illus.,  St.  Louis,  The  C. 
V.  Mosby  Co.,  1968,  $16.50. 

THE  CLINICIAN  and  the  student  will 
find  this  book  to  be  a ready  source 
for  information  concerning  the  in- 
fectious diseases  of  children.  An  ex- 
tensive bibliography  follows  each 
chapter. 

The  sections  dealing  with  the  var- 
ious viral  diseases  are  excellent.  A 
chapter  on  sepsis  in  the  newborn 
has  been  added  in  this  edition.  Also 
recent  information  concerning  sal- 
monella infections  are  discussed. 

R.  H.  GIBBS,  M.D., 
Galveston. 

Handbook  of  Fractures,  Edgar  Lee 
Ralston,  et  al.,  299  pp.,  illus., 
St.  Louis,  The  C.  V.  Mosby  Co., 
1967,  $10.75. 

WITH  SOME  KNOWLEDGE  of  the 
basic  sciences  involved  and  with  the 
understanding  of  the  general  princi- 
ples of  fracture  treatment,  the  stu- 


dent can  be  challenged  to  work  to- 
ward the  solution  of  a specific  frac- 
ture problem  with  which  he  may  be 
faced. 

This  text  is  presented  as  an  aid 
to  the  beginning  student,  with  the 
hope  that  he  will  be  challenged  to 
proceed  beyond  these  limits.  The 
brief  list  of  references  for  each  chap- 
ter offers  him  a starting  point  for 
further  research. 

MEMORIAL  LIBRARY  STAFF. 

Health  of  Mankind,  Ciba  Foundation 
Symposium.  Gordon  Wolsten- 
holme  and  Maeve  O’Connor 
(eds  ),  297  pp.,  illus.,  Boston, 
Little,  Brown  and  Company,  1967, 
$12. 

IN  CELEBRATION  of  its  100th  Sym- 
posium, the  Ciba  Foundation  chose 
to  study  the  subject  of  world  health. 
In  the  tradition  of  past  volumes,  the 
result  is  timely  and  authoritative. 
Embodied  in  this  commemorative 
work  is  a fascinating  and  penetrat- 
ing analysis  of  the  status  of  man- 
kind’s health,  ranging  from  how  it 
is  affected  by  the  current  burdens 
of  overpopulation  and  shrinking  food 
supplies  to  the  probable  break- 
through and  pitfalls  in  the  fight 
against  global  air  and  water  pollu- 
tion. 

The  28  active  participants  are 
well-known  doctors,  scientists,  law- 
yers, architects,  and  engineers  who 
together  probe  deeply  into  such 
areas  as  the  incidence  and  preva- 
lence of  the  major  communicable 
diseases,  the  special  problems  in- 
volving the  care  of  mother  and 
child,  animal  health  and  its  impli- 
cations for  man,  the  incidence  of 
mental  and  behavioral  disorders, 
and  injuries  of  environmental  ori- 
gin. 

The  book  concludes  with  a search- 
ing look  at  the  present  and  antici- 
pated world  resources  of  medical 
manpower  of  all  kinds,  the  facilities 
for  education  and  training,  and  the 
possibility  of  extending  the  World 
Health  Organization  into  a World 
Health  Service. 

MEMORIAL  LIBRARY  STAFF. 


Volume  65,  April,  1969 


131 


tei 


^^-V^7^.)-v' 

'■;?r:'^'i.'y!i'^-' 


wfiogoBS 

lorcfiBcbiips? 


A vital  question.  For  if  early  diagnosis  and 
treatment  can  cure  cancer,  obviously 
regular  health  checkups  are  essential. 
In  a survey  conducted  for  the  Society,  we 
discovered  that  only  26%  of  those  questioned 
had  such  regular  checkups. 
But  90%  said,  ij  their  physicians  told  them 
to  do  so,  they  would  have  annual 


checkups.  This  confirmed  what  we  have 
long  known— your  key  role,  doctor,  in  activating 
your  patients  in  good  health  practices. 

We  alert  the  public  with  facts  about  cancer. 

You  follow  through  by  urging  regular  checkups. 
A life-saving  combination. 

AMERICAN  CANCER  SOCIETY 


NEW  BOOKS 
IN  TMA  LIBRARY 

Bargen,  J.  A.:  Chronic  Ulcerative  Co- 
litis, Springfield,  III.,  Charles  C 
Thomas,  Publisher,  1969. 

Converse,  J.  M.:  Reconstructive  Plas- 
tic Surgery,  The  Head  and  Neck, 
Vols.  2 and  3,  Philadelphia,  W.  B. 
Saunders  Co.,  1964. 

Hainlen,  E.  W.;  Medical  Stamps, 
Handbook  No.  63,  Milwaukee, 
Wis.,  American  Topical  Associa- 
tion, Inc.,  1968. 

Hartstein,  J.:  Questions  and  Answers 
on  Contact  Lens  Practice,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1968. 

James,  J.  A.:  Renal  Disease  in  Child- 
hood, St.  Louis,  The  C.  V.  Mosby 
Co.,  1968. 

Loria,  F.  L.:  Historical  Aspects  of 
Abdominal  Injuries,  Springfield, 
III.,  Charles  C Thomas,  Publisher, 
1968. 

Mainland,  D.:  Elementary  Medical 
Statistics,  ed.  2,  Philadelphia,  W. 
B.  Saunders  Co.,  1963. 

Maroon,  J.  C.:  What  You  Can  Do 
About  Cancer,  Garden  City,  N.Y., 
Doubleday  & Co.,  Inc.,  1969. 

Norman,  J.  C.,  et  al  (eds.):  Organ 
Perfusion  and  Preservation,  New 
York,  Appleton  - Century  - Crofts, 
1968. 

Nowlis,  H.  H.;  Drugs  on  the  College 
Campus,  Garden  City,  N.Y.,  Dou- 
bleday & Co.,  Inc.,  1969. 

Ogle,  K.  N.,  Martens,  T.  G.,  and  Dy- 
er, J.  A.:  Oculomotor  Imbalance  in 
Binocular  Vision  and  Fixation  Dis- 
parity, Philadelphia,  Lea  & Febi- 
ger,  1967. 

Rob,  C.:  Operative  Surgery,  Vascular 
Surgery,  ed.  2,  Philadelphia,  J.  B. 
Lippincott,  1968. 

Rob,  C.,  and  Smith,  R.:  Operative 
Surgery:  General  Principles  and 
Breast,  ed.  2,  Philadelphia,  J.  B. 
Lippincott  Co.,  1968. 

Saunders,  C.  A.:  How  to  Live — and 
Die — with  Texas  Probate,  Houston, 
Gulf  Publishing  Co.,  1968. 

Sheedy,  C.  B.,  and  Keifetz,  N.:  Cook- 
ing for  Your  Celiac  Child,  New 
York,  The  Dial  Press,  Inc.,  1969. 

Smith,  J.  L.:  Neuro-Ophthalmology, 
Vols.  3 and  4,  St.  Louis,  The  C. 
V.  Mosby  Co.,  1967,  1968. 

Texter,  E.  C.,  Jr.,  et  al.;  Physiology 
of  the  Gastrointestinal  Tract,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1968. 


PAMPHLETS 


Meet  Today’s  School  Nur.se  is  a 
new  eight-page  brochure  adapted 
from  an  article  appearing  in  the  Oc- 
tober, 1968,  issue  of  Today’s  Health 
magazine.  It  discusses  the  dramatic 
differences  between  today's  school 
nurse  and  the  school  nurse  of  20 
years  ago.  The  school  nurse’s  re- 
sponsibilities have  changed  just  as 
health  problems  and  medical  infor- 
mation have  changed. 

Copies  are  available  for  20  cents 
each  or  at  various  quantity  prices 
from  the  American  Medical  Associ- 
ation Order  Handling  Unit,  535  N. 
Dearborn  St.,  Chicago  60610.  To 
expedite  processing,  orders  should 
be  accompanied  by  pay.ment  and 
specify  the  code  number,  OP-235. 

“More  than  three  million  people 
develop  an  ulcer  each  year,”  states 
a new  American  Medical  Association 
pamphlet.  Peptic  Ulcer. 

In  describing  the  disease,  the 
pamphlet  emphasizes  that  peptic 
ulcer  is  considered  one  of  the  im- 
portant causes  of  ill  health  in  man 
because  of  its  frequency,  chronicity, 
and  complications.  The  cause, 
symptoms,  management  or  treat- 
ment, and  steps  aimed  at  prevent- 
ing recurrences  are  discussed. 

Copies  are  available  from  the 
AMA  Order  Handling  Unit,  535  N. 
Dearborn  St.,  Chicago  60610  at  20 
cents  each;  and  quantity  orders  at 
various  costs. 

Studies  of  the  role  viruses  play  in 
cancer  causation  are  described  in  a 
20-page  booklet,  Virus-Cancer  Re- 
search, issued  for  the  general  public 
by  the  US  Department  of  Health, 
Education,  and  Welfare.  Prepared  by 
the  National  Cancer  Institute,  Na- 
tional Institutes  of  Health,  the 
pamphlet  is  a revision  of  an  earlier 
booklet  by  the  same  title. 

Virus-Cancer  Research  describes 
some  approaches  currently  being 
used  in  virus-cancer  work;  discusses 
the  nature  of  viruses,  their  exist- 
ence in  our  modern  environment, 
and  their  implication  in  leukemias, 
lymphomas,  and  solid  tumors;  de- 
scribes current  research  efforts  to 
find  a possible  virus-cancer  path 
from  animals  to  man;  and  reports 
on  the  prospects  for  prevention  and 
therapy  of  viral  diseases. 

Single  copies  of  the  pamphlet, 
NIH  Publication  No.  29,  are  avail- 
able without  charge  from  the  US 
Department  of  Health,  Education, 
and  Welfare,  Washington,  D.C. 
20402.  It  may  be  purchased  from 
the  Superintendent  of  Documents, 
US  Government  Printing  Office, 


Washington,  D.C.  20402  at  20  cents 
per  copy. 

The  fourth  edition  of  Health  Ap- 
praisal of  School  Children  has  been 
developed  and  published  by  the 
joint  committee  on  health  problems 
in  education  of  the  National  Educa- 
tion Association  and  the  American 
Medical  Association. 

The  33-page  booklet,  last  revised 
in  1961,  emphasizes  the  need  for 
cooperation  among  parents,  the  pri- 
vate physician,  and  the  schools  in 
setting  standards  for  determining 
the  health  status  of  school  children. 

A complimentary  copy  of  the 
booklet  is  being  sent  to  state  medi- 
cal societies  and  state  departments 
of  health.  Other  copies  are  avail- 
able from  AMA’s  Order  Handling 
Dept.,  535  N.  Dearborn  St.,  Chica- 
go 60610.  Orders  should  be  ac- 
companied by  payment  ($1  per 
copy)  and  include  the  code  number, 
“OP-187.” 

The  Addiction  Research  Founda- 
tion of  Toronto,  Ontario,  Canada, 
has  published  and  is  distributing 
free  of  charge  a publication  entitled 
An  Interim  Guide  to  the  Cannabis 
(Marihuana)  Literature.  A part  of 
Addiction  Research  Foundation  Bib- 
liographic Series  No.  2,  1968,  the 
material  presented  was  assembled 
during  the  preparation  of  a compre- 
hensive review  of  the  literature  on 
Cannabis. 

The  main  section  of  the  guide, 
“Reviews  of  Selected  Works,”  com- 
prises summaries  and  critical  ap- 
praisals of  11  books  and  7 review 
articles,  arranged  chronologically  ac- 
cording to  date  of  publication.  A 
short  essay  attempts  to  provide  an 
overall  historical  perspective  on  the 
literature,  and  a brief  introductory 
statement  discusses  the  character 
and  effects  of  Cannabis.  The  publi- 
cation, authored  by  Oriana  Josseau 
Kalant,  is  intended  as  an  interim 
guide  to  the  literature  and  is  not 
all-inclusive  in  approach. 

The  Addiction  Research  Founda- 
tion is  located  at  344  Bloor  St.  W., 
Toronto,  Ontario,  Canada. 

An  article  on  As.sisted  Circulation 
which  discusses  the  physiological 
requirements  or  specifications  for 
mechanical  circulatory  assistance 
and  outlines  some  popular  methods 
and  their  clinical  application,  has 
been  reprinted  by  the  American 
Heart  Association.  The  article  was 
originally  published  in  Modern  Con- 
cepts of  Cardiovascular  Disease. 

Copies  of  the  reprint  may  be  ob- 
tained from  local  heart  associations 
or  the  AHA  National  Office,  44  E. 
23rd  St,  New  York  10010. 
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DR.  J.  F.  PILCHER 

South  Texas  pathology  pioneer, 
Dr.  John  F.  Pilcher,  64,  died  Feb.  1, 
1969,  after  a brief  illness.  For  many 
years.  Dr.  Pilcher  was  the  only 
pathologist  south  of  Houston  and 
east  of  San  Antonio.  His  life  was 
once  threatened  and,  on  the  advice 
of  the  prosecutor  and  judge,  he  re- 
portedly carried  a .45  revolver  for 
self-protection.  Thereafter  he  was 
known  by  his  colleagues  as  the 
“pistol-packing  pathologist.”  Mys- 
tery writer  Erie  Stanley  Gardner 
dedicated  a book  to  him. 

Dr.  Pilcher,  the  son  of  Benjamin 
and  Katherine  Fuller  Pilcher,  was 
born  Nov.  16,  1904,  in  Streator,  III. 
He  obtained  an  AB  degree  from 
Ohio  Wesleyan  University  at  Dela- 
ware, Ohio,  in  1925.  From  1925  to 
1926,  he  attended  graduate  school 
at  The  University  of  Texas  at  Austin 
and  obtained  his  MD  degree  from 
The  University  of  Texas  Medical 
Branch  at  Galveston  in  1931.  After 
serving  six  years  as  professor  of 
pathology  at  The  University  of  Texas 
Medical  Branch  at  Galveston,  Dr. 
Pilcher  moved  to  Corpus  Christ!  in 
1937,  where  he  founded  the  Pilcher 
Laboratory  and  served  as  patholo- 
gist for  several  area  hospitals. 

A past  president  of  the  Nueces 
County  Medical  Society,  he  was  a 
member  of  the  Texas  and  the  Amer- 
ican Medical  associations,  serving  as 
vice  councilor  of  the  TMA  Sixth  Dis- 
trict from  1946  through  1952;  was  a 
fellow  of  the  American  Society  of 
Clinical  Pathologists,  College  of 
American  Pathologists,  American 
Academy  of  Forensic  Sciences,  and 
Texas  Academy  of  Science.  He  was 
past  president  of  Texas  Society  of 
Pathologists  and  was  a member  of 
the  International  Academy  of  Path- 


ology and  American  Chemical  So- 
ciety. In  addition,  he  served  as  con- 
sultant to  the  US  Naval  Hospital  in 
Corpus  Christi,  The  University  of 
Texas  M.D.  Anderson  Hospital  and 
Tumor  Institute  at  Houston,  and  the 
Robstown  Riverside  Hospital  in 
Robstown,  Tex.  He  belonged  to  Al- 
pha Omega  Alpha  honorary  medical 
fraternity  and  was  a member  of  the 
Presbyterian  church. 

Surviving  Dr.  Pilcher  are  his  wife, 
Etta  Mae;  two  sons,  Wayland  of 
Corpus  Christi  and  Ben  of  Albu- 
querque, N.M.:  and  a daughter,  Mrs. 
Walter  Praetorius  of  Midland. 

DR.  J.  R.  LATSON 

Houston  pediatric  cardiologist.  Dr. 
Joseph  Robert  Latson,  42,  died  in 
Houston  on  Jan.  31,  1969,  of  a 
heart  attack. 

Dr.  Latson,  who  devoted  the  last 
15  years  of  his  life  to  saving  the 
lives  of  children  with  heart  defects, 
was  born  on  Oct.  13,  1926,  in  Ama- 
rillo. His  parents  were  Dr.  Harvey 
H.  and  Harriett  Risley  Latson.  He 
received  a BS  degree  from  Tulane 
University  in  New  Orleans  in  1949 
and  obtained  his  MD  degree  from 
Baylor  College  of  Medicine  in  1953. 
He  served  both  internship  and  resi- 
dency at  Jefferson  Davis  Hospital 
in  Houston  from  1953  to  1954  and 
did  postgraduate  work  in  pediatric 
cardiology  at  Texas  Children’s  Hos- 
pital in  Houston  from  1955  to  1956, 
where  he  is  credited  with  designing 
and  building  the  cardiac  catheteri- 
zation laboratory.  In  addition,  he 
served  as  director  of  this  laboratory 
until  1967. 

A member  of  Harris  County  Medi- 
cal Society,  he  also  belonged  to  the 
Texas  and  the  American  Medical 
associations,  American  Society  of 
Medical  Instrumentation,  and  Hous- 
ton Pediatric  Society.  He  was  on  the 
advisory  board  of  directors  of  the 
Houston  Heart  Association,  served 
as  vice-president  of  Alpha  Omega 
Alpha  honorary  medical  fraternity 
and  was  a member  of  Phi  Beta 
Kappa  honorary  and  Phi  Chi  social 
fraternities.  He  was  winner  of  the 
Eban  J.  Carey  Award  for  anatomy. 
Dr.  Latson  also  belonged  to  the 
Palmer  Memorial  Episcopal  Church. 

Dr.  Latson  worked  in  open  heart 
surgery,  although  he  confined  his 
practice  to  treating  children  with 
heart  disease.  He  also  worked  in 
the  development  of  a pediatric 
cardiology  department  at  Hermann 
Hospital  and  was  one  of  the  early 
developers  of  cardiac  catheteriza- 
tion. 

Surviving  Dr.  Latson  are  his  wife. 


Shirley;  a daughter.  Sherry;  four 
sons,  Larry,  Terry,  Gary,  and  Jerry, 
all  of  Houston;  his  father.  Dr.  H.  H. 
Latson,  an  Amarillo  heart  specialist; 
a sister,  Mrs.  Agnes  Porter  of  Ama- 
rillo; and  two  brothers.  Col.  H.  H. 
Latson,  Jr.,  of  Colorado  Springs, 
Colo.,  and  William  Latson  of  Atlanta, 
G3. 

DR.  C.  BINNEY,  II 

Rio  Grande  Valley  pediatrician. 
Dr.  Charles  Binney,  II,  died  unex- 
pectedly from  a massive  coronary 
on  Feb.  9,  1969,  in  Harlingen.  He 
was  45. 

Dr.  Binney,  a partner  in  the  Chil- 
dren’s Clinic  in  Harlingen,  was  a 
past  vice  president  of  Cameron- 
Willacy  Counties  Medical  Society, 
past  president  of  Valley  Baptist  Hos- 
pital, Harlingen;  and  was  the  South 
Texas  consultant  for  the  Head  Start 
program.  Serving  as  section  chair- 
man of  pediatrics  for  the  Texas 
Medical  Association  at  the  time  of 
his  death,  he  was  also  a member 
of  American  Medical  Association, 
the  American  Academy  of  Pediatrics, 
Texas  Pediatric  Society,  and  was  a 
diplomate  of  the  American  Board  of 
Pediatrics.  In  addition,  he  was  phy- 
sician for  the  high  school  football 
team  in  Harlingen. 

A 32nd  degree  Mason,  Dr.  Binney 
was  a member  of  the  Harlingen 
Masonic  Lodge  1132,  of  the  San 
Antonio  Consistory,  of  Alzafar  Tem- 
ple in  San  Antonio,  and  of  the  Rio 
Grande  Valley  Shrine  Club.  He  was 
a colonel  in  the  Confederate  Air 
Force,  and  served  as  a pilot  in  the 
US  Air  Force  during  World  War  II. 
He  was  a member  of  First  Presby- 
terian Church. 

Dr.  Binney,  the  son  of  Robert  F. 
and  Gladys  Loflin  Binney,  was  born 
in  Strawn,  Tex.,  on  Oct.  6,  1923. 
He  attended  North  Texas  Agricul- 
tural College  in  Arlington,  now  The 
University  of  Texas  at  Arlington,  and 
received  a BA  degree  from  The  Uni- 
versity of  Texas  at  Austin  in  1947. 
His  MD  degree  was  obtained  in 
1951  from  The  University  of  Texas 
Medical  Branch  at  Galveston.  He 
served  an  internship  at  John  Peter 
Smith  Hospital  in  Fort  Worth  from 
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1951  to  1952  and  a residency  at 
The  University  of  Texas  Medical 
Branch  at  Galveston  from  1952  to 
1954. 

Dr.  Binney  is  survived  by  his 
wife  Eleanor:  one  son,  Robert  Albert, 
and  a daughter,  Maggie  Lou,  all  of 
Harlingen:  and  his  parents,  Mr.  and 
Mrs.  R.  F.  Binney  of  Arlington,  Tex. 

DR.  C.  A.  WHITTIER,  JR. 

Retired  San  Antonio  general  prac- 
titioner and  founder  of  the  Whittier 
Clinic,  Dr.  Charles  Austin  Whittier, 
Jr.,  died  Feb.  9,  1969. 

Dr.  Whittier  was  born  in  Waskom, 
Tex.,  on  April  12,  1891,  the  son  of 
Charles  Austin  and  Lula  Isaac  Whit- 
tier. He  attended  Wiley  College  in 
Marshall,  Tex.,  and  received  his  MD 
degree  from  Meharry  Medical  Col- 
lege in  Nashville,  Tenn.,  in  1917.  In 
1919,  Dr.  Whittier  moved  to  San 
Antonio  and  established  the  Whit- 
tier Clinic. 

A member  of  the  Bexar  County 
Medical  Society,  Dr.  Whittier  also 
belonged  to  the  Texas  and  the 
American  Medical  associations,  was 
past  president  of  the  National  Medi- 
cal Association  and  of  the  Lone  Star 
State  Medical  Association.  He  also 
had  served  on  the  board  of  man- 
agers of  the  Bexar  County  Hospital 
District  and  had  been  on  the  board 
of  directors  of  the  Boys  Clubs  of 
San  Antonio. 

Dr.  Whittier,  active  in  civic  organ- 
izations, was  a member  of  the  Sec- 
ond Baptist  Church  of  which  he  was 
a former  chairman  of  the  board  of 
trustees.  He  also  served  on  the 
board  of  directors  of  the  Alamo 
Branch  YMCA  and  was  a member  of 
the  Mission  Lodge,  Improved  Benev- 
olent and  Protective  Order  of  Elks, 
and  of  Phi  Beta  Sigma  social  fra- 
ternity. 

Dr.  Whittier  is  survived  by  his 
wife,  the  former  Pearl  Augusta 
Campbell,  of  San  Antonio:  one  son. 
Dr.  William  E.  Whittier  of  Los  An- 
geles: a brother,  Dr.  0.  W.  Whittier 
of  San  Antonio:  and  three  sisters, 
Mrs.  Nitia  Benton,  Mrs.  Elizabeth 
Dickens,  and  Mrs.  Lula  Bunton,  all 
of  Dallas. 


DR.  J.  W.  EDMONDSON 

Dr.  John  W.  Edmondson,  80,  died 
at  his  home  in  Beeville  after  a brief 
illness  on  Feb.  9,  1969.  He  was 
born  on  Aug.  30,  1888,  in  Cum- 
ming,  Ga.,  and  was  the  son  of 
Henry  L.  and  Ruth  Whelchel  Ed- 
mondson. 

Graduating  from  Emory  University 
School  of  Medicine  at  Atlanta,  Ga., 
in  1912,  with  an  MD  degree,  he 
served  internships  at  Georgia  Baptist 
Hospital  in  Atlanta:  Wychoff  Heights 
Hospital  in  Brooklyn,  N.Y.:  and  Wil- 
lard Parker  Hospital  in  New  York 
City.  After  practicing  medicine  and 
surgery  in  Dublin,  Ga.,  from  1917 
to  1932,  he  moved  to  Beeville  in 
1932  and  purchased  the  Beeville 
Hospital.  He  continued  to  operate 
the  hospital  until  1966  when  he 
retired  from  surgical  work. 

Dr.  Edmondson  was  a member 
of  Texas  Medical  Association,  a past 
president  of  Bee-Live  Oak-McMullen 
Counties  Medical  Society  and  was 
a charter  member  of  the  South- 
eastern Surgical  Society.  Dr.  Ed- 
mondson served  for  eight  years  on 
the  board  of  stewards  of  the  Meth- 
odist church  in  Dublin,  Ga.:  and  he 
was  a member  of  the  pastoral  com- 
mittee of  First  United  Methodist 
Church  in  Beeville,  Tex.  He  was  a 
veteran  of  World  War  I. 

Surviving  Dr.  Edmondson  is  his 
wife,  Mary,  of  Beeville. 

DR.  J.  T.  DARWIN 

Founder  and  former  administra- 
tor of  the  Decatur  Clinic  Hospital, 
Dr.  James  Thomas  Darwin,  64,  died 
at  his  home  in  Decatur,  Tex.,  on 
Jan.  24,  1969. 

Son  of  the  late  Dr.  T.  M.  and 
Effie  Gillum  Darwin,  he  was  born 
on  April  17,  1904,  in  Lake  Creek, 
Tex.  He  attended  The  University  of 
Texas  at  Austin  from  1922  to  1925 
and  obtained  his  medical  degree 
from  Baylor  College  of  Medicine, 
then  in  Dallas,  in  1930.  An  intern- 
ship was  served  at  Jefferson  Davis 
Hospital  in  Houston  from  1930  to 
1931. 

Past  president  and  secretary  of 
Clay-Montague-Wise  Counties  Medi- 
cal Society,  he  was  a charter  mem- 
ber of  the  American  Academy  of 
General  Practice  and  belonged  to 
the  Texas  and  the  American  Medi- 
cal associations.  Private  Clinics  & 
Hospitals  Association  of  Texas,  Inc., 
and  the  Texas  and  American  Hos- 
pital associations. 

Dr.  Darwin  was  city  health  officer 
and  was  medical  examiner  for  the 
local  draft  board  during  World  War 
II.  He  served  as  president  of  the 


Decatur  Lions  Club  and  of  the 
school  board.  He  belonged  to  the 
First  United  Methodist  Church  in 
Decatur.  A 32nd  degree  Mason,  he 
belonged  to  Scottish  Rite  Dallas 
Consistory,  and  Moslah  Shrine  Tem- 
ple in  Fort  Worth.  He  was  also  a 
member  of  Phi  Beta  Pi  medical 
fraternity. 

Survivors  include  his  wife,  the 
former  Cecil  Taylor:  a son,  James 
Thomas  of  Auburn,  Ala.:  and  a 
daughter,  Mrs.  Cecile  Ingram  of 
San  Diego,  Calif. 

DR.  G.  L.  ROBINSON 

Dr.  George  Louis  Robinson,  59, 
retired  general  practitioner,  died  at 
his  home  at  Rockwall,  Jan.  14, 
1969. 

Born  in  Breckenridge,  Colo.,  on 
Jan.  30,  1909,  Dr.  Robinson  was 
the  son  of  George  and  Sarah  Custer 
Robinson.  He  received  a BA  degree 
in  1930  from  Colorado  College  in 
Colorado  Springs.  In  1935,  he  ob- 
tained his  medical  degree  from  the 
University  of  Colorado  School  of 
Medicine  in  Denver.  From  1935  to 
1937,  Dr.  Robinson  served  an  in- 
ternship at  Denver  General  Hospital. 
In  1937-1942  he  was  in  general 
practice  in  Salida,  Colo. 

A veteran  of  World  War  II,  serving 
as  captain  in  the  US  Army  Medical 
Corps,  he  practiced  medicine  in 
Waterloo,  Iowa.  In  1956  he  moved 
to  Wichita  Falls  where  he  was  affili- 
ated with  the  Wichita  Falls  State 
Hospital  until  1962,  when  he  moved 
to  Dallas.  In  1966,  Dr.  Robinson 
retired  and  moved  to  Rockwall. 

Dr.  Robinson  was  a member  of 
Wichita  County  Medical  Society,  Tex- 
as Medical  Association,  and  Ameri- 
can Medical  Association.  He  also  be- 
longed to  the  Disciples  of  Christ 
church  and  was  a Royal  Arch  and 
Ancient,  Free  and  Accepted  Mason. 
He  was  a member  of  Alpha  Omega 
Alpha  honorary  medical  fraternity. 

Surviving  Dr.  Robinson  are  his 
wife,  the  former  Dorothy  M.  Ells- 
worth of  Waterloo,  Iowa:  a daugh- 
ter, Mrs.  Charles  Oakes  of  Dallas: 
a brother,  William  Robinson  of  El- 
dorado Springs,  Colo.:  and  a sister. 
Miss  June  Robinson  of  Golden,  Colo. 
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DR.  A.  C.  MILLER 

General  practitioner  in  Carmine, 
Tex.  for  the  past  49  years,  Dr. 
Arthur  Charles  Miller,  77,  died  in 
a Brenham  hospital  on  Jan.  19, 
1969. 

Dr.  Miller  was  an  organizer  and 
developer  in  1930  of  the  Sarah  B. 
Milroy  Hospital,  now  Bohne  Memor- 
ial Hospital,  in  Brenham.  For  40 
years  he  served  as  the  local  physi- 
cian for  the  Southern  Pacific  Rail- 
road. During  World  War  I,  he  served 
as  first  lieutenant  in  the  US  Arrny 
Medical  Corps. 

Born  Sept.  28,  1891,  in  Postoak 
Point,  Tex.,  he  was  the  son  of  the 
late  Frederick  and  Hedwig  Wange- 
mann  Miller.  He  was  graduated  in 
1913  from  Texas  A&M  University 
at  College  Station,  and  received  his 
MD  degree  in  1919  from  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston.  After  serving  an  intern- 
ship at  St.  Joseph  Hospital  in 
Houston,  he  practiced  medicine  in 
Carmine  until  October,  1968. 

Dr.  Miller  was  a past  president 
of  Colorado-Fayette  Counties  Medi- 
cal Society,  and  was  a member  of 
the  Texas  and  the  American  Medi- 
cal associations.  He  was  a charter 
member  of  both  the  Carmine  fire 
department  and  the  chamber  of 
commerce.  He  was  a Mason,  and  he 
belonged  to  the  Methodist  church. 

Survivors  include  his  wife  of  Car- 
mine; two  sons,  A.  C.  of  Brenham 
and  Fred  B.  of  Austin;  three  sisters, 
Mrs.  George  Ziese  and  Miss  Dessie 
Miller,  both  of  Brenham,  and  Mrs. 
Frieda  Pophanken  of  Houston;  and 
a brother,  E.  A.  Miller  of  Bryan. 

DR.  J.  N.  MESSER 

Houston  general  practitioner  and 
surgeon  for  the  past  42  years.  Dr. 
Jesse  Neal  Messer,  died  in  Houston 
on  Jan.  25,  1969. 

The  son  of  W.  A.  and  Jennie  Saf- 
ley  Messer,  Dr.  Messer  was  born  in 
Belton,  Tex.,  on  June  9,  1900. 

A 1922  graduate  of  The  Univer- 
sity of  Texas  at  Austin,  he  received 
his  MD  degree  from  The  University 
of  Texas  Medical  Branch  at  Galves- 
ton in  1926.  He  then  served  an  in- 


ternship at  Hermann  Hospital  at 
Houston  from  1926  to  1927.  From 
1927  until  his  death.  Dr.  Messer 
was  in  private  practice  in  Houston. 

Dr.  Messer  was  a member  of  Har- 
ris County  Medical  Society,  the  Tex- 
as and  the  American  Medical  asso- 
ciations, and  the  American  Acad- 
emy of  General  Practice.  Dr.  Messer 
was  also  a member  of  the  Arabia 
Temple  Shrine,  Knights  York  Cross 
of  Honour,  Knights  Templar,  Order 
of  Eastern  Star,  and  was  a Royal 
Arch,  a Scottish  Rite,  and  an  An- 
cient, Free  and  Accepted  Mason.  A 
life  member  of  the  Order  of  Knights 
Templar  Eye  Foundation,  Inc.,  he 
also  belonged  to  First  Methodist 
Church  in  Houston. 

Surviving  Dr.  Messer  are  his  wife, 
the  former  Julia  Lorine  Steele  of 
Houston;  two  brothers,  W.  A.  Mes- 
ser of  Belton  and  Clyde  H.  Messer 
of  San  Antonio;  and  a sister.  Miss 
Bessie  Messer  of  Austin. 

DR.  G.  H.  FAHRING 

Dr.  George  Harley  Fahring,  Sr., 
87,  Chambers  County  health  officer 
for  the  past  50  years,  died  Jan.  7, 
1969,  in  Beaumont.  Cause  of  death 
was  arteriosclerotic  heart  disease. 

Dr.  Fahring,  the  son  of  George 
Robert  and  Mallie  Matthews  Fah- 
ring, was  born  May  10,  1881,  in 
Gypsum,  Kan.  He  attended  Texas 
A&M  University  in  College  Station, 
Tex.,  from  1899  to  1900  and  re- 
ceived his  MD  degree  from  the 
College  of  Physicians  and  Surgeons 
in  Kansas  City,  Kan.,  in  1904.  In 
1904  he  served  an  internship  at 
Bethany  Hospital  in  Kansas  City, 
Kan. 

In  1907,  Dr.  Fahring  moved  to 
Anahuac,  where  he  practiced  until 
his  death. 

Elected  to  honorary  membership 
in  the  Texas  Medical  Association  in 
1962,  he  was  a member  of  the 
American  Medical  Association,  of  Li- 
berty-Chambers Counties  Medical  So- 
ciety, and  was  a life  member  and 
past  vice  president  of  the  Post- 
graduate Medical  Assembly  of  South 
Texas.  During  World  War  II,  he 
served  as  medical  examiner  for  the 
Selective  Service  System. 

Dr.  Fahring  had  served  for  28 


years  as  president  of  the  Anahuac 
school  board,  was  president  of  Se- 
curity State  Bank  in  Anahuac  and 
was  a charter  member  and  past 
president  of  Lions  International.  He 
was  a charter  member  of  the  First 
Baptist  Church  in  Anahuac.  Dr. 
Fahring  was  a life  member  and  past 
master  of  the  Masonic  Lodge  in 
Anahuac  and  was  past  worthy  pa- 
tron of  Anahuac  Order  of  Eastern 
Star. 

Surviving  Dr.  Fahring  are  a son. 
Dr.  Thomas  Lloyd  Fahring,  a daugh- 
ter, Mrs.  Octavia  Stanley,  both  of 
Anahuac;  and  a sister,  Mrs.  Isola 
Beckwith  of  Seabrook,  Tex.  His  wife, 
Octavia  Permelia  Fahring,  preceded 
him  in  death. 

DR.  C.  H.  DITTMAN 

San  Antonio  surgeon.  Dr.  Charles 
Herman  Dittman,  died  Dec.  3,  1968. 
He  was  69. 

Born  June  7,  1899,  in  Downs, 
Kan.,  he  was  the  son  of  Katharina 
Monstein  and  Charles  S.  Dittman. 
He  was  graduated  from  St.  Louis 
University  School  of  Medicine  in  St. 
Louis,  Mo.,  with  a BS  and  an  MD 
degree,  both  received  in  1925.  His 
internship  was  served  at  St.  Mary’s 
Hospitals  in  St.  Louis  from  1925  to 
1926,  and  he  served  a residency  at 
Santa  Rosa  General  Hospital  in  San 
Antonio  from  1926  to  1928.  He 
practiced  medicine  in  San  Antonio 
from  1928  until  his  death. 

A diplomate  of  the  International 
Board  of  Surgery,  Dr.  Dittman  was 
a member  of  Bexar  County  Medical 
Society,  the  American  and  the  Texas 
Medical  associations  and  was  a fel- 
low of  the  American  College  of  Sur- 
geons, of  the  International  College 
of  Surgeons,  and  of  the  Southwest- 
ern Surgical  Congress.  A 32nd  de- 
gree Mason,  Dr.  Dittman  was  also  a 
member  of  San  Antonio  Masonic 
Lodge  #1079,  Royal  Arch  Masons, 
and  Knights  Templar.  He  belonged 
to  the  Episcopal  church. 

Surviving  Dr.  Dittman  are  his 
wife,  the  former  Agnes  Lee  McClos- 
key,  of  San  Antonio;  a daughter, 
Mrs.  Betty  Ann  Lewellyn  of  Austin; 
a sister,  Mrs.  Sidney  W.  Hall  of  San 
Antonio;  and  a brother,  Fred,  of 
Kansas  City,  Kan. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L.  Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D 
Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

TraudI  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

A.  N.  Griffin,  M.A. 
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high  under 
the  cuff. 


he  forgets  he  has  hypertension,  gets  hot 
under  the  collar. . . high  under  the  cuff. 

patients,  consider  Regrotori 

chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 

To  lower  blood  pressure 

and  allay  anxiety  in  hypertension. 

For  brief  summary  of  prescribing  infor- 
mation, see  next  page. 


Regroton'  Geigy 

chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 

the  once-a-day  tablet  for  anxious  hypertensives 

Regroton  is  a combination  of  two  basic 
antihypertensives  designed  to  lower  blood 
pressure  and  allay  anxiety  in  hypertension. 

With  Regroton  he  can  keep  his  shirt  on 
and  you  can  keep  his  blood  pressure  down. 

Before  prescribing,  please  review  carefully 
the  Indications,  contraindications, 
warning,  precautions,  adverse  reactions 
and  dosage  information  below. 


RE-6392 


Regroton® 

Each  tablet  contains: 
chlorthalidone  50  mg. 
reserpine  U.S.P.  0.25  mg. 

Indications:  Hypertension. 
Contraindications:  History  of  men- 
tal depression,  hypersensitivity, 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration 
of  enteric-coated  potassium  sup- 
plements, which  should  be  used 
only  when  adequate  dietary  sup- 
plementation is  not  practical,  the 
possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions 
has  frequently  been  required  and 
deaths  have  occurred.  Discontinue 
coated  potassium-containing  for- 
mulations immediately  if  abdom- 
inal pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleed- 
ing occur.  Discontinue  one  week 
before  electroshock  therapy,  and 
if  depression  or  peptic  ulcer 
occurs. 

Use  in  pregnancy:  Because  chlor- 
thalidone may  cross  the  placental 
barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in 
breast  milk,  this  drug  should  be 
used  with  care  in  pregnant  pa- 
tients and  nursing  mothers.  When 
used  in  women  of  childbearing 
age,  the  potential  benefits  of  the 
drug  should  be  weighed  against 
the  possible  hazards  to  the  fetus. 
Use  of  chlorthalidone  may  result  in 
fetal  or  neonatal  jaundice,  throm- 
bocytopenia, and  possibly  other 
adverse  reactions  which  have  oc- 
curred in  the  adult.  Increased 
respiratory  secretions,  nasal  con- 
gestion, cyanosis  and  anorexia 
may  occur  In  infants  born  to 


reserpine-treated  mothers. 
Precautions:  Antihypertensive 
therapy  with  this  drug  should  al- 
ways be  initiated  cautiously  in 
postsympathectomy  patients  and 
in  patients  receiving  ganglionic 
blocking  agents,  other  potent  anti- 
hypertensive drugs,  or  curare. 
Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at 
least  one-half.  To  avoid  hypoten- 
sion during  surgery,  discontinue 
therapy  with  this  agent  two  weeks 
prior  to  elective  surgical  proce- 
dures. In  emergency  surgery,  use, 
if  needed,  anticholinergic  or 
adrenergic  drugs  or  other  sup- 
portive measures  as  indicated. 
Because  of  the  possibility  of  pro- 
gression of  renal  damage,  periodic 
kidney  function  tests  are  indicated. 
Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated. 
Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may 
occur.  If  potassium  depletion 
should  occur  during  therapy,  the 
drug  should  be  discontinued  and 
potassium  supplements  given, 
provided  the  patient  does  not 
have  marked  oliguria. 

Take  particular  care  in  cirrhosis 
or  severe  ischemic  heart  disease 
and  in  patients  receiving  corti- 
costeroids. ACTH,  or  digitalis. 
Severe  salt  restriction  is  not 
recommended.  Use  cautiously  in 
patients  with  ulcerative  colitis  or 
gallstones  (biliary  colic  may  be 
precipitated).  Bronchial  asthma 
may  occur  in  susceptible  patients. 
Adverse  Reactions:  The  drug  is 
generally  well  tolerated.  The  most 
frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diar- 
rhea, constipation,  muscle  cramps, 
headache,  dizziness  and  acute 


gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety, 
depression,  bradycardia  and 
ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis), 
drowsiness,  dull  sensorium,  hyper- 
glycemia and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness, 
transient  myopia,  impotence  or 
dysuria,  orthostatic  hypotension 
which  may  be  potentiated  when 
chlorthalidone  is  combined  with 
alcohol,  barbiturates  or  narcotics, 
leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranu- 
locytosis, nasal  stuffiness,  in- 
creased gastric  secretions, 
nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis, 
optic  atrophy  and  glaucoma,  and 
pruritus.  Eruptions  and/or  flushing 
of  the  skin,  a reversible  paralysis 
agitans-like  syndrome,  blurred 
vision,  conjunctival  injection, 
increased  susceptibility  to  colds, 
dyspnea,  weight  gain,  decreased 
libido,  dryness  of  the  mouth, 
deafness,  anorexia,  and  pan- 
creatitis when  epigastric  pain  or 
unexplained  G.l.  symptoms 
develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia, 
paresthesia,  photosensitization 
and  necrotizing  angiitis  are 
possible. 

Average  Dosage:  One  tablet  daily 
with  breakfast. 

Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000. 
(B)46-600-C 

For  details,  please  see  complete 
prescribing  intormalion. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
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HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE^“  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi- 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 


lederle  laboratories 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


473-9 


ONCOLOGY 


Oscar  L.  Morphis,  M.D,,  F.A.C.R. 

Radiation  Therapy 
Radium  Therapy 

Norris  Gilfillan,  M.D.,  F.A.C.S. 

Chemotherapy 


R.  P.  O’Bannon,  M.D.,  F.A.C.R. 

Radiation  Therapy 

Tom  B.  Bon(3,  M.D.,  F.A.C.R. 

Consultant 


Jack  M.  Morgan,  M.S.,  F.A.C.R. 

Consultant-Physicist 


1550  West  Rosedale,  Suite  620 


Fort  Worth 
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Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 

of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

James  Rountree,  M,  D.  Co-Owners  F.  E,  Seale,  M.  D. 
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In  angina  pectoris,  fresh  sublingual 

nitroglycerin 
is  fast. 


Isordir  Sublingual 

(isosorbide  dinitrate) 


is  fast 

and  long- lasting. 


Prescribe  oral  Isordil  for  prophylactic  treatment  of  angina  pectoris. 


ISORDIL  SUBLINGUAL  acts  almost  as  fast  as  nitroglycerin,  yet  lasts 
hours  longer.  Reliable  because  it's  stable. 

Prescribe  ISORDIL  SUBLINGUAL  (5-mg.  tablets)  for  treatment  of  acute 
attacks  or  for  prophylaxis  when  increased  physical  or  emotional  stress 
place  an  increased  burden  on  your  angina  pectoris  patients. 

ISORDIL  dilates  coronary  arteries  and  significantly  reduces  the  number, 
duration  and  severity  of  angina  attacks.  Exercise  tolerance  is  also  in- 
creased in  some  patients. 

Available  in  four  additional  dosage  formulations  to  provide  flexible  man- 
agement of  your  angina  pectoris  patients. 

Prescribe  ISORDIL®  10  mg.  (scored,  oral  tablets)  or  ISORDIL®  TEMBIDS® 
(40-mg.  sustained  action  tablets)  for  basic  prophylactic  treatment  of 
angina  pectoris. 

Prescribe  ISORDIL®  ORAL  5 mg.  (scored,  oral  tablets)  to  facilitate  small 
adjustments  in  dosage. 

Prescribe  ISORDIL®  with  PHENOBARBITAL  when  anxiety  or  emotional 
disturbances  are  important  factors  in  the  clinical  picture.  Each  tablet 
contains  10  mg.  isosorbide  dinitrate  and  15  mg.  [Vi  gr.)  phenobarbital, 
U.S.P.,  (Warning:  Phenobarbital  may  be  habit  forming). 

Indications;  ISORDIL  Sublingual— prevention  and  treatment  of  angina 
pectoris.  Oral-iot  relief  of  angina  pectoris  (pain  of  coronary  artery  dis- 
ease); the  oral  dosage  forms  are  not  intended  to  abort  the  acute  anginal 
episode,  but  are  widely  regarded  as  useful  in  the  prophylactic  treatment  of 
angina  pectoris. 

Contraindication;  Idiosyncrasy  to  this  drug. 

Warning;  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 


Precautions;  Intraocular  pressure  is  increased;  therefore,  caution  is  re- 
quired in  administering  to  patients  with  glaucoma.  Tolerance  to  this  drug 
and  cross-tolerance  to  other  nitrites  and  nitrates  may  occur.  In  patients 
with  functional  or  organic  gastrointestinal  hypermotility  or  malabsorption 
syndrome,  it  is  suggested  that  either  the  ISORDIL  ORAL  5 mg.  or  ISORDIL 
10  mg.  oral  tablet  or  ISORDIL  SUBLINGUAL  be  the  preferred  therapy.  The 
reason  for  this  is  that  a few  patients  have  reported  passing  partially  dis- 
solved ISORDIL  TEMBIDS  in  their  stools.  This  phenomenon  is  believed  to  be 
on  the  basis  of  physiologic  variability  and  to  reflect  rapid  gastrointestinal 
transitofthe  sustained  action  tablet.  ISORDIL  TEMBIDS  should  not  be  chewed. 
Adverse  Reactions;  Cutaneous  vasodilation  with  flushing.  Headache  is  com- 
mon and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness  and 
weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with  pos- 
tural hypotension  may  occasionally  develop.  This  drug  can  act  as  a physio- 
logical antagonist  to  norepinephrine,  acetylcholine,  histamine,  and  many 
other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to  the 
hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug  rash 
and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

ISORDICdSOSORBIDE  DINITRATE) 

May  we  send  you  reprints,  detailed  information  and/or 
professional  samples? 

TEMBIDS®— TRADEMARK  FOR  SUSTAINED  ACTION  TABLETS 

IVES  LABORATORIES  INC. 

685  Third  Avenue,  New  York,  N.Y.  10017 


FIRST  APPLICATION 

ELASE  Ointment  is  applied  to  a deep  ulceration  of  a finger 


EIGHTEEN  DAYS  LATER 

Healing  has  progressed  rapidly  without  interruption  or 
interference  from  any  accumulated  purulence  or 
necrotic  tissue.  Greatly  reduced  size  of  lesion  and 
minimal  scar  tissue  Indicate  quality  and  vigor  of 
healing  which  is  almost  complete. 


■mm 


in  clironic  cutaneous  ulcers... 

Elase  Ointment 

(irinolysin  and  desoxyribonuclease, 
combined,  [bovine]  ointment) 

PARKE-DAVIS 

By  helping  to  remove  dead  tissue  and  debris  from  the  uicer’s 
surface,  ELASE  Ointment  creates  a better  environment  for  the 
elimination  of  infection,  for  healthy  granulation...  for  healing. 

Its  lytic  enzymes  effectively  break  down  DNA  in  dead  leuko- 
cytes and  other  debris . . . the  fibrin  in  blood  clots,  serum,  and 
purulent  exudates . . . and  the  denatured  proteins  in  necrotic 
tissue.  Protein  elements  of  living  tissue  are  relatively  un- 
affected. ELASE  Ointment  is  indicated  in  stasis  ulcers  and  in 
other  infected  or  infiamed  ulcers  caused  by  circulatory  distur- 
bances. In  cases  requiring  skin  grafting,  it  is  used  preoperatively 
for  debridement.  For  ambulatory  patients  debridement  with 
ELASE  Ointment  is  a convenient  therapy  and  a regimen  likely 
to  be  followed.  Precautions:  Observe  usual  precautions  against 
allergic  reactions,  particularly  in  persons  with  a history  of 
sensitivity  to  materials  of  bovine  origin  or  to  mercury  com- 
pounds. Adverse  Reactions:  Side  effects  attributable  to  the 
enzymes  have  not  been  a problem  at  the  dose  and  for  the 
indications  recommended.  Discussion:  Successful  use  of 
enzymatic  debridement  depends  on  several  factors:  (1)  dense, 
dry  eschar,  if  present,  should  be  removed  surgically  before 
enzymatic  debridement  is  attempted;  (2)  the  enzyme  must  be  in 
constant  contact  with  the  substrate;  (3)  accumulated  necrotic 
debris  must  be  periodically  removed;  (4)  the  enzyme  must  be 
replenished  at  least  once  daily;  and  (5)  secondary  closure  or 
skin  grafting  must  be  employed  as  soon  as  possible  after 
optimal  debridement  has  been  attained.  It  is  further  essential 
that  wound-dressing  techniques  be  performed  carefully  under 
aseptic  conditions  and  that  appropriate  systemically  acting 
antibiotics  be  administered  concomitantly  if,  in  the  opinion  of 
the  physician,  they  are  indicated.  Available:  ELASE  Ointment  is 
supplied  in  30-Gm.  tubes  containing  30  units  (Loomis)  of 
fibrinolysin  and  20,000  units  of  desoxyribonuclease  with 
0.12  mg.  thimerosal  (mercury  derivative);  and  in  10-Gm.  tubes 
containing  10  units  of  fibrinolysin  and  6,666  units  of  desoxy- 
ribonuclease with  0.04  mg.  thimerosal.  ELASE  Ointment  has  a 
special  base  of  liquid  petrolatum  and  polyethylene;  contains 
sodium  chloride  and  sucrose  used  during  manufacture;  is 
stable  at  room  temperature  through  the  expiration  date  stated 
on  the  package. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


PARKE-DAVIS 


48166 


hilNiilub  lubadid 

His  heart  tells  him  he’s  an  invalid. 

You  know  he’s  not. 


Photograph  professionally  posed. 


Contraindications:  History  of  sensitivity, to  meprobamate. 

Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  it  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are- characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


Anxiety  is  expected  in  the  cardiovascular  patient, 
^ little  may  even  be  desirable. 

But  when  anxiety  is  exaggerated  . . . when  it 
nterferes  with  sleep  . . . when  it  aggravates 
:ardiovascular  symptoms,  your  help  may 
oe  needed. 

Maturally,  you'll  want  to  reassure  the  patient. 

And  perhaps  prescribe  Equanil  (meprobamate) 
as  adjunctive  therapy.  It  helps  relieve  anxiety 
and  tension  specifically,  yet  gently. 

Almost  15  years'  use  has  shown  that  Equanil 
is  usually  well  tolerated  as  well  as  effective. 

Side  effects  are  generally  limited  to  transient 
drowsiness;  serious,  therapy-interrupting 
side  effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Equanir 

(meprobamate) 


m- 


A little  sunshine 
for  summer  cold 
and  allei^ 
sufferers. 


Novahistine  LP  can  brighten  things  in 
a hurry  for  your  summer  cold  and 
allergy  patients. 

These  continuous-release,  deconges- 
tant tablets  contain  a vasoconstrictor- 
antihistamine  formulation  that  goes  to 
work  promptly  and  usually  provides 
effective  relief  even  in  those  cases 
of  nasal  congestion  caused  by  repeated 
allergic  episodes. 

And,  convenient  twice-a-day  dosage 


with  Novahistine  LP  lets  most  patients 
enjoy  relief  all  day  and  all  night. 

Use  with  caution  in  patients  with 
severe  hypertension,  diabetes 
mellitus,  hyperthyroidism  or  urinary 
retention.  Caution  ambulatory  patients 
that  drowsiness  may  result. 

PITMAN-MOORE  Division  of 
The  Dow  Chemical  Company, 
Indianapolis,  Indiana. 


Novahistine 
LP 


decongestant 


(Each  tablet  contains  25  mg.  of  phenylephrine 
hydrochloride  and  4 mg.  of  chlorpheniramine 
maleate.) 
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TEXAS  MEDICINE 


PHYSICIANS'  DIRECTORY 


Allergy 


Cardiovascular  Disease 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatric  Allergy 


216  Medical  Prof.  Bids. 
CA  6-7671 


San  Antonio  16,  Texaa 
CA  7-6331 


GUS  SCHREIBER,  M.D.,  F.A.C.C, 
Electrocardiography 

Reception  and  Interpretation  of 
Telephone-Transmitted  Electrocardiofirramfl 

1430  Medical  Arts  Building  Dallas,  Texas  75201 

Business  Office  Telephone  214  - 748-3715 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 
RICHARD  L.  ETTER,  M.D„  RICHARD  H.  JACKSON,  M.D., 
F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

RAMON  GARRIDO,  M.D. 

(Certified  American  Board  of  Pediatrics) 

Suite  166,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77026 
JA  6-3281 


Clinics 


SIM  HULSEY,  M,D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A,C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  AUer^ 
ALLE  RG Y 

1802  W,  Wall  MU  2-5385  Midland,  Texas 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO,  TEXAS 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse.  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 


O phthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  Gillis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathology — 
Lloyd  R.  Hershbe^er,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard.  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


Robert  P.  Gordon,  C.P.A.,  Administrator 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P,  McGovern,  M.D,  Theodore  J.  Haywood,  M.D, 
Orville  C.  Thomas,  M.D,  Joseph  T,  Queng,  M,D, 

Charles  D,  Haunschild,  M,D.  James  A.  Murray,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 

John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


ALLERGY  CLINIC 
Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 
TU  2-3487 

2530  Morgan  Corpus  Christi,  Texas 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $8.00  per  column  inch  and  must  run  six 
months.  New  listings  are  limited  to  those  specialties  rec- 
ognized by  the  American  Medical  Association.  A discount 
of  5%  is  allowed  for  six  month’s  advance  payment.  Mail 
copy  to  Advertising  Assistant,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is 
20th  of  the  month  preceding  publication  month. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 

MEDICINE  GENERAL  PRACTICE 

Sidney  E,  Stout,  M.D.  Donald  S.  Gibbs,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D.  RADIOLOGY 

Otto  H.  Grunow.  M.D. 


102nd  Annual  Session  of  the 
Texas  Medical  Association 
May  1-4,  1969 San  Antonio 
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THOMAS-SPANN  CLINIC 
& THOMAS-SPANN  HOSPITAL,  INC. 

1646  S.  Brownlee  Corpus  Christi,  Texas  78404 

Telephone  884-3861 


SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 

J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  WriBht,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey.  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vemor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


INTERNAL  MEDICINE 
William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 

RADIOLOGY 

Crysup  Sory.  M.D. 
ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street  ’ 713  LE  2-1700 


INTERNAL  MEDICINE 
R.  D.  Little.  M.D. 

David  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

PATHOLOGY 
Hector  M.  Perches.  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr..  M.D., 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 

R.  E.  Goelzer,  M.D.,  F.A.C.S. 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 

UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris.  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears.  M.D. 

NEUROPSYCHIATRY 
Raleigh  R.  Gleason,  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 

3330  S.  Lancaster  Rd..  Dallas,  Texas 
FR  6-5411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D..  General  Surgery 

Dougla.s  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester.  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore.  B.S.,  M.D.,  Pediatrics 

A.  P.  Larson.  B.S.,  M.S..  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller.  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER.  TEXAS 
Phone  227-2151 

David  E.  Krebs.  M.D..  Pediatrics  & Medicine 
Charles  W.  Waldrop.  M.D.,  General  Practice 
Miles  W.  Davis.  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 
R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin.  Houston  25,  Texas  JA  6-2051 

Internal  Medicine  and  Diagnosis 


Cardiovascular  Disease 
•Charles  D.  Reece,  M.D. 

Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandiver,  M.D. 
Charles  H.  Gregory,  M.D. 

B.  Frederick  Gregory,  M.D. 

Endocrinology,  Metabolic 
Diseases  and  Director  of 
Clinical  Research 

Raymond  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 


Infectious  Diseases 

Lewie  L.  Travis,  Jr.,  M.D. 
Jack  L.  Reddin,  M.D. 

Internal  Medicine 
Jeffrey  Zatorski,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Pathology 

Jack  P.  Abbott,  M.D. 

Paul  B.  Radelat,  M.D. 

Pulmonary  Diseases 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Radiology  and  Nuclear  Medicine 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 
C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass't. 
Administrator 

Laboratory: 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 
Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


CONSULTATION  BY  APPOINTMENT 

•Deceased 


MALONE  and  HOGAN  CLINIC 
901  Main  Street  Phone  267-6361 

Big  Spring,  Texas  79720 


Ophthalmology  and 
O lolaryngology 

P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton.  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D.,  F.A.C.S. 
Orthopedic  Surgery 
P.  H.  Rhymes,  M.D. 

Internal  Medicine 

J.  H.  Burnett,  Jr.,  M.D. 

J.  P.  Darby.  Jr..  M.D.,  F.C.C.P. 
W.  A.  Riley.  M.D. 

R.  S.  Griffin.  M.D. 

R.  T.  Torp,  M.D. 


Obstetrics  and  Gynecology 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall.  M.D. 

M.  W.  Talbot,  Jr.,  M.D.,  F.A.A.P. 
Radiology 

W.  R.  Cashlon,  M.D. 

Urology 

G.  F.  Dillon.  M.D. 

Consultants  in  Pathology 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

Business  Manager 
R.  L.  Heith 


B E E L E R-M  A N S K E CLINIC 
9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713,  WI  8-8521 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  5-4333 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

O.  Mendes,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 

J.  H.  Cochrane.  M.D. 
J.  W.  O’Bryant.  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


SURGERY 

W.  S.  Lorimer,  Jr.,  M.D., 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P. 

Stephen  Eppstein,  M.D., 
A.  Ri  Daniell,  M.D. 


Mrs.  Evelsm  Farr,  Business  Manager 


USE  YOUR 


TEXAS  MEDICAL  ASSOCIATION  MEMORIAL  LIBRARY 

40,000  Bound  Volumes  Extensive  Reprint  Collection  400  Medical  Films  875  New  Journals  Monthly  Audio  Digest  Foundation  Topes 

CALL  OR  WRITE  TODAY!  1801  North  Lomor  Boulevard,  Austin,  Texas  78701  512-477-6704 
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CLINIC  OF  THE  SOUTHWEST 

6437  High  Star  at  Hillcroft 

Houston,  Texas  77036  PR  4-7671 

INTERNAL  MEDICINE  GENERAL  SURGERY 

William  C.  Franklin,  M.D.  Harvey  B.  Koch,  M.D. 

Charles  C.  Dousrlass,  M.D.  iiunr  nnv 

Hematology  & Oncology  UROLOGY 

Glen  E.  I.«wi9,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Joy  L.  Deere,  M.D.  DENTISTRY 

Loren  B.  Goss,  M.D.  Burley  G.  Ingram,  D.D.S. 

PEDIATRICS  RADIOLOGY 

John  R.  Dunn,  Jr.,  M.D.  Neil  B.  Longley,  M.D. 

Blanca  S.  Azios,  M.D.  Richard  E.  Schuette,  M.D. 

PHYSICAL  THERAPY  BUSINESS  MANAGER 

Richard  D.  Tinsley,  R.P.T.  C.  C.  Walker 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

1410  Medical  Arts  Bldg.  Dallas.  Texas 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 

Colon  and  Rectal  Surgery 

RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 

Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 

3610  34th  Street  Lubbock,  Texas 

CURTICE  ROSSER,  M.D.,  F,A.C.S. 

MALCOLM  McNATT,  M.D,,  F.A.C.S. 

Diplomatea  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 

710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 

EVERETT  R.  SEALE,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.  Houston  25,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas 

Off.  Tel.  TA  4-2673  Res.  Tel.  EM  1-4500 

J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

Skin  Cancer 

Radium  and  X-Ray  Therapy 

1410  Pruitt  Street  Fort  Worth  4,  Texas 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

FREDERICK  F.  CASTROW,  II,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 

Phone  JA  6-3733  Houston  25,  Texas 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street  Houston,  Texas 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg. 

Houston  25,  Texas 

C.  D.  L.  CROMAR,  M.D. 

Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 

Pasadena,  Texas  77502 

Dermatology 

ROGER  W.  MANAR,  M.D. 

DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 

1400  Eighth  Street  Wichita  Falls,  Texas 

THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  Therapy  in  the 

Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 

Volume  65,  April,  1969 


151 


DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive  Dallas  25,  Texas 

315  North  Shiloh  Road  Garland  40,  Texas 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 

John  W,  Fisher,  M.D. 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 
DERMATOLOGY 

HAIR  TRANSPLANTATION  & DERMOPLANING 
Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Phone:  464-6369  Houston,  Texas  77024 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 

GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

Eye,  Ear,  Nose,  Throat 

General  Surgery 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolaryngology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  P.A.C.S.,  A.I.C.S. 

Wm.  F.  Anderson,  M.D.,  Ernest  Nalle,  Jr.,  M.D. 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  FJV.C.S.,  F.I.C.S. 

M.  G.  EUsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  523-8323  Houston,  Texas  77025 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 

Gastroenterology 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

MILFORD  0.  ROUSE,  M.D. 

announces  limitation  of  practice  to  consultation  in  hospitals. 
His  office  is  now  at  Dallas  Chamber  of  Commerce  in  Com- 
munity Health  Focus  program.  Records  of  his  patients  are 
with  Cecil  0.  Patterson,  M.D.,  and  Daniel  Polter,  M.D.,  1414 
Medical  Arts  Building,  Dallas,  RI  2-6144. 

HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77025 

JA  2-4141 

CECIL  0.  PATTERSON,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

TMA  1969  ANNUAL  SESSION 

May  1-4  San  Antonio 

Ma/ce  Plans  now  to  attend! 
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Internal  Medicine 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1106  Pennsylvania  Ave.  Fort  Worth,  Texas 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 

Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

HENRY  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 

Internal  Medicine  and  Diseases  of  the  Chest  and  Heart 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

1003  Memorial  Professional  Building 

1010  Louisiana  Houston,  Texas  77002  222-7224 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D.  •Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-5469 

Fort  Worth,  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 

HOUSTON  ASSOCIATES 

IN 

Neurology/Psychiatry 

PSYCHIATRY  AND  NEUROLOGY 

Houston,  Texas 

HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

C.  A.  lannucci,  M.D. 

Joe  C.  A.  Eckhardt,  Jr.,  M.D. 

*Abe  Hauser,  M.D.  Clinical  Psychology 

♦Harris  M.  Hauser,  M.D.  Joanne  Borba,  M.  A. 

Alfred  H.  Vogt,  M.D. 

♦Robert  I.  Hauser,  M.D.  Robert  D.  Langston, 

George  M.  Stevens,  M.D. 

Wayne  Keller,  M.D.  PH.D.,  Consultant 

Jules  Bohnn,  M.D. 

♦Gerald  Ratinov,  M.D.  Psychiatric  Social  Work 

Leroy  Androes,  M.D. 

Ronald  J.  Hauser,  M.D.  Ethel  M.  Feinsilver, 

M.S. 

A.  R.  Martinez,  Ph.D. 

Ruth  Searls,  M.S.W. 

808  Memorial  Professional  Building 

Diana  Sheer,  M.S.W. 

Houston,  Texas  77002 

Dan  DeShazo,  M.S.W. 

CA  4-5041 

Beth  Bowman,  M.A. 

•Diplomate,  American  Board  of  Psychiatry  and  Neurology 

Comprehensive  Neuropsychiatric 

Evaluation  and  Treatment 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Electroencephalography 

Howard  M.  Burkett,  M.D. 

1021  Hermann  Prof.  Bldg.  JA  9-5721 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

6812  Staffordshire  RI  8-3780 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  1.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counseling 

Hypnotherapy  for  Smoking  and  Obesity 

3701  21st  Street  Lubbock,  Texas  79410 

swift  5-4023 

Charles  G.  Markward,  M.D. 
practice  limited  to 

AS  NEAR  AS  YOUR  MAILBOX  OR  TELEPHONE! 

PSYCHIATRY 

4646  Samuell  Blvd.,  Dallas,  Texas 

TMA  MEMORIAL  LIBRARY 

Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-7181 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

512  477-6704 
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Neurological  Surgery 

Nuclear  Medicine 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1501 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77025 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurolosrical  Svirgrery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  ME  1-1500 

Ophthalmology 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

HOUSTON  EYE  ASSOCIATES 

Texas  Medical  Center 

Richard  S.  Ruiz,  M.D.,  1121  Hermann  Professional 

F.A.C.S.  Bldg. 

Charles  E.  Russo,  M.D.  Houston,  Texas  77025 

Malcolm  L.  Mazow,  M.D.  528-1918  (A/C  713) 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

ME  7-0420 

Suite  567-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  0.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  OphthalmoloKT 

2300  West  7th  Avenue  Amarillo,  Texas 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston  Avenue  Dallas,  Texas  75246 

Telephone  TA  4-2543 

HAL  W.  MAXWELL,  M.D. 

Diplomate  American  Board  of 
OPHTHALMOLOGY 

Medical  Surgical 

RI  7-5553 

Medical  Arts  Building  Dallas,  Texas 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building 

Dallas.  Texas  748-0958 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

BERT  C.  BRYAN,  M.D. 

Surgery  and  Diseases  of  the  Eye 

1314  Medical  Arts  Building 

RI  7-7474  Dallas,  Texas  RI  7-2481 

WILLIAM  J.  NELSON,  M.D. 

Neurological  Surgery 

Suite  300 

University  Towers 

915-542-0643 

1900  N.  Oregon  St.  El  Paso,  Texas  79902 

102nd  Annual  Session  of  the 

Texas  Medical  Association 

May  1-4,  1969  San  Antonio 
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Orthopedic  Surgery 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

HAND  SURGERY  AND 

UPPER  EXTREMITY  RECONSTRUCTIVE 
SURGERY 

3707  Gaston  Ave.  Area  Code  214 

Dallas,  Texas  76246  TA  3-6361 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 

Otolaryngology 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P,  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 

Oto-Laryngology  Broncho-Esophagology 
and  Larsmgeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road  Phone:  JA  9-4389 

Houston,  Texas 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  614 

Dallas,  Texas  Hours  By  Appt. 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

ROYCE  C.  LEWIS,  JR.,  M.D. 

KENNETH  C.  SCHOLZ,  D.D.S.,  M.D. 

A.  CLARKE  MILLER,  M.D. 

3702  21st  St.,  Suite  9 806-763-8281 

Lubbock,  Texas  79410 

W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

I»uis  W,  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard.  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  633-7466  El  Paso,  Texas  79902 

DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  76246 

Pathology 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  76246 

ORTHOPEDIC  SURGERY 

Telephone 

TAylor  4-7883 

MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 

CHARLES  E.  GRAHAM,  M.D. 

212  South  Cottonwood  Suite  D 

Richardson,  Texas  75080 

ORTHOPEDIC  SURGERY 

AD  1-6396 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 
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FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  0.  Box  160  Lufkin,  Texas  75901 

Phone  634-4463 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 

Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 

Houston  25,  Texas 

"Mailing  Containers  on  Request” 

"Office  Pickup  Service  in  Houston” 

ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 

Exfoliative  Cytology 

Surgical  and  Clinical  Pathology 

Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 

ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 

TEXAS  MEDICAL  LABORATORIES 

1550  W.  Rosedale  Fort  Worth  76104 

Phone  817,  ED  6-7161 

MaUers.  Office  pickup  service. 

David  Murray,  M.D.,  Diplomate 
(Clinical  & Anatomic),  A.B.P. 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cytology 

Surgical  Pathology  Medicolegal  Consultation 

Mailing  containers  on  request 

2112  Washington  Avenue  PL  6-7226 

P.O.  Box  3160  Waco,  Texas  76707 

R.  H.  CHAPPELL,  M.D.,  F.A.C.P. 

Diplomate  in  Clinical  Pathology 
and  Anatomical  Pathology 
by  the  American  Board  of  Pathology 

SMALL  HOSPITAL  PATHOLOGY 

Quality  control  and  check  sample  and  C.P.C.  service 
for  the  small  hospital.  Pickup  and  delivery  service. 

P.  0.  Box  1288  Texarkana,  Texas  75501 

Ph:  214-792-2161 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race,  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  M.D.  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 

712  N.  Washington,  Dallas,  Texas  75246 

Phone  TAylor  4-1258  or  TAylor  6-6918 

NUCLEAR  MEDICINE  LABORATORIES 

OF  TEXAS 

6411  South  Main  Street 

Texas  Medical  Center 

Houston,  Texas  77025 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 

Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 

JAckson  6-1501 

Physical  Medicine 
and  Rehabilitation 

TEXAS  REHABILITATION  HOSPITAL 

OF  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  68.  GONZALES.  TEXAS  78629 

Facilities  for  physical  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy.  School  from  first  grade 
through  twelfth  grade. 

ROBERT  M.  IZARD,  JR.,  M.D.  LYNN  SMITH,  SR. 

Medical  Director  Administrator 

Plastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

6419  Caroline  Street  JA  8-8131  Houston,  Texas  77004 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  Irvins,  Texas 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 

John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  75236 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 
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JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomats  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiologry 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomat  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904%  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

DAVID  A.  GRANT.  M.D.,  F.A.C.S. 

MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-4751 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4543 

502  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont.  Texas 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

Plastic  Surgery  Associates 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate,  American  Board  of  Plastic  Surgery 

JAMES  LEE  MOORE,  M.D. 

Practice  limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office : 272  Hermann  Prof.  Bldg. 

Houston,  Texas  77025  JA  8-2481 

Spring  Branch  Office:  1343  Blalock 

Houston,  Texas  77055  JA  8-2481 

Thoracic  Surgery 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and  Surgery  of  the  Hand 

Suite  104 

Telephone  3434  Swiss  Avenue 

TAylor  4-7290  Dallas,  Texas 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

Radiology 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  PE  8-4594 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106  373-8324 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph;  EM  1-0229 

Dallas  8,  Texas 
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LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  and 
PERIPHERAL  VASCULAR  SURGERY 
The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

Robert  R.  Shaw,  M.D.  John  L.  Kee,  Jr.,  M.D. 

DRS.  SHAW  AND  KEE 
THORACIC  SURGERY 

The  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas  75246 
TA  6-5184 


JACKSON  E.  CAGLE,  JR.,  M.D. 

Diplomate  American  Board  of  Surtrery  and 
Board  of  Thoracic  Surgery 
Cardiovascular  and  Peripheral  Vascular  Surgery 

303  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  ED  5-3038 


WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  76235  ME  7-4833 


ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 
502  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  332-7879 


Have  you  investigated  the 

texas 

medical 

association 

members' 

retirement 

trust 

Established  as  a service  for  its  members, 
this  program  is  fully  trusteed  and  is 
qualified  under  the  Keogh  Act  so  that  tax 
advantages  may  accrue  to  contributions. 

The  plan  is  designed  to  be  flexible,  offering 
the  physician  several  investment  media  to 
choose  from:  balanced  and  growth  mutual 
funds,  fixed  retirement  investments, 

US  Government  Retirement  Bonds,  common 
trust  fund,  or  savings  account. 

For  information,  write 

TMA  Members’  Retirement  Trust 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  limited  to 
UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

THE  UROLOGY  CLINIC 
1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D. 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 


MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urolo^ 

Practice  Limited  to 
UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 


JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 
UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 


THE  UROLOGY  CLINIC 
1010  Louisiana,  Houston,  Texas  77002 
CA  7-1414 

JAMES  S.  BOREN,  M.D. 
ROBERT  1.  COX,  M.D. 

Diploma tes  American  Board  of  Urology 


Richard  H.  Harrison  III,  M.D.  John  M.  Baird,  M.D. 
F.A.C.S.,  D.A.B.U. 

DRS.  HARRISON  AND  BAIRD 
UROLOGY 

2721  Osier  Blvd.  823-0011  Bryan,  Texas  77801 
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TEXAS  MEDICINE 


Physicians  Wanted 


WANTED— A GENERAL  PRACTITIONER,  but  would  consider  in- 
ternist ; to  become  salaried  associate  to  a six  man  clinic  iproup  who  op- 
erate an  accredited  hospital  under  same  roof  with  clinic  in  a central 
Texas  town  of  10,000  ; would  be  on  salaried  basis  for  two  years  as  asso- 
ciate and  then  become  owner-partner.  Please  reply  to  Charles  A.  Garrett, 
M.D.,  215  Craig  Street,  Hillsboro,  Texas. 


WANTED — M.D.*s  to  do  general  practice  with  surgery,  Hoiiston  area. 
Present  doctors  netting  $4,000  to  $8,000  monthly  after  six  months  prac- 
tice. No  investment  required.  Send  resume  to  Ad-179,  Texas  Medicine^ 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 


PHYSICIAN  WANTED : GP  moving  from  six  year  location.  Choice 
area  of  suburban  Houston.  Three  open-staff  hospitals  in  neighborhood. 
Office  and  equipment  available.  No  cash  needed.  Ideal  for  GP,  internist, 
pediatrician  or  OB  GYN.  Please  reply  to  Ad-158,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  ONE  OR  TWO  GENERAL  PRACTITIONERS  to  join  two 
physicians.  Town  of  6,000,  area  13,000.  65-bed  hospital.  Guarantee  $18,000 
net.  Rotate  weekends,  holidays,  etc.  James  C.  Price,  M.D.,  or  W.  A.  Siev- 
ers,  M.D.,  Gonzales,  Texas. 


GENERAL  PRACTICE — DALLAS.  Established  three  man  group.  Los- 
ing one  man.  General  medicine  and  obstetrics.  No  office  investment  need- 
ed. Beginning  salary  with  partnership  after  interval.  Regular  day  off  and 
annual  vacation  with  no  lost  income.  Write  Drs.  Smith  and  Teel,  221 
Pleasant  Grove  Shopping  Center,  Dallas,  Texas  75217. 


INDIVIDUAL  PRIVATE  GENERAL  PRACTICE:  all  of  the  advan- 
tages of  group  practice  with  none  of  the  disadvantages.  Guaranteed  high 
monthly  income.  Little  or  no  overhead  or  investment  initially.  Maximum 
leisure  time  with  your  family.  Texas  license.  Contact  Sanford  Smith, 
Northshore  Medical  Center,  P.O.  Box  9836,  Houston,  Texas  77015.  Tele- 
phone GL  3-5454. 


ORTHOPEDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  group. 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas,  Texas  75216. 


GENERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford,  Texas.  The  community's  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals, 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  546,  Milford,  Texas  76670,  area  code  214,  493-2511. 


ASSOCIATE  GROUP  MEMBER  WANTED.  Practice  in  Northeast  Dal- 
las for  20  years,  members  Baylor  Medical  Center  Staff.  Need  pediatri- 
cian, internist  and  general  practitioner.  Lakewood  Medical  Center,  6331 
Prospect,  Dallas,  Texas  75214. 


ANESTHESIOLOGY  RESIDENCIES  AVAILABLE— Fully  approved 
two  year  program  in  600  bed  general  hospital  includes  neurosurgery, 
thoracic,  and  cardiovascular  surgery.  Annual  anesthetics  administered — 
over  13,000.  Stipend — $8100  and  $9300.  Board  and  laundry.  A.  N.  Hein- 
richs, M.D.,  Director.  Department  of  Anesthesia,  Harris  Hospital,  1300 
West  Cannon,  Fort  Worth,  Texas  76104. 


GENERAL  PRACTITIONER  WANTED  to  join  five  man  clinic  in 
growing  town  of  Clifton,  30  miles  northwest  of  Waco  near  Lake  Whit- 
ney. 41-bed  fully  accredited  hospital  with  plans  to  expand  by  30  beds. 
Salary  to  start,  commensurate  with  present  requirements ; partnership 
later.  Good  schools,  churches  and  hunting  and  fishing  facilities.  Contact 
V.  D.  Goodall,  M.D.,  Goodall  & Witcher  Clinic,  Clifton,  Texas  76634. 


EXCEPTIONAL  OPPORTUNITY  for  one,  two,  or  three  physicians 
(specialist  or  GP)  to  phase  into  and  assume  thriving  two  man  general 
practice  now  grossing  $200,000  annually  in  a growing,  progressive  area. 
Modern  building — new  equipment.  No  initial  investment  required.  One 
partner  wishes  retirement,  the  other  a residency.  Reply  to  Ad-219,  Texas 
Mediciv'T,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 


PATHOLOGY  RESIDENCIES  AND  INTERNSHIPS  available  in  600 
bed  general  hospital.  Fully  approved  four  year  program  in  anatomical 
and  clinical  Pathology.  Average  annual  specimens  and  tests — 348,587. 
Interns — $6300 ; residents — $8100  up.  Board  and  laundry.  Charles  B. 
Mitchell,  M.D.,  Director  of  Laboratories,  Harris  Hospital,  1300  West  Can- 
non, Fort  Worth,  Texas  76104. 


PHYSICIANS  WANTED— Alice,  Texas,  25,000  population.  Trade  area 
50,000.  Excellent  economy.  Could  use  general  practitioners  as  well  as 
specialists.  Large  modern  hospital  with  radiologist.  Contact  Physicians  & 
Surgeons  Hospital  of  Alice,  Texas  78332. 


RADIOLOGIST:  Certified  or  board  eligible.  Private  office  and  two  hos- 
pitals. New  radiation  department.  Isotopes.  Gulf  Coast  City.  Send  cur- 
riculum vitae.  Personal  interview  required.  Financial  arrangement  open 
to  negotiation.  Reply  Ad-226,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


WANTED  : GENERAL  PRACTITIONER  to  associate  with  busy  general 
practitioner  in  GP,  S & OB.  City  of  10,000,  trade  area  of  22,000.  26-bed 
hospital,  50-bed  nursing  home.  Plans  for  new  40-bed  hospital  in  progress. 
Contact  Gene  E.  Bennack,  M.D.,  505  South  10th,  Raymondville,  Texas 
78580.  Phone  MU  9-2188. 


WANTED— GENERAL  PRACTITIONER  to  associate  with  overworked 
solo  GP  in  East  Texas  town  of  5000.  Have  been  here  two  years.  Practice 
grosses  over  $100,000.  40-bed  local  hospital.  Contact  George  B.  Tipton, 
M.D.,  7th  and  Henderson,  Rusk,  Texas  75785. 


DERMATOLOGIST  WANTED  to  associate  with  clinic  with  five  physi- 
cians, two  tientists,  one  orth<Hlontist.  Also  complete  laboratory  and  x-ray 
facilities.  Write  John  G.  Compton,  Jr.,  M.D.,  Medical  Center  Clinic,  Wax- 
ahachie,  Texas  75165. 

OPPORTUNITY  AVAILABLE  FOR  GENERAL  PRACTITIONER  to 
partially  retire  and  live  at  Lakeway,  only  20  miles  northwest  of  Austin 
on  Lake  Travis.  Office  and  practice  would  be  within  3 minutes  of  home. 
Lakeway  is  an  outstanding  resort  with  complete  country  club  living  and 
probably  has  the  most  desirable  year  around  climate  in  Texas.  Write  or 
call  Lakeway,  204  Lakeway,  Austin.  Texas  78746.  Telephone  263-2173. 

OPHTHAI.MOLOGIST  WANTED  IMMEDIATELY  in  Rio  Grande  Val- 
ley resort  city  to  take  over  a very  lucrative  practice  with  unlimited  eye 
surgery.  Accredited,  modern  hospital  in  city.  Will  introduce  and  help 
take  over  uninterruptedly.  Very  negligible  financial  arrangement  for 
records  and  equipment.  Write  P.  O.  Box  3449,  McAllen.  Texas  78501. 


GENERAL  PRACTICE:  DALLAS-FORT  WORTH  AREA.  Join  two 
well-established  physicians  in  large  practice.  Excellent  salary  and/or 
early  partnership.  Superior  opportunity  for  the  right  person.  Reply  for 
further  information  to  Ad-232,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


ASSUME  EXCELLENT  GENERAL  PRACTICE— Established  15  years, 
top  clientele,  southwest  Dallas,  15  minutes  to  large  hospital,  open  staff. 
Office  fully  equipped — lab.  x-ray.  ecg.  Gross  near  six  figures.  Good  lease 
at  $500  month,  no  investment  needed.  Leaving  for  specialty,  will  intro- 
duce. Reply  to  Ad-233,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin. 
Texas  78701. 


AVAIIjABLE.  $100,000  a year  private  and  industrial  practice  avail- 
able with  no  investment  necessary.  Finest  technical  services  and  modern 
facilities  to  support  general  surgical  and  medical  practice  in  north  Dallas. 
Personal  and  professional  qualifications  must  meet  group  standards. 
Texas  license  necessary.  Write  or  call  W.  H.  Handley,  Jr.,  M.D.  or  Mr. 
W.  E.  Bushman,  Business  Manager,  5414  Forest  Lane,  Dallas,  Texas 
75234.  Phone  AC  214.  EM  3-0121. 


WANTED:  RADIOLOGIST,  board  certified  or  eligible,  as  associate  for 
established  solo  radiologist.  Must  be  skilled  in  angiography  and  neuro- 
radiology. Two  hospitals  ; new  equipment.  Isotopes.  Customary  financial 
arrangements — c>pen  to  negotiation.  Suburban  Gulf  Coast  location.  Please 
reply  to  Ad-235,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


PHYSICIANS  WANTED.  General  practitioners  as  well  as  specialists. 
Excellent  industrial  economy.  General  rent  allowance.  X-ray  and  labora- 
tory facilities  available.  Centrally  heated  and  air  conditioned  office  spaces. 
Inquire  P.O.  Box  2278,  Texas  City.  Texas  77590.  Will  send  complete 
resume  of  information. 


WANTED— TWO  GENERAL  PRACTITIONERS  OR  INTERNISTS. 
222-bed  general  medical  VA  Hospital,  located  in  residential  area  of  Mar- 
lin, Texas,  a city  of  10,000:  recreation  facilities  and  schools  excellent; 
cost  of  living  reasonable ; 5 colleges  and  universities,  including  Baylor 
and  Texas  A&M  within  commuting  distance.  Salary  range  up  to  $22,416  : 
all  Federal  fringe  benefits  available  ; non-discrimination  in  employment. 
Write  or  call  Hospital  Director,  VA  Hospital,  Marlin,  Texas  76661. 


PRACTICE  OPPORTUNITY— HOUSTON.  TEXAS.  General  practi- 
tioner leaving  for  residency  training  in  July.  Modern  suburban  clinic — 
fully  equipped — room  for  expansion — close  to  hospital.  Excellent  oppor- 
tunity to  purchase  an  active  practice  and  new  clinic  grossing  $50,000  an- 
nually. Contact  C.  M.  Elizondo,  6950  Reed  Road.  Houston.  Texas.  Phone 
644-4042, 


WANTED:  GENERAL  PRACTITIONER,  SURGEON  OR  INTERN- 
IST as  an  associate  with  GP  in  small  town  in  Central  Texas.  Have  pri- 
vately owned  combination  clinic  and  hospital.  Beginning  salary  $3,000 
per  month  or  may  rent  space  and  be  on  own.  Dr.  M.  A.  Childress,  Gold- 
thwaite,  Texas  76844.  Phone  648-2212. 


ESTABLISHED  G.P.  DESIRES  ASSOCIATE  to  share  office  in  rapid 
growing,  high  income  area.  Unlimited  potential  for  aggressive  person. 
Contact  W.  C.  McElveen,  M.D.,  8762  Long  Point,  Houston.  Texas.  Phone 
HO  5-2581. 


INTERNIST.  GYN.  GP  NEEDED  in  city  of  27,000  population.  140-bed 
accredited  hospital  with  expansion  plans  in  process.  Open  own  office  or 
possibility  of  immediate  partnership  with  one  of  the  other  19  doctors  in 
the  city.  Contact  Dr.  .Julian  Key,  Chief  of  Staff  or  Wes  Langham,  Hos- 
pital Administrator,  Highland  General  Hospital,  P.O.  Box  2217,  Pampa, 
Texas  79065.  AC  806,  MO  4-8491. 


WANTED:  GENERAL  PRACTITIONER.  Immediate  opening  for  en- 
ergetic physician.  Partnership  available  without  investment.  Clinic  ad- 
joins good  non-profit  hospital  in  town  of  5,000,  with  15,000  drawing  area. 
Call  is  rotated.  Net  should  exceed  $30,000  annually  to  start.  Contact  Mar- 
shall Cook,  708  South  First  Street.  Muleshoe,  Texas  79347.  AC  806,  272- 
4524  days,  or  272-3352  evenings. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $6.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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INTERNIST,  board  certified  or  eligible  to  join  four  internists  in  15- 
doctor,  multi-specialty  clinic  in  West  Texas  city  of  35,000.  Life  and  ^^1“ 
practice  insurance,  disability  and  retirement  proprrams  provided.  Mod^n 
clinic  building  adjacent  to  accredited  hospital.  Starting  salary  $25,000. 
Contact  Jack  H.  Burnett.  Jr..  M.D.,  Malone  and  Hogan  Clinic,  901  Main 
Street.  Big  Spring,  Texas  79720. 

EXCELLENT  OPPORTUNITY  FOR  PHYSICIANS  in  Carrizo 
Springs,  Texas.  Office  space  available  in  new  professional  building  ad- 
jacent to  hospital  and  nursing  home.  Excellent  schools  and  housing  m 
citv.  One  general  practitioner  needed.  For  information  write  or  call  C. 
W.'  Vandervoort.  500  North  1st  Street.  Carrizo  Springs,  Texas  78834. 
Phone  876-2550.  ^ 

OBSTETRICIAN  AND  GYNECOLOGIST,  board  certified  or  eligible, 
to  associate  with  a progressive  and  expanding  multispecialty 
West  Texas.  Many  fringe  benefits  including  retirement  program.  No  in- 
vestment required.  Adjoining  accredited  hospital.  City  population  35,000. 
Contact  Ad-236,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  


UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701.  

RADIOLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fnnge 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

Situations  Wanted 


PATHOLOGIST — 43,  board  certified  C.P.-A.P.  wishes  directorship  or 
associate  position  in  a small  but  progressive  hospital.  Remuneration  open 
to  negotiation.  Contact  R.  H.  Lee,  M.D.,  Box  113,  Stafford  Springs, 
Connecticut  06076. 


RADIOLOGIST:  42  year  old  board  certified,  ACR  and  Fellow  American 
College  of  Chest  Physicians.  Prefer  position  in  group  practice.  Experi- 
enced in  diagnostic,  radium  and  x-ray  therapy.  Available  now.  Write 
Ad-225,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

DESIRE  LOCUM  TENENS.  Radiologist.  Board  certified.  Please  contact 
Ad-234,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


OFFICES  AVAILABLE — Highly  prosperous  suburb,  Houston,  Texas. 
New  office  suites  available  with  established  physicians.  Area  needs  oto- 
laryngology, orthopedics,  pediatrics,  general  practice,  obstetrics  and  gyne- 
cology. For  information  call  HO  4-1557  or  write  James  E.  Cook,  M.D., 
9320  Westview,  Houston,  Texas  77055.  All  new  physicians  in  this  area 

have  been  successful  in  very  short  period  of  time. 

FOR  SALE  OR  LEASE — Port  Isabel,  Texas.  Nine  room  clinic  build- 
ing with  equipment.  South  Padre  Beach  Area.  Fastest  growing  resort 
area  in  Texas.  Please  contact  Mrs.  J.  A.  Hockaday,  P.  O.  Box  8,  Port 
Isabel,  Texas  78578.  Phone  WHitehall  3-2868  after  6 p.m.  or  weekends. 

FOR  SALE — LIKE  NEW ! Hamilton  Steeltone  examining  table,  $250. 
Hamilton  Steeltone  stool,  $30.  Five  drawer  file  cabinet,  $200.  Please  con- 
tact James  T.  Parsons,  M.D.,  880  Memorial  Professional  Building,  Hous- 
ton. Texas  77002.  Phone  JA  8-1867  or  228-4349. 


OFFICE  SPACE  AVAILABLE.  Early  success  is  assured  acceptable 
M.D.  who  moves  into  spacious  office.  Spring  Branch  area,  Houston,  with 
prosperous  burgeoning  population  and  two  local  hospitals.  Waiting  room, 
front  office,  x-ray  equipment  furnished  and  assistance  by  established 
M.D.  Contact  J.  Siegel.  M.D.,  7410  Long  Point,  Houston,  Texas  77065. 
Phone  682-2553. 


DALLAS,  TEXAS— beautiful  new  medical  office  complex  in  North 
Dallas.  Landscaped  interior  mall,  custom-designed  suites.  Under  construc- 
tion— completion  August  1969.  Part  of  rapidly  expanding  30  acre  sub- 
urban Brookhaven  Medical  Center — only  10  minutes  from  other  major 
hospitals.  Write  James  Maser,  P.O.  Box  14355,  Dallas.  Texas  75234.  Tele- 
phone 247-6151. 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE^*^  Applicator 
a routine  part  of  your  physical  examinations? 

TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 
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a broad-spectrum  antibiotic  for  the  diabetic 

threat  or 
therai^ 


t 


Disordered  metabolism 
makes  her  prone  to 
bacterial  Infection 
—and  to  moniliasis. 

When  she  needs  tetracycline, 
she  may  also  need  protection 
against  the  threat  of  fungal  over- 
growth. And  Tetrex-F  can  pro- 
vide both. 

Each  capsule  contains  250 
mg.  of  tetracycline  phosphate 
complex  to  control  sensitive  bac- 
terial pathogens... and  nystatin, 
250,000  units,  as  a precaution- 
ary measure  against  trouble- 
some vaginitis,  proctitis  or  other 
monilial  infections.  However, 
superinfection  with  other,  non- 
susceptible  organisms  may 
occur. 


Tetrex-F 

(tetracycline  phosphate 
complex-nystatin) 


PRESCRIBING  INFORMATION:  Tet-F.  5 
— 2/23/67.  For  complete  information 
consult  Official  Package  Circular. 
Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary  tracts 
and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms,  in  patients 
with  increased  susceptibility  to  monilial 
infections. 

Contraindications:  The  drug  is  contra- 
indicated in  patients  hypersensitive  to 
its  components. 

Warnings:  Photodynamic  reactions  have 
been  produced  by  tetracyclines.  Natural 
and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  if  skin 
discomfort  occurs.  With  renal  impair- 
ment, systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used.  Tooth 
staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period 
and  childhood). 

Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with 
bulging  fontanels.  In  gonorrheal  ther- 
apy, serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for 
3 months. 

Adverse  Reactions:  Glossitis,  stomatitis, 
nausea,  diarrhea,  flatulence,  proctitis, 
vaginitis,  dermatitis,  and  allergic  reac- 
tions may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d. 
Continue  for  10  days  in  Beta-hemolytic 
streptococcal  infections.  Administer  one 
hour  before  or  two  hours  after  meals. 
Supplied:  Capsules,  bottles  of  16  and 
100.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250 
mg.  tetracycline  HCI  activity  and  250,- 
000  units  of  nystatin. 

For  Oral  Suspension,  125  mg.  tetra- 
cycline and  125,000  u,  nystatin/ 5 ml., 
60  ml.  bottles.  A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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CARDIOVASCULAR  DISEASES  • ARGININOSUCCINIC  ACIDURIA 
SAMA  IN  TEXAS  • ANNUAL  SESSION  REPORTS  AND  PICTURES 


©orbptt,  I[|utrl|iit3s,^mitlj  Memorial  S^ospital 


306  Coleman  Street 
Post  Office  Box  60 


Aitit  olurbett  Clinir 

iiUiriin,  tLcxas  Telephone;  WE  6-3561 


GENERAL  SURGERY 

Howard  O.  Smith.  M.D.,  F.A.C.S. 
n.  R.  Swetland.  M.D..  F.A.C.S. 
Howard  L.  Smith.  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley.  Jr.,  M.D. 
James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 


EYE,  EAR,  NOSE  AND  THROAT 
S.  W.  Huehes,  M.D. 


ALLERGY 

Walter  S.  Smith,  M.D.* 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison,  M.D.,  F.A.C.O.G. 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 

PATHOLOGY 
W.  W.  Klatt,  M.D. 

Ronald  E.  Henderson,  Jr.,  M.D. 
Gardner  Thomas,  Jr.,  M.D. 


UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris,  Jr. 

Superintendent  of  Nurses: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


♦Expired  4-24-69. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4103  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


♦Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 

P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
*G.  A.  Davidson,  B.S.,  M.D.,  Dermatology 
♦Wm.  H.  Potts,  B.A.,  F.A.C.P.,  Internal  Medicine 
*Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 
Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 
Halcuit  Moore.  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 
Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 
Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 
John  B.  Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 
R.  M.  Burnside,  M.D.,  D.A.B.O.,  Ophthalmology 
Adam  D.  Green,  M.D.,  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 


B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
Otologic  Sur.cery 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics,  F.A.A.P., 

Diplomate  American  Board  Pediatrics 
John  W.  Geibel,  Jr.,  M.D.,  Internal  Medicine 
Diplomate  American  Board  Internal  Medicine 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B.R.,  Radiology 
Terry  D.  Allen,  M.D.,  D.A.B.U.,  Urology 
J.  Boyd  HoIIabaugh,  D.D.S.,  General  Dentistry 
George  P.  Fosmire,  M.D.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

Daniel  L.  Maddox,  D.D.S.,  General  Dentistry 
Lewis  R.  Thompson,  Jr.,  M.D.,  D.A.B. O.S.,  Orthopedic 
Surgery 

William  N.  New,  M.D.,  Dermatology 

Donald  A.  Sutherland,  M.D.,  Internal  Medicine  (Hematology) 
Dennis  Luedke,  M.D.,  Orthopedic  Surgery 
John  R.  Woodward,  M.D.,  Obstetrics  & Gynecology, 
Diplomate  American  Board  OB-GYN 
Masashi  Kawasaki,  M.D.,  D.A.B.O.,  Otolaryngology,  Tumor 
and  Reconstructive  Surgery  of  the  Head  and  Neck 
Miss  Billye  J.  Norris,  R.N.,  Director  of  Nurses 

C.  H.  Rosamond,  Administrator 
Arthur  L.  Cook,  Business  Manager 


♦Inactive  status 


TERRELL’S  LARORATORIES 

T.  C.  TERRELL,  M.D.,  F.C.A.P.,  F.A.C.P.  - DIRECTOR 

FORT  WORTH,  TEXAS 
211  Medical  Arts  Bldg. 


DEPARTMENT  OF  PATHOLOGY 
T.  C.  Terrell,  M.D.,  F.C.A.P.,  F.A.C.P. 
May  Owen,  M.D.,  F.C.A.P.,  F.A.C.P. 
Feliks  Gwozdz,  M.D.,  D.A.B.P. 
Richard  C.  Schaffer,  M.D.,  F.C.A.P. 
V.  C.  Cirone,  M.D.,  D.A.B.P. 


DEPARTMENT  OF  RADIOLOGY 
H.  W.  Banker,  M.D.,  D.A.B.R.,  M.A.C.R. 
Ernest  E.  Holt,  M.D.,  D.A.B.R.,  M.A.C.R. 
James  C.  Moore,  M.D.,  D.A.B.R.,  M.A.C.R 
DEPARTMENT  OF  CHEMISTRY 
LaMonte  A.  Tucker,  Ph.D. 


CONSULTING  AND  ANALYTICAL  SERVICES 


PATHOLOGY,  CLINICAL  PATHOLOGY,  FORENSIC  PATHOLOGY  & 
VETERINARY  PATHOLOGY — Bacteriology  - Parasitology  Hematology  - 
Histology  - Chemistry : SMA-12  Survey,  T-4,  T-3,  PBI  and  other  Automated 
Procedures 

TOXICOLOGY — Drugs  - Water  - Foods  - Biological  Materials 
HORMONE  CHEMISTRY — 17  Keto  - 17  Hydroxy  - Estrogen  - Gonadotrophin 
CHROMATOGRAPHY — Hormones  - Amino  Acids  - Vanillylmandelic  Acid 
ELECTROPHORESIS — Abnormal  Hemoglobins  - Serum  Proteins  - Amino  Acids 
QUALITY  CONTROL  IN  CLINICAL  CHEMISTRY 

MANUFACTURING  DEPARTMENT — Allergenic  Extracts  and  Treatment  Sets — 
Mounting  Media  - Specifically  Prepared  Reagents  and  Stains  for  Laboratory  Use 


TERRELL  MEDICAL  GROUP 

FORT  WORTH,  TEXAS 
210  Medical  Arts  Bldg. 

Emory  Davenport,  M.D.  A.  H.  Rutledge,  M.D. 
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42  Carotid  Artery 
LU  Protection  in 
Q Head  and  Neck  Surgery 

1^  Richard  L.  Mabry  of  Dallas 
< is  clinical  instructor  in 
Q otolaryngology  at  South- 
iZ  western  Medical  School, 
jZ  and  is  on  the  staffs  of 
Z the  VA  and  Methodist 

Hospitals.  After  graduating 
^ from  Southwestern  he 
took  his  internship  and 
otolaryngology  residency 
at  the  VA  Hospital  in 
Dallas.  D.  A.  Corgill,  his 
coauthor,  is  chief  of  the 
otolaryngology  service 
there. 


50  Anastomotic 
Aneurysms 

Robert  H.  LePere,  asso- 
ciate professor  of  surgery 
at  the  University  of  Texas 
South  Texas  Medical 
School  at  San  Antonio, 
specializes  in  thoracic  and 
cardiovascular  surgery. 

He  is  a graduate  of 
Baylor  College  of  Medi- 
cine, interned  at  Jefferson 
Davis  Hospital  in 
Houston,  and  was  a resi- 
dent there  as  well  as  at 
Charity  Hospital,  New 
Orleans,  and  Guy’s 
Hospital  and  The  Bromp- 
ton  Hospital,  London. 

Dr.  LePere  is  a diplomate 
of  the  American  Boards 
of  Surgery  and  Thoracic 
Surgery,  and  a member  of 
numerous  professional 
societies. 


58  Management  of  Cardiac 
Arrhythmias  In  Acute 
Myocardial  Infarction 

Myron  B.  Zinn,  San 
Antonio,  is  a diplomate  of 
the  American  Board  of 
Internal  Medicine,  Cardio- 
vascular Disease,  and 
is  in  private  practice.  He 
is  a graduate  of  New  York 
University  College  of 
Medicine  and  took  his 
internship  at  Kings  County 


Hospital,  Brooklyn.  Follow- 
ing his  residency  at 
Bronx  Municipal  Hospital 
Center,  Albert  Einstein 
College  of  Medicine,  he 
was  a fellow  in  medicine 
and  NIH  trainee  in 
cardiology  there. 


67  Cardiac  Resuscitation 

Hugh  E.  Wilson  is  associate 
professor  of  surgery  at 
The  University  of  Texas 
Southwestern  Medical 
School,  Dallas,  and  chief 
of  the  Department  of 
Thoracic  Surgery  at  St. 
Paul’s  Hospital.  He  also 
holds  numerous  other 
hospital  staff  appoint- 
ments. Dr.  Wilson  is  a 
graduate  of  the  University 
of  Michigan  Medical  School 
and  received  his  specialty 
training  at  Boston  City 
Hospital,  Peter  Bent 
Brigham  Hospital,  Harvard 
Medical  School,  and 
Mount  Auburn  Hospital. 

He  is  a diplomate  of  the 
American  Boards  of  Sur- 
gery and  Thoracic  Surgery; 
a fellow  of  the  American 
Colleges  of  Surgeons, 
Cardiology,  and  Chest 
Physicians;  and  a member 
of  numerous  other 
professional  organizations. 


73  Coronary  Disease 
and  Exercise 

Robert  A.  Bruce,  FACP, 
is  professor  of  medicine 
and  head  of  the  Division 
of  Cardiology,  University  of 
Washington  School  of 
Medicine,  Seattle.  A grad- 
uate of  the  University  of 
Rochester  School  of 
Medicine,  he  held 
several  fellowships  and 
teaching  positions  at 
Boston  University  and  at 
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the  University  of  Roches- 
ter. Dr.  Bruce  is  a 
diplomate  of  the  American 
Board  of  Internal  Medi- 
cine, cardiovascular  dis- 
ease, and  has  been 
certified  by  the  National 
Board  of  Medical  Exam- 
iners. He  is  a member  of 
various  professional 
associations,  and  in  1965- 
1966  was  appointed  a 
Fellow  of  the  Common- 
wealth Fund  and  Visiting 
Professor,  The  Department 
of  Medicine,  The  Royal 
Infirmary,  University  of 
Edinburgh.  His  coauthor, 
John  R.  McDonough,  is 
a senior  fellow  in  medicine 
(cardiology)  at  the  Uni- 
versity of  Washington 
School  of  Medicine, 

Seattle. 


78  The  Psychogenic 
Factor  in  Chest  Pain 

R.  Louis  Cope,  FACP,  is 
chief  physician  with  the 
Veterans  Administration  in 
San  Antonio.  He  was 
formerly  an  associate  pro- 
fessor of  clinical  medicine 
at  Baylor  College  of 
Medicine,  Houston,  and 
is  a past  president  of 
the  Houston  Society  of 
Internal  Medicine.  Dr. 

Cope,  a graduate  of  Tulane 
University  School  of 
Medicine,  New  Orleans, 
is  a diplomate  of  the 
American  Board  of  Internal 
Medicine.  As  a hobby, 
he  enjoys  ornithology. 


PUBLICATION  INFORMATION 


82  Clinicopathologic 
Conference 

Participants  in  this  month’s 
Clinicopathologic  Confer- 
ence are  Melvin  Fox, 
medical  director,  Texas 
State  Department  of 
Health,  Region  I B,  Divi- 
sion of  Tuberculosis 
Control,  El  Paso,  Modera- 
tor; Col  E.  M.  Bradley, 
chief,  Endocrine-Metabolic 
Section,  Wilford  Hall 
USAF  Hospital,  San 
Antonio;  Theodore  Chuang, 
chief  surgeon,  San 
Antonio  State  Tuberculosis 
Hospital;  Arthur  Grollman, 
professor  of  experimental 
medicine.  Southwestern 
Medical  School,  Dallas; 
and  Leonard  Seitzman, 
chief  radiologist;  Frank  M. 
Townsend,  chief  patholo- 
gist; and  E.  Villavicencio, 
consultant.  Endocrinology 
Services,  all  of  the  San 
Antonio  State  Tuber- 
culosis Hospital. 


90  Argininosuccinic 
Aciduria 

Gordon  Farrell  is  head  of 
the  Division  of  Mental 
Retardation  Research, 
Texas  Research  Institute 
of  Mental  Sciences,  Hous- 
ton, where  two  cases  of 
argininosuccinic  aciduria 


were  studied.  Participating 
in  the  discussion  of  these 
cases  (the  14th  and  15th 
to  be  reported  in  the 
literature)  are  Elizabeth 
W.  Rauschkolb,  assistant 
professor  of  dermatology 
at  Baylor  College  of 
Medicine;  Jean  Moure, 
clinical  associate  in 
medicine  at  The  University 
of  Texas  MD  Anderson 
Hospital;  R.  E.  Headlee, 
clinical  director  of  the 
Abilene  State  School;  and 
Hugo  Moser,  assistant 
professor  of  neurology, 
Harvard  Medical  School, 
Boston. 


EDITORIALS 

31  It  Was  A Very 
Good  Year 

Steven  G.  McCloy 

33  Help!  Stamp  Out 
Stupidity! 

Russell  L.  Deter 

37  What’s  Good  in 
Texas  Medicine 

Charles  Max  Cole 


DEPARTMENTS 

104  Picture  Story:  102nd 
Annual  Session;  New 
Chapter  in  History 

107  Association  News 

113  General  News 

117  Special  Article; 
Workmen’s  Compensation 
Disputes  Settled  by 
Joint  Committee 
Arbitration  Procedure 

118  Feature  Article:  Medi- 
cal Pilgrimage  Leads  Home 

127  Personals 

127  Postgraduate  Courses 

129  Highlights  of 
Coming  Meetings 

134  Medicine  in  Literature 

135  New  Books  in 
TMA  Library 


Texas  Medicine  is  published  monthly  by  the  Texas  Medical 
Association. 

Editorial  and  Business  Offices:  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701;  Telephone:  Area  Code  512  477-6704. 
Second  Class  Postage  paid  at  Austin,  Texas,  with  additional 
entry  at  Fort  Worth,  Texas,  under  Act  of  March  3,  1879. 
Subscription  communications  should  be  sent  to  the  Busi- 
ness Offices.  $3  per  year  for  members;  $9  for  nonmem- 
bers; $10  for  foreign;  single  copy,  $1. 

Contributions,  previously  unpublished,  are  welcomed  for 
review;  suggestions  for  preparation  are  available  from  the 
Editorial  Offices.  News  and  other  items  should  be  sent  to 
the  Editorial  Offices  by  the  10th  of  the  month  preceding 
the  month  of  publication.  All  contributions  are  sent  at  the 
owner's  risk. 

Printing  Offices:  c/o  Stafford-Lowdon  Company,  1114  West 
Daggett,  Fort  Worth  76104. 


136  Pamphlets 
136  Recent  Deaths 


ON  THE  COVER 

The  electric  current  pro- 
duced by  the  heart  mus- 
cle’s contraction,  converted 
to  a graphic  tracing,  tells 
the  physician  some  of  the 
things  that  are  happening 
in  the  patient’s  heart,  and 
helps  him  anticipate  what 
may  develop.  Several  as- 
pects of  cardiovascular  dis- 
eases are  considered  in  the 
articles  in  this  issue. 


NEXT  MONTH 

In  June,  Texas  Medicine  will 
publish  a symposium  on 
mental  retardation  present- 
ed by  members  of  the  Child 
Development  Clinic,  Depart- 
ment of  Pediatrics,  Uni- 
versity of  Texas  Medical 
Branch.  Other  scientific  ar- 
ticles will  include  manage- 
ment of  chronic  renal  fail- 
ure by  salt  balancing,  diag- 
nosis of  urinary  tract  ab- 
normalities in  children  with 
urinary  tract  infections,  and 
an  exhibit  article  on  renal 
tuberculosis. 
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Also  available  as  Estomul  Tablets: 

Each  swallow  tablet  contains:  orphenadrine  hydrochloride, 
25  mg.;  bismuth  aluminate,  25  mg.;  magnesium  oxide,  45 
mg,;  aluminum  hydroxide-magnesium  carbonate  (as  co- 
precipitate), 500  mg. 

Indications:  Peptic  ulcer:  duodenal,  marginal,  gastric, 
esophageal;  gastroesophageal  reflux;  esophagitis  (without 
stricture);  irritable  bowel  syndrome;  hyperacidity  and  dys- 
pepsia; congenital  shortening  of  esophagus  with  esophagi- 
tis; heartburn;  spasm  of  the  cardiac  end  of  esophagus; 
gastritis;  symptomatio  hiatus  hernia;  alooholic  gastritis; 
functional  pylorospasm. 


anticholinergic 
antacid 
demulcent 
topical  anesthetic 


Contraindications:  Because  of  the  anticholinergic  action  of 
orphenadrine,  Estomul  should  not  be  used  in  patients  with 
glaucoma,  pyloric  or  duodenal  obstruction,  stenosing  peptic 
ulcers,  prostatic  hypertrophy  or  obstruction  at  the  bladder 
neck,  achalasia  (megaesophagus),  and  myasthenia  gravis. 

Precautions:  Doses  in  excess  of  six  tablets  or  six  table- 
spoons of  liquid  daily  may  produce  minor  side  actions 
such  as  dryness  of  the  mouth  or  blurred  vision. 

Warning:  Use  of  any  drug  in  pregnancy,  lactation  or  in 
women  of  child-bearing  age  requires  that  the  potential 
benefit  of  the  drug  be  weighed  against  its  possible  hazards 
to  the  mother  and  child.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Side  Efiects:  Possible  side  actions  include:  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  dry  mouth, 
blurred  vision,  dilatation  of  the  pupil,  increased  ocular  ten- 
sion, weakness,  nausea,  vomiting,  headache,  dizziness, 
constipation,  drowsiness,  and  rarely,  urticaria  and  other 
dermatoses.  Infrequently,  an  elderly  patient  may  experi- 
ence some  degree  of  mental  confusion. 


it’s  all  here! 

Estomur 

Liquid 

Each  tablespoon  (15  cc.)  contains: 
orphenadrine  HCI,  25  mg.; 
bismuth  aluminate,  50  mg.; 
aluminum  hydroxide  — magnesium  carbonate 
(as  co-precipitate),  918  mg. 


Dosage:  For  adults:  One  or  two  tablespoons  of  liquid  or 
one  or  two  swallow  tablets  three  times  daily;  depending  on 
severity. 

Availability:  On  Rx  only.  12  oz.  bottles  of  liquid  and  bottles 

of  1 00  swallow  tablets.  Riker  Laboratories  • Northridge,  California  91324 


The  Riker  Representatives  in  your  area  are:  Bob  Jones,  Bill  Corcoran,  Al  Daniels,  Henry  Birdwell,  Jack  Mercadal, 
Tom  Tucker,  Bill  Halstead,  Bill  Newton,  Roger  Moore,  Bill  Baker,  Bob  Oliver,  Taft  Allen 


In  1969,  as  always,  a substantial 
part  of  the  BLUE  CROSS®  and  BLUE  SHIELD®' 
advertising  is  devoted  to  helping  solve  the 
problem  of  desperately  short  man  and 
woman-power  in  the  health-care  industry.  Be  sure 
and  see  our  ad  on  this  subject  in  one  of  the 
following  publications  this  month: 

Time  Magazine  — May  9 
Newsweek  Magazine  — May  12 
Wall  St.  Journal  — May  13 
Texas  Agriculture 
Texas  School  Business 
Texas  Metro  Magazine 
Texas  Industry  Magazine 
and  Chamber  of  Commerce  Magazines 

We  are  glad  to  do  everything  we 
can  to  help  “the  team”.  Maybe  this  is 
^ still  another  reason  why  — 

^‘'^'■ybody’s 


BLUE  CROSS" 

Hospital  and  Health  Care  Coverage 

(GROUP  HOSPITAL  SERVICE,  INC.) 

and 

BLUE  SHIELD* 

Medical  and  Surgical  Benefits 

(GROUP  LIFE  & HEALTH  INSURANCE  COMPANY) 

OF  TEXAS 

MAIN  AT  NORTH  CENTRAL  EXPRESSWAY 
DALLAS,  TEXAS  75222 
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as  easy 

as  nTz 


An  easy  solution  to  the 
problem  of  nasal  symptoms  of  hay 
fever,  colds  and  sinusitis 


nTz 
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prescribe 

nTz' 

Nasal  Spray 

(contains  Neo-Synephrine) 


• easy  to  prescribe;  just  write  nTz  Nasal 
Spray. 

• easy  to  recommend:  just  say  nTZ  Nasal 
Spray. 


• easy  to  use:  just  one  spray  in  each  nostril, 
quickly  followed  by  a second  spray.  Repeat 
q.  3 h.  or  q.  4 h.  for  temporary  relief. 

• easy  to  dispense:  the  outer  sleeve  of  the 
package  is  removable  for  easy  application 
of  prescription  label. 

• easy  to  remember:  as  easy  as  NTZ  . 


But  more  than  a 
simple  vasoconstrictor: 

nTz  Nasal  Spray  affords  the  well-known 
benefits  of  Neo-Synephrine®,  0.5  per  cent, 
the  more  potent  solution  (adult  strength)  in  a 
carefully  balanced  formula  which  includes: 
Neo-Synephrine  (brand  of  phenylephrine) 
HCI  0.5  per  cent,  decongestant 
Thenfadil®  (brand  of  thenyidiamine)  HCI 
0.1  per  cent,  antihistamine 
Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)Cl  1 :5000,  wetting  agent 


Available:  nTZ  Nasal  Spray  in  squeeze 
bottles  of  20  ml.;  nTz  Solution  in  bottles  of 
1 oz.  with  dropper. 


Winthrop  Laboratories,  New  York,  N.  Y.  10016 


l/i//i7fhri 


virtually  100%  effective  in  external 
otitis  of  bacterial  or  fungal  etioli^y 

Within  seconds,  VoSoL  is  cidal  against  all  pathogens  associated 
with  external  otitis  and  provides  such  specific  advantages  as 

• rapid  anti-inflammatory,  anti-infective,  anti-pruritic  action  • rarely  sensitizing, 
hypo-allergenic,  non-toxic,  no  risk  of  neomycin  sensitivity  reaction  • virtually  no  side 
effects  • no  interference  with  otoscopic  examination  since  it  does  not  obscure  ana- 
tomic landmarks  • proven  efficacy  in  both  treatment  and  prevention  of  external  otitis 
as  reported  in  over  5,000  cases,  published  in  numerous  studies,  with  over  95%  good 
to  excellent  results 


INDICATIONS:  VoSoL:  For  the  treatment  and  prevention  of  otitis  externa. 

VoSoL  HC.  Indicated  when  the  otitis  is  complicated  by  inflammation  or  when  the 
otitis  is  associated  with  seborrheic  dermatitis,  allergic  eczema,  psoriasis  or 
other  non-infectious  conditions.  SUGGESTED  METHOD  OF  TREATMENT: 

1.  Carefully  remove  all  cerumen  and  debris.  This  is  important  because  it  allows 
immediate  contact  to  infected  surfaces.  2.  To  promote  continuous  contact, 
insert  a VoSoL  or  VoSoL  HC  saturated  wick  in  the  ear  with  instructions  to  the 
patient  to  keep  wick  moist  for  the  next  24  hours  by  occasionally  adding 
a few  drops  on  the  wick.  3.  Remove  wick  after  first  24  hours  and  continue  to 
instill  5 drops  of  VoSoL  or  VoSoL  H£  3 or  4 times  daily  thereafter. 

4.  During  treatment  to  prevent  infection  of  other  ear,  use  VoSoL  or  VoSoL  HC  in 
unaffected  ear  3 times  daily.  PRECAUTIONS:  As  safety  of  topical  steroids 
during  pregnancy  has  not  been  confirmed,  they  should  not  be  used  for  an 
extended  period  during  pregnancy.  Systemic  side  effects  may  occur 
with  extensive  use  of  steroids.  CONTRAINDICATIONS:  As  with  all  drugs,  sensitivity 
to  any  of  the  constituents  of  these  preparations  is  a contraindication  to  their 
use;  perforated  tympanic  membranes  are  frequently  considered  a contraindication 
to  the  use  of  external  ear  canal  medication.  AVAILABILITY:  VoSoL  15  c.c. 

VoSoL  HC  TVi  c.c.  Both  preparations  in  measured  drop,  safety-tip  plastic  bottles. 


VoSoI^ 


otic  Solution 

Ingredients: 

1,2-propanediol  diacetate  3.0% 

acetic  acid  2.0% 

benzethonium  chloride  0.02% 

in  a propylene  glycol  vehicle 
containing  0.015%  sodium  acetate. 


When  otitis  is  complicated  by 
inflammation  or  other  non-infectious 
conditions  prescribe 


WAMPOLE  LABORATORIES 


VoSoi:  HC 


Stamford,  Connecticut  06904 

Div.  Denver  Chemical  Mfg.  Co.  in  Canada:  Denver  Labs.  (Canada)  Ltd.,  Toronto 


Otic  Solution 


Ingredients  of  VoSoL 
plus  1%  Hydrocortisone 


Not  an  antibiotic 
Not  a sulfonamide 


Sedotiori  ivHhoiil  peaks  and  valleys 

REMOVES  THE  MENTAL  BLUR 
THAT  CLOUDS  VISION 

CONSTRUCTIVE  THEfJ APY— Solfoton  in  any  form 
taken  at  6 hour  intervals  maintains  sedation  at  the 
threshold  of  calmness,  sustaining  a mental  climate 
for  purposeful  living. 

Ecich  tablet  or  capsule  contains; 

PHENOBARBITAL  (Warning:  may  be  habit  forming)  ...16  mg. 
BENSULFOID®  (See  P.D.R.)  65  mg. 

Precaution:  same  as  16  mg.  phenobarbital 

Literature  and  clinical  supply 
available  to  physicians. 

FEDERAL  LAW  PROHIBITS  DISPENSING  WITHOUT  PRESCRIPTION 

AVAILABLE 

SOLFOTON  (yellow,  uncoated  tablets  “P") 

lOOs,  500s,  5000s 

SOLFOTON  CAPSULES  (yellow  and  brown) 

lOOs,  500s,  lOOOs 

SOLFOTON  S/C  (sugar-coated,  beige  tablets) 

lOOs,  500s,  4000s 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


because 
relief 
means 
so  much 
to  your 


patient 


There  are  not  many  drug  combinations  in  use  to- 
day which  can  claim  to  have  served  the  medical 
profession  for  more  than  50  years.  Such  a record 
reflects  the  continued  confidence  of  physicians  in 
URISED.  This  is  not  a dramatic  “wonder  drug”  — 
but  a useful  one. 


URISED  rapidly  exerts  spasmolytic  action,  reliev- 
ing pain  and  discomfort  of  urgency,  frequency,  and 
burning  on  urination.  Rapid  acting  URISED  exerts 
antibacterial  action  against  uropathogens  susceptible 
to  methenamine  and  methylene  blue,  in  an  acid 
medium. 


URISED  is  safe  . . . especially  useful  in  long-term 
management  of  chronic  cases;  as  a prophylactic 
measure  with  catheterization  or  after  instrumenta- 
tion. No  systemic  reactions  or  bacterial  resistance 
have  been  reported. 


Each  blue-coated  tablet  contains  active: 


Atropine  Sulfate  0.03  mg.  Methylene  Blue  ..  . 5.4  mg. 

Hyoscyamine  . . 0.03  mg.  Phenyl  Salicylate  .18.1  mg. 

Methenamine  . . 40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with 
known  idiosyncrasy  to  atropine  or  cardiac  disease.  While 
under  this  therapy  the  urine  is  blue;  patients  should  be  so 
advised  to  allay  apprehension. 

SIDE  EFFECTS:  Neither  irritation  nor  other  untoward  re- 
actions have  been  reported;  however,  if  pronounced  dryness 
of  the  mouth,  flushing,  or  difficulty  in  initiating  micturition 
occur,  decrease  dosage.  If  rapid  pulse,  dizziness,  or  blurring 
of  vision  occur,  discontinue  use  immediately.  Acute  urinary 
retention  may  be  precipitated  in  prostatic  hypertrophy. 
CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults— Two  tablets,  orally,  four  times  per  day 
followed  by  liberal  fluid  intake.  Acute  cases— Initially  two 
tablets  every  hour  for  three  doses  followed  by  the  recom- 
mended daily  administration.  Children— One-half  the  adult 
dose. 

Stocked  Nationally  Through  All  Service  Wholesale  Druggists 


CZaiMAL 

pharmaceuticals,  INC 
CHICAGO.  ILLINOIS  SOSAOi 


/ MANUFACTURERS 
! OF  URICEUTICAL® 
SPECIALTIES 
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“anorectal 

disorders” 


This  Rectopath  Model 

may  help  you  explain 
certain  anorectal  disorders 
to  some  of  your  patients. 

It  is  yours  on  request. 


See  next  page  for  details. 


“anorectal 

disorder” 


includes  a range  of  problems. 
For  symptomatic  relief 
in  some  of  these  disorders 
consider  a member  of 
the  Anusol  Family. . . 


One  suppository  morning 
and  evening  and  after 
each  bowel  movement. 


ANUSOE 

soothing,  palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 

Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  ( 1.7.5%),  benzyl  benzoate 
(1.2%),  Peruvian  balsam  ( 1 .8%),  zinc  oxide  (1 1.0%),  and  boric 
acid  (5.0%).  plus  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUSOL-HC 

prompt  reduction  of  inflammation  plus  the 
soothing  effects  of  regular  Anusol. 

Each  ANUSOL-HC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula,  10  mg.  hydrocortisone  acetate. 

Precautions:  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 

ANUGESIC 

when  severe  pain  recptires  prompt  relief, 
pramoxine  HCl  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains:  61  mg.  bismuth  sub- 
gallate. 47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate.  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients:  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil.  and  certified  coloring  in  a cacao  butter  base. 

Precautions:  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 

Also  available:  anusol®  ointment  and  anugesic®  ointment 


Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J. 


The  Rectopath  MoiJel 
is  available  from  your 
Warner-Chilcott  repre- 
sentative or  upon  request 
from  Warner-Chilcott 
Labs.,  Morris  Plains, 
New  Jersey  07950. 


AN-IN.91-4C 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 


( LTR2a ) 


In  Cervicitis 

Help  the  healing  process 
with  StomAseptine*  douching 


Helps  flush  away  exudates, 
maintain  internal  cleanliness, 
reduce  odor... reassures  the  patient 

StomAseptine  douching  is  a valuable  adjunct  to 
cervicitis  therapy.  These  gentle,  non-irritating 
internal  irrigations  help  maintain  a clear  field  by 
washing  away  pus  and  secretions...  relieve 
itching  and  burning. ..reduce  malodor...and  offer 
the  patient  a refreshing,  reassuring  procedure 
that  can  help  speed  the  healing  process. 


Write  for  new  booklet  on  patient  douching 
instructions;  space  is  provided  for  your  specific 
recommendations.  Advise  quantity  needed. 
Write:  Harcliffe  Laboratories,  Inc.,  Dept.  1005, 
423  Atlantic  Avenu''  Brooklyn,  N.Y.  11217 


SfOMAsEPfiNE  e DOUCHE  POWDER 

Contains:  Sodium  perborate,  sodium  bicarbonate, 
sodium  chloride,  sodium  borate,  menthol,  thymol, 
eucalyptol,  methyl  salicylate  and  aromatics— Bottles  of 
6 oz.,  15  oz..  32  oz.,  Cartons  of  12,  10  Gm.  Packets 
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TEXAS  MEDICINE 


He  is  elderly. 

He  is  on  corticosteroids. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 

DECLOSTATIN300 


DemrlhylrhlortelracyclineHCl  300  mg 
and  Njslalin  500,000  units 
CAPSILE-SHAPED  TABLETS  lederle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

^ For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
—the  broad-spectrum  therapy  that  prevents  monilial 
o'^^rgrowth. 


lomd 


Precautions : Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 


Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions — urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapy^ 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  symptoms  have  subsided. 


LEDERLE  LABORATORIES 

A Division  o|  American  Cyanamid  Company,  Pearl  River,  New  York 
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It  takes  more  than  a pill 
to  lose  weight  , , 


That’s  why  Abbott’s  got  what  it  takes- 
a pill  and  a program  for  each  patient 


THE  PRODUCT— 5 Different  Strengths 


For  smooth  appetite  control  plus  mood  elevation 

Desoxyn®  Gradumet® 

Methamphetamine  Hydrochloride  in  Long-Release  Dose  Form 
For  patients  who  can’t  take  plain  amphetamme 

Desbutal®  10  Gradumet 

10  mg.  Methamphetamine  Hydrochloride,  60  mg.  Sodium  Pentobarbital 

Desbutal  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride,  90  mg.  Sodium  Pentobarbital 


3 i 3 '3 

5 mg  10  mg  15  mg 


FRONT 


FRONT 


SIDE 


0 

SIDE 


THE  PROGRAM— 3 Patient  Booklets 


ihv 


Weight  Control 
Booklet 

Specifically  written  to  help 
your  patients  understand 
why  they  are  overweight, 
and  what  they  can  do  about 
it.  The  booklet  stresses  the 
importance  of  changing 
lifelong  eating  habits  and 
explains  how  this  can  be 
done,  sensibly,  comfortably 
—and  permanently.  Food 
exchanges  and  a compre- 
hensive list  of  foods,  show- 
ing their  calories,  are  also 
included. 


Food  Diary 


Designed  to  help  the  over- 
weight patient  follow  your 
eating  instructions.  Space 
is  provided  for  breakfast, 
lunch,  supper,  and  even 
snacks.  By  writing  down 
everything  that’s  eaten 
each  day,  the  patient  is 
constantly  reminded  that 
she’s  trying  to  change  her 
eating  habits.  And  you  are 
furnished  with  a written 
record  of  how  well  she’s 
doing. 


help  you 
control  your 
weight... 

here  are  lunch  and  dinner  menu5 
for  every  single  day  of  the  week 
ihowtog  the  portion  sizes  that 
your  doctor  has  recommended. 


Picture  Menu 
Booklet 

Compact  new  booklet  features  appetiz- 
ing lunch  and  dinner  menus  for  every 
day  of  the  week.  The  meals  are  depicted 
in  full  color  and  the  correct  portion  size 
so  that  the  dieter  can  see  the  amount  of 
food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each 
day’s  meals  add  up  to  only  1,000  calories. 

902110 

Please  see  Brief  Summary 
on  next  page. 

Ask  Your  Abbott  Man 
For  Patient  Supplies. 


'olume  65,  May,  1969 
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BRIEF  SUMMARY 

Desoxyn'Gradumef 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

DesbutariO  Gradumet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

Desbutal  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 

Indications:  Desoxyn  and  Desbutal 
are  used  orally  as  appetite  suppres- 
sants, for  reduction  of  mild  mental 
depression,  and  to  help  in  manage- 
ment of  psychosomatic  complaints 
or  neuroses.  Desoxyn,  when  admin- 
istered parenterally,  may  be  used  as 
a vasopressor  agent  or  analeptic. 

Contraindications:  Methampheta- 
mine (in  Desoxyn  and  Desbutal)  is 
contraindicated  in  patients  taking  a 
monoamine  oxidase  inhibitor.  Do 
not  u.se  pentobarbital  (in  Desbutal) 
in  persons  hypersensitive  to  barbi- 
turates, or  in  those  with  history  of 
manifest  or  latent  porphyria. 

Precautions,  Side  Effects:  Observe 
caution  in  patients  with  hyperten- 
sion, cardiovascular  disease,  hyper- 
thyroidism, old  age,  or  those  sensi- 
tive to  sympathomimetic  drugs. 
Prolonged  usage  may  lead  to  toler- 
ance or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid 
chronic  intoxication  and  drug  de- 
pendence. 

Amphetamine  side  effects  such  as 
headache,  excitement,  agitation, 
palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically-in- 
duced depression  is  an  indication  to 
withdraw  the  drug.  Because  of  its 
sodium  pentobarbital  content,  use 
Desbutal  with  caution  in  patients 
receiving  coumarin  anticoagulants. 
Pentobarbital  may  cause  skin  rash. 
Nervousness  or  excessive 
sedation  with  Desbutal  is 
often  transient.  902110 


Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 


Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 
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THE  BETTHANN  ARCHIVE 


In  angina  pectoris,  fresh  sublingual 

nitroglycerin 
is  fast 

but... 

Isordil*  Sublingual 

(isosorbide  dinitrate) 

is  fast 

and  long- lasting 


Prescribe  oral  Isordil  for  prophylactic  treatment  of  angina  pectoris 


ISORDIL  SUBLINGUAL  acts  almost  as  fast  as  nitroglycerin,  yet  lasts 
hours  longer.  Reliable  because  it's  stable. 

Prescribe  ISORDIL  SUBLINGUAL  (5-mg.  tablets)  for  treatment  of  acute 
attacks  or  for  prophylaxis  when  increased  physical  or  emotional  stress 
place  an  increased  burden  on  your  angina  pectoris  patients. 

ISORDIL  dilates  coronary  arteries  and  significantly  reduces  the  number, 
duration  and  severity  of  angina  attacks.  Exercise  tolerance  is  also  in- 
creased in  some  patients. 

Available  in  four  additional  dosage  formulations  to  provide  flexible  man- 
agement of  your  angina  pectoris  patients. 

Prescribe  ISORDIL®  10  mg.  (scored,  oral  tablets)  or  ISORDIL®  TEMBIDS® 
(40-mg.  sustained  action  tablets)  for  basic  prophylactic  treatment  of 
angina  pectoris. 

Prescribe  ISORDIL®  ORAL  5 mg.  (scored,  oral  tablets)  to  facilitate  small 
adjustments  in  dosage. 

Prescribe  ISORDIL®  with  PHENOBARBITAL  when  anxiety  or  emotional 
disturbances  are  important  factors  in  the  clinical  picture.  Each  tablet 
contains  10  mg.  isosorbide  dinitrate  and  15  mg.  (V^  gr.)  phenobarbital, 
U.S.P.,  (Warning:  Phenobarbital  may  be  habit  forming). 

Indications:  ISORDIL  Sublingual—iot  prevention  and  treatment  of  angina 
pectoris.  Oral-ior  relief  of  angina  pectoris  (pain  of  coronary  artery  dis- 
ease); the  oral  dosage  forms  are  not  intended  to  abort  the  acute  anginal 
episode,  but  are  widely  regarded  as  useful  in  the  prophylactic  treatment  of 
angina  pectoris. 

Contraindication:  Idiosyncrasy  to  this  drug. 

Warning:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 


Precautions:  Intraocular  pressure  is  increased;  therefore,  caution  is  re- 
quired in  administering  to  patients  with  glaucoma.  Tolerance  to  this  drug 
and  cross-tolerance  to  other  nitrites  and  nitrates  may  occur.  In  patients 
with  functional  or  organic  gastrointestinal  hypermotility  or  malabsorption 
syndrome,  it  is  suggested  that  either  the  ISORDIL  ORAL  5 mg.  or  ISORDIL 
10  mg.  oral  tablet  or  ISORDIL  SUBLINGUAL  be  the  preferred  therapy.  The 
reason  for  this  is  that  a few  patients  have  reported  passing  partially  dis- 
solved ISORDIL  TEMBIDS  in  their  stools.  This  phenomenon  is  believed  to  be 
on  the  basis  of  physiologic  variability  and  to  reflect  rapid  gastrointestinal 
transit  of  the  sustained  action  tablet,  ISORDIL  TEMBIDS  should  not  be  chewed. 
Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Headache  is  com- 
mon and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness  and 
weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with  pos- 
tural hypotension  may  occasionally  develop.  This  drug  can  act  as  a physio- 
logical antagonist  to  norepinephrine,  acetylcholine,  histamine,  and  many 
other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to  the 
hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug  rash 
and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 


ISORDICdSOSORBIDE  DINITRATE) 


May  we  send  you  reprints,  detailed  information  and/  or 
professional  samples? 

TEMBIDS®— TRADEMARK  FOR  SUSTAINED  ACTION  TABLETS 

IVES  LABORATORIES  INC. 

685  Third  Avenue,  New  York,  N.Y.  10017 
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OFTEN... 
HER  LOWER 


G.  I.  TRACT 


Psycho-abdominal  Distress:  Frequently  Female 

Women  aged  15  to  45  appear  to  be  more  prone  than  men  to  bloating, 
cramping  pain  of  stress-related  intestinal  disturbances  such  as  irritable 
or  spastic  colon. • 

Frequently  Recurrent 

In  the  experience  of  many  physicians,  women  are  more  likely  to  re- 
appear time  after  time  with  repeated  complaints  of  lower  G.I.  distress. 

Requiring  Definitive  Therapy 

Often  needed  is  therapy  adequate  to  control  both  the  somatic  and 
the  emotional  components  of  psycho-abdominal  complaints. 

Definitive  Dual  Therapy 

’Milpath’  contains  a procen  synthetic  anticholinergic  useful  for 
relie\ing  hypcrmotility,  spasm,  and  hypersecretion  of  the  gastrointes- 
tinal tract. 

In  addition,  'Milpath’  provides  a time-tested  tranquilizer  for  mild 
but  effective  anti-anxiety  action. 

With  Flexible  Dosage 

• 'Milpath’-400  (meprobamate  400  mg.  -f  tridihexethyl  chloride  25 
mg.)  Usual  adult  dose:  1 tablet  t.i.d.  and  2 at  bedtime. 

•When  less  tranquilization  is  required:  'Milpath’-200  (meproba- 
mate 200  mg.  -|-  tridihexethyl  chloride  25  mg.) 


^ Wallace  Pharmaceuticals/ Cranbury,  N.J.  08512 


gently 

Ml 

jirmly 


MILPATH 

(meprobamate  tridihexethyl  chloride ) 

relaxes  smooth  muscle  and  psyche 


Please  see  the  following  page  for  brief  summary  of  prescribing  information. 


Gently 
but  firmly 

MILPATH* 

(meprobamate  + tridihexethyl  chloride) 

Relaxes 
smooth  muscle 
and  psyche 


I 


Usual  Adult  Dosage 

One  'Milpath’-400  tablet,  three  times  a day  at  mealtimes,  and 
two  at  bedtime.  For  greater  anticholinergic  effect,  two  'Milpath'- 
200  tablets,  three  times  a day  at  mealtimes  and  two  at  bedtime 
Doses  of  meprobamate  above  2400  mg.  daily  not  recommended. 

Indications 

Llseful  in  organic  and  functional  disorders  with  hypersecretion 
and  hypermotility  of  G.I.  tract,  especially  when  accompanied  by 
anxiety,  neurosis,  or  tension  states.  Should  be  used  as  an  adjunct 
to  all  other  therapeutic  measures. 

Contraindications 

Tridihexethyl  chloride:  Urinary  bladder-neck  obstructions,  e.g., 
prostatic  obstruction  due  to  hypertrophy;  pyloric  obstructions 
because  of  reduced  motility  and  tonus:  organic  cardiospasm 
(megaesophagus);  glaucoma;  possibly  in  stenosing  gastric  or 
duodenal  ulcers  with  significant  gastric  retention. 

Meprobamate:  Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate. 

Precautions 

Tridihexethyl  chloride:  Use  cautiously  in  elderly  males  (pos- 
sible prostatic  hypertrophy) . 

Meprobamate:  Carefully  supervise  dose  and  amounts  prescribed. 
Consider  possible  dependence  or  habituation  (reported  occasion- 
ally after  excessive  use),  particularly  in  severe  psychoneurotics, 
alcoholics,  ex-addicts.  Withdraw  gradually  (one  or  two  weeks) 
after  excessive  dosage  for  weeks  or  months  to  avoid  recurrence  of 
pre-existing  symptoms  (e.g.,  anxiety,  anorexia,  insomnia)  or  with- 
drawal reactions  (e.g.,  vomiting,  ataxia,  tremors,  muscle  twitching; 
rarely,  epileptiform  seizures,  more  likely  in  those  with  CNS  dam- 
age or  latent  convulsive  disorders).  If  drowsiness  or  visual  dis- 
turbance occurs,  reduce  dose  and  advise  against  activity  requiring 
alertness  (driving,  machinery  operation).  Effects  of  excess  alcohol 
may  be  increased.  Grand  mal  seizures  possible  in  persons  with 
both  petit  and  grand  mal.  Prescribe  cautiously  in  small  amounts 
to  patients  with  suicidal  tendencies.  Prescribe  with  caution  to 
patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  carisoprodol. 

Side  Effects 

The  following  side  effects  of  components  may  occur  with 
'Milpath’. 

Tridihexethyl  chloride:  Severe  effects  rare  on  recommended 
dosage.  Anticholinergic  effects:  dry  mouth  (fairly  frequent  at  oral 


doses  of  100  mg.),  constipation  or  "bloated”  feeling.  Possible: 
tachycardia,  dilation  of  pupils,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  drowsiness,  urinary  hesitancy  or  re- 
tention, dizziness. 

Meprobamate:  Drowsiness,  sometimes  with  ataxia,  usually  con- 
trolled by  decreasing  dosage,  occasionally  with  aid  of  central  stimu- 
lants (e.g.,  amphetamine).  Rarely,  allergic  or  idiosyncratic 
reactions  (usually  after  one  to  four  doses);  in  mild  form:  itchy, 
urticarial  or  erythematous,  maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocytopenic  purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral  edema  and  fever,  transient  leuko- 
penia, and  one  fatal  bullous  dermatitis  (after  meprobamate  and 
prednisolone)  reported.  More  severe,  very  rare  hypersensitivity: 
fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (one  fatal),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treat  symptomatically  (e.g.,  epinephrine,  antihistamines, 
possibly  hydrocortisone)  ; stop  and  do  not  restart  the  drug.  Isolated 
agranulocytosis,  thrombocytopenic  purpura,  one  fatal  aplastic 
anemia  reported,  but  only  in  presence  of  known  toxic  drugs,  por- 
phyric  symptoms  reported  but  relationship  not  established.  Fast 
EEG  activity,  usually  after  excessive  dosage.  Impairment  of  visual 
accommodation  reported  by  one  observer.  Fixed  drug  eruption 
with  meprobamate  and  cross  reaction  to  carisoprodol  reported. 

Suicidal  attempts  may  produce  drowsiness,  lethargy,  stupor, 
ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse,  and 
death.  Excessive  dosage  has  led  rapidly  to  sleep,  then  reduction  of 
vital  signs  to  basal  levels.  Empty  stomach,  and  if  respiration  be- 
comes very  shallow  and  slow,  cautiously  give  CNS  stimulants  (e.g., 
caffeine,  pentylenetetrazol,  amphetamine)  ; also  pressor  amines  if 
indicated. 

Supplied 

In  two  strengths. 

'Mil path’ -400:  Yellow,  scored  tablets. 

'Mtl path’ -200:  'Vbllow,  coated  tablets. 

Before  prescribing,  consult  package  circular. 

References 

1.  Harrison,  T.  R.,  et  ah:  Principles  of  Internal  Medicine,  Fifth 
Edition,  New  York,  The  Blakiston  Division,  McGraw-Hill  Book 
Company,  1966,  p.  1019.  2.  Bockus,  H.  L.:  Gastroenterology, 
Second  Edition,  Philadelphia  & London,  W.  B.  Saunders  Company, 
1964,  Vol.  II,  p.  729  et  seq. 
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a broad-spectrum  antibiotic  for  the  diabetic 

threat or 
therai^ 


Disordered  metabolism 
makes  her  prone  to 
bacterial  infection 
—and  to  moniliasis. 

When  she  needs  tetracycline, 
she  may  also  need  protection 
against  the  threat  of  fungal  over- 
growth. And  Tetrex-F  can  pro- 
vide both. 

Each  capsule  contains  250 
mg.  of  tetracycline  phosphate 
complex  tocontrol  sensitive  bac- 
terial pathogens. . .and  nystatin, 
250,000  units,  as  a precaution- 
ary measure  against  trouble- 
some vaginitis,  proctitis  or  other 
monilial  infections.  However, 
superinfection  with  other,  non- 
susceptible  organisms  may 
occur. 


Tctre)f-F 

(tetracycline  phosphate 
complex-nystatin) 


PRESCRIBING  INFORMATION:  Tet-F.  5 
— 2/23/67.  For  complete  information 
consult  Official  Package  Circular. 
Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary  tracts 
and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms,  in  patients 
with  increased  susceptibility  to  monilial 
infections. 

Contraindications:  The  drug  is  contra- 
indicated in  patients  hypersensitive  to 
its  components. 

Warnings:  Photodynamic  reactions  have 
been  produced  by  tetracyclines.  Natural 
and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  if  skin 
discomfort  occurs.  With  renal  impair- 
ment, systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used.  Tooth 
staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period 
and  childhood). 

Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with 
bulging  fontanels.  In  gonorrheal  ther- 
apy, serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for 
3 months. 

Adverse  Reactions:  Glossitis,  stomatitis, 
nausea,  diarrhea,  flatulence,  proctitis, 
vaginitis,  dermatitis,  and  allergic  reac- 
tions may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d. 
Continue  for  10  days  in  Beta-hemolytic 
streptococcal  infections.  Administer  one 
hour  before  or  two  hours  after  meals. 
Supplied:  Capsules,  bottles  of  16  and 
100.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250 
mg.  tetracycline  HCI  activity  and  250,- 
000  units  of  nystatin. 

For  Oral  Suspension,  125  mg.  tetra- 
cycline and  125,000  u.  nystatin/ 5 ml., 
60  ml.  bottles.  A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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from  the  discord  of  anxiety... 


to  emotional  harmony 


with  the  aid  of  antianxiety 

Librium® 

(chtordiazepoxide 

HCI) 

5-mg,  1 0-mg 
and  25-mg  capsules 

In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees 
of  excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  dis- 
ease. In  properly  individualized 
maintenance  dosage.  Librium 
(chlordiazepoxide  HCI)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunc- 
tive therapy  in  psychophysiologic 
disorders— yet  seldom  impairs 
mental  acuity  or  ability  to  func- 
tion. Librium  has  demonstrated  a 
wide  margin  of  safety  in  short- 
and  long-term  therapy. 

Also  available: 

Libritabs® 

(chlordiazepoxide) 


Roche 

UXBORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  de- 
pendence have  rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed  against 
its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude  ataxia 
or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions;  Drowsiness,  ataxia  and  confusion  may  occur,  especially 
in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minar  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido — all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during  protracted 
therapy. 
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The  Francis  name. 

Our  claim  to  fame. 

The  C.  B.  Francis 
health  care  story 
has  few  parallels. 
Since  1957,  when 
the  dynamic  young 
executive  left  a 
thriving  insurance 
business  to  enter  the  medical  care  pro- 
fession, he  has  had  much  to  do  with 
the  introduction  of  modern,  business- 
like methods  and  techniques.  First, 
Francis  determined  that  his  facilities 
should  offer  hope  and  recreation,  and 
that  patients,  no  matter  what  their 
ages,  can  recuperate  to  some  degree. 
Thus,  the  insistence  on  round-the- 


clock  registered  nurses,  cleanliness, 
cheerful  environments,  and  the  estab- 
lishment of  "convalescent"  centers, 
not  "nursing"  homes.  He  has  served 
as  president  of  the  Texas  association, 
and  vice  president  of  the  national 
organization  in  the  convalescent 
field.  And  now,  C.  B.  Francis  is  blaz- 
ing a new  trail;  The  Francis  Hospitel, 
a private  hospital  to  meet  the  chal- 
lenge of  rising  costs  and  crowded 
conditions.  And  Francis  Cotivalescent 
Centers  continue  to  grow,  and  ex- 
pand, because  people  have  confi- 
dence in  the  Francis  name,  our 
claim  to  fame. 


francisT 

HOSPiTELS 

INCOKPORAItD 


FRANCIS?^ 

I CONVALESCENT 
CENTERS 


FRANCIS  HOSPITELS — WACO:  Francis  Hospitel,  2501  Maple  Avenue,  Ph.  752-0311  FRANCIS  CONVALESCENT 
CENTERS — AUSTIN:  Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Cen- 
ter, 1000  6th  Avenue,  Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph. 
853-9981;  LONGVIEW:  Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor,  616 
West  Russell,  Ph.  732-5181  FRANCIS  MANAGEMENT — PORT  ARTHUR:  The  Golden  Triangle  Convalescent  Center, 
3900  Highway  365,  Ph.  727-1651. 


Home  office:  2303  W.  North  Loop,  Austin,  Ph  454-2725.  C.  B.  Francis,  President. 
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She’s  confused.. .and  frightened.  Yesterday,  her 
complaint  was  a brief  spell  of  dizziness.  Next 
week,  she  may  be  troubled  by  prolonged  nausea 
or  tinnitus.  The  symptom  of  vertigo  is  a constant 
problem  in  geriatrics,  and  regardless  of  origin, 
duration,  and  frequency,  such  episodes  can  result 
in  severe  emotional  and  physical  discomfort  for 
the  aging  patient. 


You  can  help  prevent 

roblems 


(MECLIZINE  HCI) 


protects  most 
patients  against 
nausea  and  vertigo 
up  to  24  hours 
with  a single  dose. 


Whether  the  symptoms  are  due  to  Meniere’s  syndrome, 
labyrinthitis,  vestibular  dysfunction,  or  cerebral  arterio- 
sclerosis, most  patients  with  nausea  and  vertigo  respond 
remarkably  well  to  Bonine  (meclizine  HCI).  A single  dose 
usually  protects  up  to  24  hours.  In  difficult  cases  multiple 
daily  doses  may  be  necessary  for  maximum  response. 


One-a-(lay  dosage  costs  your  patients  less.  And  fruit- 
flavored  Bonine  ehewable  tablets  are  more  convenient 
to  lake  anytime,  anywhere — without  water.  Side  effects 
are  infrequent  and  mild,  even  with  prolonged  use. 


LABORATORIES  DIVISION 

New  York,  N.Y.  10017 


Precautions:  Altliough  the  incidence  of  drowsiness  and  atropine-like 
side  effects  such  as  dry  mouth  and  blurring  of  vision  is  low,  the  physi- 
cian should  alert  the  patient  to  the  need  for  due  precautions  when 
engaging  in  activities  where  alertness  is  mandatory.  Use  in  ivomen  of 
childbearing  age:  In  weighing  potential  benefits  vs.  risk  in  women  of 
childhearing  age,  consider  the  fact  that  a review  of  available  animal 
data  reveals  that  meclizine  exerts  a teratogenic  response  in  the  rat.  In  one 
study  a dose  of  50  mg./kg./day  (50  times  the  maximum  recommended 
human  dose)  produced  cleft  palate  in  2 of  87  fetuses  when  administered 
to  the  rat  at  critical  times  during  the  first  15  days  of  gestation.  At  doses 
of  125  mg./kg./day,  meclizine  will  produce  100%  incidence  of  cleft 
palate  in  the  rat.  At  doses  of  25  mg./kg./day,  decreased  calcification  of 
the  vertebrae  and  relative  shortening  of  the  limbs  were  also  produced 
in  the  rat,  but  experts  disagree  as  to  whether  this  is  a teratogenic  re- 
sponse. While  available  clinical  data  are  inconclusive,  scientific  experts 
are  of  the  opinion  that  this  drug  may  possess  a potential  for  adverse 
effects  on  the  human  fetus.  Consequently,  consideration  should  be  given 
to  initial  use  of  a nonphenothiazine  agent  that  is  not  suspected  of  having 
a teratogenic  potential.  In  any  case,  the  dosage  and  duration  of  treat- 
ment should  be  kept  to  a minimum. 

Supply:  25  mg.  scored  tablets. 

More  detailed  professional  information  available  on  request. 


in  cerebrovascular  disorders 

Arlidin  increases  blood  flow 


-Arlidin  decreases  cere- 
bral  vascular  resistance, 
increases  cardiac  output, 
helps  maintain  mean 
arterial  pressure. 

A^rlidin  helps  control 
vasoconstriction,  vaso- 
spasm, and  ischemia. 

-Arlidin  may  thus  relieve 
symptoms  of  cerebro- 
vascular insufficiency. 


such  as  vertigo,  light- 
headedness, and  mental 
confusion. 

Alrlidin  also  increases 
blood  flow  to  the  eye 
and  inner  ear  to  help 
manage  ischemic  dis- 
orders of  those  organs. 

Alrlidin  is  well  tolerated 
and  relatively  free  of 
severe  adverse  reactions. 


DOSAGE:  Usual  effective  dosage  V2  to  1 tablet  t.i.d.  or  q.i.d.;  increased,  if  necessary,  to  2 tablets  t.i.d.  or  q.i.d. 
Parenterally,  0.5  cc.  by  subcutaneous  or  intramuscular  injection;  increased  gradually  to  1 cc.  one  or  more 
times  daily,  as  needed.  SIDE  EFFECT:  Occasional  palpitation.  PRECAUTIONS:  Use  with  caution  in  the 
presence  of  a recent  myocardial  lesion,  paroxysmal  tachycardia,  severe  angina  pectoris,  thyrotoxicosis. 
CONTRAINDICATION:  Acute  myocardial  infarction. 

SUPPLIED:  Tablets,  6 mg.,  scored;  bottles  of  100 
and  1000.  Parenteral,  5 mg.  per  cc.,  1 cc.  ampuls 
(5  per  box);  10  cc.  multiple-dose  vials  (1  per  box). 

CONSULT  PRODUCT  BROCHURE. 


(^) 


USV  PHARMACEUTICAL  CORPORATION 
800  Second  Avenue,  New  York,  N.Y.  10017 


to  the  brain 


ARLIDIN- 

brand  of  ^ ^ ^ w— DECREASES 

NYLIDRIN  HCl.  =a 


ONCOLOGY 

Oscar  L.  Morphis,  M.D.,  F.A.C.R.  R.  P. 

O’Bannon,  M.D.,  F.A.C.R. 

Radiation  Therapy 

Radium  Therapy 

Radiation  Therapy 

Norris  Gilfillan,  M.D.,  F.A.C.S.  Tom  B.  Bond,  M.D.,  F.A.C.R. 

Chemotherapy 

Consultant 

Jack  M.  Morgan,  M.S.,  F.A.C.R. 

Consul  tan  t-Physicis  t 

1550  West  Rosedale,  Suite  620  Fort  Worth 

ED  6-2028 

Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 

of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 


T.  ROWE  PRICE 
GROWTH  STOCK 
^ FUND,  IHC. 

Esf.  1950 

A MO-LOAD  FUND 

Investing  in  stocks 
carefully  selected  for  long  term 
growth  possibilities 

Individuals  & institutions 
are  invited  to  request  free  prospectus 


IT.  Rowe  Price  Growth  Stock  Fund,  Inc. 

One  Charles  Center,  Dept.  F-l 

Baltimore,  Md.  21201  Phone  (301)  539-1992 


H Name  — 
H Address 


ACHROMYCIN*  V 

TETRACYCLINE  HCI 
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the  preparations  IT 

propoxyphene  hydrochloride 


analgesia  tliat’s 
versatile... 
potent, yet 
non-narcotic... 
'time-tested,  too 


Description:  Darvon  is  a non-narcotic  anal- 
gesic available  in  Pulvules®  containing  either 
32  or  65  mg.  of  propoxyphene  hydrochloride. 

Darvon  Compound  and  Darvon  Com- 
pound-65 combine  the  effect  of  Darvon  with 
the  antipyretic  and  anti-inflammatory  benefits 
'of  A.S.A.®  Compound  (aspirin,  phenacetin,  and 
caffeine,  Lilly). 

Each  Pulvule  contains— 

Darvon  Compound  Darvon  Compound-65 

32  mg Darvon® 65  mg. 

(propoxyphene  hydrochloride,  Lilly) 

j227  mg A.S.A.® 227  mg. 

i (aspirin,  Lilly) 

j162  mg Phenacetin 162  mg. 

! 32.4  mg Caffeine  32.4  mg. 


Darvon^  Compound-65 

Each  Pulvule*'  contains  65 
mg.  propoxyphene  hydro- 
chloride, 227  mg.  aspirin, 
162  mg.  phenacetin,  and 
32.4  mg.  caffeine. 

Darvon® 

Propoxyphene 

Hydrochloride 

In  32  and  65-mg.  Pulvules. 

Darvon®  Compound 

Each  Pulvule  contains  32 
mg.  propoxyphene  hydro- 
chloride, 227  mg.  aspirin, 
162  mg.  phenacetin,  and 
32.4  mg.  caffeine. 

Darvon®  with  A.S.A.® 

Each  Pulvule  contains  65 
mg.  propoxyphene  hydro- 
chloride and  325  mg. 
aspirin. 

Darvo-Tran® 

Each  Pulvule  contains  32 
mg.  propoxyphene  hydro- 
chloride, 325  mg.  aspirin, 
and  150  mg.  phenaglycodol. 


Potent  analgesia  with 
added  anti-inflam- 
matory and  anti- 
pyretic action. 


Analgesia,  pure  and 
simple  , . . in  two 
strengths  for  flexi- 
bility of  dosage. 

Alternate  strength  of 
propoxyphene  with 
added  anti-inflam- 
matory and  anti- 
pyretic action. 


Potent  analgesia  with 
added  anti-inflam- 
matory action  . . . but 
no  phenacetin  or 
caffeine. 

Analgesia  with  added 
antianxiety  action. 


1 Pulvule  3 or4  times 
a day. 


32  mg.:  1 or  2 Pul- 
vules 3 or  4 limes  a 
day. 

65  mg.:  1 Pulvule  3 
or  4 times  a day. 

1 or  2 Pulvules  3 or 
4 times  a day. 


1 Pulvule  3 or4 
times  a day. 


1 or  2 Pulvules  3 or 
4 times  a day. 


Darvon  with  A.S.A.  combines  65  mg.  of  propoxyphene  hydro- 
chloride and  325  mg.  of  aspirin  in  each  Pulvule. 

Darvo-Tran  combines  the  mild  tranquilizing  effects  of  Ultran® 
(phenaglycodol,  Lilly)  with  the  analgesic  advantages  of  Darvon  and 
aspirin.  Each  Pulvule  contains  32  mg.  propoxyphene  hydrochloride, 
325  mg.  aspirin,  and  150  mg.  phenaglycodol. 

Side-effects  of  Darvon  are  qualitatively  similar  to  those  of  the 
same  or  similar  doses  of  codeine;  from  a quantitative  viewpoint, 

' side-effects  are  less  than  those  of  codeine. 

I Indications:  Darvon  is  indicated  for  the  reduction  or  amelioration  of 
I pain.  It  is  of  particular  value  for  pain  associated  with  recurrent  or 
chronic  disease,  including  migraine.  Darvon  does  not  reduce  fever 
or  diminish  inflammatory  reactions.  No  evidence  of  functional  or 
pathological  changes  has  been  revealed. 

Darvon  Compound  and  Darvon  Compound-65  may  be  especially 
useful  in  the  symptomatic  relief  of  headache,  dysmenorrhea,  and 
such  inflammatory  states  as  arthritis  and  fibrositis. 

Darvon  with  A.S.A.  is  an  analgesic  without  phenacetin  and 
caffeine. 

Studies  show  that  Ultran  enhances  and  prolongs  the  analgesic 
activity  of  Darvon  when  pain  is  accompanied  by  anxiety. 

Contraindications:  Although  no  definite  contraindications  to  the  use 
of  Darvon  have  been  reported,  known  hypersensitivity  to  any  of  the 
ingredients  in  Darvon  preparations  is  a contraindication.  Therapeutic 
doses  have  caused  no  demonstrable  effects  on  respiration,  blood 
pressure,  or  reflex  activity. 

The  presence  of  acute  or  chronic  disease  has  not  produced 
unusual  responses  to  Darvon.  Concomitant  administration  of  Darvon 
and  orphenadrine-containing  compounds  is  not  recommended. 

Caution  should  be  exercised  in  the  administration  of  Ultran  to 
patients  who  are  depressed. 

Warnings:  Use  with  caution  in  the  presence  of  gastric  uicer.  Pro- 
longed and  excessive  use  of  phenacetin-containing  products  may 
aggravate  or  produce  renal  disease. 

Use  in  Pregnancy— T^\e  safety  of  the  use  of  Darvon  during  preg- 
nancy has  not  been  established.  The  potential  hazards  of  the  drug 
must  be  weighed  against  the  possible  benefits. 

Use  in  Chiidren— Darvon  should  not  be  used  in  children  since 
adequate  data  to  establish  safe  conditions  of  use  are  lacking. 

Precautions:  Sudden  substitution  of  Darvon  for  analgesics  to  which 
patients  are  addicted  will  allow  withdrawal  symptoms  to  develop. 
These  are  not  caused  by  Darvon  and  may  be  avoided  by  gradually 
reducing  the  dose  of  the  old  medication  as  Darvon  is  substituted. 

Although  accumulated  evidence  suggests  that  Ultran  is  not 
habit-forming  or  addictive,  patients  on  tranquilization  therapy,  par- 
ticularly over  prolonged  periods,  should  be  under  periodic  medicai 


supervision.  Certain  patients  may  abuse  the  medication.  Patients 
driving  an  automobile  or  operating  hazardous  machinery  should  be 
advised  that  mental  alertness  or  physical  co-ordination  may  be  de- 
creased. The  administration  of  Ultran®  (phenaglycodol,  Lilly)  with 
other  C.N.S.  depressants  and/or  alcohoi  may  result  in  additive 
effects. 

Adverse  Reactions:  Dizziness,  headache,  sedation,  somnolence, 
paradoxical  excitement  and  insomnia,  skin  rash,  and  gastro-intestinal 
disturbances  (including  nausea,  vomiting,  abdominal  pain,  and  con- 
stipation) have  occurred. 

When  recommended  doses  are  given,  euphoria  and  tolerance 
have  been  observed  rarely.  Dependence  (addiction)  has  not  been 
reported  with  therapeutic  dosages. 

If  gastric  irritation  attributable  to  the  salicylate  occurs,  it  is  sug- 
gested that  the  medication  be  taken  with  food  or  a small  amount  of 
milk  or  discontinued. 

Other  adverse  effects  reported  with  Darvo-Tran  include  vertigo, 
drowsiness,  gynecomastia,  headache,  sedation,  somnolence,  in- 
somnia, and/or  excitation. 

Administration  and  Dosage:  The  usual  adult  dosage  of  Darvon® 
(propoxyphene  hydrochloride,  Lilly)  is  65  mg.  three  or  four  times 
daily;  however,  some  physicians  prefer  the  32-mg.  dose  for  certain 
patients.  The  usual  dose  may  be  given  alone  or  with  other  medica- 
tion, as  required  for  the  relief  of  pain. 

The  usual  dosage  of  Darvon  Compound  is  1 or  2 Pulvules  three 
or  four  times  daily.  The  usual  dosage  of  Darvon  Compound-65  or  of 
Darvon  with  A.S.A.  is  1 Pulvule  three  or  four  times  daily. 

The  suggested  adult  dosage  of  Darvo-Tran  is  1 Pulvule  three 
or  four  times  daily.  When  pain,  with  or  without  anxiety,  is  severe,  2 
Pulvules  three  or  four  times  daily  may  be  indicated.  Two  Pulvules 
Darvo-Tran  will  provide  a 300-mg.  dose  of  Ultran,  which  may  pre- 
dispose to  mild  drowsiness  in  certain  individuals.  Two  Pulvules  also 
provide  64  mg.  of  Darvon,  the  amount  currently  recommended  when 
moderate  to  severe  pain  exists. 

Treatment  of  Overdosage:  Analeptic  drugs  (e.g.,  amphetamine  or 
caffeine  with  sodium  benzoate)  should  not  be  used,  because  fatal 
convulsions  may  be  produced. 

Signs  and  symptoms  of  acute  intoxication  (muscle  fascicula- 
tions,  convulsions,  and  respiratory  depression)  are  antagonized  by 
nalorphine  hydrochloride  and  levallorphan  tartrate.  Dosages  recom- 
mended in  the  package  literature  of  these  antagonists  should  be 
followed  and  repeated  as  often  and  as  long  as  is  necessary  to 
counteract  reappearing  symptoms  of  overdosage. 

Gastric  lavage  and  symptomatic  supportive  treatment  are 
indicated.  [ovisse] 

Additional  information  available  upon  request. 

ELI  LILLY  AND  COMPANY  

INDIANAPOLIS,  INDIANA  46206 


900262 


Activity 

for  your  postoperative  patient 
because  you  checked  the  pain 
with  this  non-narcotic  analgesic 

that’s  potent, 

.™«:fdDarvoil 

Compound-65 


65  mg.  propoxyphene  hydrochloride,  227  mg.  aspirin, 
162  mg.  phenacetin,and  32.4  mg.  caffeine. 


Please  turn  page  for  prescribing  information. 
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Editoria' 


IT  WAS  A VERY  GOOD  YEAR 


1968-1969.  THE  YEAR  of  campus 
riots  and  rebellion.  The  year 
in  which  medical  students  served 
as  “corpsmen”  during  the  August 
Confrontation  in  Chicago.  The  year  in 
which  100  medical  students 
disrupted  the  Council  of  Deans  of 
the  Association  of  American 
Medical  Colleges. ^ 

This  year  has  been — by  contrast 
— the  period  during  which  the 
Texas  chapters  of  the  Student 
American  Medical  Association 
engaged  in  new  and  responsible 
activities  for  the  benefit  of  their 
communities  and  the  members 
of  their  chapters. 

In  September,  1968,  the  SAMA 
chapter  president  from  the  four 
Texas  schools  met  in  Austin  with  the 
Committee  on  Liaison  with 
Medical  Schools  of  the  Texas 
Medical  Association.-  To  my 
knowledge,  this  is  the  first  such 
meeting  held  between  a state 
medical  society  and  all  SAMA 
chapters  in  that  state.  The  inter- 
change between  the  students  and 
their  older  professional  colleagues 
was  positive  and  constructive.  It 
underscored  the  interest  in 
medical  students  shown  by  the 
TMA  in  the  past.^ 

Returning  to  their  respective 
schools  and  to  their  studies,  these 
chapter  presidents  pursued 
busy  programs. 


University  of  Texas  Medical  Branch, 
Galveston:  Under  president  Ken 
Miller,  the  most  “marine”  of  our 
SAMA  chapters  administered  the 
second  annual  SAMA-UTMB 
Research  Forum.  This  forum 
brought  together  student  authors 
from  across  the  country  who 
presented  original  research  and 
clinical  papers  in  competition  for  the 
Mead-Johnson  Awards. 

In  addition  to  this  responsibility, 
Galveston  SAMA  undertook 
important  local  programs.  Among 
them  were  the  presentation  of  the 
Golden  Apple  award  to  a top 
member  of  the  faculty,  and  the  co- 
sponsorship of  the  Gold-Headed 
Cane  award  and  Honors  Convoca- 
tion which  recognizes  outstanding 
students  and  graduating  seniors. 

The  chapter  is  responsible  for 
the  publication  of  the  school’s 
yearbook  and  the  administration  of 
an  emergency  loan  fund  for  students. 

At  present,  thoughtful  considera- 
tion is  being  given  to  the  develop- 
ment by  SAMA  of  a medical 
disaster  aid  program. 

University  of  Texas  Medical 
School  at  San  Antonio:  New  this 
year,  the  SAMA  chapter  at 
San  Antonio  is  dealing  with  the 
multifactorial  problems  of 
generating  activity  among  a rather 
small  number  of  students.  Despite 
this,  president  John  H.  Thomas 
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has  provided  for  his  school  a film  series 
on  co-curricular  subjects  as  well  as  several 
fine  social  affairs.  Most  important,  the 
San  Antonio  chapter  already  has  begun  to 
engage  in  the  furthering  of  medical 
education  in  the  school  and  community  by 
planning  a sex  education  forum  for 
students  in  the  local  school  system. 

The  Bexar  County  Medical  Society  has 
worked  closely  with  this  nidus  of  active 
medical  students  in  sponsoring  a forum  of 
speakers  for  student  body  assemblies. 

University  of  Texas  Southwestern  Medical 
School,  Dallas:  During  the  past  year,  president 
Terry  Oddson’s  constituents  have  directed 
their  interests  toward  premedical  and 
medical  students,  interns,  and  the 
public  school  children  in  Dallas. 

Future  Physicians’  Day  each  year  brings 
top  high  school  students  to  a program  on 
the  profession  of  medicine.  Southwestern 
SAMA  is  among  the  many  organizations 
which  work  together  to  assure  the 
continued  success  of  this  fine  program. 

Turning  its  attention  to  fellow  students  and 
to  the  faculty,  the  chapter  sponsored  a 
student-faculty  dinner  dance,  and  a Student 
Research  Forum  with  Dr.  F.  Epstein  of 
Yale  University  School  of  Medicine  as 
featured  speaker.  A publication  on  foreign 
travel  is  being  prepared  by  SAMA  for 
students  who  are  contemplating  externships 
outside  the  United  States.  For  those  seniors 
making  their  big  decision,  an  up-to-date 
file  on  internships  is  maintained  by 
the  SAMA  chapter. 

Health  education,  and  the  physician’s 
responsibility  in  providing  it,  also  has 
attained  priority  status  in  the  Dallas  chapter. 
The  members  are  trying  to  develop  a 
program  for  providing  basic  health  facts  to 
students  in  the  area’s  junior  and 
senior  high  schools. 


Baylor  College  of  Medicine,  Houston: 

The  SAMA  chapter  and  its  president,  Wally 
Hooser,  continued  to  provide  service  to 
members  and  to  the  student  body  at  large 
with  a sale  of  used  books,  a school  newsletter, 
a group  purchasing  plan,  and  an  internship 
file.  The  intramural  sports  program 
remains  active. 

New  activities  at  Baylor  have  included  a 
student  committee  for  curriculum 
evaluation  which  involves  SAMA  members 
from  all  four  classes. 

The  Jensen  Street  Center  for  Medical 
Referral  opened  its  doors  in  January,  1969, 
as  a “primary  contact’’  facility  serving 
the  health  needs  of  the  residents  of  Houston’s 
depressed  Fifth  Ward.  The  Center  is 
manned  by  health  science  students  from 
several  Houston  colleges  and  universities, 
by  volunteer  professionals,  and  by  residents 
of  the  area  itself.  The  project  is  funded 
by  contributions  from  local  organizations. 

Mr.  Hooser  served  as  cochairman  of  the 
Student  Committee  for  Community  Health, 
which  established  the  Center. 

The  Harris  County  Medical  Society, 
which  provided  aid  and  counsel  during  the 
planning  of  the  Jensen  Street  Center,  is 
working  with  a committee  of  students  to 
develop  a voluntary  program  of  preceptorships 
with  local  physicians. 

If  there  has  been  no  rebellion  among 
medical  students  in  Texas,  perhaps  it  is 
because  they  realize  the  greater  value 
in  mature,  responsible  contribution 
and  activity.  This  attitude  seems  to  have  been 
the  keynote  for  Texas  SAMA  chapters  as 
they  have  worked  to  advance  their 
profession  in  1968-1969. 

Steven  G.  McCloy,*  Houston, 

Region  VI  Vice  President, 

Student  American  Medical  Association. 
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HELP!  STAMP  OUT  STUPIDITY! 

Drug  abuse  in  certain  areas  of  Texas  and 
among  some  teen-agers  is  beginning  to  assume 
major  proportions.  Too  much  time  has 
been  spent  in  trying  to  learn  why  young 
people  use  these  drugs.  The  reasons  are 
important  and  they  need  to  be  known,  but  some 
progression  beyond  the  reasons  must  be 
made.  After  two  years  of  exposure  to 
the  problem  amongst  teen-agers  (37,500  of 
them  in  the  past  two  years),  I am  impressed 
with  the  idea  that  there  are  a great  many 
facts  about  the  chemical,  physiologic,  and 
psychopharmacological  effects  of  the 
psychedelic  drugs  that  have  not  been  widely 
disseminated  to  the  general  public,  and 
to  our  young  people  in  particular.  Our  young 
people  today  are  so  intelligent,  so  well 
educated,  and  so  steeped  in  the  idea  that 
facts  speak  for  themselves  that  to  say 
“This  is  a no-no,”  “This  is  bad  for  you,”  or 
“This  is  a sin,”  is  not  enough.  Facts  must 
be  presented  to  prove  that  this  is  a physically 
and  mentally  damaging  pastime.  There  is 
far  too  much  publicity  by  newscasters, 
philosophers,  and  others  who  are  entirely 
unqualified  to  discuss  the  long-term 
psychological,  chemical,  and  sociological 
effects  of  these  drugs.  In  this  lack  of 
knowledge  the  physician  is  not  exempt,  for 
many  physicians  do  not  have  adequate 
information  as  to  some  of  the  established 
psychological  and  sociological  factors 
connected  with  drug  abuse,  as  well  as 
their  chemical  action. 

I became  interested  in  the  program  about 
two  years  ago  when  a young  lady  asked  me 
to  speak  to  her  church  youth  on  LSD. 

I said  that  I knew  nothing  about  it,  and  her 
reply  was,  “You  know  more  than  we  do.”  I did 
know  it  was  lysergic  acid  diethylamide. 


When  I started  looking  into  the  subject,  I was 
appalled  at  my  own  lack  of  knowledge  and 
the  vast  amount  of  information  which  was 
available  and  was  not  being  publicized. 
Recently  I talked  with  a young  man  who 
was  not  only  a user  of  all  of  these  drugs,  but 
a pusher  as  well.  I asked  how  he  got  started, 
and  was  astounded  by  his  reply:  “In  the 
beginning,  at  my  school  there  were  volumes 
of  information  about  the  good  effects  and 
the  harmlessness  of  the  use  of  the  drugs; 
there  wasn’t  one  bit  of  information  about  the 
damages  that  could  be  done.” 

One  of  the  most  common  questions  has 
been,  “What  can  we  do  to  stop  the  traffic 
of  these  drugs?”  At  the  beginning, 
my  answer  was,  “Don’t  buy  it!” 

In  a recent  symposium,  Erie  Stanley 
Gardner  said  that  drug  traffic  can  no  more 
be  controlled  by  the  police  department  alone 
than  fires  can  be  controlled  by  the  fire 
department  alone.  The  control  of  drug  traffic 
must  be  a total  community  effort  to  make 
it  successful.  In  December,  1968,  the 
Smartset  International  was  presented  in  a 
dramatized  form  on  the  Dragnet  television 
program.  This  program  is  now  on  film 
and  available  through  Smartset 
International.  The  aim  of  Smartset 
is  to  make  the  nonuse  of  drugs  and  narcotics 
attractive  to  young  adults.  The  idea  is 
that  not  all  advertising  is  good  advertising, 
but  good  advertising  is  the  most  effective 
way  of  promoting  a good  cause  yet  invented  by 
man.  Quite  often  an  unacceptable  idea  or 
type  of  merchandise  is  presented  in  a clever 
or  subtle  way  that  induces  people  to  buy 
or  try  it,  even  if  it  does  not  make  sense. 

Narcotics  and  drugs  are  unacceptable 
merchandise,  yet  they  are  being  presented  to 
young  adults  of  this  country  in  a way  that 
they  appear  to  be  “in,”  “smart,”  and 
“stylish.”  Users  of  drugs  and  narcotics  put 
tremendous  pressure  on  young  adults  to 
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induce  them  to  just  try  it.  The  dangers 
are  played  down  and  the  “kicks”  exaggerated. 

Bad  merchandise  can  never  outsell  good 
merchandise,  provided  that  the  good 
merchandise  is  advertised  to  customers  in  an 
acceptable  and  competitive  manner. 

It  is  a simple  proposition  that  the  nonuse 
of  drugs  is  a good  product.  And  the  fact  that 
young  adults  are  not  buying  it  proves  that 
the  idea  is  not  marketed  in  a way  that  is 
acceptable  to  the  young  adult. 

All  good  advertising  campaigns  are 
planned,  and  extensive  surveys  are  made  to 
learn  the  customer’s  reaction  to  the  size  of 
the  can,  color  of  the  label,  method  of 
distribution,  method  of  merchandising,  and 
other  factors  which  influence  buyers. 

There  are  thousands  of  advertising  and 
merchandising  agencies  in  the  United 
States  that  do  this  every  day. 

As  far  as  we  know,  no  agency  in  the  United 
States  has  bothered  to  make  a complete 
survey  of  young  adults  to  find  out  what 
they  want,  and  to  find  a method  of  granting 
that  need  or  want. 

Our  survey  has  shown  that:  (1)  Most 
young  adults  do  not  want  to  use  drugs  or 
narcotics,  but  feel  impelled  to  join  the  crowd 
because  it  is  the  “in”  thing  to  do.  (2) 

Many  teen-agers  welcome  any  kind  of  program 
that  puts  the  onus  of  stupidity  and  “outness” 
on  the  pseudo  “in”  crowd.  (3)  Young  adults 
dislike  being  talked  down  to,  scolded,  or 
being  preached  to.  (4)  Young  adults  dislike 
being  told  of  the  horrors  of  narcotics  and 
drugs,  particularly  by  someone  who  is  a 
habitual  user  of  alcohol — who  excuses  his 


own  hang-ups  and  puts  down  theirs.  (5)  Young 
adults  hate  hypocrisy,  even  though  many 
of  the  users  of  narcotics  practice  it  in  the 
name  of  freedom,  tolerance,  or  love.  (6) 

Young  adults  like  to  be  considered  intelligent, 
smart,  and  “on  the  ball.”  (7)  Most  young 
adults  accept  and  welcome  a program  that 
points  out  how  smart  they  are — that  they 
are  too  smart  to  buy  narcotics  and  also  points 
out  without  preaching,  but  through  either 
common  sense  or  ridicule,  the  fallacy  of  the 
drug  takers’  philosophy.  The  Smartset 
symbol  is  the  SOS  foot,  standing  for  Stamp 
Out  Stupidity:  it  is  most  enthusiastically 
received  by  young  adults  who  are  not  users. 
They  like  it  because  it  ridicules  the  pretensions 
of  intelligence  or  importance  of  the  user. 

It  is  not  the  intention  of  this  article  to 
explain  in  detail  how  the  program  should  be 
implemented  and  carried  out;  however, 
some  information  is  needed.  Specifically, 
in  presenting  the  program  to  young  people 
there  are  several  things  that  must  be  pointed 
out.  First,  to  the  young  people  we  must  say: 

“You  are  not  a police  force,  an  undercover 
agent,  responsible  for  users  or  sellers,  and 
you  are  not  physician,  psychiatrist,  or 
sociologist,  and  you  cannot  become  involved 
in  the  medical  treatment  of  this  disease. 

“You  are  educators  for  yourselves  and  oth- 
ers. You  are  to  bring  the  entire  subject  of  drug 
abuse  out  in  the  open  for  discussion  and 
illumination.  You  are  to  stimulate  open  forum 
on  the  use  and  abuse  of  drugs.  If  users 
or  one-time  tryers  want  to  get  into  the 
discussion,  accept  them  impartially  on  even 
terms.  Allow  them  to  express  their  views 
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and  see  if  you  can  give  them  intelligent, 
informed,  and  dispassionate  answers. 

“The  advisors  are  primarily  to  help  you  get 
resource  people  and  materials.  You  are  to 
Stamp  Out  Stupidity  in  abuse  of  drugs.  You  are 
to  be  the  Smartset.  You  may  want  to  discuss 
other  social  problems  besides  drugs. 

“The  problem  is  yours — my  generation 
had  and  has  its  problems,  but  this  one  is 
primarily  yours.  The  solution  must  also 
be  yours.  We  have  tried,  and  will  continue  to 
try,  to  help  in  any  way  you  may  want  us  to.” 

There  are  four  groups  in  the  minds  of 
teen-agers,  consciously  or  subconsciously, 
which  represent  the  establishment  and  have 
the  ax  to  grind;  they  are  the  clergy,  the 
police,  the  PTA,  and  the  schools. 

The  one  group  that  is  totally  acceptable 
to  them  is  the  medical  profession.  There  is  a 
tremendous  void  in  the  education  process 
in  the  abuse  of  drugs  which  must  be  filled 
by  the  medical  profession,  and  certainly  not  by 
news  commentators,  philosophers,  and 
people  who  have  no  knowledge  or  information 
on  the  true  facts  of  the  chemistry  and 
psychology  and  the  sociological  factors  in  the 
long-term  use  and  abuse  of  these  drugs.  A 
word  of  caution  to  all  physicians:  don’t  try 
to  bluff  your  way  through  with  these  kids 
because  they  will  smell  it  out,  and  you  will  be 
a dead  duck  from  then  on.  If  you  don’t  know 
the  answer  to  a question,  say  “I  don’t 
know,  but  I will  find  out!” 

In  El  Paso  and  surrounding  areas  we  are 
implementing  the  program  as  follows:  First, 
we  presented  the  program  to  the  respective 
school  boards  and  received  their  approval 


and  endorsement.  Second,  we  approached  the 
news  media — radio,  television,  and  news- 
paper— and  requested  and  received  their 
backing.  Third,  we  requested  the  principals 
of  all  of  our  high  schools  to  select  four 
boys  and  four  girls  who  were  interested  in 
campaigning  against  the  use  of  these  drugs 
and  who  were  willing  to  make  a real  drive 
for  it.  At  the  same  time,  we  asked  that  the 
students  be  permitted  to  select  their 
advisor  and  that  advisors  not  be  appointed  by 
the  principal  or  any  of  the  faculty. 

We  have  made  the  headquarters  of  the 
El  Paso  County  Medical  Society  the 
headquarters  for  the  organization.  We  usually 
meet  on  Saturday  afternoon  or  Saturday 
morning,  depending  on  the  group.  We  have 
a number  of  volunteers  who  do  secretarial 
work,  bookkeeping,  and  other  work. 

The  program  is  being  implemented  in  20 
high  schools  in  El  Paso,  three  elementary 
schools,  one  high  school  in  Alamogordo,  NM, 
and  two  high  schools  in  Las  Cruces,  NM. 

We  have  tentatively  set  up  initiation  of  the 
program  in  three  junior  high  schools 
and  four  more  elementary  schools.  There 
are  over  2,800  members  in  these  various 
clubs,  and  many  more  coming  in  each  week. 

We  are  asking  the  group  in  each  high 
school  to  help  implement  the  program  in  its 
district’s  grade  schools. 

A poster  is  set  up  in  each  classroom, 
preferably  above  the  blackboard  or  under  the 
clock.  (It  has  been  estimated  that  a student 
looks  at  the  clock  70  to  80  times  a week.) 

The  posters  are  extremely  attractive.  Some 
ridicule,  some  belittle  the  users  of  drugs. 
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but  the  underlying  motto  is  Stamp  Out 
Stupidity.  The  small  feet  with  SOS  are 
pasted  on  the  center  of  clocks  throughout 
the  school. 

The  program  has  been  in  operation  too 
short  a time  for  intelligent  evaluation. 

The  only  evaluation  that  can  be  given  at  this 
time  is  the  enormous  amount  of 
enthusiasm  shown  by  the  young  people. 

In  our  elementary  schools,  before  we  ever 
presented  the  program  60  students  in  one 
school  had  expressed  a desire  to  join,  and  in 
another  the  entire  seventh  grade  of  150 
students  joined  the  movement  in  the  first  day. 

The  most  important  facet  of  the  program 
is  not  to  tell  the  students  how  to  do  it,  but 
to  encourage  them  to  plan  their  own 
programs  and  to  educate  themselves  on  the 
bad  effects  of  these  drugs. 

For  the  Texas  physicians  who  might  wish 
to  become  involved  in  the  program,  I 
have  these  suggestions: 

1.  Write  to  Smartset  International,  1680 

N Vine  St,  Hollywood,  Calif  90028,  request  a 
sample  kit  which  includes  a number  of  the 
posters  and  other  materials,  and  enclose 
a check  for  $4. 

2.  Before  you  get  the  kit,  find  out  the 
best  way  to  present  these  materials  to  your 
school  board  and  get  their  approval. 

Approach  the  news  media  and  get  their 
cooperation  and  backing. 

3.  Contact  all  service  clubs  in  your 
community  and  request  that  they  send  a 
representative  to  one  of  the  briefing  sessions 
for  the  Smartset;  ask  them  to  sponsor  and 


finance  one  school  Smartset  Club.  This 
will  cost  about  $135  per  semester  per  school. 

4.  Remember  the  old  Chinese  proverb 
that  the  longest  trip  is  begun  with  one  step; 
whether  it’s  a good  trip  or  a bad  trip, 
the  first  step  has  to  be  taken. 

I must  include  a word  of  warning.  Unless 
you  are  prepared  for  an  exciting  experience — 
a more  thrilling  trip  than  anybody  ever  took 
on  any  drug — don’t  get  involved  with  this 
program.  You  will  be  thrilled  to  the  utmost  of 
your  capacity  by  our  bright,  wonderful 
young  people  of  America.  One  other  bit  of 
advice  is  to  remember  the  old  saying: 

“If  you  want  to  stay  young,  associate  with 
young  people;  if  you  want  to  die  young, 
try  running  with  them.’’  Young  people  do  not 
want  buddies  for  parents,  doctors,  or 
teachers — they  want  examples. 

You  will  find  that  the  ideas  and  attitudes 
will  be  as  varied  as  are  young  people  and 
the  problems,  and  as  you  yourself  are 
in  your  attitude  toward  the  problem. 

We  hope  to  present  other  reports  as  our 
experience  develops,  and  we  wish  good  luck  to 
all  of  you  who  work  to  get  the  program  going 
throughout  the  state.  We  have  been  told 
by  thousands  of  people,  “This  is  the  most 
worthwhile  project  anyone  has  attempted  in 
our  area.’’  I believe  you  will  find  this 
to  be  true,  if  you  really  get  involved. 

I strongly  recommend  Dr.  E.  R.  Bloomquist’s 
book,  “Marijuana,”  which  may  be  purchased 
for  $1.25  from  Smartset  International, 

1680  N Vine  St,  Hollywood,  Calif  90028. 

Russell  L.  Deter,  MD,  El  Paso. 
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WhaVs  Good  in  Texas  Medicine 


Recently  I was  invited  to  speak 
at  a district  society  meeting  and, 
in  accepting  the  invitation,  incpiired 
if  there  was  any  topic  of  especial 
interest  to  the  group.  I was  startled 
at  the  promptness  and  positiveness 
of  the  reply.  It  was  to  the  effect 
that  they  would  like  to  hear  a talk 
on  “what’s  good  in  Texas  medicine” 
for  a change.  Reflecting  on  this  I 
looked  back  at  some  of  the  programs 
of  our  recent  business  meetings 
and,  sure  enough,  almost  all  of  the 
discussions  and  addresses  were 
on  subjects  which  are  current  prob- 
lems, many  of  which  seem 
to  be  insoluble. 

Pages  could  be  written  on  the 
positive  side  of  medical  practice  in 
Texas.  The  outstanding  good  thing 
is  overlooked  by  nearly  all  of  us : 
it  consists  of  the  little  and  big 
things  we  do  every  day  for  our 
patients.  It  is  the  providing  of  quality 
medical  care  to  a growing  popula- 
tion. It  is  the  coming  to  grips  with 
the  processes  of  disease  on  behalf 
of  the  affected  individuals.  We 
take  for  granted  our  successes  in 
this  continuous  battle,  but 
our  patients  do  not,  and  there  is 
evident  a tremendous  reservoir  of 
good  will  toward  the  physician  on 
the  part  of  the  people  of  this  state 
and  country.  We  hear  of  surveys 
made,  sometimes  under  questionable 
auspices,  which  uncover  short- 
comings of  our  profession.  It  has 
become  common  for  certain  publica- 
tions to  give  such  criticisms 
prominent  display  in  pursuit  of  the 
circulation  dollar.  There  is  little 
we  can  do  about  this.  But  it  should 
be  remembered  that  in  reliable 
surveys  physicians  have  still  been 
shown  to  rank  first  among  all 
professional  people  in  public  esteem. 

It  has  been  an  inspiration  to  me 
to  observe  the  vigor  and  dedicated 
intent  evidenced  by  the  many 
councils  and  committees  of  our 
Association  as  they  go  about  the  busi- 
ness of  trying  to  solve  our  health 
problems.  It  is  indeed  heartening 
to  witness  how  many  practicing 
physicians  are  ready  and  willing  to 
teach  students  and  residents,  and  to 
share  their  knowledge  with  other 
practicing  physicians.  And  it  is 


equally  encouraging  to  witness  the 
increasing  numbers  of  physicians 
who  are  taking  time  from  their 
busy  schedules  to  participate  in  the 
mushrooming  number  of  scientific 
programs  and  postgraduate  courses. 
This  desire  for  increased  learning 
ranks  high  on  the  list  of  good  things 
in  Texas  medicine,  and  I predict 
that  when  newer  techniques  of 
teaching,  utilizing  television, 
computers,  and  other  innovations 
become  readily  available,  we  will 
all  be  surprised  and  greatly  gratified 
by  the  still  greater  number  of 
physicians  who  will  make  use  of  them. 

Now  we  must  be  on  with  the 
task  of  improving  the  quality  of 
medical  care  we  offer  and  protecting 
our  present  system  of  financing  and 
delivery  of  medical  care.  But  let 
us  not  ever  forget  or  fail  to  take 
pride  in  “the  good  things  of 
Texas  medicine.” 


(ke,,  ^.7). 

Charles  Max  Cole,  MD,  President, 
Texas  Medical  Association. 
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Hct-  , 
under 

the  collar... 


high  under 
the  cuff. 


Sometimes 

he  forgets  he  has  hypertension,  gets  hot 
under  the  collar. . . high  under  the  cuff. 


For  such 

patients,  consider 


Regrotori 

chlorthalidone  50  mg. 
reserpineU.SP.  0.25  mg. 


To  lower  blood  pressure 

and  allay  anxiety  in  hypertension. 

For  brief  summary  of  prescribing  infor- 
mation, see  next  page. 


Regroton'  Geigy 

chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 

the  once-a-day  tablet  for  anxious  hypertensives 

Regroton  is  a combination  of  two  basic 
antihypertensives  designed  to  lower  blood 
pressure  and  allay  anxiety  in  hypertension. 

With  Regroton  he  can  keep  his  shirt  on 
and  you  can  keep  his  blood  pressure  down. 

Before  prescribing,  please  review  carefully 
the  indications,  contraindications, 
warning,  precautions,  adverse  reactions 
and  dosage  information  below. 


RE-6392 


Regroton® 

Each  tablet  contains: 
chlorthalidone  50  mg. 
reserpine  U.S.P.  0.25  mg. 

Indications:  Hypertension. 
Contraindications:  History  of  men- 
tal depression,  hypersensitivity, 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration 
of  enteric-coated  potassium  sup- 
plements, which  should  be  used 
only  when  adequate  dietary  sup- 
plementation is  not  practical,  the 
possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions 
has  frequently  been  required  and 
deaths  have  occurred.  Discontinue 
coated  potassium-containing  for- 
mulations immediately  if  abdom- 
inal pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleed- 
ing occur.  Discontinue  one  week 
before  electroshock  therapy,  and 
if  depression  or  peptic  ulcer 
occurs. 

Use  in  pregnancy:  Because  chlor- 
thalidone may  cross  the  placental 
barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in 
breast  milk,  this  drug  should  be 
used  with  care  in  pregnant  pa- 
tients and  nursing  mothers.  When 
used  in  women  of  childbearing 
age,  the  potential  benefits  of  the 
drug  should  be  weighed  against 
the  possible  hazards  to  the  fetus. 
Use  of  chlorthalidone  may  result  in 
fetal  or  neonatal  jaundice,  throm- 
bocytopenia, and  possibly  other 
adverse  reactions  which  have  oc- 
curred in  the  adult.  Increased 
respiratory  secretions,  nasai  con- 
gestion, cyanosis  and  anorexia 
may  occur  in  infants  born  to 


reserpine-treated  mothers. 
Precautions:  Antihypertensive 
therapy  with  this  drug  should  al- 
ways be  initiated  cautiously  in 
postsympathectomy  patients  and 
in  patients  receiving  ganglionic 
blocking  agents,  other  potent  anti- 
hypertensive drugs,  or  curare. 
Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at 
least  one-half.  To  avoid  hypoten- 
sion during  surgery,  discontinue 
therapy  with  this  agent  two  weeks 
prior  to  elective  surgical  proce- 
dures. In  emergency  surgery,  use, 
if  needed,  anticholinergic  or 
adrenergic  drugs  or  other  sup- 
portive measures  as  indicated. 
Because  of  the  possibility  of  pro- 
gression of  renal  damage,  periodic 
kidney  function  tests  are  indicated. 
Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated. 
Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may 
occur.  If  potassium  depletion 
should  occur  during  therapy,  the 
drug  should  be  discontinued  and 
potassium  supplements  given, 
provided  the  patient  does  not 
have  marked  oliguria. 

Take  particular  care  in  cirrhosis 
or  severe  ischemic  heart  disease 
and  in  patients  receiving  corti- 
costeroids, ACTH,  or  digitalis. 
Severe  salt  restriction  is  not 
recommended.  Use  cautiously  in 
patients  with  ulcerative  colitis  or 
gallstones  (biliary  colic  may  be 
precipitated).  Bronchial  asthma 
may  occur  in  susceptible  patients. 
Adverse  Reactions:  The  drug  is 
generally  well  tolerated.  The  most 
frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diar- 
rhea, constipation,  muscle  cramps, 
headache,  dizziness  and  acute 


gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety, 
depression,  bradycardia  and 
ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis), 
drowsiness,  dull  sensorium,  hyper- 
glycemia and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness, 
transient  myopia,  impotence  or 
dysuria,  orthostatic  hypotension 
which  may  be  potentiated  when 
chlorthalidone  is  combined  with 
alcohol,  barbiturates  or  narcotics, 
leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranu- 
locytosis, nasal  stuffiness,  in- 
creased gastric  secretions, 
nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis, 
optic  atrophy  and  glaucoma,  and 
pruritus.  Eruptions  and/or  flushing 
of  the  skin,  a reversible  paralysis 
agitans-like  syndrome,  blurred 
vision,  conjunctival  injection, 
increased  susceptibility  to  colds, 
dyspnea,  weight  gain,  decreased 
libido,  dryness  of  the  mouth, 
deafness,  anorexia,  and  pan- 
creatitis when  epigastric  pain  or 
unexplained  G.l.  symptoms 
develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia, 
paresthesia,  photosensitization 
and  necrotizing  angiitis  are 
possible. 

Average  Dosage:  One  tablet  daily 
with  breakfast. 

Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000. 
(B)46-600-C 

For  details,  please  see  complete 
prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
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^aiomut 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Inirredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . 0.60% 

Chlorobutanol  0.16% 

Tripelennamine  Hcl  0.60% 

In  Isotonic  Solution 


^aAomUt 

(PLAIN) 


VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  In^edients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . .0.60% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


Vasomist 


Vdsonti^ 

•ANTIHtSTAMlNIO 

decowoestawt 

■ Actrv.^^  AKTtHISTAMTHW 

. •A 

^ si 

•WMCO  lASORATOSf 

^ TMAWUM*.  MJ£  'T*» 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


DIRECTIONS : Adults  and  Chil- 
dren ; Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  ne^ed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  os. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 
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CAROTID  ARTERY  PROTECTION 
IN  HEAD  AND  NECK  SURGERY 


RICHARD  L.  MABRY,  MD  D.  A.  CORGILL,  MD 


Carotid  artery  protection  is  discussed  in 
three  phases:  preoperative  patient  pre- 
paration, special  techniques  at  surgery, 
and  postoperative  wound  care.  At  sur- 
gery, the  artery  may  be  covered  using  a 
muscle  tunnel,  dermal  graft,  transposed 
muscle  flap,  or  fascia.  Postoperatively, 
an  exposed  unprotected  carotid  is  best 
treated  by  “the  open  treatment  regi- 
men.’’ Possible  sudden  rupture  of  an  ex- 
posed carotid  must  be  anticipated  and 
prepared  for,  sometimes  necessitating 
prophylactic  ligation  of  the  carotid. 

EXPOSURE  OF  THE  CAROTID  ARTERY  follow 
ing  tumor  surgery  of  the  neck,  on  occasion  cul- 
minating in  massive  hemorrhage,  has  con- 
fronted all  of  us  who  perform  this  surgery. 
Until  medical  and  surgical  advances  eliminate 
the  problem,  prevention  and  management  of 
the  exposed  carotid  must  continue  to  concern 
the  head  and  neck  surgeon. 

Carotid  artery  protection  may  be  divided  into 
preventive  measures,  protective  measures,  and 
active  treatment  of  an  exposed  carotid  (includ- 


ing management  of  potential  or  actual  carotid 
rupture.) 

Prevention:  Preventing  postoperative  carotid 
exposure  begins  before  surgery  with  measures 
such  as  dietary  management  to  maintain  stable 
weight  and  adequate  nutrition,  vitamin  C sup- 
plement for  its  beneficial  effect  on  postopera- 
tive wound  healing,  iron  or  even  blood  transfu- 
sions to  correct  anemia,  and  often  anabolic 
steroids  to  promote  positive  nitrogen  balance 
in  severely  debilitated  patients.  We  feel  that  a 
charted  stable  or  increasing  weight  preopera- 
tively  is  a good  prognostic  sign  for  wound  heal- 
ing. Attention  to  oral  hygiene  is  necessary,  in- 
cluding dental  prophylaxis  and  necessary  ex- 
tractions. A culture  of  the  mouth  flora  prior  to 
surgery  is  helpful,  for  if  pathogens  such  as 
Pseudomonas  or  Staphylococcus  are  present  they 
should  be  eradicated  to  prevent  contamination 
of  the  surgical  field  from  an  opened  pharynx. 
For  eradication  of  such  pathogens,  we  prefer 
5%  acetic  acid  sprayed  into  the  mouth  several 
times  daily.  We  routinely  use  prophylactic  anti- 
biotics beginning  prior  to  surgery.  To  decrease 
bacterial  skin  contamination,  daily  hexachloro- 
phene  soap  showers  or  baths  are  recommended. 

If  preoperative  irradiation  is  to  be  employed. 
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Fig  I.  Carotid  artery 
protection  utilizing 
a dermal  graft. 


care  should  be  taken  to  deliver  the  optimum 
tumor  dose  through  the  smallest  possible  port 
with  the  least  possible  radiation  effect  on  sur- 
rounding tissue.  Although  differences  of  opinion 
exist  as  to  what  constitutes  optimum  tumor 
dose,  for  preoperative  therapy  we  have  utilized 
a “one-half  tumorcidal  dose”  (usually  3,000  R), 
delivered  over  a three-week  period.  The  use  of 
the  cobalt  60  source  has  minimized  skin  and 
superficial  soft  tissue  reaction,  which  was  once 
a major  problem.  The  operative  procedure  must 
be  timed  for  the  period  following  subsiding  of 
hyperemia  and  tissue  reaction,  but  before  fibro- 
sis, occlusive  arteritis,  and  obliteration  of  tissue 
planes  become  severe.  This  normally  is  the 
third  or  fourth  week  following  completion  of 
radiation. 

Surgical  technique  obviously  influences  the 
likelihood  of  postoperative  flap  necrosis,  wound 
dehiscence,  or  fistula  formation,  with  resultant 
carotid  artery  exposure.  Proper  placement  of 
the  incision  so  that  it  does  not  lie  over  the 
carotid  is  important,  as  is  the  planning  of  flaps 
to  avoid  sharp  corners  and  narrow  bases,  either 
of  which  will  predispose  to  flap  necrosis.  For 
laryngectomy  (with  or  without  neck  dissection) 
we  prefer  the  Gluck-Sorenson  incision,  while  for 
neck  dissection  alone  or  in  continuity  with  man- 


dible resection,  a modification  of  the  Latshev- 
sky  incision  is  utilized. ^ When  the  pharynx  has 
been  opened,  as  at  laryngectomy,  a multi- 
layered closure  with  interrupted  sutures  and 
postoperative  feedings  by  nasogastric  tube  until 
the  pharynx  has  healed  are  important  mea- 
sures. Placement  of  suction  catheters  to  re- 
move accumulated  blood  and  serum  from  be- 
neath the  flaps  is  a well-accepted  procedure, 
but  these  catheters  should  not  cross  or  lie 
against  the  carotid.  In  order  to  be  effective, 
these  catheters  must  remain  until  drainage  has 
almost  ceased  and,  if  plugging  of  the  catheters 
is  suspected,  irrigation  with  sterile  saline  or 
2%  acetic  acid  should  be  carried  out  to  open 
them  if  possible.  With  the  use  of  wound  suc- 
tion, the  operative  wound  is  left  unbandaged 
after  the  first  24-48  hours,  eliminating  band- 
ages which  may  serve  as  culture  media  for  bac- 
terial multiplication  along  the  suture  lines.  Al- 
though routine  use  of  antibiotics  often  is  con- 
demned by  purists,  we  believe  that  their  use 
has  significantly  decreased  the  incidence  of 
postoperative  wound  infections,  and  we  advise 
antibiotic  coverage  beginning  the  day  before 
surgery,  intravenously  during  surgery,  and  for 
seven  to  ten  days  postoperatively. 

Protecting  the  Carotid  Artery:  Many  methods 
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for  carotid  artery  protection  have  been  advo- 
cated. These  usually  are  advised  in  cases  with 
a high  risk  of  carotid  exposure  (such  as  irradi- 
ated cases),  but  since  so  little  morbidity  is 
associated  with  some  of  these  measures  and 
since  an  exposed  carotid  carries  with  it  such  a 
significant  risk,  it  seems  reasonable  to  use 
some  form  of  carotid  protection  in  all  neck  dis- 
sections. Conley's  work  in  the  field  of  carotid 
artery  protection  has  been  outstanding.  He  has 
advised  such  protection  when  the  procedure 
extends  into  the  oral  or  pharyngeal  cavities, 
when  technical  violation  of  the  carotid  artery 
system  has  occurred,  or  when  severe  post-irrad- 
iation changes  are  present. ^ He  usually  protects 
the  carotid  artery  by  transposing  it  into  a mus- 
cle pocket  or  tunnel  where  feasible.  When  post- 
operative wound  breakdown  and  fistula  occur, 
he  advises  transposition  of  regional  tissue  flaps 
to  cover  the  carotid  and  exteriorize  the  fis- 
tula.^ 

Conley’s  basic  technique  of  artery  transposi- 
tion involves  rotating  the  proximal  stump  of  the 
previously  ligated  external  carotid  artery  180°, 
pulling  the  stump  and  carotid  bulb  into  a pre- 
pared pocket  or  tunnel  created  between  the 
anterior  and  middle  scalene  muscles,  or  the 
middle  scalenus  and  levator  scapulae.  After 
tacking  down  the  stump  with  chromic  catgut 
sutures,  the  muscles  are  sutured  down  anterior- 
ly to  enclose  the  carotid  bulb  and  stump  of  the 
external  carotid  artery.  The  technique  may  be 
modified  when  necessary  to  utilize  the  omohy- 
oid and  stylohyoid  muscles  or  the  middle  and 
inferior  constrictors  to  form  the  pocket  for  the 
artery.  Conley  has  reported  good  results  with 
this  technique  over  many  years.  We  have  used 
it  very  little  because  we  preserve  as  many 
branches  of  the  external  carotid  as  possible  to 
assist  in  collateral  cross-circulation  which  may 
be  needed  later,  and  without  ligation  of  the  ex- 
ternal carotid  near  the  carotid  bulb  the  neces- 
sary mobility  for  rotation  and  repositioning  of 
the  artery  is  not  obtained. 

Use  of  dermal  tissue  as  a protective  covering 


for  the  carotid  artery  recently  has  been  reem- 
phasized by  Reed. 5 In  1963  Corso  and  Gerold® 
first  reported  the  use  of  dermis  to  protect  the 
carotid  artery  and  reinforce  pharyngeal  suture 
lines  in  head  and  neck  surgery.  In  their  series, 
wound  breakdown  occurred  over  24  of  38  caro- 
tids, revealing  viable  dermal  graft  which  sur- 
vived in  every  case,  with  no  carotid  ruptures 
despite  gross  infection  and  exposure  to  saliva 
and  air.  The  technique  reported  by  Reed  in- 
volves cutting  a split-thickness  skin  graft  12/ 
1,000  to  18/1,000  inch  thick,  hinged  at  one 
end.  The  dermatome  cutting  area  is  then  nar- 
rowed slightly  and  cutting  is  commenced  about 
one-fourth  inch  inside  the  original  starting 
point,  to  obtain  a dermal  graft  12/1,000  to 
18/1,000  inch  thick  with  no  epidermal  ele- 
ments included.  The  original  hinged  split-thick- 
ness graft  is  multifenestrated  and  sutured  back 
down,  and  a dressing  is  applied.  The  dermal 
graft  is  then  placed  over  the  carotid  and  se- 
cured with  absorbable  sutures. 

Reed  recommended  the  use  of  dermal  grafts 
for  carotid  protection  because  of  their  easy 
availability,  strength,  early  vascularization,  lim- 
ited absorption,  and  ability  to  survive  as  a vi- 
able transplant  under  extremely  adverse  condi- 
tions, with  minimal  if  any  complications.  Some 
surgeons  have  been  hesitant  to  implant  dermal 
tissue  for  fear  of  resultant  retention  cysts  from 
buried  epithelial  elements  (sweat  glands,  se- 
baceous glands,  and  hair  follicles,  all  of  which 
are  found  in  the  dermal  layer).  However,  Peer 
and  Paddock'^  in  1937  and  Thompson®  in  1960 
reported  that  sweat  glands  persisted  for  years 
but  did  not  contribute  to  cyst  formation.  Hair 
follicles  and  sebaceous  glands  degenerated  in 
a few  weeks.  Therefore,  the  current  belief  is 
that  the  risk  of  sequelae  from  buried  dermal 
tissue  is  minimal,  and  this  method  of  carotid 
artery  protection  may  be  recommended. 

Cheek  and  Rise®  recently  described  a method 
of  protecting  the  carotid  artery  by  using  a ro- 
tated flap  of  prevertebral  fascia.  We  have  had 
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Fig  2.  Levator 
scapulae  muscle 
freed  up  in 
preparation  for  use 
as  carotid  artery  cover. 


no  experience  with  this  technique,  but  it  is  an- 
other method  of  carotid  protection. 

Boca  has  reported  a series  of  modified  neck 
dissections  with  preservation  of  the  sternomas- 
toid  muscle  and  the  11th  cranial  nerve.  In  such 
instances  the  carotid  is  protected  by  the  intact 
sternomastoid  muscles.  We  have  used  this  tech- 
nique in  a few  selected  cases. 

In  1961,  Staley^®  described  transposition  of 
the  levator  scapulae  muscle  to  cover  the  caro- 
tid, freeing  up  the  muscle  posteriorly  and  in- 
teriorly and  rotating  it  forward  like  the  page  of 
a book  on  its  anterior  vascular  border.  Others 
thought  that  insufficient  mobility  of  the  muscle 
flap  formed  in  this  manner  made  adequate 
carotid  coverage  impractical.  Gacek  and  Zonis“ 
have  described  a technique  involving  complete 
mobilization  of  the  muscle  from  all  but  its  su- 
perior attachment  to  the  transverse  processes 
of  the  first  four  cervical  vertebrae.  This  is  the 
technique  which  we  have  used.  The  scapular 
attachment  is  sharply  divided  by  reaching  well 
below  the  trapezius  with  scissors,  taking  care 
to  avoid  injuring  the  dorsal  scapular  nerve 
which  passes  along  the  vertebral  border  of  the 
scapula  to  supply  the  rhomboid  muscles.  A 


sufficiently  long  and  bulky  muscle  pedicle  is 
thus  formed  to  cover  the  entire  length  of  the 
internal  and  external  carotid  arteries.  After  tack- 
ing the  muscle  flap  in  place  with  absorbable 
sutures,  the  inferior  aspect  of  the  muscle  is 
sutured  to  the  remaining  stump  of  sternocleido- 
mastoid muscle  when  possible.  The  advantages 
of  this  method  are  the  use  of  a graft  with  an 
intact  pedicle  to  aid  in  nourishment  and  revas- 
cularization, and  simplicity  of  obtaining  the 
graft  material.  In  our  hands,  this  has  proven 
to  be  a much  quicker  and  simpler  procedure 
than  the  use  of  a dermal  graft,  and  we  now  use 
it  routinely. 

Results  in  62  Cases:  From  May  1,  1966,  to 
April  10,  1968,  at  the  Dallas  Veterans  Admin- 
istration Hospital,  62  neck  dissections  were 
performed  (either  singly  or  in  combination  with 
resections  of  various  head  and  neck  primary 
lesions.)  In  46  cases  the  carotid  artery  was 
covered  by  transposition  of  the  levator  scapulae 
muscle.  In  5 patients  a dermal  graft  was  used 
for  carotid  protection.  In  1 case  the  sternocle- 
idomastoid was  spared  and  employed  to  cover 
the  carotid.  In  10  cases  no  carotid  coverage 
was  utilized.  In  14  of  these  62  cases,  postop- 
erative fistulae  or  wound  dehiscences  severe 
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Fig  3.  Levator 
scapulae  muscle 
in  place  covering 
carotid  artery. 


enough  to  create  a significant  threat  of  carotid 
rupture  developed.  In  each  of  these  cases,  the 
carotid  had  been  covered  at  surgery.  In  only 
one  instance  did  significant  carotid  exposure 
occur,  and  this  was  in  a severely  debilitated 
patient  who  exhibited  general  wound  breakdown 
including  breakdown  of  the  covering  levator 
scapulae  muscle.  Prophylactic  carotid  artery 
ligation  was  carried  out  with  no  sequelae.  In  all 
other  instances  no  carotid  exposure  occurred, 
and  healing  was  satisfactory  following  our  usual 
regimen  of  wound  therapy.  Although  we  had 
experienced  a high  incidence  of  exposed  caro- 
tids and  carotid  rupture  in  the  years  preceding, 
since  instituting  the  practice  of  routine  carotid 
protection  we  have  had  only  this  single  case 
with  an  exposed  carotid  postoperatively  which 
necessitated  prophylactic  ligation,  and  no  cases 
of  carotid  rupture. 

Treatment  Regimen:  We  routinely  utilize  the 
“open  regimen”  of  treatment  for  postoperative 
carotid  exposure.  The  wound  is  left  unbandaged 
at  all  times,  and  kept  scrupulously  clean  by  the 


use  of  frequent  suctioning,  debridement,  and 
5%  acetic  acid  soaks  and  irrigations.  Cultures 
of  the  wound  are  taken  frequently  and  appro- 
priate antibiotic  therapy  is  instituted.  Mouth 
cultures  are  also  helpful,  since  in  the  presence 
of  a fistula  the  bacteria  in  the  mouth  contribute 
to  any  infection  in  the  neck  wound.  The  most 
common  wound  infections  in  these  circum- 
stances, and  certainly  the  most  injurious  ones 
from  the  standpoint  of  carotid  rupture,  are 
those  due  to  Pseudomonas.  In  recent  years 
staphylococcal  infections  have  become  increas- 
ingly frequent,  but  in  our  experience  are  still 
less  frequent  and  less  dangerous  than  those 
due  to  Pseudomonas. 

The  keystone  of  our  open  regimen  is  avoid- 
ance of  bandages  and  the  use  of  both  soaks  and 
irrigations  of  5%  acetic  acid.  It  has  been  well 
demonstrated  by  Jones^^  that  acetic  acid  in  a 
5%  concentration  is  harmless  when  applied  to 
tissues,  and  is  effective  in  preventing  the 
growth  of  Pseudomonas,  staphylococci,  and  oth- 
er common  pathogenic  bacteria  when  left  in 
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contact  with  the  contaminated  area  for  up  to 
five  minutes. 

The  work  of  Moyer  in  treating  burns  with 
0.5%  silver  nitrate  led  us  to  treat  several  open 
neck  wounds  (with  exposed  carotids)  with  this 
solution  rather  than  5%  acetic  acid.  We  have 
been  clinically  impressed  with  control  of  infec- 
tion, and  also  an  apparent  stimulation  of 
healthy  granulation  tissue  in  these  wounds. 
However,  among  the  drawbacks  of  the  use  of 
0.5%  silver  nitrate  are  local  and  systemic  sil- 
ver toxicity  if  the  soaks  are  allowed  to  dry  until 
the  silver  nitrate  solution  becomes  more  con- 
centrated than  0.5%,  and  the  black  staining 
of  the  tissues  and  clothing  of  both  the  patient 
and  the  personnel. 

When  a pharyngocutaneous  fistula  develops, 
all  feedings  are  given  by  nasogastric  tube,  and 
careful  attention  is  needed  to  insure  that  the 
patient  receives  a diet  adequate  in  calories, 
vitamins,  minerals,  and  protein  content.  We 
were  surprised  to  learn  that  the  routine  Waring 
blender  diet  in  our  hospital  was  inadequate  in 
some  respects  and  required  supplementation. 
If  any  doubt  exists,  consultation  with  the  dieti- 
tian is  advised.  Anticholinergics  are  given  to 
decrease  salivary  flow  and  we  have  found  Ban- 
thine  to  be  effective  for  this  purpose.  The 
pharynx  is  sprayed  several  times  daily  with  5% 
acetic  acid,  and  the  fistula  is  vigorously  irri- 
gated with  the  same  solution  several  times 
daily.  This  not  only  eradicates  pathogenic  bac- 
teria, which  would  otherwise  be  carried  in  the 
saliva  into  the  wound,  but  serves  to  debride 
and  cleanse  the  area. 

If  a large  tissue  defect  is  present,  flaps  from 
the  chest  or  posterior  neck  may  be  advanced  to 
cover  the  exposed  carotids.  Primary  healing 
usually  has  occurred  by  the  time  tube  pedicle 
grafts  can  be  created  and  swung  into  the  defect. 
If  immediate  tissue  coverage  is  desired,  a non- 
delayed  regional  flap  is  advised. 

In  addition  to  vigorous  wound  care,  prepara- 
tion for  possible  carotid  rupture  always  includes 
crossmatching  several  units  of  blood  for  the 
patient.  We  then  begin  a close  surveillance  of 


the  patient,  the  “carotid  watch.’’  All  ward  per- 
sonnel and  medical  staff  are  alerted  to  the  pos- 
sibility of  carotid  rupture  in  this  patient.  Sev- 
eral of  our  patients  have  been  saved  by  the 
quick  action  of  a nurse  or  attendant  in  apply- 
ing manual  pressure  over  the  ruptured  carotid 
and  summoning  help.  As  part  of  this  carotid 
watch,  the  patient  is  transferred  to  a ward  or 
to  a room  with  other  patients,  since  this  adds 
to  the  number  of  people  taking  part  in  this  sur- 
veillance. The  patient’s  family  also  participates 
and  one  member  remains  in  the  patient’s  room 
at  all  times. 

If  rupture  does  occur,  carotid  ligation  is  man- 
datory. Manual  pressure  is  maintained  over  the 
carotid  to  control  bleeding  until  ligation  can  be 
carried  out  either  in  the  operating  room  or,  if 
necessary,  at  the  bedside.  Since  virtually  all 
carotid  exposures  and  subsequent  ruptures  take 
place  under  the  circumstances  of  wound  infec- 
tion, tissue  slough,  and/or  recurrent  cancer, 
there  would  seem  to  be  no  place  for  attempting 
carotid  reconstruction  since  a graft  could  not 
be  expected  to  survive  under  these  conditions. 
However,  an  ipsilateral  internal-to-external  caro- 
tid shunt  should  be  carried  out  whenever  pos- 
sible. If  rupture  occurs  below  the  carotid  bulb, 
clamping  and  oversewing  the  end  of  the  artery 
just  below  the  bulb  provides  a perfect  shunt 
without  having  to  resort  to  a direct  end-to-end 
anastomosis,  which  is  technically  more  difficult. 
It  is  our  feeling  that  the  direction  of  blood  flow 
in  the  internal-external  carotid  shunt  may  be  in 
either  direction,  and  that  the  importance  of  the 
procedure  is  a prevention  of  cessation  of  flow 
which  would  result  in  an  ascending  clot  and 
subsequent  neurologic  sequelae  and/or  death. 
We  also  routinely  advise  sectioning  of  the  cer- 
vical sympathetic  chain  on  the  ipsilateral  side, 
and  even  the  contralateral  cervical  chain  if  de- 
terioration occurs  while  the  patient  is  on  the 
operating  table. 

Prophylactic  ligation  of  the  carotid  artery 
may  be  considered  in  selected  cases.  Ligation 
especially  would  be  considered  in  the  presence 
of  Pseudomonas  infection  with  apparent  thin- 
ning of  the  artery  wall.  This  thinning  is  usually 
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Fig  4.  Wound 
dehiscence  with  tissue 
slough  and  infec- 
tion, following 
laryngectomy  and 
neck  dissection. 

Exposed  segment  of 
carotid  artery  at 
lower  left  corner 
of  wound. 


first  manifested  as  a small  red  spot  which  in- 
creases in  size  and  begins  to  pulsate.  Failure 
of  an  unprotected  and  exposed  carotid  to  be 
covered  by  healthy  granulation  tissue  after  a 
few  days  of  vigorous  therapy  by  the  open  regi- 
men is  also  an  unfavorable  prognostic  sign.  In 
a clean  field,  a local  tissue  flap  for  coverage 
should  be  considered  in  such  cases;  if  the  field 
remains  grossly  infected,  prophylactic  ligation 
may  be  considered.  A final  factor  to  be  weighed 
in  considering  prophylactic  ligation  is  the  indi- 
vidual hospital  and  nursing  situation:  How 
closely  can  this  patient  be  watched  and  how 
well  would  the  staff  be  able  to  cope  with  a rup- 
tured carotid?  Whatever  the  circumstances,  a 
decision  for  prophylactic  ligation  of  the  carotid 
artery  requires  experienced  judgment,  and  is 
not  to  be  made  lightly. 

Mortality  and  Morbidity:  The  mortality  rate 
quoted  for  common  or  internal  carotid  artery 
ligation  is  highly  variable. Neurosurgeons, 


usually  operating  more  or  less  electively  on  rel- 
atively young  patients  for  intracranial  aneurys- 
mal disease,  report  mortality  of  4-5%.  On  the 
other  hand,  head  and  neck  surgeons  may  note 
a mortality  of  50%  or  more  when  ligating  the 
carotid  artery  following  rupture,  primarily  be- 
cause they  are  dealing  with  older  patients  most 
of  whom  are  in  clinical  shock.  With  improved 
techniques  the  mortality  is  about  12%  and  the 
incidence  of  stroke  is  about  30%  following  car- 
otid artery  ligation  in  head  and  neck  surgery. 

Our  mortality  and  morbidity  rates  have  been 
considerably  lower  than  many  of  those  reported 
in  comparable  series.  We  have  performed  40 
common  and/or  internal  carotid  artery  ligations 
for  carotid  rupture,  with  one  death  from  mas- 
sive hemorrhage  before  ligation  could  be  com- 
pleted and  two  deaths  from  central  nervous  sys- 
tem sequelae  (both  patients  died  one  week  after 
ligation.)  This  is  an  overall  mortality  of  7.5% 
in  a series  in  which  most  of  the  patients  were 
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Fig  5.  Same  patient  as 
in  Fig  4;  wound 
healing  following 
treatment  by  the 
“open  regimen." 


in  frank  or  impending  shock  at  the  time  of  liga- 
tion. Many  of  these  patients  are  alive  and  well 
after  five  years,  free  of  cancer,  and  have  no 
significant  sequelae  following  carotid  artery  li- 
gation. 

Although  we  are  able  to  salvage  many  pa- 
tients following  carotid  artery  rupture,  we  would 
prefer  to  see  the  day  when  carotid  protection 
techniques  and  improved  postoperative  care 
completely  eliminate  the  problem  of  the  ex- 
posed carotid. 
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ANASTOMOTIC  ANEURYSMS 

ROBERT  H.  LePERE,  MD 

Eleven  cases  of  anastomotic  aneurysm 
are  presented;  each  eventually  required 
surgery.  Four  aneurysms  ruptured 
preoperatively,  and  two  of  these  patients 
died.  Measures  to  aid  in  the  diagnosis 
and  prevention  of  anastomotic  aneurysm 
are  suggested. 


THE  INCIDENCE  of  anastomotic  aneurysm  for- 
mation following  vascular  procedures  is  report- 
ed as  10%  overall  by  Sawyers^  (20  anasto- 
motic aneurysms  with  Teflon  and  Dacron  grafts), 
and  as  23.7%  (femoral  or  popliteal  anastomo- 
ses with  Dacron)  by  Stoney.-  Spratt®  reported 
four  anastomotic  aneurysms  resulting  from  can- 
nulation  of  the  common  femoral  artery  from 
catheterizations  and  an  open  heart  procedure, 
and  one  following  implantation  of  autogenous 
vein  graft.  Of  his  33  aneurysms,  14  occurred 
following  Teflon  and  8 following  nylon  grafts. 
For  the  most  part,  anastomotic  aneurysms  re- 
ported in  the  literature  have  occurred  following 
the  implantation  of  plastic  prostheses.i-  -■ 

Materials:  The  11  anastomotic  aneurysms  in 
this  series  followed  implantation  of  plastic  vas- 
cular substitutes  as  tubular  or  patch  grafts. 
However,  in  only  about  half  of  the  group  of  700 
patients  was  a prosthesis  required,  thus  giving 
a built-in  control  group  without  plastic  prosthe- 
ses  and  without  aneurysm  formation.  One  nylon 
graft  was  done.  All  the  others  were  knitted  Da- 
cron. During  the  past  two  years  vein  grafts  have 
been  used  almost  exclusively  in  the  femoral- 
popliteal  area,  but  knitted  Dacron  is  still  the 
preferred  substitute  in  most  other  areas.  No 
aneurysm  has  yet  been  seen  following  vein 
grafting. 

There  were  eight  patients  (four  aneurysms 
occurred  in  one  individual)  and  all  but  two  were 
men.  Their  ages  at  the  time  of  resection  of  the 


anastomotic  aneurysm  were  56,  60,  64  (2),  65, 
67,  71  (2),  and  77. 

The  appearance  time  or,  more  specifically, 
the  recognition  time  of  these  anastomotic  an- 
eurysms ranged  from  eight  months  to  seven 
years  after  surgery.  The  patient  who  developed 
four  anastomotic  aneurysms  also  developed 
two  of  them  sooner  than  any  other  patient. 

The  graft  material  was  knitted  Dacron  in 
seven  patients  and  nylon  in  one. 

The  suture  material  was  5-0  nylon  in  two 
(femoral-popliteal  bypass  grafts),  and  4-0  Mer- 
cilene  (Dacron)  in  one  (femoral  anastomosis). 
It  was  silk  in  the  remainder.  The  silk  used  was 
6-0  in  one  carotid  patch  graft,  5-0  in  two  caro- 
tid patch  grafts,  5-0  in  four  femoral-popliteal, 
and  3-0  in  one  aortic  and  in  one  femoral  graft. 
The  black  silk  suture  line  was  intact  in  two  fe- 
moral anastomotic  aneurysms  (Fig  1),  and  in 
one  carotid  patch  graft.  The  nylon  was  intact  in 
the  one  infected  graft.  The  silk  was  broken  in 
only  two,  in  one  Dacron-Dacron  anastomosis 
and  in  one  carotid  patch  graft. 

Type  of  Anastomosis:  The  anastomosis  was  end- 
to-side  in  six  femoral-popliteal  tubular  Dacron 
grafts.  It  was  end-to-end  in  a nylon  bifurcation 
abdominal  aorta-to-iliac  graft  with  the  aneurysm 
occurring  at  the  right  iliac  anastomosis.  It  was 
end-to-end  in  one  aortic  Dacron  graft  in  which 
the  graft  had  been  shortened  at  the  time  of 
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Fig  1.  Right  femoral 
double  anastomotic 
aneurysm,  case  8,  with 
the  wall  of  the  aneurysm 
directly  over  the 
suture  line  removed. 


original  surgery  and  the  Dacron  tubular  graft 
reanastomosed  with  silk.  There  were  three  patch 
grafts  of  knitted  Dacron,  one  performed  with 
endarterectomy  and  two  without  endarterec- 
tomy, implanted  into  the  carotid  artery  at  the 
bifurcation. 

Condition  of  Recipient  Vessel:  There  was  no  un- 
usual amount  of  arteriosclerotic  plaque  de- 
scribed at  the  original  operation  at  the  site  of 
implantation  of  the  graft  in  three  cases;  the  de- 
gree was  questionable  in  two.  One  required 
endarterectomy  as  well  as  a graft.  In  one  there 
was  severe  local  plaque  disease,  and  in  four 
there  was  unusual  dilatation  of  the  parent  artery 
(each  of  these  occurred  in  the  individual  who 
had  resection  of  four  anastomotic  aneurysms 
for  multiple  and  recurrent  aneurysmal  disease). 

Type  of  Disease  for  Which  Primary  Operation 
Was  Performed:  Five  patients  were  operated 
upon  for  occlusive  disease,  three  with  disease 
of  the  carotid  bifurcation  and  two  with  superfi- 
cial femoral  artery  occlusion.  Two  were  aortic 
aneurysms,  and  the  remainder  femoral-popliteal 
aneurysms. 

Thrombosis  or  Infection:  One  knitted  Dacron  ar- 
terial prosthesis  became  infected  eight  months 
postoperatively  and  was  treated  for  another 
seven  months  before  the  patient  would  permit 
reoperation  for  removal  of  the  infected  graft  or 
the  subsequent  aneurysm  formation  between 
the  8th  and  15th  months.  (The  graft  remained 


patent).  One  other  femoral  bypass  knitted  Da- 
cron graft  thrombosed  five  years  postoperative- 
ly, and  was  associated  with  an  aneurysm  at  the 
proximal  anastomosis.  In  most  of  the  anasto- 
motic aneurysms  there  were  laminated  thrombi, 
and  the  arteriograms  showed  only  a small 
amount  of  extravasation  of  the  contrast  media 
in  comparison  with  the  large  aneurysms  found 
at  operation. 

Symptoms:  Four  anastomotic  aneurysms  rup- 
tured prior  to  reoperation,  and  in  two  of  these 
cases  the  patients  had  been  asymptomatic  prior 
to  rupture  (both  in  the  abdominal  aorta).  One 
carotid  Dacron  patch  graft  ruptured  five  years 
after  primary  operation,  and  about  three  years 
after  being  discovered  by  the  patient,  with  grad- 
ual enlargement  and  pain  in  the  area  of  the 
neck.  The  other  ruptured  anastomotic  aneurysm 
was  in  the  infected  femoral  bypass  graft,  and 
this  patient  would  not  submit  to  reoperation 
until  the  aneurysm  had  ruptured  and  shock  en- 
sued. The  aneurysm  occurring  at  the  proximal 
femoral  anastomosis  with  thrombosis  of  the 
graft  probably  was  producing  very  little  discom- 
fort prior  to  thrombosis  of  the  graft;  the  patient 
came  in  because  of  the  reappearance  of  inter- 
mittent claudication  and  severe  pain  in  the  foot. 
Two  of  the  aneurysms  occurring  in  Dacron  patch 
grafts  in  the  carotid  arteries  were  associated 
with  pressure,  pain,  and  gross  swelling.  The 
aneurysms  of  the  lower  extremity  were  all  asso- 
ciated with  pressure  symptoms  and  obvious  ex- 
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pansile  pulsation.  One,  with  a kink  in  the  graft, 
caused  intermittent  claudication. 


Fig  2.  Anastomotic  aneurysm  in 
association  with  thrombosed 
femoral-popliteal  graft,  case  1. 


Associated  Systemic  Disease:  In  the  patient  who 
had  four  anastomotic  aneurysms  occurring  at 
femoral  and  popliteal  anastomoses  bilaterally, 
there  was  generalized  aneurysmal  disease  which 
necessitated  resection  of  abdominal  and  iliac 
aneurysms  and  double  aneurysms  of  both  fe- 
moral and  popliteal  arteries.  His  aorta-bifurca- 
tion iliac  replacement  graft  was  an  end-to-end 
graft  and  has  remained  intact.  At  the  anasto- 
mosis proximally  and  distally  in  both  legs, 
aneurysms  developed  at  the  site  of,  above,  and 
below  the  anastomosis  in  the  dilated  tortuous 
blood  vessels.  There  was  one  patient  whose 
serologic  test  for  syphilis  was  positive,  one  dia- 
betic, three  with  congestive  heart  failure  (with 
and  without  hypertension),  and  two  with  severe 
hypertensive  cardiovascular  disease  (one  with 
pulmonary  infarction  and  severe  angina  pec- 
toris). 

Management:  Each  of  the  11  aneurysms  was 
successfully  resected  with  reconstitution  of  vas- 
cular integrity  with  the  exception  of  the  rup- 
tured infected  femoral  anastomotic  aneurysm. 
The  three  carotid  patch  graft  anastomotic  an- 
eurysms were  repaired  with  new  narrow  patch 
grafts  of  knitted  Dacron  in  two  and  pericardium 
in  one,  utilizing  5-0  Mercilene.  In  the  throm- 
bosed femoral  Dacron  graft,  a new  10  mm  knit- 
ted Dacron  prosthesis  was  implanted  above  and 
below  to  bypass  the  old  thrombosed  graft.  In 
the  patient  who  had  four  anastomotic  aneu- 
rysms and  the  generalized  ectasia-aneurysmal 
disease,  the  end-to-side  grafts  were  converted 
to  end-to-end  grafts,  and  Mercilene  and  Tycron 
were  utilized  for  the  anastomoses.  Knitted  Dac- 
ron was  utilized  in  the  repair  of  both  aortic 
anastomotic  aneurysms,  again  with  Mercilene 
or  Tycron  suture. 

Results:  There  were  two  deaths  in  the  series, 
both  occurring  following  resection  of  ruptured 
anastomotic  aneurysms.  One  death  occurred 
three  weeks  postoperatively  due  to  renal  failure 
following  repair  of  the  nylon  right  iliac  anasto- 
motic aneurysm  seven  years  after  primary  re- 
pair elsewhere.  The  other  death  resulted  from 
cerebral  infarction  in  the  ruptured  carotid  anas- 
tomotic aneurysm:  the  patient  was  not  seen 
until  three  days  following  rupture.  The  other  pa- 
tient with  a ruptured  aortic  anastomotic  aneu- 
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Fig  3.  Repair  of 
anastomotic 
carotid  aneurysm, 
utilizing  a narrow 
Dacron  patch 
and  plastic  suture. 


rysm  was  admitted  to  the  emergency  room  in 
shock,  and  was  reoperated  upon  within  minutes 
of  arriving.  A ruptured  2.5  cm  aneurysm  in  the 
mid-portion  of  the  Dacron  graft  had  perforated 
into  the  duodenum,  requiring  repair  of  the  pre- 
vious Dacron  graft  and  of  the  perforation  within 
the  duodenum.  The  ruptured  infected  femoral 
anastomotic  aneurysm  subsequently  required 
amputation. 

Case  Reports:  Case  1:  A 60-year-old  diabetic 
man  was  seen  five  years  after  implantation  of  a 
femoral  knitted  Dacron  bypass  graft  for  super- 
ficial femoral  occlusion  following  sudden  onset 
of  pain  in  the  foot  and  loss  of  pulsation  in  the 
pedal  vessels.  Arteriography  (Fig  2)  showed 
complete  occlusion  of  the  previous  graft  and  a 
small  (5  cm)  aneurysm  at  the  upper  anastomo- 
sis. The  aneurysm  was  resected  and  a 10  mm 
knitted  Dacron  prosthesis  was  implanted  end- 
to-side  above  and  below  the  previous  graft,  util- 
izing 5-0  black  silk  suture.  The  patient  is 
asymptomatic  after  three  years. 

Case  2:  A 67-year-old  man  was  seen  eight 
months  after  end-to-side  knitted  Dacron  bypass 
graft  with  Mercilene  suture  was  implanted  for 


superficial  femoral  artery  occlusion.  A fluctuant 
area  in  the  groin  was  aspirated  of  purulent  ma- 
terial, after  which  the  wound  was  opened,  drain- 
ed, and  treated  with  irrigations  and  systemic 
antibiotics.  Arteriography  showed  a patent,  well- 
functioning graft  without  aneurysm.  Seven 
months  later  he  was  admitted  in  shock,  with  a 
ruptured  aneurysm  at  the  proximal  anastomo- 
sis, and  congestive  heart  failure.  Until  that  time 
he  had  refused  further  surgery.  The  aneurysm 
was  resected  along  with  the  infected  graft.  The 
wound  was  drained  and  a sympathectomy  done, 
and  amputation  eventually  was  required. 

Case  3:  A 64-year-old  woman  was  seen  one 
year  eight  months  after  a knitted  Dacron  patch 
graft  of  the  right  carotid  was  implanted  for  par- 
tial carotid  occlusion.  She  had  increasing  pain 
and  tenderness  in  the  right  side  of  the  neck 
with  a 2.5  cm  pulsating  mass.  She  was  hyper- 
tensive and  had  a positive  serologic  test  for 
syphilis.  At  operation  a 2.5  cm  thin-walled  bulb- 
ous aneurysm  was  resected  along  with  the  at- 
tached knitted  Dacron  patch.  A new  patch  graft 
of  knitted  Dacron  was  sewn  into  place  with  5-0 
Mercilene.  The  patient  remains  well  after  two 
years. 
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Fig  4a.  Repair  of  the  right  femoral 
anastomotic  aneurysm  utilizing  end-to-end 
Dacron-to-Dacron  and  Dacron-to-femoral 
artery  anastomosis. 


Fig  4b.  Early  arteriogram  revealing 
the  onset  of  right  femoral 
anastomotic  aneurysm  with 
kinking  of  the  origin  of  the 
Dacron  graft,  and  in  retrospect 
the  early  formation  of  the 
right  graft-popliteal  anastomotic 
aneurysm. 


Case  4:  A 77-year-old  man  was  seen  five 
years  following  a knitted  Dacron  patch  graft  and 
endarterectomy  for  partial  occlusion  of  the  left 
internal  and  common  carotid.  About  three  years 
earlier,  the  patient’s  family  had  noticed  a swell- 
ing in  his  neck,  but  he  would  not  return  for 
evaluation.  When  he  did  come,  a 10  x 12  cm 
mass  pulsated  beneath  the  stretched  skin  of 
the  neck,  and  there  was  evidence  of  recent 
hemorrhage  extending  up  into  the  submandib- 
ular area  and  down  over  the  anterior  chest  wall. 
The  sternum  was  split  to  obtain  control  of  the 
aneurysm,  which  was  already  ruptured,  and  re- 
section was  accomplished  with  considerable  dif- 
ficulty. A patch  of  pericardium  was  sewn  into 
place  with  5-0  Mercilene,  following  resection 
of  a 12  cm  ruptured  carotid  aneurysm  with  the 
attached  patch  of  Dacron.  He  died  on  the  sixth 
postoperative  day.  Autopsy  revealed  cerebral  in- 
fa  rction. 

Case  5:  A 71 -year-old  man  was  seen  two 
years  after  he  had  a knitted  Dacron  patch  graft 
(with  silk  anastomosis)  for  partial  occlusion  of 
the  carotid  artery.  A 6.5  cm  aneurysm  was  re- 
sected and  a knitted  Dacron  patch  was  sewn 


into  place  with  5-0  Mercilene  (Fig  3).  The  pa- 
tient has  been  asymptomatic  for  approximately 
two  years,  and  his  congestive  heart  failure  is 
controlled. 

Case  6:  A 71 -year-old  man  was  given  emer- 
gency treatment  seven  years  following  resection 
of  an  aortic  aneurysm  elsewhere  with  implanta- 
tion of  a nylon  prosthesis.  He  had  been  oper- 
ated upon  in  another  hospital  earlier  in  the  day 
for  what  was  thought  to  be  a ruptured  appendix, 
and  was  referred  directly  when  the  correct  di- 
agnosis— ruptured  anastomotic  aneurysm — 
was  found.  A 12  cm  aneurysm  of  the  right  iliac 
artery  was  resected  and  the  original  nylon  pros- 
thesis was  re-utilized,  performing  the  anasto- 
mosis with  Dacron.  His  family  said  that  he  had 
lower  nephron  nephrosis  following  his  original 
aneurysm  resection.  The  patient  died  three 
weeks  following  surgery,  and  autopsy  substan- 
tiated renal  failure  and  pneumonia  with  emphy- 
sema. 

Ca.se  7:  A 56-year-old  man  was  admitted  to 
the  emergency  room  in  shock,  six  years  two 
months  following  replacement  of  an  abdominal 
aortic  aneurysm  with  knitted  Dacron  arterial 
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Fig  5a.  Later  femoral  arteriogram  with 
clinical  appearance  of  anastomotic 
graft-popliteal  aneurysm,  case  8. 


prosthesis.  Surgery  began  immediately,  and 
within  10  minutes  his  abdomen  had  been  open- 
ed and  his  aorta  cross-clamped.  A ruptured  2.5 
cm  aneurysm  was  found  perforating  the  duo- 
denum. A segment  of  the  original  Dacron  graft 
had  been  resected  at  primary  operation  because 
of  redundant  graft  material,  and  an  end-to-end 
anastomosis  performed  utilizing  3-0  silk.  This 
anastomosis  between  the  two  ends  of  the  knit- 
ted Dacron  had  ruptured,  and  small  bits  of 
black  silk  were  seen  on  each  side  of  the  inter- 
rupted graft.  The  aneurysm  was  resected  and 
Mercilene  was  used  to  reanastomose  the  ends 
of  the  graft.  The  duodenum  was  repaired,  and 
the  patient  remains  well  and  asymptomatic  one 
year  postoperatively. 

Case  8:  A 65-year-old  man  was  first  seen  in 
1964  with  a dumbbell,  double  femoral-popliteal 
aneurysm  on  the  right  side.  It  was  resected  and 
a knitted  Dacron  arterial  prosthesis  was  im- 
planted end-to-side.  He  returned  four  months 
later  with  a rapidly  expanding  aneurysm  in  the 
opposite  popliteal  fossa.  This  was  resected  in 
like  fashion.  A few  months  later  a pulsating 
mass  was  discovered  in  his  abdomen,  and  a 
large  abdominal  aortic  aneurysm  and  two  iliac 


Fig  5h.  The  graft-popliteal 
anastomotic  aneurysm  (project- 
ing posteriorly  as  another 
saccular  extension),  measuring 
together  3 x 7 cm,  case  8. 


aneurysms  were  resected  and  replaced  by  a 
knitted  Dacron  arterial  prosthesis.  At  eight 
months,  nine  months,  one  year  three  months, 
and  one  year  five  months,  both  anastomoses  of 
both  femoral  and  popliteal  vessels  had  devel- 
oped anastomotic  aneurysms  measuring  15  cm, 
9 cm,  4.5  cm,  and  6 cm,  respectively.  Each  was 
repaired  separately,  utilizing  an  end-to-end  ex- 
tension of  knitted  Dacron  and  Mercilene  suture. 
The  right  femoral  anastomotic  aneurysm  caused 
the  graft  to  kink,  producing  ischemic  symptoms 
as  well  as  pressure  symptoms  locally.  The  aneu- 
rysm was  5x6  cm,  and  was  repaired  by  resec- 
tion and  end-to-end  Dacron  and  Dacron-to-fe- 
moral  anastomosis  with  Mercilene  (Fig  4a).  The 
arteriogram  (Fig  4b)  reveals  the  kinking  caused 
by  the  aneurysm,  a small  lumen  within  the  lam- 
inated aneurysm  suggesting  a much  smaller 
aneurysm,  and  early  appearance  of  what  clinic- 
ally developed  as  an  anastomotic  aneurysm  at 
the  lower  end  of  the  graft,  the  popliteal.  Four 
months  later  the  popliteal  aneurysm  was  clini- 
cally apparent,  and  another  arteriogram  (Fig  5a) 
revealed  the  anastomotic  deformity  again  with- 
out any  suggestion  of  the  real  size  of  the  pop- 
liteal anastomotic  aneurysm  (Fig  5b).  He  is 
asymptomatic  one  year  nine  months  following 
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resection  of  his  fourth  anastomotic  aneurysm. 
His  hypertensive  cardiovascular  disease  is  well 
controlled. 

Discussion:  In  Stoney’s  series-  of  528  patients 
with  knitted  Dacron  grafts  there  were  28  anas- 
tomotic aneurysms  in  which  silk  sutures  were 
utilized.  Sawyers^  reviewed  20  anastomotic  an- 
eurysms in  peripheral  arteries,  18  in  the  femor- 
al, and  2 in  the  popliteal,  with  silk  the  suture 
material  in  all.  The  grafts  were  equally  divided 
between  Dacron  and  Teflon.  He  believed  that 
Teflon  had  a higher  instance  of  aneurysm  for- 
mation than  any  other  material.  In  Smith’s  se- 
ries'-' of  343  plastic  prostheses,  90%  were  Dac- 
ron grafts,  with  32  anastomotic  aneurysms. 

Of  the  complications  of  the  use  of  plastic 
prostheses,  the  most  frequent  are  anastomotic 
aneurysm,  infection,  and  thrombosis,  with  gas- 
trointestinal fistula  formation  being  a common 
complication  of  anastomotic  aneurysm  in  the 
abdomen.^'  *■  Javid*  reported  660  opera- 
tions on  the  aorto-iliac  vessels,  with  a higher 
incidence  of  complications  occurring  in  primary 
aneurysm  than  in  primary  occlusive  disease, 
13%  and  4%  respectively.  Infection  was  found 
in  seven  and  gastrointestinal  fistula  in  six  of  17 
ruptured  anastomotic  aneurysms.  Infection  of 
the  plastic  prosthesis  is  perhaps  the  most  seri- 
ous complication  which  can  occur,  for  hemor- 
rhage invariably  follows  if  the  patient  does  not 
first  succumb  to  septicemia.  Boyd^^  cultured 
organisms  in  20  out  of  71  aneurysms,  citing 
infection  as  an  important  etiological  factor. 
Shaw^*'  makes  several  points  regarding  infected 
grafts:  (1)  Operation  ought  to  consist  of  remov- 
al of  all  prosthetic  material  and  drainage;  (2) 
sepsis  does  not  run  up  and  down  a patent  graft, 
and  (3)  sepsis  propagates  up  and  down  a 
thrombosed  graft  through  the  clot.  He  and  oth- 
ers have  pointed  out  the  association  between 
ureteral  strictures  and  infection  of  the  plastic 
prosthesis  bridging  the  abdominal  aorta,  sug- 
gesting that  the  stricture  will  disappear  after 
the  infected  graft  has  been  removed.  His  surgi- 
cal technique  of  obturator  bypass  has  been  an 
important  advance  in  the  treatment  of  infected 
femoral  prosthesis.  Smith"  has  suggested  that 
when  the  graft  associated  with  an  anastomotic 
aneurysm  thromboses,  it  will  cure  the  aneu- 
rysm spontaneously.  This  did  not  occur  in  our 
case  1. 


The  reports  in  the  literature  suggest  that  rup- 
tured anastomotic  aneurysm  carries  a rather 
high  mortality,^’  '■  borne  out  in  our  series 
of  patients.  Olsen-"  reported  four  deaths  out  of 
four  patients  with  ruptured  anastomotic  aneu- 
rysm (three  Teflon  and  one  nylon  graft). 

Spratt^  states  that  21  of  26  anastomotic  an- 
eurysms developed  after  femoral-popliteal  by- 
pass, with  14  occurring  at  the  proximal  femoral 
anastomosis  and  7 at  the  distal  popliteal.  It  was 
thought  that  suture  line  dehiscence  was  the 
cause  of  all  the  aneurysms,  and  7 aneurysms 
were  grossly  infected.  Barker-T  Darling",  and 
Spratt-^  suggested  that  the  anastomosis  in  the 
groin  increased  the  rate  of  anastomotic  aneu- 
rysm formation  due  to  crossing  the  flexion 
crease.  Shaw^",  Stoney-,  and  Sumner^"  point 
out  the  increased  incidence  of  anastomotic  an- 
eurysm when  the  graft  is  implanted  end-to-side. 
The  stress  at  the  union  of  diseased  blood  ves- 
sels with  the  stiff  prosthesis  is  undoubtedly 
accentuated  by  the  end-to-side  anastomosis. 

A characteristic  of  many  anastomotic  aneu- 
rysms is  the  poor  quality  of  the  host  vessel  at 
the  site  of  implantation  of  the  prosthesis,  with 
the  rigid  prosthesis  itself  working  as  a fulcrum 
against  the  suture  line.  Stoney-  found  the  su- 
ture line  intact  within  the  anastomotic  aneu- 
rysm in  8 of  12  which  he  inspected.  He  be- 
lieved that  the  aneurysm  had  developed  in  the 
adjacent  artery.  Four  of  the  12  had  breakdown 
of  the  suture  line  itself.  Miller--  states  that  the 
most  common  cause  of  faulty  healing  of  a non- 
infected  vascular  anastomosis  is  degeneration 
of  the  host  vessel.  Benjamin-^  demonstrated 
that  the  vasovasora  originate  from  the  branches 
of  the  host  vessel  rather  than  the  lumen,  and 
suggested  the  importance  of  vasovasora  in  heal- 
ing of  a vascular  anastomosis.  He  intimates  that 
anastomotic  disruption  is  due  to  ischemia  of 
the  host  vessel  in  the  area  of  anastomosis,  and 
due  to  injury  of  the  vasovasora  by  division  of 
branches  or  by  injury  to  the  vasovasora  by  a 
crushing  vascular  clamp.  Weslowski^^  impli- 
cates many  factors  including  sutures,  incorpor- 
ation of  the  graft  and  tissue  in  growth,  and  loss 
of  structural  integrity.  Stem-"  states  that  oc- 
clusive disease  of  the  vasovasora  causes  is- 
chemia of  the  media  with  resultant  degenera- 
tion of  elastic  fibers  and  production  of  arterio- 
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sclerosis  (which  might  be  applicable  in  the  for- 
mation of  anastomotic  aneurysm). 

Summary:  The  implantation  of  a plastic  pros- 
thesis is  almost  a prerequisite  in  the  formation 
of  an  anastomotic  aneurysm.  It  probably  occurs 
in  10  to  20%  of  the  cases  in  which  plastic  is 
utilized.  The  incidence  is  higher  when  an  end- 
to-side  anastomosis  is  performed,  and  is  con- 
siderably higher  when  there  is  a tendency  of  the 
host  itself  to  form  aneurysms  (case  8). 

The  diagnosis  of  anastomotic  aneurysms 
should  be  entertained  any  time  a mass,  espe- 
cially a pulsating  mass,  can  be  palpated  post- 
operatively  in  the  area  of  either  the  superior  or 
inferior  anastomosis.  In  the  immediate  postop- 
erative period  (up  to  perhaps  three  or  four 
weeks)  hematoma  formation  in  the  area  of  the 
graft  can  simulate  an  anastomotic  aneurysm 
and  ought  not  to  cause  undue  anxiety.  The  anas- 
tomotic aneurysms  which  occur  in  superficial 
areas  of  the  body — the  popliteal  fossa,  the  fe- 
moral triangle,  the  axilla,  the  neck,  and  the 
upper  extremity — give  ample  warning  of  their 
presence.  The  swelling  with  the  pulsation  and 
progressive  enlargement  usually  is  preceded  by 
tenderness  and  pain  which  the  patient  invari- 
ably describes.  This  alone  ought  to  cause  sus- 
picion and  lead  to  a careful  examination  of  the 
area. 

When  the  anastomotic  aneurysm  has  rup- 
tured, if  it  is  in  an  area  such  as  the  retroperi- 
toneal space,  shock  and/or  pain  is  an  almost 
certain  consequence.  If  the  patient  is  known  to 
have  had  resection  of  an  aortic  aneurysm  either 
in  the  abdomen  or  in  the  thorax,  then  he  should 
be  prepared  for  surgery  without  delay.  If  the 
anastomotic  aneurysm  has  ruptured  in  a su- 
perficial area,  evidence  of  subcutaneous  hemor- 
rhage is  also  evident. 

In  the  prevention  of  aneurysms,  infection 
must  be  avoided  meticulously  at  the  time  of 
surgery.  The  suture  material  probably  should 
be  plastic,  and  the  suturing  ought  to  be  done 
meticulously,  encompassing  intima,  media,  and 
adventitia.  In  the  past  six  months  an  additional 
measure  for  prevention  of  anastomotic  aneu- 
rysm has  been  initiated.  Following  end-to-side 
plastic-to-blood  vessel  anastomoses,  it  is  pres- 
ently our  policy  to  wrap  the  anastomosis  snugly 
with  a segment  of  knitted  Dacron  cloth. 


Eleven  cases  of  anastomotic  aneurysms  have 
been  presented;  eventually  each  of  them  re- 
quired surgery.  Four  of  them  ruptured  preop- 
eratively  with  2 deaths  occurring  in  that  group. 
Measures  to  aid  in  the  diagnosis  and  prevention 
of  anastomotic  aneurysm  have  been  suggested. 
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MANAGEMENT  OF 
CARDIAC  ARRHYTHMIAS 
IN  ACUTE 

MYOCARDIAL  INFARCTION 


Factors  to  be  considered  in  treating  ar- 
rhythmias are  the  etiology  and  clinical 
setting,  pathological  potential,  the  pa- 
tient’s physiological  state,  and  charac- 
teristics of  available  therapeutic  agents. 
Advantages  and  disadvantages  of  some 
newer  agents  are  discussed,  and  sug- 
gestions are  given  for  treatment  of  ar- 
rhythmias associated  with  acute  myo- 
cardial infarction. 

THE  TREATMENT  OF  ARRHYTHMIAS  has  be- 
come much  more  effective  but  more  complex 
recently  with  the  rapid  addition  of  newer  potent 
drugs  and  electric  shock  to  the  still  useful  old- 
er drugs.  In  treating  arrhythmias,  one  should 
consider  the  etiology  and  clinical  setting,  path- 
ological potential,  physiological  state,  and  spe- 
cific characteristics  of  available  therapeutic 
agents. 

The  etiology  and  clinical  setting  of  the  ar- 
rhythmias are  basic  to  selecting  treatment.  Has 
there  been  a recent  myocardial  infarct?  Is  digi- 
talis present  or  absent?  What  is  the  patient’s 
thyroid  status?  Is  this  a normal  or  abnormal 
heart?  All  of  these  questions  are  relevant  to  se- 
lecting proper  treatment.  Next,  one  must  con- 
sider pathological  potential.  There  is  a great 
difference  in  approach  to  the  usual  benign  ven- 
tricular premature  contractions  which  lead  to 
little  difficulty,  and  to  the  early  ventricular  pre- 
mature contractions  which  fall  in  the  vulnerable 
period  (on  the  T wave)  and  therefore  may  in- 
duce ventricular  tachycardia  or  fibrillation. 
Then,  the  physiologic  state  of  the  patient  is  rele- 
vant. Shock,  congestive  heart  failure,  or  im- 


paired cerebral  function  are  indications  for 
therapy  which  has  rapid  effect.  Lastly,  the  char- 
acteristics of  the  therapeutic  agents  with  their 
inherent  properties  and  toxicity  must  be  con- 
sidered. 

Characteristics  of  several  newer  agents  are 
as  follows: 

Electric  shock,  usually  given  as  a direct-cur- 
rent  synchronized  shock,  is  one  of  the  most  im- 
portant recent  advances  in  therapy.  The  main 
advantages  of  electric  shock  are:  (1)  Speed. 
This  technique  may  produce  a change  in  rhythm 
within  seconds  and  has  obvious  advantage  in 
extreme  situations.  (2)  Safety.  When  handled 
properly,  electric  shock  is  a safe  technique.  (3) 
Electric  shock  is  effective  in  a broad  range  of 
arrhythmias,  making  the  need  for  specific  diag- 
nosis less  urgent. 

The  main  disadvantages  are:  (1)  The  need 
for  anesthesia.  Some  believe  that  heavy  seda- 
tion is  adequate,  and  perhaps  this  is  justified 
in  life-threatening  situations.  However,  most  pa- 
tients find  the  approach  to  and  performance  of 
an  electric  shock  treatment  a frightening  ex- 
perience. I think  that  anesthesia  with  its  slight 
attendant  risks  (when  given  by  an  anesthesiol- 
ogist) is  preferable.  (2)  Electric  shock  is  con- 
traindicated in  digitalis  toxic  rhythms  because 
of  reported  induction  of  fatal  intractable  ven- 
tricular fibrillation. “ (3)  This  agent  does  not 
serve  a maintenance  or  prophylactic  function. 
(4)  Most  often  an  institutional  setting  is  re- 
quired. 

Lidocaine:  Although  classified  as  an  experi- 
mental drug,  lidocaine  is  used  widely  in  the 
treatment  of  arrhythmias  because  of  its  com- 
mon availability  as  the  local  anesthetic,  Xylo- 
caine.  It  appears  to  have  the  same  action  and 
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general  utility  as  procainamide  (Pronestyl),  but 
is  thought  to  be  more  effective  at  relatively 
lower  dosage,  therefore  reducing  toxic  manifes- 
tations.3  Lidocaine  can  cause  central  nervous 
system  difficulties  including  convulsions,  med- 
ullary depression,  and  twitching.^  It  may  cause 
some  cardiovascular  depression.^  It  appears  to 
be  effective  in  the  treatment  of  ventricular 
tachycardia  and  may  be  used  either  as  a bolus 
(1  mg/kg  or  60  to  80  mg)  or  as  an  intravenous 
drip.  A bolus  may  be  repeated  every  10  to  20 
minutes,  but  no  more  than  500  to  750  mg/ 
hour  should  be  given.  It  is  used  as  an  intraven- 
ous drip  at  the  rate  of  1-2  mg/minute. 

Dipheuylhydantoin  (Dilantin):  The  initial  en- 
thusiasm for  intravenous  administration  of  Di- 
lantin has  waned  somewhat.  Diphenylhydantoin 
may  cause  respiratory  depression,  apnea,  car- 
diac arrest,  heart  block,  bradycardia,  hypoten- 
sion, and  hematologic  effects,  and  several 
deaths  associated  with  its  intravenous  use  have 
been  reported.®  It  is  somewhat  effective  in  atrial 
tachycardia  but  is  not  useful  in  atrial  flutter  or 
fibrillation.  Good  effect  is  noted  with  ventricular 
premature  contractions  or  ventricular  tachy- 
cardia, but  many  find  its  primary  usefulness  in 
supraventricular  arrhythmias  induced  by  digi- 
talis. The  ventricular  rate  is  slowed  in  atrial 
tachycardia  with  block,  and  reversions  to  nor- 
mal have  been  noted.  Dilantin  also  has  some 
usefulness  in  ventricular  arrhythmias  due  to 
digitalis.  Its  main  usefulness,  therefore,  is  in 
the  treatment  of  digitalis  toxicity  where  rapid 
control  of  the  arrhythmia  is  needed.  An  average 
dose  would  be  250  mg  given  intravenously  in 
five  to  ten  minutes. 

Propranolol:  This  drug  blocks  receptors  of  the 
beta  sympathetic  nervous  system,  and  has  been 
reported  as  an  effective  agent  in  treating  ar- 
rhythmias."® Inherent  in  its  pharmacological 


action  is  a tendency  to  decrease  heart  rate,  de- 
crease the  contractility  of  the  heart,  increase 
the  pulmonary  artery  pressure,  and  increase 
bronchoconstriction  with  worsening  of  asthma 
or  obstructive  pulmonary  disease.  It  follows, 
therefore,  that  the  drug  is  relatively  or  abso- 
lutely contraindicated  in  the  presence  of  heart 
failure,  bradycardia,  heart  block,  systemic  hy- 
potension, pulmonary  hypertension,  asthma, 
and  obstructive  pulmonary  disease.  This  limits 
its  utility  in  the  treatment  of  arrhythmias,  as 
one  or  more  of  these  conditions  frequently  is 
present  with  the  arrhythmia.  It  is  useful  in  digi- 
talis toxicity  without  congestive  heart  failure. 

It  may  be  useful  in  the  treatment  of  sinus  tachy- 
cardia in  the  neurotic  patient,  or  frequent  ven- 
tricular premature  contractions  occurring  in  the 
absence  of  heart  disease.  It  is  probably  quite 
useful  in  the  arrhythmias  associated  with  hyper- 
thyroidism.Used  orally,  the  dosage  is  usually 
10  to  20  mg  four  times  daily  at  the  onset,  rang- 
ing from  30  to  120  mg/day.  Intravenously,  0.5 
mg/minute  in  total  dosage  of  1 to  5 mg  not  to 
exceed  10  mg,  is  used. 

Arrhythmias  fall  into  four  natural  groups:  supra- 
ventricular, ventricular,  heart  block,  and  digi- 
talis toxicity. 

Specific  arrhythmias  are  considered  here 
with  reference  to  therapy,  particularly  in  the  set- 
ting of  coronary  care  units  and  acute  myocar- 
dial infarction. 

Supraventricular  Arrhythmias:  Atrial  Premature 
Contractions:  When  not  too  frequent,  these  are 
relatively  harmless.  However,  if  they  are  ex- 
tremely frequent  they  may  produce  a rapid  rate 
with  its  physiologic  disadvantage,  or  herald  the 
onset  of  atrial  fibrillation.  With  frequent  atrial 
premature  contractions  in  the  presence  of  a re- 
cent acute  myocardial  infarction,  one  should 
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consider  digitalization  or  the  use  of  quinidine 
or  both. 

Paroxysmal  Atrial  Tachycardia:  This  arrhyth- 
mia, which  frequently  occurs  without  heart  dis- 
ease, is  well  handled  in  the  normal  heart  by  the 
established  approach  of  carotid  pressure  (vagal 
maneuvers),  sedation,  and  intravenous  admin- 
istration of  Neo-Synephrine  or  Tensilon. If 
these  measures  fail,  digitalis  (usually  given  in- 
travenously) is  most  effective,  and  in  the  rare 
resistant  case  one  might  resort  to  electric 
shock.  However,  in  a patient  with  acute  myocar- 
dial infarction,  paroxysmal  atrial  tachycardia 
may  be  devastating  and  result  in  circulatory 
collapse  or  shock.  After  a trial  of  carotid  pres- 
sure, Levophed  may  be  used  to  elevate  the 
blood  pressure  to  normal;  if  the  arrhythmia  per- 
sists, immediate  conversion  with  electric  shock 
is  indicated.  Even  if  the  patient  is  not  in  shock 
initially,  the  situation  remains  urgent.  Here,  if 
carotid  pressure  is  ineffective,  I would  resort  to 
immediate  electric  shock.  It  would  seem  haz- 
ardous to  use  vasopressors  to  elevate  the  blood 
pressure  to  abnormal  levels,  and  digitalis  fre- 
quently would  act  too  slowly. 

Nodal  Tachycardia:  For  all  practical  purposes 
nodal  tachycardia  has  much  the  same  character 
as  paroxysmal  atrial  tachycardia,  and  should 
be  handled  in  the  same  way. 

Atrial  Flutter:  This  rhythm  disturbance  usual- 
ly is  seen  with  organic  heart  disease  and  fre- 
quently resists  conversion  by  drugs,  although 
slowing  with  increase  in  the  atrioventricular 
block  may  be  effected  with  digitalis.  In  the  pa- 
tient who  has  had  a recent  coronary  but  whose 
condition  is  relatively  good,  one  might  elect  to 
slow  the  rate  with  digitalis  and  observe,  or  try 
quinidine.  I believe  that  electric  shock  is  the 
treatment  of  choice  because  of  its  known  effec- 
tiveness with  this  arrhythmia,  its  rapidity  of 
action,  and  the  considerable  threat  of  rapid 
atrial  flutter  to  a patient  with  recent  infarction. 
If  one  decides  to  slow  the  rhythm  with  digitalis. 


then  it  is  safer  to  withdraw  digitalis  before 
using  electric  shock,  which  is  another  reason 
for  using  shock  first.  After  successful  conver- 
sion, quinidine  prophylaxis  with  simultaneous 
use  of  digitalis  is  in  order.  (The  digitalis  is 
given  as  a safety  measure  to  reduce  atrioven- 
tricular conduction  so  as  to  avoid  an  extremely 
rapid  rate  should  the  arrhythmia  recur  in  the 
presence  of  quinidine.) 

Atrial  Fibrillation:  Elective  conversion,  which 
has  been  covered  extensively  in  many  publica- 
tions, is  not  considered  in  this  article.  When 
atrial  fibrillation  occurs  in  the  presence  of  acute 
myocardial  infarction,  the  possibility  of  atrial  or 
sinus  node  infarction  is  a real  consideration.  It 
usually  is  easy  to  titrate  and  control  the  rate 
with  digitalis,  and  this  arrhythmia  presents  con- 
siderably less  threat  than  atrial  tachycardia  or 
flutter.  I would,  therefore,  avoid  electric  shock 
which  might  well  be  ineffective  due  to  atrial  ab- 
normalities, and  use  digitalis  to  control  the  rate. 

Ventricular  Arrhythmias:  Ventricular  Premature 
Contractions:  The  routine  use  of  prophylaxis  for 
ventricular  arrhythmias  in  acute  myocardial  in- 
farction remains  controversial.  Although  there 
is  evidence  that  the  incidence  of  these  arrhyth- 
mias may  be  suppressed  by  routine  administra- 
tion of  quinidine  or  Dilantin,^’  the  crucial  ques- 
tion is  whether  the  benefits  of  such  suppres- 
sion outweigh  the  risk  of  untoward  drug  effects. 
A middle  course  would  be  not  to  use  prophy- 
laxis routinely,  but  to  begin  treatment  when  the 
frequency  of  ventricular  premature  contraction 
exceeds  four  to  six  per  minute.  Of  course,  two 
or  three  ventricular  premature  contractions  in 
succession,  or  the  occurrence  of  the  early  ven- 
tricular premature  contractions,  would  indicate 
suppressive  therapy  (with  quinidine,  Pronestyl, 
or  lidocaine).  The  usual  dose  of  quinidine  is  .2 
to  .3  gm  four  times  daily. 

Ventricular  Tachycardia:  This  serious  arrhyth- 
mia frequently  is  associated  with  shock,  or  ter- 
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minates  in  ventricular  fibrillation.  In  myocardial 
infarction,  there  usually  is  considerable  pres- 
sure to  reestablish  normal  rhythm.  In  the  coro- 
nary patient,  I would  try  a bolus  of  lidocaine  or 
Pronestyl  and,  if  drug  therapy  were  not  rapidly 
effective,  would  immediately  use  electric  shock. 
Following  successful  conversion,  prophylaxis 
might  be  established  with  lidocaine  drip,  oral 
Pronestyl,  or  quinidine  orally,  depending  on  the 
circumstance  and  incidence  of  residual  prema- 
ture contractions. 

Ventricular  Fibrillation:  Electrical  defibrilla- 
tion is  the  only  effective  treatment;  if  ventricu- 
lar fibrillation  does  not  respond  to  electric 
shock,  intravenous  administration  of  lidocaine 
or  Pronestyl  simultaneously  may  be  tried.  Of 
course,  the  usual  resuscitative  measures  (pat- 
ent airway,  assisted  ventilation,  external  cardiac 
massage,  sodium  bicarbonate)  are  given  while 
getting  ready  to  apply  electric  shock  or  between 
successive  shocks.  Recent  reports  indicate  that 
bretylium^^  is  a promising  agent  for  use  in  re- 
sistant ventricular  fibrillation  or  as  prophylaxis 
for  recurrent  ventricular  fibrillation  and  tachy- 
cardia. The  drug,  however,  is  available  only  for 
experimental  use  at  this  time. 

Heart  Block  with  Myocardial  Infarction:  First- 
Degree  Block:  First-degree  heart  block  is  a rela- 
tively common  finding  with  or  without  acute 
myocardial  infarction  or  heart  disease.  I con- 
sider first-degree  block  to  be  innocuous  until 
proven  otherwise.  There  is  no  good  data  avail- 
able on  its  potential  for  progression,  even  when 
it  can  be  established  that  the  first-degree  block 
has  occurred  de  novo. 

Second-Degree  Block:  In  cases  of  Wenckebach 
type  block,  I would  be  content  to  observe  the 
patient  closely.  A trial  of  atropine  or  cautious 
use  of  Isuprel  might  be  considered.  With  a fixed 
multiple  type  block,  particularly  a high-grade 
block  with  attendant  bradycardia,  a transvenous 
catheter  pacemaker  may  be  the  best  approach. 


With  a two-to-one  block  and  a good  rate,  one 
might  wait  and  observe  closely. 

Third-Degree  Block:  A transvenous  catheter 
pacemaker  usually  is  indicated.  Occasionally  a 
patient  with  a good  ventricular  rate  and  good 
physiologic  status  might  only  need  close  obser- 
vation. In  the  usual  case,  heart  block  is  associ- 
ated with  important  hemodynamic  compromise 
and  responds  well  to  pacing. The  increased 
mortality  associated  with  complete  heart  block 
in  myocardial  infarction  justifies  the  slight  risk 
and  increased  morbidity  associated  with  cathe- 
ter pacemakers.  Pacemaker  catheters  have  one 
main  advantage;  secure  control  of  the  heart  rate 
in  an  optimal  range  (80-90)  when  capture  can 
be  established.  The  disadvantages  are  the  pos- 
sibility of  inducing  ventricular  fibrillation  during 
insertion,  direct  cardiac  trauma  from  the  cathe- 
ter, and  the  usual  problems  of  infection  with 
indwelling  venous  catheters  which  frequently 
must  be  left  in  place  six  to  eight  days. 

Arrhythmias  Due  to  Digitalis:  These  are  treated 
separately  because  they  require  different  ther- 
apy. 

Ventricular  Premature  Contractions:  For  the 
occasional  unifocal  ventricular  premature  con- 
traction, simple  withdrawal  of  digitalis,  with  or 
without  use  of  oral  potassium  chloride,  usually 
is  all  that  is  required.  Frequent  bidirectional  or 
multifocal  ventricular  premature  contractions 
require  more  attention,  and  here  potassium 
chloride  may  be  used  intravenously  to  good  ef- 
fect. Its  concentration  should  be  at  least  40 
mEq/500  cc  since  a less  concentrated  solution 
may  decrease  the  serum  potassium  level  during 
the  period  of  infusion. Usually  40  mEq  are 
given  intravenously  in  two  or  three  hours.  If  fre- 
quent runs  of  VPC's  or  early  premature  con- 
tractions of  the  threatening  type  are  noted,  one 
might  elect  to  use  lidocaine  intravenously  for 
immediate  suppression. 

Ventricular  Tachycardia:  Here  lidocaine,  given 
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intravenously  with  or  without  potassium  chlo- 
ride, is  the  first  choice  of  therapy.  Alternatives 
available  are  Pronestyl  and  Dilantin.  As  a last 
resort  in  resistant  cases  (with  no  serious  con- 
traindications), propranolol  might  be  used. 

Atrial  Tachycardia  With  or  Without  Block  (and 
Nodal  Tachycardia):  Treatment  depends  on  the 
general  status  of  the  patient.  If  there  is  no  clin- 
ical difficulty,  potassium  chloride  might  be 
given  intravenously.  However,  with  rapid  rates 
and  physiologic  compromise,  intravenous  Dilan- 
tin is  useful.^'  Pronestyl  still  is  favored  by  some. 

Heart  Block:  Generally,  in  cases  of  heart 
block  due  to  digitalis,  one  would  avoid  potas- 
sium chloride  since  it  tends  to  increase  the 
atrioventricular  block.  (1)  First-degree  block 
may  be  safely  ignored.  (2)  Second-degree  block 
would  be  handled  much  the  same  as  in  the 
absence  of  digitalis,  and  its  treatment  again 
depends  on  the  patient’s  physiologic  status. 
With  two-to-one  block,  and  a reasonable  ven- 
tricular rate  of  about  40,  one  might  withdraw 
digitalis  and  observe  the  patient.  Atropine,  and 
possibly  cautious  use  of  Isuprel,  could  be  tried. 
If,  however,  severe  hemodynamic  effects  of 
bradycardia  are  apparent  such  as  congestive 
failure  or  shock,  then  one  would  strongly  con- 
sider a transvenous  pacemaker  catheter.  (3)  In 
third-degree  block,  the  same  considerations  as 
with  high-degree  secondary  block  obtain.  Atro- 
pine or  Isuprel  or  both  might  be  tried,  and  if 
ineffective  in  the  presence  of  circulatory  diffi- 
culty, a pacemaker  should  be  inserted. 

Atrioventricular  Dissociation:  Here  the  ventric- 
ular rate  is  greater  than  the  atrial  rate  causing 
atrioventricular  dissociation.  Antegrade  conduc- 
tion is  possible  and  no  atrioventricular  block 
exists.  Usually  the  ventricular  rate  is  not  a ma- 
jor problem  as  it  ranges  below  150.  Atropine 
may  abolish  this  arrhythmia,  and  potassium 
chloride  can  be  useful. 


This  brief  outline  of  the  approach  to  treat- 
ment of  arrhythmias  in  the  setting  of  a coronary 
care  unit  or  in  association  with  acute  myocar- 
dial infarct  may  seem  complex,  but  there  is  no 
way  to  simplify  such  advice. 
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et’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


and  no  otl  ler  oi  al 
craceptive  is  quite 

-1-  ^ ^ (g)  A 


as 
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Each  tablet  contains  ethynodiol  diacetate  i mg.,  mestranol  0. 1 mg. 


The  progestin  is  distinctive,  and  for  some  women  this  may  mean  a 
different  clinical  response.  The  Compack®  tablet  dispenser 
is  distinctive;  its  functional  simplicity  makes  it  virtually 
patient-proof.  The  acceptance  of  Ovulen-2 1 is  distinctive. . . 
together  with  Ovulen®,  it  is  more  often  prescribed  than  any  other 
individual  contraceptive  product  currently  available. 


Indication— Oral  contraception. 

Contraindications— Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings— Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis)  ; if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  1968'’^  estimate  there  is  a seven- 
to  tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic”  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  betw^een  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below; 


Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  available  in  the  United  States.  The 
British  data,  especially  as  they  indicate  the  magnitude  of  the  in- 
creased risk  to  the  individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences  of  spontaneously 
occurring  thromboembolic  disease  may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis, 
diplopia  or  migraine.  Withdraw  medication  if  papilledema  or  retinal 
vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  pregnancy  be  ruled  out  for  any 
patient  who  has  missed  two  consecutive  periods  before  continuing 
the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  pre- 
scribed schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time. 

Precautions— Pretreatment  physical  examination  should  include 
special  reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy. 


migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression 
and  discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when 
relevant  specimens  are  submitted. 

Adverse  Reactions— A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocular 
lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement,  secretion),  change  in  weight,  changes  in 
cervical  erosion  and  cervical  secretions,  suppression  of  lactation 
when  given  immediately  post  partum,  cholestatic  jaundice,  migraine, 
allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals,  men- 
tal depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism, 
loss  of  scalp  hair,  erythema  multiforme  and  nodosum,  hemorrhagic- 
eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII, 
IX  and  X;  thyroid  function:  increase  in  FBI  and  butanol  extractable 
protein  bound  iodine,  and  decrease  in  T’  uptake  values;  metyraponc 
test;  pregnanediol  determination. 

References;  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.;  Brit.  Med. 
J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R.;  Brit. 
Med.  J.  2:199-205  (April  27)  1968. 
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for  prescribing  Mellaril 
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effectiveness  in 
mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reactior 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System- 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride).  : 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 
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RESUSCITATION 


Successful  resuscitation  requires  considerable 
thought  and  planning  before  the  emergency 
arises.  The  sooner  efforts  are  begun  the  better 
the  chances  for  resuscitation.  Adequate  ventil- 
ation and  oxygenation  of  the  myocardium  and 
brain  must  be  maintained  continuously  and 
cardiac  massage  carried  on  with  only  the  brief- 
est pauses  for  administration  of  drugs  or  elec- 
trical defibrillation. 


DEATH  DOES  NOT  OCCUR  when  the  heart 
stops,  but  irreversible  damage  to  the  brain  may 
occur  within  three  or  four  minutes.  The  heart 
is  a durable  muscle  and  may  be  restored  to  nor- 
mal activity  long  after  this  time  limit,  even 
though  considerable  damage  to  part  of  this 
muscle  may  have  occurred. 

It  has  been  known  for  many  years  that  a 
heart  which  has  lost  normal  contractility  can  be 
restored  by  the  stimulus  and  assistance  of  man- 
ual compression.  The  first  publication  regard- 
ing this  of  which  we  are  aware  was  when  Har- 
vey in  1628  described  restoration  of  the  beat 
of  a pigeon’s  heart  by  compression  with  a fin- 
ger tip  moistened  with  saliva.  Although  during 
the  1950's  much  space  in  the  medical  and  lay 
literature  was  devoted  to  the  importance  and 
need  for  cardiac  resuscitation  and  much  time 
was  spent  in  training  physicians  and  other  hos- 
pital personnel  in  the  techniques  of  resuscita- 
tion, the  methods  for  resuscitation  were  hardly 
more  savory  than  the  method  described  by  Har- 
vey. Even  when  done  by  an  experienced  cardiac 
surgeon,  they  were  seldom  effective  outside  the 
operating  suite. 

When  it  was  realized  (as  reported  from 
studies  by  the  Cleveland  coroner’s  office)  that 
up  to  70%  of  patients  who  died  suddenly  had 
no  new  heart  damage,  the  pendulum  had  swung 
so  far  toward  the  aggressive  that  in  the  minds 
of  some,  the  ghastly  spectacle  of  a jackknife 
thoracotomy  and  cardiac  massage  by  a terrified 


layman  in  a business  suit  had  crept  into  the 
sphere  of  respectability.  Thanks  to  the  work  of 
Jude  and  his  coauthors  in  1959,  aggressive- 
ness is  really  respectable  and  one  need  not 
fear  to  fall  on  the  street  or  golf  course  as  long 
as  he  carries  a card  that  states  clearly,  “I  am 
not  a donor.” 

Closed-chest  resuscitation  or  massage  has 
taken  cardiopulmonary  resuscitation  out  of  the 
hands  of  the  surgeon  and  placed  it  in  the  baili- 
wick of  all  physicians,  nurses,  and  other  ancil- 
lary personnel  who  can  successfully  bring  the 
dead  to  life. 

We  used  to  admit  ashamedly  that  as  cardiac 
surgeons  we  had  unfortunately  had  a good  deal 
of  experience  with  cardiac  arrest.  However, 
there  are  a number  of  things  learned  during 
that  period  of  open-chest  resuscitation  which 
can  be  applied  with  profit  to  the  present  era  of 
closed  chest  resuscitation  where  the  operator 
does  not  have  the  advantages  of  directly  ob- 
serving the  color  and  activity  of  the  heart  or 
feeling  its  tone  and  contractility.  There  are  cer- 
tain principles  learned  during  that  period  that 
will  make  closed  chest  resuscitation  successful 
in  a higher  percentage  of  cases  and  make  rea- 
sons for  failure  in  the  hands  of  some  apparent. 

While  many  instances  of  successful  resusci- 
tation in  the  home  and  on  the  street  can  be 
documented,  it  stands  to  reason  that  the  high- 
est percentage  of  success  will  continue  to  be  in 
hospitals  where  trained  personnel  and  adequate 
drugs  and  equipment  are  immediately  available. 

Obviously,  not  all  patients  who  die  should  be 
resuscitated.  Those  with  disease  that  is  incur- 
able with  present  knowledge,  and  those  in 
whom  the  arrest  is  discovered  after  more  than 
five  minutes  of  cerebral  anoxia  may  have  circu- 
lation restored,  but  only  to  provide  a period  of 
tragic  suffering  for  the  patient,  his  family,  and 
the  staff,  as  well  as  undue  expense,  and  ulti- 
mate death. 
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Types  of  Arrest:  Four  categories  of  circulatory 
arrest  must  be  understood  in  order  to  most  ef- 
fectively prevent  or  treat  this  emergency. 

Apparent  rather  than  real  cardiac  arrest  is  the 
first  type,  and  occurs  most  often  in  the  coro- 
nary care  unit,  intensive  care  unit,  or  operating 
room.  The  blood  pressure  and  pulse  are  not  ob- 
tained because  of  technical  or  mechanical  fail- 
ure. The  blood  pressure  cuff  may  become  loose, 
or  the  electrocardiographic  lead  may  become 
disconnected,  or  one  may  fail  to  detect  the 
pulse  or  heart  sounds  due  to  inadequate  pal- 
pation or  auscultation. 

Various  circulatory  crises  causing  circulatory 
arrest  comprise  the  second  type,  and  include 
pulmonary  embolus,  ruptured  aneurysm,  sud- 
den massive  blood  loss,  and  coronary  occlusion. 
In  this  group  are  the  thousands  of  patients  who 
drop  dead  every  year  with  hearts  still  good 
enough  to  function  for  years. 

Heart  block,  Stokes-Adarns  syndrome,  and  so- 
called  vago-vagal  arrest  with  or  without  acute 
hypoxia  or  hypercapnia  are  included  in  the  third 
category. 

The  “poisoned  hearts”  of  the  fourth  group  re- 
sult from  anesthetic  agents  or  drugs  and/or 
gross  hypoxia  with  or  without  carbon  dioxide 
retention  resulting  in  cardiac  arrest  or  malig- 
nant cardiac  arrhythmias.  Out  of  every  1,500 
patients  who  are  given  anesthetics,  one  will  un- 
dergo cardiac  arrest.  This  probably  occurs 
about  10,000  times  annually  in  this  country, 
according  to  Cavanaugh. 

In  the  first  category,  obviously  there  is  no 
circulatory  arrest  and  the  situation  is  totally 
iatrogenic.  In  open-chest  resuscitative  measures 
used  in  the  past,  faulty  equipment,  inept  tech- 
nique, or  haste  caused  useless  thoracotomies, 
morbidity,  and  mortality.  Today  one  still  should 
be  sure  that  arrest  has  occurred  because  even 
closed-chest  cardiac  massage  is  not  without 


morbidity.  Injuries  in  addition  to  rib  fractures 
have  been  reported  in  up  to  39%  of  the  cases. 

In  the  second  group  it  is  particularly  impor- 
tant to  make  the  diagnosis  because  attempts  to 
reestablish  adequate  ventilation  and  circulation 
may  be  fruitless  if  the  cause  of  the  circulatory 
crisis  is  not  determined  and  treated  appropri- 
ately. It  is  also  important  because  those  with 
coronary  occlusion  or  circulatory  arrest  due  to 
localized  myocardial  ischemia  without  infarction 
constitute  a large  group  having  the  most  to  gain 
from  the  new  methods  of  resuscitation. 

It  is  important  to  determine  if  the  patient 
falls  into  the  third  group  because  these  patients 
often  may  be  resuscitated  by  a simple  sharp 
blow  to  the  sternum  or  stimulation  to  the  myo- 
cardium with  a needle.  If  vago-vagal  arrest  has 
occurred  the  hypoxia  and  hypercapnia  must  be 
corrected  also,  but  prolonged  external  massage 
and  the  intracardiac  injection  of  drugs  are  sel- 
dom necessary  and  may  be  dangerous.  One 
such  patient  was  a healthy  young  woman  who 
was  in  the  operating  suite  for  correction  of  a 
minor  ear  problem  under  local  anesthesia.  Her 
premedication,  which  did  not  include  atropine, 
apparently  had  produced  enough  hypoventila- 
tion and  hypoxia  so  that  the  mere  insertion  of  a 
hypodermic  needle  through  the  skin  without 
the  injection  of  local  anesthetic  produced  vago- 
vagal  arrest.  A sharp  blow  to  the  sternum  was 
not  delivered.  The  patient  was  intubated  and 
prolonged  external  cardiac  massage  was  start- 
ed. Intracardiac  drugs  were  injected  before  we 
arrived.  While  we  were  able  to  maintain  circu- 
lation for  more  than  three  hours  without  appar- 
ent brain  damage,  a sustained  organized  beat 
could  not  be  produced.  Postmortem  examina- 
tion showed  that  a needle  used  to  administer 
intracardiac  drugs  had  perforated  a coronary 
artery  and  the  bleeding  had  resulted  in  cardiac 
tamponade. 

Treatment  of  patients  in  the  fourth  group  re- 
quires the  maintenance  of  circulation  and  ade- 
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quate  ventilation,  and  also  elimination  of  the 
one  or  more  agents  which  may  have  resulted  in 
the  cardiac  arrest  or  malignant  cardiac  arrhyth- 
mia. It  has  been  determined  that  the  greater 
the  number  of  anesthetic  agents  used,  the  high- 
er the  incidence  of  cardiac  arrest.  The  incidence 
of  arrest  under  anesthesia  is  four  to  five  times 
as  high  in  patients  with  organic  heart  disease. 
This  should  imply  monitoring  of  all  patients 
with  known  disease  to  avoid  circulatory  arrest 
or  ensure  early  treatment. 

Planning  for  Emergency  Treatment:  Probably 
the  most  important  factor  in  the  consistent  suc- 
cess of  cardiac  resuscitation  is  to  have  estab- 
lished a plan  beforehand.  Preparations  must 
have  been  made  and  equipment  and  drugs  must 
be  easily  and  quickly  available.  Time  is  of  the 
utmost  importance. 

A nurse  is  assigned  as  time  keeper  and  re- 
corder. The  noted  time  of  arrest  is  given  to  her 
and  from  that  point  on  she  announces  the  time 
at  30-second  intervals,  cumulatively  for  the 
first  five  minutes,  and  then  cumulatively  at  five- 
minute  intervals.  She  keeps  a record  of  all 
drugs  and  time  of  administration.  This  time 
keeping  and  record  are  particularly  important 
because  in  the  excitement  of  an  attempt  at  re- 
suscitation one  can  easily  lose  track  of  time  as 
well  as  treatments  given. 

In  our  hospitals  the  nurses  in  the  emergency 
room,  operating  room,  intensive  care  unit,  and 
coronary  care  unit  have  been  trained  to  recog- 
nize circulatory  arrest,  to  note  the  time  of  onset, 
to  recognize  malignant  arrhythmias  on  cardiac 
monitors,  and  to  administer  mouth-to-mouth 
ventilation,  or  ventilation  with  a non-rebreathing 
bag  and  mask  unit  and  intermittent  positive 
pressure  breathing  apparatus.  In  some  in- 
stances they  have  been  taught  to  perform  tra- 
cheal intubation.  They  have  learned  to  do  closed 
chest  cardiac  massage  after  placing  the  patient 
on  a firm  surface.*  A call  is  made  immediately 
to  the  hospital  operator  who  announces,  “Dr. 
Heart,  Stat,  Room  (number).’’  This  call  at  any 
time  of  the  day  or  night  brings  a surgical  resi- 
dent and  intern  with  a “crash  cart’’  containing 
a cardiac  monitor  and  direct  current  defibrilla- 
tor, equipment  for  endotracheal  intubation  and 
positive  pressure  ventilation  with  oxygen,  a ster- 
ile tray  for  performing  venous  cutdowns,  and 


•For  those  who  train  paramedical  personnel  in  resuscitative 
techniques,  we  recommend  the  publication  “Cardiopulmonary 
Resuscitation  Conference  Proceedings,”  available  from  the  Na- 
tional Academy  of  Sciences,  Printing  and  Publishing  Office, 
National  Research  Council,  2101  Constitution  Ave,  Washington, 
DC  20418,  at  $5.75  per  copy. 


an  ample  supply  of  drugs  and  equipment  for 
administration.  An  anesthetist  or  anesthesiolo- 
gist and  an  electrocardiograph  technician  with 
machine  arrive  immediately.  Then  a call  is 
placed  to  the  cardiopulmonary  laboratory  for 
the  cardiologist  on  duty. 

Adequate  ventilation  and  oxygenation  must 
be  established  immediately  and  maintained. 
Mouth-to-mouth  respiration  is  a life-saving  mea- 
sure but  it  is  no  substitute  for  tracheal  intuba- 
tion and  ventilation  with  100%  oxygen.  In  the 
presence  of  pulmonary  edema  the  pressure  may 
need  to  be  elevated  to  30  or  40  cm  of  water  to 
be  effective.  Mask  ventilation  should  not  be 
stopped  to  intubate  the  patient  until  one  skilled 
enough  to  intubate  quickly  is  available,  because 
it  is  almost  impossible  to  pass  the  tube  without 
stopping  external  cardiac  compression. 

During  any  forced  ventilation  except  as  ad- 
ministered by  way  of  a cuffed  endotracheal 
tube,  gastric  dilation  will  occur.  Since  acute 
gastric  dilation  per  se  can  cause  shock,  it  is 
important  to  relieve  this  by  insertion  of  a Levin 
tube  at  the  first  opportunity  if  there  is  any  evi- 
dence of  gastric  dilation. 

One  surgeon  may  be  able  to  perform  open 
manual  systole  more  effectively  than  another 
and  this  is  true  of  external  massage  also.  Good 
circulation  must  be  established  and  maintained 
not  only  to  protect  the  brain  and  other  organs 
but  also  to  oxygenate  the  myocardium  ade- 
quately. Even  with  the  best  techniques  of 
closed-chest  resuscitation,  blood  flows  of  only 
30-50%  of  normal  are  obtained.  A flabby  hy- 
poxic heart  will  not  respond  well  to  defibrilla- 
tion or  to  drugs.  A common  error  in  resuscita- 
tive efforts  today  is  stopping  external  cardiac 
compression  for  unnecessarily  long  periods  be- 
fore applying  defibrillator  paddles  or  during  the 
administration  of  drugs,  attachment  of  electro- 
cardiographic leads,  or  other  procedures. 

The  heel  of  one  hand  must  be  placed  over 
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the  lower  third  of  the  sternum,  not  over  the 
xiphoid  process,  and  reinforced  with  the  other 
hand.  In  an  adult  the  effectiveness  of  firm 
rhythmic  thrust  is  determined  by  palpable  fe- 
moral or  carotid  pulses,  auscultatory  blood 
pressure,  and  most  important,  by  the  status  of 
the  pupils.  It  should  be  effective  enough  to  pre- 
vent dilatation  of  the  pupils  or,  if  they  have  di- 
lated, to  bring  them  to  a mid  position  within 
one  minute.  This  can  be  accomplished  unless 
there  has  been  permanent  brain  damage  before 
therapy  was  instituted.  The  best  calibration  of 
effective  manual  systole  is  pupil  size.  The  most 
effective  rate  and  depth  of  compression  must 
be  determined  in  each  patient,  but  the  distance 
the  sternum  is  moved  (about  two  inches)  is 
more  important  than  the  amount  of  pressure 
applied.  A thrust  that  is  not  hard  enough  will 
not  provide  adequate  circulation  for  resuscita- 
tion and  one  that  is  too  hard  or  misplaced  may 
fracture  ribs,  cause  fat  embolization,  or  rupture 
the  liver.  We  have  seen  all  of  these  complica- 
tions postmortem.  In  a child  adequate  com- 
pression can  be  maintained  with  one  hand;  in 
an  infant,  with  two  fingers.  The  rate  probably 
should  not  be  less  than  60/minute,  but  in  an 
infant  may  have  to  be  as  high  as  120/minute. 
Remember,  the  heart  and  liver  are  two  inter- 
spaces higher  in  an  infant  than  in  an  adult. 

While  one  member  of  the  team  is  establish- 
ing ventilation  and  another  circulation,  a third 
may  perform  a venous  cutdown  for  the  adminis- 
tration of  fluids  and  drugs.  A common  tendency 
is  to  run  fluids  at  too  rapid  a rate,  thereby  over- 
loading the  patient  with  fluids.  This  must  be 
kept  in  mind  and  drugs  administered  in  a con- 
centration that  will  avoid  it. 

Subsequent  Treatment:  Once  adequate  ventila- 
tion and  circulation  have  been  established,  at- 
tention is  turned  to  four  basic  properties  in  a 
normal  beating  heart.  They  are  excitability,  con- 
tractility, rhythmicity,  and  conductivity.  Further 
therapy  is  directed  toward  restoring  these  to 
normal,  but  it  cannot  be  emphasized  too  much 
that  maintaining  maximum  oxygenation  of  the 


myocardium  and  brain  is  more  important  than 
drugs  or  defibrillation. 

Metabolic  acidosis  develops  in  any  patient 
whose  circulation  has  been  arrested  even  for  a 
short  time.  This  affects  the  four  basic  proper- 
ties of  the  heart.  The  base  deficit  of  arterial 
blood  gases  should  be  determined,  if  possible. 
It  has  been  shown  that  metabolic  acidosis  will 
affect  the  rhythmicity  of  the  heart  adversely 
while  respiratory  acidosis  by  itself  probably  will 
not.  A good  rule  of  thumb  is  to  administer  ap- 
proximately 44  mEq  of  sodium  bicarbonate  at 
the  first  opportunity  and  then  an  additional  44 
mEq  every  five  to  ten  minutes  until  adequate 
circulation  is  reestablished.  One  cc  of  1:1000 
epinephrine  diluted  to  10  cc  may  be  injected 
directly  into  a ventricular  chamber  or  intraven- 
ously to  increase  excitability  and  contractility 
and  to  increase  peripheral  resistance  with  selec- 
tive flow  to  vital  organs.  This  is  frequently  done 
prior  to  an  attempt  at  electrical  defibrillation. 
It  should  be  borne  in  mind  that  adrenalin  can 
make  a hypoxic  heart  fibrillate.  Following  the 
administration  of  these  two  drugs  the  fibrillat- 
ing  heart  can  usually  be  defibrillated  providing 
the  myocardium  has  been  oxygenated  adequate- 
ly by  effective  ventilation  and  massage.  If  the 
first  attempt  is  unsuccessful,  additional  cardiac 
massage  should  be  instituted  before  trying 
again  unless  a good  cardiac  output  is  observed 
immediately  prior  to  the  onset  of  fibrillation. 
We  have  successfully  defibrillated  one  patient 
56  times  in  a 12-hour  period  with  no  sequelae. 

Calcium  chloride  is  an  effective  drug  to  in- 
crease contractility,  and  10  cc,  or  a part  there- 
of, of  a 10%  solution  may  be  administered 
slowly  directly  into  the  heart  chambers  or  in- 
travenously. Care  must  be  taken  because  rapid 
administration,  particularly  in  an  overdigitalized 
patient,  may  result  in  ventricular  fibrillation. 
Calcium  chloride  is  an  important  drug,  particu- 
larly if  arrest  is  associated  with  the  administra- 
tion of  a large  volume  of  banked  blood. 

If  the  heart  does  not  defibrillate  easily  or 
lapses  frequently  back  into  ventricular  fibrilla- 
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tion  or  shows  multiple  or  multifocal  premature 
ventricular  contractions,  procainamide  or  Xylo- 
caine  can  be  administered.  This  is  probably 
best  done  as  an  intravenous  drip  remembering 
that  both  of  these  drugs  can  adversely  affect 
contractility.  Quinidine  has  been  recommended 
for  use  in  this  situation,  but  from  our  early  ex- 
perience in  cardiac  surgery  we  think  it  is  a more 
dangerous  drug,  decreasing  contractility  se- 
verely and  having  a wide  range  of  toxicity. 

Isoproterenol  (Isuprel)  can  be  an  effective 
drug,  not  only  in  the  treatment  of  complete 
heart  block  but  also  since  it  is  effective  in  in- 
creasing contractility  and  excitability  while  re- 
ducing peripheral  vascular  resistance.  It  must 
be  remembered  that  this  drug  can  produce  ven- 
tricular fibrillation  in  an  irritable  heart.  It  is 
best  administered  by  intravenous  drip. 

Hypertonic  glucose  solution  may  be  effective 
in  increasing  conductivity  and  contractility, 
probably  both  through  reducing  initial  myocar- 
dial edema  and  by  forcing  potassium  back  into 
the  cell  when  aberrations  are  due  to  myocardial 
hypoxia. 

If  the  electrocardiographic  monitor  indicates 
orderly  electrical  activity,  compression  of  the 
precordium  should  be  timed  to  correspond  with 
this.  In  resuscitating  hearts  by  open-chest 
methods  in  the  past,  it  has  been  noted  that 
completely  ineffective  contraction  can  produce 
a reasonable-appearing  QRS  complex  on  the 
monitor.  Manual  systole  or  massage  must  not 
be  abandoned  until  the  patient  can  maintain  an 
adequate  circulation  by  his  own  contractions  as 
determined  by  pulses  and  blood  pressure. 

Once  the  heart  is  resuscitated  it  is  important 
to  maintain  an  adequate  blood  pressure  by 
whatever  methods  seem  appropriate.  We  have 
preferred  a drip  of  diluted  epinephrine  solution 
or  isoproterenol  when  effective.  Levarterenol 
(Levophed)  with  Regitine  is  used  only  if  it  is 
absolutely  necessary  in  order  to  maintain  an 
adequate  pressure  to  perfuse  kidney  and  brain. 
Under  most  circumstances,  if  epinephrine  or 
isoproterenol  are  ineffective  we  prefer  to  use 
phenylephrine  (Neo-Synephrine)  or  metaraminol 
(Aramine). 

While  this  article  does  not  cover  the  long- 
term problems  that  may  arise  following  cardiac 
arrest,  it  should  be  mentioned  that  if  cerebral 
edema  has  occurred,  mild  hypothermia  in  the 
range  of  34  C may  be  maintained  to  avoid  fur- 
ther brain  damage;  some  metabolic  acidosis  as 


a result  may  require  treatment.  Certainly  hy- 
perthermia should  be  avoided.  Adrenocortical 
steroids  and  intravenous  urea  or  mannitol  may 
have  a place  in  the  treatment  of  increased  in- 
tracranial pressures.  When  a patient  is  coma- 
tose the  pressure  of  assisted  ventilation  should 
be  limited  to  the  minimum  required  to  maintain 
adequate  ventilation  in  order  to  avoid  increas- 
ing cerebral  venous  pressure.  Elevation  of  the 
head  of  the  bed  20  or  30  degrees  will  not  only 
improve  ventilation  but  also  reduce  cerebral 
venous  pressures. 

If  circulatory  arrest  tias  been  complicated  by 
complete  heart  block,  steps  should  be  taken  to 
maintain  an  adequate  heart  rate  artificially.  Ini- 
tially, an  intravenous  drip  of  isoproterenol  may 
accomplish  this  and  an  external  pacemaker  can 
be  used  for  a short  time.  However,  the  discom- 
fort due  to  contraction  of  chest  wall  and  shoul- 
der girdle  muscles  precludes  its  use  for  long 
periods.  We  introduce  a wire  directly  into  the 
myocardium  through  a needle  or  more  often 
introduce  the  transvenous  intracardiac  elec- 
trode catheter.  This  can  be  done  at  the  bedside. 
In  the  absence  of  fluoroscopic  control  its  loca- 
tion can  be  determined  by  attaching  the  V lead 
of  the  electrocardiographic  monitor  to  the  ex- 
ternal end  of  the  catheter  electrode.  If  it  is  in 
place  and  working  effectively,  its  position  can 
be  confirmed  by  a portable  x-ray. 

How  Long  Should  Resuscitative  Efforts  Be  Main- 
tained? This  is  best  determined  by  the  condition 
of  the  patient.  If  there  is  evidence  of  irreversible 
brain  damage,  there  is  reason  to  cease  efforts. 
At  times,  although  the  viability  of  the  central 
nervous  system  is  maintained,  the  myocardium 
may  deteriorate  progressively  as  evidenced  by 
electrocardiographic  evidence  of  a dying  myo- 
cardium. However,  one  must  not  give  up  too 
easily.  We  have  resuscitated  a number  of  pa- 
tients after  more  than  two  hours  of  circulatory 
arrest,  and  they  have  then  been  able  to  lead 
normal  lives.  We  have  also  resuscitated  one 
patient  56  times  during  one  12-hour  period. 

Dr.  Wilson,  6011  Harry  Hines  Blvd,  Dallas,  Tex  75235. 
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Schreiner  offers  a unique  educational  opportunity  at  any  time 
of  the  year. . .A  fully  accredited  private  residential  school  for 
boys. . .Enrollment  limited  to  400  students. . .Four-year  college 
preparatory  school . . .Junior  College  core  curricula  leading  to 
B.S.  and  B. A.  degrees . . . Accelerated  Honors  Program  for  the 
gifted  student... 

But  in  the  Summer,  Schreiner  is  special. 

Located  in  the  heart  of  the  beautiful  Texas  Hill  Country,  one 
of  the  state’s  finest  hunting,  fishing  and  resort  areas,  the 
campus  is  bounded  on  one  side  by  the  picturesque  Guadalupe 
River  and  on  the  other  by  700  acres  of  ranchland  owned  by 
the  school.  Campus  facilities  include  Olympic  swimming 
pool,  golf  driving  range,  tennis  and  volley  ball  courts,  and 
fully-equipped  Student  Center. 

Summer  at  Schreiner  is  atimeto  catch  up. ..to  get  ahead... 
to  reach  for  new  horizons... to  grow. 

Applications  now  being  received  for  nine-week  summer  school  (June  5-August  5)  and  school  year  beginning  in  September. 


Summer* 
is  Special  at 
Scfireiiier 


For  information,  write  or  phone  The  Registrar, 


Box  TP,  Kerrville,  Texas,  78028  • Telephone  512/257-8412 


Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 


SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


Established  Over  UO  Years 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


mi 
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STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 
22  oz.  economy 
size $2.50 


Factory  Direct  Sales 
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JOHN  R.  McDonough,  md 


Physical  work,  or  muscular  exercise,  may  pre- 
sent challenges  both  to  patients  with  coronary 
heart  disease  and  to  their  physicians.  Excessive 
exercise  may  be  hazardous,  but  if  neither  con- 
traindicated nor  excessive,  it  may  constitute 
effective  prophylaxis  to  some  and  even  provide 
suitable  therapy  for  others.  To  understand 
these  diverse  relationships,  it  is  necessary  to 
examine  some  of  the  salient  cardiovascular  ef- 
fects of  exercise,  as  well  as  the  pathophysio- 
logic effects  of  ischemic  heart  disease  due  to 
coronary  atherosclerosis. 


CARDIOVASCULAR  PHYSIOLOGY  OF  EXERCISE: 

Muscular  exercise  always  increases  aerobic  me- 
tabolism and  initiates  a demand  for  increased 
circulatory  transport  of  oxygen.  The  amount  of 
oxygen  transported  to  the  tissues,  particularly 
to  the  working  muscles,  is  proportional  to  car- 
diac output  and  to  rate  of  peripheral  extraction, 
or  arteriovenous  oxygen  difference  for  the 
whole  body.  Increased  cardiac  output,  primarily 
from  increased  heart  rate,  imposes  a greater 
hemodynamic  demand  and  metabolic  stress  on 
the  myocardium,  particularly  the  left  ventricle. 
Demand  for  coronary  blood  flow  increases, 
along  with  further  extraction  of  oxygen  from 
this  flow.  Other  circulatory  responses  include 
arterial  vasodilatation  in  the  working  muscles, 
visceral  vasoconstriction,  a shift  in  distribution 
of  cardiac  output,  and  limited  fall  in  diastolic 
blood  pressure  and  peripheral  resistance. 

Pathophysiology  of  Coronary  Heart  Disease; 

Coronary  vascular  disease  restricts  coronary 
blood  flow,  and,  secondarily,  limits  myocardial 


oxygenation,  especially  when  its  aerobic  metab- 
olism is  increased  by  exercise.  The  degree  and/ 
or  synergy  of  myocardial  contraction  are  often 
limited,  along  with  maximal  limits  of  stroke  vol- 
ume, heart  rate  and  cardiac  output.  Accord- 
ingly, cardiac  output  and  circulatory  transport 
of  oxygen  to  working  skeletal  muscles  are  di- 
minished. Concomitantly,  diastolic  volume  and 
pressure,  systolic  ejection  time  and  wall  tension 
of  the  left  ventricle  may  increase,  while  venous 
efflux  of  potassium  and  lactate  and  electrocar- 
diographic evidence  of  ST  segment  depression 
ensue.  With  the  onset  of  angina,  heart  muscle 
releases  rather  than  utilizes  lactate. 

Risk  of  Coronary  Heart  Disease  in  Relation  to 
Physical  Activity:  Given  these  fundamental  con- 
siderations about  the  pathophysiology  of  exer- 
cise in  coronary  heart  disease,  how  could  exer- 
tion ever  be  beneficial?  What  is  the  evidence  for 
this  possibility,  and  what  adaptive  mechanisms 
are  involved? 

Fox  and  Haskell  have  reviewed  much  of  the 
available  literature  on  the  role  of  habitual  phys- 
ical activity  on  different  aspects  of  coronary 
heart  disease.^  The  primary  effects,  expressed 
as  ratios  of  events  or  findings  in  physically  ac- 
tive versus  physically  inactive  persons  as  de- 
scribed in  detail  in  several  other  studies,  are 
shown  in  Fig  1.  It  is  important  to  note  that  the 
average  ratios  of  attack  rates,  frequency  of  myo- 
cardial infarction,  mortality  rates,  and  even  oc- 
currence of  vascular  lesions  and  myocardial 
abnormalities  at  autopsy  were  considerably 
lower,  or  only  from  48  to  76%  as  common  on 
the  average  in  physically  active  persons  as  in 
habitually  inactive  or  sedentary  persons.  Angina 
pectoris,  however,  was  36%  more  frequent  in 
the  active  individuals.  Frank  and  associates 
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% of  Men 

Recommended 

Limits  for 

Energy  Expenditures 

Completing  Stage" 

Physical  Trainingt 

Treadmill  Stage 

Maximal  Oxygen 

Multiples  Above 

Healthy 

Cardiac 

Activity 

Total 

Completed 

Consumption 

(ml/kg/min) 

Resting  = 1 

Men 

Patients 

Miles 

I 

16-18 

5 

100 

80 

Walking 

1 

II 

23-25 

6-7 

95 

40 

-I-  Jogging 

1/2 

III 

28-34 

8-10 

60 

15 

4-  Jogging 

1 

IV 

35-42 

10-12 

5 

1 

Jogging 

2 

“Exercise  capacity  for  women  healthy  as  well  as  cardiac,  averages  about  25%  less  than  for  men. 

tActivity  should  be  performed  a minimum  of  three  times  per  week  in  order  to  secure  and  maintain  the  desirable  degree  of  fitness  train- 
ing. The  goal  of  training  is  eventually  to  continue  activity  without  interruption  until  the  recommended  total  distance  is  obtained.  If  signifi- 
cant symptoms  occur  during  activity,  subject  should  slow  down  or  rest  briefly,  then  resume  activity  until  prescribed  distance  is  attained. 

Table  1.  Exercise  performance  levels  of  a standardized  multistage  treadmill  test  and  recommended  training  goals 
for  ambulatory  middle-aged  men. 


have  extensively  analyzed  the  clinical  experi- 
ence of  coronary  patients  associated  v^ith  the 
Health  Insurance  Plan  of  New  York  City.-  As 
seen  in  Fig  2,  they  documented  six-fold  greater 
attack  rate  of  myocardial  infarction  in  older 
persons.  But  when  attack  rates  were  age-ad- 
justed,  there  was  about  a two-fold  higher  rate 
among  either  inactive  persons  or  smokers,  and 
these  effects  were  additive.  Indeed,  these  two 
behavioral  characteristics  exerted  a greater  ef- 
fect than  the  clinically  well-established  role  of 
hypertension!  In  patients  with  angina  for  two 
months  or  more  prior  to  first  infarction,  physi- 
cal activity  and  serum  cholesterol  concentra- 
tions were  not  influential,  but  elevated  blood 
pressure  and  abnormalities  in  the  electrocardio- 
gram were  quite  important  (Fig  3).  Again,  this 
illustrates  differences  in  relation  to  risk  factors, 
especially  physical  activity,  between  patients 
who  develop  angina  pectoris  and  those  who  de- 
velop myocardial  infarction  without  prior  an- 
gina. 

Effects  of  Vigorous  Physical  Activity  for  Years: 

The  effects  of  extreme  physical  activity  for 
many  years  was  investigated  by  Pybrala  and 
associates  who  compared  former  Finnish  en- 
durance athletes  and  sedentary  shopkeepers  of 
comparable  age.^  The  athletes  were  slightly 
shorter,  lighter,  and  had  lower  blood  pressures. 
Heart  volume,  maximal  QRS  voltage  and  maxi- 
mal oxygen  intake  were  slightly  greater.  ST  de- 
pression at  rest  and  after  exercise  was  less  fre- 
quent, and  symptoms  and  signs  of  coronary 
heart  disease  were  less  frequent  in  the  athletes. 
Two  other  studies,  one  of  Chinese  ricksha  pull- 
ers,^ the  other  of  Chinese  pedicabmen^  who 
were  physically  active  by  reason  of  occupation, 
also  showed  similar  differences  in  heart  size, 
blood  pressure,  and  ECG  characteristics. 


Restriction  and  Resumption  of  Physical  Activity 
with  Acute  Myocardial  Infarction:  Physical  ac- 
tivity should,  of  course,  be  completely  avoided 
at  the  onset  of  acute  myocardial  infarction. 
Since  there  is  evidence  of  some  protective  ef- 
fect in  terms  of  frequency,  severity,  and  mor- 
tality of  acute  infarction  in  those  who  were  pre- 
viously physically  active,  how  soon  should  it  be 
resumed  in  convalescence  and  rehabilitation 
after  uncomplicated  infarction?  Possibly  it 
should  begin — in  a very  limited  way — even  dur- 
ing acute  therapy  in  the  coronary  care  unit. 
There  is  some  wisdom  to  this  since  usually  the 
patient  and  his  ECG  are  being  monitored  con- 
tinuously and  significant  changes  are  promptly 
recognized.  Activity  should  be  limited  to  small 
muscle  groups  with  short  periods  of  mild  exer- 
cise of  fingers  and  hands,  as  well  as  toes  and 
feet  at  periodic  intervals.  Besides  reassuring 
the  patient  that  the  physician  is  concerned 
about  achieving  rehabilitation,  such  activities 
minimize  venous  pooling,  stasis,  and  possibly 
phlebothrombosis,  especially  in  the  calf  mus- 
cles, which  may  be  compressed  by  the  weight  of 
the  legs  against  the  mattress  for  hours  or  days 
at  a time.  Initially,  the  patient  should  be  assist- 
ed for  activities  involving  large  muscle  groups 
utilized  in  sitting  up,  using  the  commode,  etc. 
Such  assistance  is  continued  until  ECG  and 
blood  pressure  monitoring  show  no  adverse  ef- 
fects of  these  activity  and  postural  stresses. 
From  there  on,  the  patient  is  encouraged  to 
gradually  increase  activities  for  short  periods 
several  times  each  day.  Indeed,  it  is  helpful  to 
have  him  practice  on  a step,  and  then  gradually 
increase  step  by  step  on  a flight  of  stairs,  be- 
fore leaving  the  hospital.  Once  the  patient  with 
uncomplicated  myocardial  infarction  has  re- 
turned home,  in  two  to  three  weeks  after  the 
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Coronary  Heart  Disease  Ratios 
for  Physically  Active  versus  Inactive  Persons 


Attack  Rate  Ratios  for  Myocardial  Infarction 
in  Men  without  Angina  (HIP  Study) 


Adapted  from  Fox  and  Haskell,  Bull  NY  Acad  Med  44.  950,  1968 

Fig  1.  Summary  of  data  from  several  studies  on 
influence  of  physical  activity  on  coronary 
heart  disease.  In  each  instance,  relationship  of  rates 
observed  in  physically  active  versus  rates  in  inactive 
persons  are  expressed  as  a ratio. 
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Adapted  from  Frank,  Bull,  NY  Acad  Med.,  44,  900,1968 

Fig  2.  Influence  of  age,  physical  activity  and  smoking 
on  age-adjusted  rates  of  occurrence  of  acute 
myocardial  infarction  in  patients  participating  in 
Health  Insurance  Plan  of  New  York  City. 

Note  that  effects  of  physical  inactivity  and  of  smoking 
are  additive  and  greatly  exceed  role  of  hypertension. 


onset  of  infarction,  increasing  physical  activity, 
first  v/ithin  the  home,  then  outside  the  home, 
is  to  be  encouraged.  By  one  or  two  months, 
short  walks  are  lengthened;  walking  up  grades 
is  encouraged  if  there  have  been  no  undue  fa- 
tigue, dyspnea,  chest  pain  and/or  dizziness. 
When  continuous  walking  at  a comfortable  pace 
has  been  extended  in  distance  to  a mile  without 
any  symptoms  or  ECG  changes,  either  the  pa- 
tient is  ready  to  begin  jogging  for  short  dis- 
tances initially,  to  return  to  work,  or  both. 
Usually  this  occurs  within  two  to  four  months 
after  the  onset.  With  either  recreational  activity 
or  occupational  work,  the  intensity  should  build 
up  slowly  in  order  to  permit  a “warm-up”  for 
optimal  physical  adaptation. 

Need  for  Exercise  Testing  and  Guidance:  Not 

all  patients  can  and  should  follow  this  pathway 
after  myocardial  infarction.  Often  the  physician 
is  uncertain  how  soon,  how  much,  and  how  fast 
to  encourage  the  patient.  Then  objective  as- 
sessment by  exercise  testing  may  be  helpful. 
Usually  this  is  not  done  within  two  months  after 
myocardial  infarction.  Numerous  procedures 
for  testing  are  available.  Our  experience  is 
limited  to  evaluation  of  walking  on  a motor- 
driven  treadmill.  Since  this  form  of  exercise  is 
physiologic,  requires  no  training,  and  the  work 
loads  are  readily  controlled,®  the  oxygen  costs 
are  reasonably  predictable.'^  In  a word,  it  is  a 
precision  tool.  It  can  be  used  in  the  physician’s 
office,  and  some  types  are  easily  stored  in  a 
small  space  when  not  in  use.  The  only  addition- 
al equipment  needed  is  an  electrocardiograph, 
sphygmomanometer,  stethoscope  and  a watch 


— all  of  which  the  physician  already  has.  De- 
tailed descriptions  of  the  precautions,  emer- 
gency facilities,  and  electrocardiographic  inter- 
pretation are  described  elsewhere.®-^® 

Prescription  of  Training  Limits  for  Coronary 
Patients:  Like  any  other  type  of  therapy,  exer- 
cise training  needs  to  be  individualized  for  each 
patient.  The  first  consideration  is  the  clinical 
appraisal  of  salient  events  in  the  individual’s 
history,  findings  on  examination  at  rest,  and 
knowledge  of  course  of  illness  in  relation  to  nat- 
ural history  of  coronary  disease.  At  least  30 
percent  of  the  time,  this  is  insufficient  because 
of  the  difficulties  in  assessing  the  actual  func- 
tional capacity  of  the  patient,  occasionally  be- 
cause he  either  underestimates  or  exaggerates 
the  severity  of  exertional  symptoms.  Exercise 
testing  is  particularly  helpful  as  an  extension 
of  the  physician  and  electrocardiogram.  The 
distributions  of  ambulatory  coronary  patients 
and  age-matched  healthy  persons  in  relation  to 
four  stages  of  the  multistage  test  are  shown  in 
Table  1.  This  also  indicates  the  metabolic  cost 
of  each  level  of  exertion,  in  multiples  of  the 
resting  metabolic  requirement,  or  more  appro- 
priately, the  usual  range  of  maximal  oxygen  in- 
take in  ml/kg  of  body  weight  per  minute.  This 
table  also  indicates  the  upper  limit.s  of  physical 
training  which  might  reasonably  be  prescribed 
in  ambulatory  coronary  patients.  Only  two  types 
of  exercise,  walking  and  jogging  at  a comfort- 
able pace,  are  cited  in  the  interests  of  simplic- 
ity and  because  they  are  forms  of  exertion  eas- 
ily performed  with  no  need  of  prior  training. 
Obviously  the  amount  of  training  should  in- 
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crease  as  the  functional  capacity  increases  to- 
ward normal.  Equally  obvious  is  the  importance 
of  avoiding  excessive  physical  activity.  Should 
these  guidelines  be  excessive  for  some  patients, 
they  should  be  advised  to  either  limit  activity 
to  the  onset  of  symptoms  of  mild  to  moderate 
(not  marked)  severity,  or  to  use  nitroglycerin 
sublingually  just  prior  to  exertion  to  minimize 
angina,  or  both.  Finally  the  results  of  training 
should  be  appraised  both  clinically  and  by  fol- 
low-up exercise  testing  every  2 to  12  months, 
depending  upon  the  status  of  the  patient. 

Risks  of  Exercise:  What  are  the  hazards  of  ex- 
ercise testing  and  training?  If  it  is  continued  to 
exhaustion,  frequently  repeated  with  insufficient 
time  for  recovery,  harmful  manifestations  in- 
clude persistence  of  cardio-respiratory  symp- 
toms for  more  than  10  minutes,  fatigue  or  weak- 
ness for  more  than  two  hours,  and/or  restless 
sleep  and  fatigue  for  the  next  day.“  With  very 
short  periods  for  recovery  between  repeated 
bouts  of  strenuous  effort,  capacity  for  either 
rhythmical  or  sustained  (isometric)  exercise  is 
transiently  and  markedly  reduced;  furthermore, 
treatment  with  digoxin  is  not  helpful. pos- 
sibly acute  thermal  stress  from  a hot  shower 
after  maximal  exercise  may  be  associated  with 
acute  myocardial  infarction  even  in  an  osten- 
sibly normal  middle-aged  individual. Occa- 
sionally exposure  to  a cool  environment  at  the 
start  of  exercise,  as  in  playing  handball,  may 
precipitate  sudden  death  in  patients  with  coro- 
nary heart  disease.  Finally,  the  possible  haz- 
ards of  sexual  intercourse  often  concern  both 
patients  and  spouses,  as  well  as  their  physi- 
cians. The  same  principles  of  not  initiating  ma- 
jor exertion  too  soon  after  infarction  (usually 
two  to  three  months),  prophylactic  use  of  nitro- 
glycerin and  limiting  exertion  to  only  moderate, 
rather  than  vigorous  activity,  as  well  as  stop- 
ping effort  with  onset  of  symptoms  still  apply. 
Other  aspects  are  discussed  by  a panel  in  a 
recent  publication  elsewhere.!^ 

Effects  of  Exercise  Therapy  for  Cardiac  Reha- 
bilitation after  Myocardial  Infarction:  How  much 
can  be  achieved  by  physical  training  or  exercise 
therapy  after  myocardial  infarction?  Gottheiner 
has  described  the  remarkable  feasibility  and  ad- 
herence, as  well  as  reduced  mortality  from  sub- 
sequent coronary  events  in  over  1,000  pa- 
tients.Hellerstein  has  reported  favorable  re- 
sults in  254  patients,  with  an  average  age  of 
48.8  years,  who  were  working  50  hours  per 
week  in  sedentary  occupations. About  three 
out  of  four  adhered  to  the  program,  and  two- 
thirds  improved  exercise  capacity  and  EGG  re- 


Attack  Rate  Ratios  for  Myocardial  Infarction 
in  Men  with  Angina  (HIP  Study) 
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Fig  3.  Role  of  relevant  risk  factors  on  occurrence 
of  myocardial  infarction  in  patients  with 
angina  pectoris.  Again  note  the  additive  effects  of 
both  hypertension  and  minor  abnormalities 
in  the  resting  electrocardiogram. 

sponses  (Fig  4.)  Coronary  mortality  was  re- 
duced to  2%  per  year  from  an  estimated  prior 

level  of  4.5  or  6%  per  year.  Thus  exercise  ther- 
apy is  feasible  and  beneficial.  How  much  is 
necessary?  Bouchard  and  colleagues  found  that 
even  ten  minutes  of  strenuous  activity  five 
times  a week,  or  five  minutes  daily  can  be  ef- 
fective.Other  studies  on  middle-aged  men 
clearly  indicate  that  20  minutes’  walking  at  2 
to  2.5  mph  on  a 10  to  14%  grade  at  70%  of 
maximal  oxygen  intake  three  times  a week  for 
two  or  more  months  is  effective  in  increasing 
maximal  oxygen  intake  (aerobic  power  or  work- 
ing capacity)  and  changing,  quantitatively,  com- 
puter measured  ST  segment  depression^®  in 
many,  but  not  all,  individuals  studied. 

Hemodynamic  Effects  of  Physical  Training: 

What  are  the  beneficial  hemodynamic  effects  of 
physical  training?  Although  heart  rate  at  sub- 
maximal  exertion  is  always  slower,  there  is  no 
decrease  in  cardiac  output  because  of  the  larg- 
er stroke  volume.^®  In  time,  heart  volume  may 
increase,®  ventricular  filling  pressures  with  ex- 
ertion are  only  slightly  increased,  and  myocar- 
dial oxygen  requirement  is  reduced  slightly.^® 
Additionally,  in  patients  with  coronary  occlusive 
disease,  myocardial  collateral  circulation  may 
increase.®®  As  the  changes  of  “medical  revas- 
cularization’’ occur  in  patients  with  angina,  the 
need  for  nitroglycerin  therapy  diminishes  or 
disappears. 

Determinants  of  Myocardial  Collateral  Circula- 
tion: Just  as  coronary  vascular  disease  is  a ma- 
jor cardiac  factor  limiting  attainment  of  maxi- 
mal work  capacity  commensurate  with  age. 


76 


TEXAS  MEDICINE 


Exercise  and  Other  Therapy  in  254 
Sedentary  Men  with  CHD 


(Observed/  Expected) 
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Fig  4.  Average  adherence  to  and  benefits  derived 
from  a program  of  exercise  and  other  therapy 
in  sedentary  male  patients  with  coronary 
heart  disease. 


myocardial  collateral  circulation  is  a major  nat- 
ural compensatory  adjustment  for  this  patho- 
logic limitation  to  coronary  blood  flow.  What 
are  its  major  determinants?  The  first  is  the 
presence  of  significant  vascular  disease;  that  is 
to  say,  sufficient  to  produce  exertional  myo- 
cardial ischemia.  Without  this  occlusive  dis- 
ease, or  the  challenge  of  severe  and  chronic 
anemia,  adequate  evidence  of  collateral  circu- 
lation cannot  be  demonstrated.  The  second  re- 
quirement is  recurrent,  but  mild  rather  than 
severe  (and  necrotizing),  myocardial  ischemia. 
Whereas  marked  ventricular  hypertrophy  may 
impair  capillary  perfusion  and  contribute  to 
ischemia  of  the  myocardium,  the  major  factor 
is  increased  hemodynamic  stress  from  exercise. 
To  be  effective,  however,  this  challenge  must 
be  repeated  at  frequent  intervals,  up  to  the  on- 
set of  fatigue,  chest  discomfort  and/or  dysp- 
nea. This  requires  many  weeks  to  achieve,  and 
lifelong  effort  to  maintain.  Recreational  activi- 
ties of  interest  to  the  individual,  therefore,  be- 
come essential  for  its  maintenance. 


need  to  develop  more  recreational  facilities 
which  encourage  physical  activity,  such  as  hik- 
ing and  jogging  trails,  in  addition  to  super  high- 
ways. 
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Conclusion:  In  view  of  these  considerations  the 
growing  tendency  of  physicians  and  physical 
educators  to  develop  community  programs  for 
exercise  testing  and  physical  training  of  middle- 
aged  individuals  should  be  encouraged.  Each 
professional  discipline  can  contribute  to  a more 
effective  interaction  of  a team  for  primary  and 
especially  secondary  intervention  for  more  ef- 
fective control  of  coronary  heart  disease  in  this 
country.  This  does  not  detract  from  the  impor- 
tance of  also  intervening  on  other  risk  factors 
which  do  not  happen  to  be  within  the  scope  of 
this  presentation.  Neither  does  it  reduce  the 
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THE 

PSYCHOGENIC 

FACTOR 

IN 

CHEST 

PAIN 


In  200  consecutive  cases  of  chest  pain, 
special  attention  was  given  to  the  psy- 
chogenic component  as  an  etiological 
factor.  Nine  cases  were  undiagnosed.  In 
34  cases  the  pain  arose  from  an  intra- 
thoracic  disease,  and  in  157  the  discom- 
fort originated  from  a nonorganic  source. 
Of  the  benign  instances,  most  of  which 
were  of  the  so-called  musculoskeletal 
type,  anxiety  was  the  predominant  cause 
of  pain  in  124  patients,  and  in  29  others 
the  psychogenic  factor  was  at  least  sig- 
nificant. Thirty-two  patients  who  had  a 
strong  anxiety  element  also  had  some 
serious  organic  disease  within  the  chest, 
while  an  additional  36  had  some  milder 
intrathoracic  disorder.  The  heart  was  the 
focal  point  of  anxiety  in  the  majority.  Re- 
assurance alone  was  curative  in  most 
instances. 

IN  THE  MAJORITY  of  patients  complaining  of 
chest  pain,  the  symptom  does  not  arise  from  a 
serious  intrathoracic  disease.  The  musculoskel- 
etal structures,  particularly  of  the  chest  wall, 
are  considered  to  be  the  most  common  sites  of 
origin  of  this  innocent  type  of  pain.^  These  ex- 
ternal causes  of  chest  pain  have  impressed  a 
number  of  observers  and  have  given  rise  to 
such  designations  as  the  anterior  chest  syn- 
drome, Tietze’s  syndrome,  the  rib  syndrome, 
and  the  pectoral  syndrome. 

It  is  also  universally  accepted  that  anxiety  is 
an  important  component  of  many  chest  pains. 
In  this  age  of  intense  propaganda  about  heart 
disease,  cancer  of  the  lung,  and  emphysema. 


even  the  least  neurotically  inclined  could  hardly 
be  expected  to  ignore  some  unexplained  symp- 
tom in  the  thoracic  region.  Particularly  is  the 
heart,  so  frequently  associated  with  sudden 
death,  a common  cause  for  apprehension. ^ 

Of  1,534  patients  with  chest  pain  (unpublish- 
ed data)  seen  by  the  author  in  private  practice, 
521  or  34%  were  considered  to  have  pain  aris- 
ing from  intrathoracic  disease,  most  often  car- 
diac. Of  the  1,013  patients  with  pain  of  benign 
origin,  443  (43.6%)  had  a significant  anxiety 
factor.  Many  of  these  patients  were  referred  be- 
cause of  suspected  visceral  (usually  cardiac) 
disease;  hence  there  was  probably  considerable 
selection  in  the  group.  Also  the  psychogenic 
component  was  not  specifically  investigated. 

This  study  was  undertaken  to  explore  the 
psychogenic  element  more  intensively  and  to 
determine  its  frequency  and  importance  in 
cases  seen  in  a general  outpatient  clinic.  The 
report  was  particularly  stimulated  by  a disturb- 
ing number  of  errors  in  diagnosis  and  manage- 
ment of  chest  pain  which  came  to  my  attention. 

A study  was  made  of  200  consecutive  pa- 
tients with  a major  complaint  of  chest  pain.  The 
ages  varied  from  20  to  77  years,  the  average 
being  52.  There  were  only  four  women,  since 
all  were  veterans  except  for  a few  civil  service 
employees.  Patients  were  listed  only  once,  re- 
gardless of  how  often  they  returned  either  for 
the  initial  chest  pain  or  for  a different  one.  It 
is  thus  obvious  that  the  figures  for  the  various 
types  of  pain  in  this  series  do  not  necessarily 
represent  the  daily  patient  load. 

Most  patients  were  first  interviewed  by  a 
desk  clerk  and  later  by  a nurse  before  seeing 
the  physician.  The  patients  often  made  state- 
ments in  these  preliminary  interrogations  that 
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they  did  not  repeat  to  the  physician.  Such  ini- 
tial remarks  as  “It’s  my  heart,’’  or  “I  want  a 
heart  examination,’’  were  not  infrequent.  Chest 
x-rays  and  electrocardiograms  were  done  rou- 
tinely: a double  Master’s  and  other  special  tests 
were  performed  when  indicated.  Adequate  time 
was  allowed  for  the  history  and  physical  exam- 
ination, and  psychiatric  consultation  was  ob- 
tained in  numerous  instances. 

Various  criteria  were  used  in  determining  the 
presence  and  the  degree  of  anxiety.  One  of 
these  was  the  patient’s  frank  admission  of  fear: 
“I’m  afraid  it’s  my  heart,’’  or  “I  thought  surely 
it  was  cancer,’’  were  direct  confessions  of  un- 
certainty. Often  the  patient  would  disclose  his 
apprehension  only  after  his  complete  confi- 
dence had  been  gained.  A strenuous  and  per- 
sistent attempt  was  made  to  unmask  the  pa- 
tient’s anxiety.  Questions  were  often  repeated 
during  various  stages  of  the  interview  and  dif- 
ferent approaches  were  tried. 

Another  helpful  criterion  was  the  presence  of 
other  psychogenic  symptoms  such  as  insom- 
nia, hyperventilation,  fatigue,  paresthesias,  ir- 
ritability, and  depression.  Also,  the  bringing  to 
light  of  stressful  situations  aided  in  the  evalu- 
ation. Thus,  a grocer  developed  his  functional 
chest  pain  along  with  other  anxiety  symptoms 
at  the  beginning  of  winter,  the  season  during 
which  robberies  of  his  store  were  frequent. 

The  response  to  reassurance  was  observed 
closely  and  the  result  regarded  as  significant. 
At  times  the  effect  of  complete  reassurance  was 
dramatic.  The  patient,  apprehensive  and  com- 
plaining of  pain,  and  perhaps  placed  in  a wheel 
chair  by  a cautious  nurse,  would  stride  out  of 
the  office  smiling  and  confident.  More  often  a 
positive  response  would  be  indicated  by  more 
moderate  acknowledgments  such  as,  “That’s 


all  I wanted  to  know,’’  or  “I’m  glad  it’s  not  my 
heart.’’  Again,  the  patient  may  be  reluctant  to 
concede  that  he  is  relieved.  He  may  feel  hu- 
miliated that  his  fears  were  unwarranted,  and 
considerable  tact  must  be  exercised  by  the  phy- 
sician in  explaining  the  absence  of  seriousness 
without  understating  the  reality  or  the  intensity 
of  the  pain.  Not  infrequently  records  were  avail- 
able to  learn  of  the  effect  of  reassurance  on 
episodes  of  similar  pain  in  the  past. 

Reassurance  soothes  most  pains  since  there 
is  nearly  always  some  degree  of  anxiety  in- 
volved. Nevertheless,  prompt,  pronounced  and 
persistent  relief  by  reassurance  points  to  a 
strong  anxiety  element,  regardless  of  whether 
or  not  there  is  an  organic  or  somatic  basis.  A 
number  of  factors  were  found  to  influence  the 
response  to  reassurance.  The  duration  and  the 
degree  of  the  anxiety,  the  general  mental  and 
emotional  state  (the  presence  of  depression), 
the  physical  health,  and  the  previous  iatrogenic 
contacts  were  all  important. 

Results:  Among  the  200  cases  there  were  nine 
in  which  a definite  diagnosis  could  not  be  made. 
Either  a clear  history  could  not  be  obtained,  the 
pain  followed  no  distinct  pattern,  malingering 
was  suspected,  or  the  period  of  observation  was 
inadequate. 

In  34  cases  (17%)  the  presenting  pain  un- 
questionably arose  directly  from  an  intrathora- 
cic  condition,  ischemic  heart  disease  being  the 
cause  in  all  except  5.  Although  anxiety  was  not 
intensely  studied  in  these  34  patients,  6 of 
them  were  noted  to  have  significant  associated 
anxiety,  and  in  one  patient  the  strong  psycho- 
genic factor  may  well  have  contributed  to  the 
intensity  and  duration  of  his  anginal  attacks. 

In  the  remaining  157  patients  the  chest  pain 
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did  not  arise  directly  from  an  intrathoracic  dis- 
ease and  was  not  deemed  serious.  Anxiety  was 
considered  to  be  the  predominant  etiological 
element  in  124  of  these  cases.  In  29  others, 
the  degree  of  anxiety  was  significant,  but  the 
patients  did  not  satisfy  all  criteria  necessary  to 
classify  their  pain  as  predominantly  caused  by 
anxiety.  In  only  four  patients  was  anxiety  listed 
as  minimal;  in  these  a history  of  trauma  to  the 
chest  wall  was  usually  prominent.  Thus  in 
79%  of  the  nonorganic  cases  the  psychogenic 
factor  was  etiologically  predominant  and  it  was 
at  least  of  considerable  importance  in  a ma- 
jority of  the  others. 

In  the  157  benign  cases,  the  pain  was  usual- 
ly of  the  chest  wall  type  and  fairly  well  localized. 
Some  had  a more  diffuse  type,  often  a tightness 
that  was  frequently  associated  with  hyperven- 
tilation. A few  had  pain  of  the  nerve  root  type. 
It  was  impressive  that  the  pain  was  confined 
essentially  to  the  left  chest,  anteriorly  or  lat- 
erally, in  115  instances  and  was  limited  to  the 
right  side  in  only  11  cases.  The  discomfort  in- 
volved the  middle  as  well  as  the  left  side  of 
the  chest  in  eight  other  cases.  Among  the  re- 
maining 23  patients  in  this  category  the  pain 
was  located  in  the  mid  anterior  chest,  was  gen- 
eralized, or  included  more  than  one  area  of  the 
thorax. 

The  heart  was  the  focal  point  of  anxiety  in 
most  patients  in  the  nonorganic  group.  Of  the 
153  patients  with  a significant  psychogenic  ele- 
ment, 120  indicated  in  some  way  that  they 
feared  heart  disease.  Cancer,  emphysema,  bron- 
chitis, ulcer,  arthritis,  pulmonary  embolism,  and 
the  possible  recurrence  of  a surgically  cured 
aortic  aneurysm  were  other  causes  for  alarm; 
but  even  in  some  of  these  instances  there  was 
reason  to  suspect  that  heart  disease  may  have 
entered  the  picture.  Most  people  are  aware  of 
the  suddenness  with  which  heart  disease  may 
strike  and  kill,  and  hence  give  it  precedence 
over  the  more  lingering  illnesses.  Such  a domi- 


nant fear  would  of  course  explain  the  prefer- 
ence of  the  left  side  in  chest  pain  not  due  to  an 
organic  cause. 

Among  the  153  patients  whose  presenting 
pain  had  a strong  functional  component  there 
were  32  who  actually  did  have  some  serious 
intrathoracic  condition,  such  as  coronary  artery 
disease.  And  an  additional  36  had  some  milder 
disorder  such  as  bronchial  asthma  or  one  of 
the  less  important  cardiac  arrythmias.  A num- 
ber of  the  cardiac  patients  had  anginal  episodes 
of  varying  frequency  but  their  immediate  major 
complaint  was  of  a different  type.  Several  of  the 
severely  ill  patients  had  a classical  psycho- 
genic pain  as  their  presenting  symptom.  Thus, 
even  though  one  is  at  death’s  door,  he  may 
have  complaints  not  directly  due  to  his  poten- 
tially lethal  disease. 

There  was  an  adverse  iatrogenic  influence  in 
43  of  the  153  patients  whose  pain  had  a defi- 
nite anxiety  element.  At  times  the  physician 
merely  failed  to  be  sufficiently  emphatic  in  his 
reassurance.  Less  often  the  diagnosis  was  en- 
tirely erroneous.  Too  much  dependence  on  the 
electrocardiogram  was  a common  error.  If  the 
patient  had  definite  heart  disease,  it  was  some- 
times assumed  that  his  every  chest  pain  was 
cardiac  in  origin.  Perhaps  the  patient  was  re- 
assured, but  then  told  not  to  exert  himself  or 
was  given  nitroglycerine  or  a long-acting  vasodi- 
lator to  “play  safe.’’ 

Comment:  This  study  again  shows  that  the  ma- 
jority of  patients  complaining  of  chest  pain  do 
not  have  a serious  intrathoracic  disease  as  the 
cause  of  their  discomfort.  Even  in  this  older  age 
group,  less  than  one-fifth  of  the  patients  had 
pain  arising  from  an  organic  source.  About 
three-fourths  of  all  patients  had  pain  of  the  so- 
called  musculoskeletal  type.  However,  in  most 
such  instances,  anxiety  is  the  important  factor. 

Many  of  these  patients  with  predominant 
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anxiety  could  easily  have  been  labeled  with  a 
diagnosis  of  chondritis,  myositis,  or  one  of  the 
several  chest  wall  syndromes,  and  treatment 
might  have  been  initiated  immediately  with  po- 
tent analgesics,  physiotherapy,  procaine  injec- 
tions and  steroid  therapy.  However,  should  we 
not  more  realistically  regard  these  painful,  often 
tender  spots  as  foci  of  anxiety — supercharged 
and  concentrated  areas  of  apprehension — that 
are  to  be  treated  in  the  true  light  of  their  prin- 
cipal etiological  constituent?  This  is  not  to  In- 
sist that  the  somatic  terminology  not  be  given 
to  the  patient  or  written  on  the  insurance  form, 
but  only  that  the  physician  not  be  doubtful  in 
his  own  mind  about  the  nature  of  the  pain  or 
be  ambiguous  with  the  patient  about  the  be- 
nignity of  the  condition. 

Unequivocal  reassurance,  repeated  as  often 
as  required,  is  the  first  and  foremost  treatment 
of  psychogenic  pain.  The  patient  should  be  told 
definitely  that  the  discomfort  is  “not  something 
to  worry  about”  as  recently  emphasized  by 
King.3  Caution  may  give  legal  protection  to  the 
physician  but  the  anxious  patient  is  thereby 
left  liable  to  his  fears.  Uncertainty  and  indefi- 
niteness fan  the  flame  of  anxiety. 

The  development  of  psychogenic  pain  in  a 
patient  who  also  has  pain  from  a serious  or- 
ganic disease  or  vice  versa  presents  a special 
problem  in  reassurance,  but  the  difficulty  is 
seldom  insurmountable.  Thus,  a patient  with 
definite  cardiac  disease  who  seeks  advice  about 
an  anxiety  type  of  chest  pain  cannot  be  given 
such  sweeping  encouragement  as  “You  have 
nothing  wrong  with  your  heart.”  But  he  can  be 
told  definitely  and  emphatically,  “This  pain  is 
not  due  to  your  heart,  even  though  we  know 
you  have  heart  disease.”  Often  the  patient  rec- 
ognizes that  there  is  a difference  between  his 
angina  and  the  other  pain,  but  he  needs  the 
physician's  confirmation. 

It  is  evident  that  a complete  and  accurate 


diagnosis  is  essential  in  the  management  of 
chest  pain.  Unfortunately,  shortcuts  are  seldom 
satisfactory  in  accomplishing  this  goal.  An  ade- 
quate history  will  point  to  the  etiology  in  most 
instances  but  a physical  examination,  chest  x- 
ray,  and  electrocardiogram  are  also  usually 
necessary,  especially  if  it  is  the  patient's  first 
visit.  Occasionally  x-rays  of  the  esophagus,  up- 
per spine,  and  ribs  are  indicated.  One  or  more 
follow-up  visits  are  most  helpful. 

Adequate  reassurance  will  relieve  most  in- 
stances of  psychogenic  pain.  Such  reassurance 
alone  was  successful  in  most  of  the  patients  in 
this  study.  Medication  for  anxiety  and  tension 
may  be  necessary  in  some  cases.  In  others  anti- 
depressive  drugs  are  indicated.  To  prescribe 
heat  and  aspirin  “like  you  use  for  any  other 
muscular  ache”  seems  acceptable:  it  impresses 
some  patients  that  their  condition  is  not  se- 
rious. 

Allaying  anxiety  is  one  of  the  physician's 
most  important  roles,  and  it  is  essential  that  he 
keep  in  mind  constantly  this  aspect  of  thera- 
peutics. The  charlatan  takes  full  advantage  of 
the  psychogenic  component  of  illness  and  often 
achieves  miracles,  albeit  by  methods  that  may 
subsequently  result  in  harm.  On  the  contrary, 
the  competent  and  scientifically  oriented  physi- 
cian may  be  too  cautious  in  his  explanations  to 
the  patient.  Certainly  such  physicians  should 
be  urged  to  make  greater  use  of  one  of  their 
most  effective  weapons. 
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The  patient  had  a large  cavitary  lesion  in 
the  upper  lobe  of  the  lung,  hypercalce- 
mia, polyuria,  and  was  dehydrated.  Fol- 
lowing steroid  therapy  the  serum  calci- 
um level  became  normal  and  surgery 
was  undertaken,  but  the  lesion  was  in- 
operable. Of  academic  interest  is  the 
question  of  whether  or  not  the  tumor 
was  producing  a parathyroid-like  hor- 
mone which  could  have  caused  the  meta- 
bolic disturbance. 

Protocol:  Dr.  Fox:  The  patient,  a 58-year-old 
man,  was  admitted  to  the  hospital  in  a mori- 
bund state  with  a presumptive  diagnosis  of  pul- 
monary tuberculosis.  He  had  a history  of  weight 
loss,  polydipsia  and  polyuria  for  approximately 
six  months  prior  to  his  admission.  There  was 
no  history  of  fever  or  night  sweats.  He  was 
totally  deaf  and  legally  blind.  He  was  unable  to 
eat  and  complained  of  difficulty  in  swallowing. 
Approximately  two  months  prior  to  his  admis- 
sion he  complained  of  low  back  pain  and  weak- 
ness of  his  legs.  At  that  time,  x-rays  were  taken 
of  his  spine  and  legs;  in  addition,  an  x-ray  of 
his  chest  showed  a cavitary  lesion,  and  hospital- 
ization was  advised.  However,  the  patient  re- 
fused and  when  his  condition  deteriorated  fur- 
ther he  was  brought  to  the  hospital  by  his  fam- 
ily. He  was  an  alcoholic  and  a heavy  smoker. 

On  admission,  he  was  dehydrated  and  looked 
much  older  than  his  stated  age.  He  was  afebrile, 
and  had  normal  blood  pressure.  There  was  a 
bilateral  ectropion  and  facial  drooping.  Auscul- 
tation of  the  chest  revealed  bilateral  rales  with 
sibilant  breath  sounds  on  the  left. 

Fluid  replacement  was  carried  out  soon  after 
admission,  with  a dramatic  improvement  in  the 


patient’s  status.  However,  several  days  later  his 
condition  deteriorated  quite  rapidly  and  he  was 
transferred  to  the  intensive  care  unit  (ICU).  On 
arrival  to  the  ICU,  the  patient’s  blood  pressure 
was  unobtainable  and  the  pulse  was  not  palpa- 
ble. Approximately  2 liters  of  saline  solution 
were  infused  over  a 30-minute  period,  and  this 
was  accompanied  by  a return  of  blood  pressure. 

The  patient  had  consistently  elevated  serum 
calcium  levels  ranging  from  5.8  to  7.2  mEq/ 
liter,  with  low  serum  proteins.  It  became  clear 
that  the  major  problem  was  calcemic  crisis. 
Throughout  the  patient’s  hospital  course,  he 
presented  a management  problem  in  controlling 
his  serum  calcium  level.  In  addition,  regulation 
of  his  serum  electrolytes  proved  a task  in  that 
the  patient  was  excreting  200  mEq  of  sodium 
in  an  average  volume  of  4 liters  of  urine  daily. 

May  we  discuss  some  of  the  x-rays  at  this 
time? 

Dr.  Seitzman:  We  did  not  receive  any  of  the 
films  taken  of  his  spine.  Chest  films  show  the 
skeletal  cage  to  be  approximately  normal  in  its 
calcifications.  The  heart  is  normal  in  size;  a 
fine  peribronchial  fibrotic  change  through  both 
lung  fields,  a nodular  infiltrate  mid-lingula  and 
scattered  nodular  infiltrates  throughout  the 
lungs  are  seen.  There  is  a large  lesion  which  is 
cavitating  and  has  a fluid  level  in  the  eighth 
apical  posterior  segment  of  the  left  upper  lobe; 
it  has  a rather  thick  wall  and  some  suggestion 
of  an  irregularity  of  the  wall.  Over  a two-month 
period,  the  cavity  has  extended  slightly.  A film 
taken  soon  after  the  patient  was  transferred  to 
the  ICU  shows  a right  brachial  catheter  with  a 
tip  near  the  right  atrium,  and  an  increase  in  the 
bronchial  vascular  pattern.  There  is  a sugges- 
tion that  some  curly  lines  are  developing. 

On  the  film  taken  Feb  16,  the  mass  appears 
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to  be  enlarging  and  encroaching  on  the  main 
stem  bronchus  on  the  left.  There  is  either  some 
aspiration  or  the  beginning  of  considerable 
spread  in  the  left  lower  lobe  as  well  as  possibly 
a failure  pattern.  On  Feb  20,  a thoracotomy 
tube  is  seen  on  the  left. 

The  acromioclavicular  joints  on  all  films  look 
intact.  An  anteroposterior  film  of  the  abdomen 
shows  a rather  elongated,  but  not  really  large, 
liver  shadow.  It  is  possibly  a Riedel’s  type  lobe 
distribution  of  liver.  There  is  a large  calcified 
stone  in  the  bladder.  As  far  as  the  hands  are 
concerned,  there  is  moderate  osteoporosis 
which  could  be  attributed  to  disuse,  but  that  is 
about  all  one  can  say. 

This  mass  is  neoplastic  in  my  opinion. 

Dr.  Fox:  The  patient  initially  responded  to 
medical  management,  was  able  to  sit  up  in  bed, 
and  was  responding  to  his  environment  and 
family.  In  an  effort  to  establish  a diagnosis, 
bronchoscopy  was  performed.  Subsequent  to 
bronchoscopy,  a staff  meeting  was  held  and  it 
was  decided  at  that  time  that  resection  of  this 
mass  should  be  attempted.  It  was  thought  that 
perhaps  this  might  alleviate  the  patient’s  meta- 
bolic disorder  and  help  prevent  spread  of  infec- 
tion in  the  lung,  thus  providing  at  least  a sig- 
nificant palliative  procedure  if  not  a curative 
one. 

Dr.  Chuang,  would  you  comment  on  what  you 
saw  when  you  took  the  patient  to  surgery? 

Dr.  Chuang:  We  were  in  a dilemma  as  to 
whether  or  not  anything  could  be  done  about 
his  tumor.  Its  x-ray  appearance  offered  little 
hope  that  it  could  be  removed.  On  the  other 
hand,  the  patient’s  metabolic  deterioration  was 
so  bad  that  we  thought  unless  something  could 


be  done  about  the  tumor  removal,  he  would 
have  no  chance  for  palliation  or  cure  of  his  con- 
dition. In  the  beginning,  the  question  was 
whether  we  should  go  ahead  with  thoracotomy 
before  his  condition  could  be  appreciably  im- 
proved. With  the  cortisone  treatment  and  hydra- 
tion he  apparently  improved,  with  his  serum 
calcium  level  dropping  to  5.3  mEq/liter,  so  we 
waited  for  a few  days  before  we  undertook  the 
thoracotomy.  As  we  opened  the  chest,  the  tumor 
was  found  to  be  extensively  invading  into  the 
chest  wall  and  into  the  mediastinum,  and  it  was 
a vascular  tumor  arising  from  the  left  upper 
lobe.  Nothing  really  could  be  done  except  to 
take  a generous  biopsy  of  the  tissue. 

Dr.  Fox:  The  patient’s  apparent  improvement 
lasted  for  only  two  days;  then  his  condition  be- 
gan to  deteriorate.  After  the  thoracotomy  had 
been  performed,  the  only  thing  left  to  offer  the 
patient  was  chemotherapy.  He  was  given  a full 
course  of  actinomycin-D  therapy  and  he  toler- 
ated this  very  well.  Approximately  four  days 
after  this  course  of  therapy  had  been  complet- 
ed, the  patient  died. 

Discussion:  Dr.  Bradley:  First,  I think  a few 
points  about  the  x-rays  are  to  be  clarified;  I 
think  we  could  say  from  what  you  have  told  us 
that  you  saw  no  signs  of  hyperparathyroidism. 

Dr.  Seitzman:  The  only  indication  of  a pos- 
sible increase  in  calcium  excretion  was  the 
stone  in  the  bladder. 

Dr.  Bradley:  And  apparently  we  saw  no  evi- 
dence of  bony  metastasis.  Is  that  correct? 

Dr.  Seitzman:  Actually,  the  anteroposterior 
and  the  lateral  views  of  the  dorsal  and  lumbar 
spine  showed  no  evidence  of  any  major  dis- 
order in  the  lumbar  or  dorsal  spine  as  far  as 
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vertical  collapse  or  interspace  abnormalities  are 
concerned. 

Dr.  Bradley:  I am  questioning  these  points 
because  I think  they  are  of  some  significance  in 
leading  one  toward  what  may  be  the  diagnosis. 

I think  what  we  face  here  is  simply  hypercal- 
cemia with  malignancy,  and  I am  not  sure  we 
can  be  more  specific  than  that.  We  have  recog- 
nized hypercalcemia  with  malignancy  for  a long 
time.  It  occurs  more  frequently  in  certain  types 
of  malignancies,  such  as  carcinoma  of  the 
breast  and  carcinoma  of  the  lung.  A few  years 
ago  an  article  in  the  American  Journal  of  Medi- 
cine described  what  is  known  as  the  Plimpton- 
Gellhorn  syndrome,  which  amounted  to  clinical 
hyperparathyroidism  in  a patient  with  a malig- 
nancy without  bony  metastases  (without  visible 
metastases).  Visible  metastases  are  not  neces- 
sarily reliable,  since  there  can  be  a great  deal 
of  metastatic  disease  in  bone  without  it  appear- 
ing on  x-ray.  This  was  the  Plimpton-Gellhorn 
syndrome,  so  called,  and  consisted  of  hypercal- 
cemia, hypophosphatemia,  and  lack  of  bony 
metastases.  This  case  meets  these  criteria,  but 
we  all  see  cases  of  hypercalcemia  with  malig- 
nancy and  no  hypophosphatemia.  By  the  same 
token,  we  see  cases  of  hypercalcemia  with  ma- 
lignancy with  hypophosphatemia,  but  with  me- 
tastases. Therefore,  there  is  no  singular  presen- 
tation, and  it  is  left  to  the  clinician  to  attempt 
to  distinguish  those  patients  with  hypercalce- 
mia that  might  be  caused  by  some  form  of  hy- 
perparathyroidism. This  hyperparathyroidism 
can  be  caused  by  the  tumor  production  of  a 
polypeptide  which  is  similar,  if  not  identical,  to 
parathyroid  hormone. 

At  first  glance,  this  might  be  the  case  as  we 
review  the  patient’s  history.  In  the  initial  phase, 
when  he  was  hypercalcemic,  he  did  have  hyper- 
phosphatemia. This  is  against  a clinical  diag- 
nosis of  hyperparathyroidism.  I would  not  ac- 
cept it  as  that  however,  since  at  that  time  the 


patient  was  also  uremic.  A series  of  tumors 
producing  hypercalcemia  were  analyzed  by  the 
NIH  group  using  their  parathyroid  hormone  as- 
say. In  the  group  in  which  they  were  able  to 
demonstrate  parathyroid  hormone,  the  patients 
were  distributed  randomly  according  to  clinical 
manifestations.  In  other  words,  there  were  some 
who  had  hypercalcemia  and  hyperphosphate- 
mia, and  there  were  some  who  had  hypercalce- 
mia with  bony  metastases.  By  the  same  token, 
the  other  half  of  their  group,  in  which  they  were 
able  to  demonstrate  no  parathyroid  hormone  in 
the  tumors,  also  had  a random  distribution.  If 
there  is  any  shred  of  information  in  this  study 
that  may  be  helpful  to  the  clinician,  it  is  that 
response  to  steroids  failed  to  occur  in  patients 
with  a tumor  producing  a parathyroid  hormone. 
I note  with  interest  that  this  patient  had  a nor- 
mal serum  calcium  level  before  a thoracotomy 
was  undertaken.  For  lack  of  any  better  explana- 
tion, I will  have  to  assume  that  this  was  in  re- 
sponse to  the  tremendous  dose  of  steroids.  It 
may  well  have  been  the  effect  of  hydration  or 
other  things  that  I am  not  able  to  recognize  at 
this  time. 

The  patient  had  hypercalcemia  which  seemed 
to  respond  to  steroids  before  the  tumor  was  re- 
moved. Probably  not  much  of  the  tumor  was 
removed;  we  know  that  if  you  remove  the  tumor 
you  cure  the  hypercalcemia  in  those  cases  pro- 
ducing a hormone.  Our  patient  apparently  was 
cured  before  this  time.  His  serum  calcium  lev- 
els were  normal,  his  serum  phosphorus  levels 
were  normal  and,  surprisingly  enough,  due  to 
the  excellent  management  received  he  was  no 
longer  azotemic. 

I am  trying  to  beat  around  the  bush  with  a 
lot  of  explanations,  but  I do  not  think  that  a 
clinician  can  approach  a case  like  this  and  say 
that  here  we  have  a tumor  that  produces  para- 
thyroid hormone.  The  only  possible  way  we 
might  say  that,  however  inaccurately,  would  be 
to  find  a patient  in  whom  the  hypercalcemia 
associated  with  the  tumor  did  not  respond  to 
the  steroids.  We  do  not  have  that  in  this  case, 
and  I think  we  will  find  that  the  tumor  did  not 
contain  the  parathyroid-like  substance. 

Dr.  Fox:  As  Dr.  Bradley  mentioned,  it  is  fair- 
ly well  established  that  there  are  many  tumors 
which  are  of  non-endocrine  gland  origin  which 
do  produce  hormonal  substances  that  result  in 
endocrine  syndromes.  These  include  ADH,  in- 
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sulin,  ACTH,  parathyroid,  TSH,  gonadotropin, 
serotonin,  and  others.  A knowledge  of  the  syn- 
dromes is  important  in  the  differential  diagno- 
sis and  treatment  of  endocrine  disease  as  well 
as  giving  one  an  awareness  and  the  ability  to 
deal  with  the  metabolic  complications  which  in 
themselves  can  be  life  threatening. 

Dr.  Villavicencio  might  comment  about  this. 

Dr.  Villavicencio:  When  dealing  with  this  type 
of  patient,  you  can  no  longer  make  your  charts 
like  you  used  to  do  some  time  ago,  and  say, 
“This  patient  is  going  to  have  high  calcium, 
low  phosphorus,  and  high  alkaline  phosphatase 
levels.”  Now,  we  know  that  the  phosphorus  lev- 
els can  show  a wide  scatter,  and  a patient  who 
has  lost  a lot  of  weight  probably  will  have  a low 
phosphorus  level.  Everything  depends  on  the 
combination  of  the  absorption  of  substances 
like  vitamin  D,  the  kidney  function  at  that  par- 
ticular time,  and  the  metabolism  of  bone  and 
the  inter-relationships  of  bone  deposition  and 
bone  absorption.  Of  course,  all  of  this  is  con- 
tinually changing.  These  patients  must  be  evalu- 
ated in  the  light  of  clinical  experience,  and  not 
solely  on  the  basis  of  whether  they  have  high 
calcium,  low  phosphorus,  and  high  or  normal 
alkaline  phosphatase  values. 

According  to  the  protocol  the  patient's  serum 
calcium  level  was  5.3  mEq/liter  before  he  went 
to  surgery.  Multiplied  by  2.2,  this  figure  comes 
to  11.66  mg/100  cc,  so  he  still  would  have 
been  hypercalcemic  according  to  my  calcula- 
tions. When  we  consider  calcium  values,  a dif- 
ference of  0.1  in  our  laboratory  is  significant. 
The  high  normal  is  10.8  mg/100  cc,  and  we 
think  that  a value  of  10.9  is  quite  significant. 

Dr.  Grollrnan:  When  converting  from  milli- 
equivalents  per  liter  to  milligrams  per  100  cc, 
the  conversion  factor  of  2.0  should  be  used. 
This  would  mean  a calcium  level  of  10.6  mg/ 
100  cc,  a normal  level. 

Dr.  Fox:  This,  however,  has  to  be  viewed  in 
conjunction  with  the  patient’s  low  total  serum 
protein;  consequently,  his  effective  calcium  con- 
centration would  be  higher  than  that  figure. 

Dr.  Villavicencio:  You  are  all  aware  of  the 
various  endocrine  pictures  that  can  be  pro- 
duced; the  more  common  one  is  Cushing’s  syn- 
drome. By  1964  there  were  more  than  100 


cases  recorded,  and  we  have  many  more  by 
now.  Of  course  Cushing’s  syndrome  is  more 
commonly  associated  with  carcinoma  of  the 
lung,  and  can  be  easily  recognized  clinically 
because  it  progresses  rapidly  and  mortality  is 
high.  Therefore,  with  high  calcium  levels,  car- 
cinoma of  the  lung  is  the  most  common  associa- 
tion. Thymic  carcinoma  is  second.  Among  other 
syndromes  which  have  been  associated  with 
the  tumors  producing  endocrine-like  hormones 
there  is  hypoglycemia  which  has  been  associ- 
ated with  retroperitoneal  tumors,  hepatic  tu- 
mors, adrenal  carcinomas,  and  others.  Some 
have  ascribed  this  to  an  increased  amount  of 
insulin,  whereas  others  believe  that  since  these 
tumors  are  quite  large  and  consume  large 
amounts  of  glucose,  the  hypoglycemia  is  sec- 
ondary to  the  increased  metabolism  of  the  tu- 
mor itself.  Erythrocytosis  is  another  condition 
which  has  been  associated  principally  with  car- 
cinoma of  the  kidneys.  Some  believe  that  it  re- 
sults from  anoxia  and  others  think  that  this  is 
related  to  an  increase  in  erythropoietin.  There 
are  some  tumors  which  are  seen  less  frequently. 
For  example,  precocious  puberty  has  been  asso- 
ciated with  hepatoblastoma.  Some  people  be- 
lieve that  this  is  related  to  increase  in  the  go- 
nadotropin levels  in  these  patients.  Increased 
serotonin  levels  with  a carcinoid  syndrome  in 
patients  with  pancreatic  neoplasm  have  been 
reported.  This  patient  had  carcinoma  of  the 
lung  which  apparently  responded  to  therapy 
prior  to  his  surgery.  The  sine  qua  non  is  that  the 
hypercalcemia  returns  to  a normal  level  after 
the  removal  of  the  tumor.  The  test  with  the 
steroids,  although  it  is  used,  is  not  infallible. 

Did  this  patient  have  hyperparathyroidism  or 
did  he  have  a tumor  with  hypercalcemia?  And 
when  he  had  hypercalcemia,  was  it  caused  by 
bony  metastases  or  not?  The  radiologist  tells 
us  that  he  cannot  see  any  evidence  of  bony 
metastases.  As  Dr.  Bradley  has  pointed  out, 
this  lack  of  evidence  is  not  infallible,  and  it  has 
been  shown  at  autopsy  that  patients  can  have 
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actual  bony  destruction  without  discernible 
signs  or  roentgenograms.  This  patient  is  re- 
ported as  having  no  metastases.  Dr.  Bradley 
does  not  think  this  was  a parathyroid  hormone 
producing  tumor.  The  only  way  to  be  sure  is  to 
do  a hormone  assay  of  the  tumor  itself.  Since 
this  is  a bioassay,  one  cannot  talk  of  measur- 
ing the  hormone  itself,  but  only  of  measuring 
a hormone-like  effect.  In  considering  patients 
with  so-called  parathyroid  hormone  producing 
tumors,  we  must  also  ask  if  they  in  fact  pro- 
duce a substance  which  stimulates  the  para- 
thyroid glands,  for  at  autopsy  many  patients  do 
show  hyperplasia  of  the  parathyroids.  Conse- 
quently, analysis  of  a tumor  itself  may  not  yield 
any  parathyroid  hormone,  yet  the  tumor  may  be 
the  etiologic  factor  in  causing  stimulation  of  the 
parathyroid. 

I think  that  this  patient  could  have  had  a 
parathyroid  producing  tumor  even  though  he 
had  shown  some  good  response  prior  to  sur- 
gery, and  the  final  answer  only  can  be  found 
with  a hormone  assay. 

Dr.  Grollman:  In  so  many  fields  of  medicine, 
it  seems  as  if  the  more  we  learn  about  a given 
subject,  the  less  dogmatic  we  become;  this  cer- 
tainly is  true  of  the  diagnosis  of  parathyroid 
tumors.  Twenty-five  years  ago  we  thought  there 
was  no  problem  in  diagnosing  this  condition  by 
the  presence  of  high  calcium  and  low  phos- 
phorus levels.  The  few  tests — that  we  now 
know  are  not  very  helpful — were  done,  and  the 
surgeon  would  proceed,  often  removing  normal 
glands.  We  see  patients  without  apparent  tu- 
mors who  have  high  calcium  and  low  phos- 
phorus levels,  but  who  lack  other  clinical  evi- 
dence of  hyperparathyroidism.  In  such  cases 
one  must  rely  on  the  general  clinical  evaluation 
for  the  diagnosis. 

For  example,  I saw  a patient  recently  who  had 
no  evidence  of  tumor.  He  had  high  calcium  and 


low  phosphorus  values,  but  clinically  he  had 
none  of  the  features  associated  with  hyperpara- 
thyroidism. At  death,  which  occurred  soon  after- 
wards, this  patient  was  found  to  have  a tiny  tu- 
mor just  behind  the  heart  which  had  been 
missed  by  the  radiologist.  In  other  words,  many 
factors  can  affect  the  calcium  homeostasis  and 
give  rise  to  what  superficially  resembles  hyper- 
parathyroidism. When  still  furthe''  complicated 
by  the  presence  of  massive  tumor,  as  we  have 
here,  the  problem  is  doubly  complicated.  From 
a purely  practical  point  of  view,  since  the  tumor 
was  inoperable  it  made  no  difference  whether 
the  patient  had  hyperparathyroidism  or  not,  but 
it  is  an  interesting  academic  problem  and  raises 
many  questions.  For  example,  why  do  these  tu- 
mors make  these  hormones?  Cells  are  multi- 
potential and  can  synthesize  many  compounds 
which  they  normally  fail  to  do  because  of  the 
presence  of  repressor  genes.  This  is  the  case, 
for  example,  in  the  steroid-producing  endocrine 
organs.  The  adrenal  can  make  estrogen  and  an- 
drogen; the  ovary  can  make  both,  as  can  the 
testes;  but  the  repressor  genes  repress  their 
synthesis,  so  that  the  normal  gland  primarily 
makes  its  normal  hormones.  When  it  becomes 
malignant  and  no  longer  subject  to  its  normal 
machinery,  it  can  make  large  amounts  of  extra- 
neous hormones.  Protein,  of  course,  is  a prod- 
uct of  every  cell.  Amino  acids  are  also  available 
to  every  cell,  so  it  is  not  surprising  that  any  tu- 
mor (which  is  no  longer  responsive  to  the  nor- 
mal repressive  genes  and  the  normal  machinery 
which  controls  the  particular  proteins  that  it 
makes)  should  make  any  kind  of  protein.  More- 
over since  activity  as  in  a series  of  congener 
drugs  is  not  limited  to  a specific  agent,  it  need 
not  make,  for  example,  a parathyroid  hormone 
that  is  identical  to  the  parathyroid  hormone  nor- 
mally produced  by  the  parathyroid  gland,  but  it 
can  make  other  amino  acid  chains  which  mimic 
endocrine  abnormalities.  Tumors  usually  pro- 
duce hormones,  which  are  either  proteins  or 
polypeptides  or  simple  compounds  like  5-hy- 
droxytryptamine  which  probably  every  cell  could 
make.  We  are  not  surprised,  therefore,  that  tu- 
mors of  various  types  may  produce  a carcinoid 
syndrome,  or  mimic  the  effects  of  erythropoie- 
tin or  a parathyroid  hormone. 

Dr.  Fox:  Would  anyone  else  care  to  comment? 

Dr.  Bradley:  I think  Dr.  Grollman  has  touched 
on  what,  to  me,  is  the  most  interesting  aspect 
of  this  in  regard  to  the  production  of  polypep- 
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tide  hormones  by  various  tissues.  First,  there  is 
no  reason  why  these  tissues  cannot  produce 
these  polypeptide  hormones.  The  polypeptide 
hormones  seem  to  serve  as  messengers.  They 
are  ideally  suited  for  this:  they  have  a sequence 
of  20  amino  acids,  and  it  depends  on  how  these 
are  lined  up  one  after  another,  and  how  they 
are  lined  up  in  terms  of  their  special  configura- 
tion and  so  on,  as  to  what  this  message  will  be. 
It  seems  obvious  that  they  carry  at  least  two 
aspects  of  the  message.  First,  they  tell  a cell 
that  they  are  going  to  work  on  that  cell,  and 
then  they  tell  it  what  to  do.  For  instance,  the 
parathormone-like  substances  produced  by  such 
tumors  would  carry  a message  directed  toward 
gut  cell,  and  they  would  tell  the  cell  in  the  in- 
testinal mucosa,  “now  absorb  more  calcium.” 
This  is  neither  mysterious  nor  surprising. 

In  listing  various  categories  of  hypercalce- 
mia with  malignancies,  I left  out  a case  report 
from  Rochester,  which  was  published  about 
1961  in  the  Annals  of  Internal  Medicine.  A pa- 
tient with  hypercalcemia  and  malignancy  was 
found  to  have  parathyroid  hyperplasia,  and  the 
hypercalcemia  was  cured  by  removing  the  para- 
thyroid gland. 

We  are  willing  to  accept  hypercalcemia  with 
metastatic  bone  disease,  but  I do  not  think  we 
inquire  far  enough.  Why  does  a tumor  in  a bone 
necessarily  cause  a dissolution  and  release  the 
calcium  and  phosphorus?  I would  be  interested 
in  learning  the  mechanism. 

Dr.  Seitzman:  We  know  several  things  about 
metastatic  disease  in  bone;  the  vascular  flow  or 
vascularity  is  potentially  increased.  Mobilization 
of  calcium  from  bone  occurs  in  any  condition — 
infection,  for  example — that  produces  an  in- 
creased blood  flow.  Thermography  shows  in- 
creased heat  in  many  areas  of  metastatic  dis- 
ease of  the  bone,  and  if  this  heat  is  related  to 
blood  flow,  that  may  be  part  of  the  answer. 

One  other  piece  of  evidence  stems  from  an- 
giography; the  tumor  vessels  seen  on  angiog- 
raphy studies  seem  to  constitute  micro-arterio- 
venous  fistula  multiple,  so  there  should  be  a 
fairly  large  blood  volume  which  usually  is  not 
susceptible  to  adrenaline,  leading  to  almost  a 
constant  flow. 

Pathologic  Findings:  Dr.  Townsend:  In  this  case 
we  have  to  base  our  pathologic  interpretation 


on  the  material  removed  at  surgery,  and  this 
consisted  of  a 3.5  by  3 cm  piece  of  tissue.  It 
was  relatively  smooth  on  its  outer  surface,  soft 
on  palpation,  and  was  a brownish  gray  color. 
The  cut  surface  was  the  same  color,  and  had  a 
gelatinous,  mucoid  appearance. 

On  low  power  microscopic  examination  we 
saw  some  large  vascular  channels,  but  the  over- 
all pattern  was  fairly  uniform.  At  a little  higher 
power  one  of  the  vascular  channels  showed  a 
pleomorphism  of  cells.  We  saw  some  quite  large 
nuclei,  but  overall  there  was  a vacuolization  or 
a clearness  in  the  cytoplasm — a myxomatous 
appearance,  if  you  will.  At  higher  magnification 
stellate  cells  with  large  nuclei  and  vacuolization 
of  the  cytoplasm  were  seen.  At  the  time  we 
made  the  frozen  section,  stains  for  fat  were 
negative.  After  making  more  sections  and  again 
staining  for  fat,  we  found  a few  cells  which 
showed  a suggestion  of  fat  droplets.  The  dif- 
ferential diagnosis,  from  a histological  stand- 
point, would  be  myxosarcoma,  rhabdomyosar- 
coma, or  more  likely  from  the  gross  appearance 
of  the  tumor,  a liposarcoma.  The  final  diagnosis 
was  pleomorphic  liposarcoma.  On  the  edge  of 
the  tumor  there  appeared  to  be  some  more  ma- 
ture fat  cells  in  which  transitions  into  the  tumor 
cells  could  be  traced.  That,  with  the  faint  traces 
of  fat  within  the  cells  deep  in  the  tumor,  deter- 
mined the  diagnosis.  These  tissue  sections  were 
reviewed  by  other  pathologists  and  by  the 
Armed  Forces  Institute  of  Pathology,  and  all 
concurred. 

The  question  arose  as  to  whether  or  not  this 
tumor  was  producing  a parathyroid  hormone. 
Some  of  the  fresh  material  as  well  as  venous 
and  arterial  blood  was  frozen.  This  material  was 
sent  to  the  NIH  Section  on  Polypeptide  Hor- 
mones and  was  examined  in  Dr.  John  T.  Pott’s 
laboratory.  In  their  assay,  they  found  no  para- 
thyroid hormone  in  their  initial  study.  A prelim- 
inary communication  on  parathyroid  hormone 
production  by  nonparathyroid  tumors  (publish- 
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ed  in  the  Journal  of  Clinical  Endocrinology,  Jan- 
uary 1967)  of  which  Dr.  Potts  was  one  of  the 
authors,  concluded: 

“To  prove  absolutely  that  these  tumors  syn- 
thesize and  secrete  the  hormone  would  require 
tests  for  net  synthesis  in  vitro  and  the  use  of 
the  immunoassay  to  detect  increased  quanti- 
ties of  hormone  in  effluent  blood  from  tumors 
in  situ  at  the  time  of  surgical  exploration.  It 
would  also  be  of  interest  to  test  response  to  the 
same  stimuli  that  regulate  the  secretion  of  the 
parathyroid  glands.  Further  studies  of  the  hor- 
mone in  tumor  will  also  require  improvement  in 
the  methods  of  fractionation  and  concentration 
to  make  available  sufficient  material  for  defini- 
tive bio-assays  and  chemical  analysis  of  the 
polypeptide.” 

Apparently,  therefore,  they  still  are  not  com- 
pletely satisfied  with  the  method  of  studying 
these  tumors  for  possible  hormone  content. 
From  a pathological  standpoint,  this  patient  had 
a pleomorphic  liposarcoma  which  was  associat- 
ed with  some  clinical  evidence  of  calcium  dis- 
turbance, but  no  parathyroid  hormone. 

Dr.  Villavicencio:  Has  anyone  had  any  experi- 
ence in  the  use  of  sodium  sulfate  in  the  treat- 
ment of  hypercalcemia? 

Dr.  Bradley:  We  have  not  chosen  to  use  sul- 
fate because  it  causes  intense  hypercalciuria. 
We  have  used  phosphates  in  selected  cases;  we 
believe  that  in  spite  of  the  grave  dangers  asso- 
ciated with  it,  phosphate  can  be  very  beneficial 
for  certain  patients  if  it  is  used  properly. 

Dr.  Hammond:  Dr.  Fox  was  working  on  an- 
other interesting  diagnosis — anti-antidiuretic 
type  hormones.  The  patient  was  quite  dehydrat- 
ed, was  in  a profound  coma,  and  appeared  to  be 
in  a parathyroid  crisis. 


Dr.  Seitzman:  I thought  there  was  a recent 
report  of  a possible  anti-antidiuretic  hormone. 

Dr.  Bradley:  I think,  so  as  not  to  implicate 
two  anti’s,  that  there  are  two  explanations  for 
the  dehydration — hypercalcemia  and  hypoka- 
lemia. 

Dr.  Hammond:  At  the  time  of  bronchoscopic 
biopsy,  all  of  the  patient’s  serum  calciums 
(known  to  us)  were  still  quite  elevated,  and  his 
phosphorus  level  was  low.  Also,  with  actinomy- 
cin-D  therapy,  the  serum  calcium  dropped  rap- 
idly and  when  it  reached  a level  of  3.7  mEq/ 
liter  we  looked  for  possible  tetany. 
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INTRODUCTION:  Dr.  Schoolar:  In  my  capacity 
as  assistant  director  of  the  Texas  Research  In- 
stitute of  Mental  Sciences,  it  is  my  pleasure  to 
serve  as  chairman  for  Grand  Rounds.  The  cases 
to  be  presented  herein  are  from  Dr.  Gordon 
Farrell’s  service.  They  were  discovered  in  the 
screening  program  of  metabolic  disease  in  men- 
tal retardation  conducted  by  his  staff.  This  work 
began  last  fall  with  mailed-in  specimens  from 
the  various  state  schools.  We  have  a small  met- 
abolic ward  for  diagnostic  workup  of  suspected 
inborn  errors  of  metabolism  discovered  in  this 
way.  Today’s  first  patient  (we  shall  call  her 
Amy)  was  brought  in  from  the  Abilene  State 
School  on  the  basis  of  an  abnormal  urinary 
amino  acid  chromatogram.  Work-up  of  the  re- 
maining members  of  the  family  in  Odessa,  Tex- 
as, revealed  another  case,  Amy’s  sister,  whom 
we  shall  call  Beth.  Dr.  R.  E.  Headlee,  clinical 
director  of  the  Abilene  State  School,  saw  the 
case  first. 

Case  1:  Past  History:  This  20-year-old  girl  is  the 
firstborn  of  an  18-year-old  mother.  Except  for 
nausea,  the  pregnancy  was  uneventful.  She  was 
born  Dec  19,  1947,  three  weeks  before  term, 
at  the  Andrews  County  Hospital  in  Andrews, 
Texas.  Labor  was  reported  to  be  prolonged 
three  days,  and  forceps  were  used.  The  baby 
was  alert;  there  were  no  breathing  problems. 
Birth  weight  was  4 lb,  12  oz.  Developmental 
milestones  were:  sat  alone  at  8 months,  pulled 
up  at  10  months  and  walked  alone  at  14 
months,  tried  words  at  1 year,  sentences  at  2 
years,  toilet  trained  at  1 year,  first  teeth  at  14 
months.  Mental  development  was  considered 
normal  until  age  of  4.  From  the  age  of  2 she 
demonstrated  a preference  for  vegetables, 
fruits,  and  fats  and  an  aversion  to  meat,  eggs, 
and  milk. 


After  loss  of  lanugo  at  2.5  months,  her  hair 
growth  was  noted  to  be  abnormal,  stubby,  and 
friable.  The  hair  abnormality  was  brought  to  the 
attention  of  several  physicians.  The  diagnosis 
of  pili  torti  or  trichorrhexis  nodosa  is  recorded; 
thyroid  was  prescribed  at  different  times  with 
uncertain  benefit.  Bone  age  was  reported  to  be 
retarded. 

At  the  age  of  1.5  years  she  had  a brief  seiz- 
ure coincident  with  an  episode  of  pneumonia, 
and  at  the  age  of  3.5  to  4 years  was  reported  to 
have  had  a series  of  convulsions  (without  loss 
of  consciousness)  each  lasting  30  to  60  sec- 
onds, during  a slight  infection.  These  consisted 
of  bringing  both  arms  across  the  chest  and 
clenching  the  fists  with  gross  jerking  move- 
ments of  arms  and  legs.  The  left  arm  was  more 
involved  than  the  right,  and  the  left  eyelid 
twitched.  This  type  of  seizure  occurred  about 
20  times  per  day  for  four  days.  Injection  of  cal- 
cium gluconate  was  reported  to  give  relief.  The 
child  was  described  at  that  time  as  being  alert 
and  of  normal  size,  and  functioning  approxi- 
mately at  her  age  level.  Bald  spots  were  noted 
on  the  head  and  the  hair  was  described  as  dry 
and  brittle.  Pedal  skin  was  reported  as  dry,  liver 
palpable  1-2  cm.  Her  serum  calcium  level  was 
reported  to  be  low,  phosphorus  normal,  and 
alkaline  phosphatase  normal.  Urine  calcium  and 
phosphorus  levels  were  reported  to  be  low. 
Roentgenograms  showed  no  bone  changes. 
There  was  a rise  of  urinary  phosphorus  after 
parathormone  injection.  Radioactive  iodine  up- 
take was  then  normal.  The  electroencephalo- 
gram (EEG)  was  abnormal.  The  diagnosis  of 
hypoparathyroidism  was  advanced,  and  treat- 
ment was  initiated  with  dihydrotachysterol  and 
calcium  and  continued  for  about  one  year. 

At  the  age  of  12  years  she  was  hospitalized 
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Fig  1.  Clinical  appearance,  case  1,  20-year-old 
woman  from  Odessa,  Texas. 


again  for  studies  of  parathyroid  function.  At  this 
time  there  was  now  a baby  in  the  family  with 
similar  hair  as  this  patient,  who  also  had  growth 
failure  (Case  2). 

Amy  was  then  found  to  be  somewhat  men- 
tally retarded:  other  findings  were  unremark- 
able. The  only  positive  finding  was  an  abnormal 
EEC  which  suggested  a convulsive  disorder;  no 
metabolic  disorder  was  detected.  When  dis- 
charged she  was  taking  Dilantin,  which  was 
later  stopped.  A neurological  consultant  in  1966 
reported  the  impression  of  “mental  retardation, 
probably  due  to  an  inborn  error  of  metabolism 
with  active  behavior  disorder.” 

Amy  attended  special  education  classes  be- 
tween the  ages  of  7-16  years,  is  able  to  write 
letters  and  has  a good  concept  of  numbers.  In 
June,  1967,  at  age  19,  she  was  admitted  to 
Abilene  State  School  because  of  a behavior 
problem  and  difficulties  in  the  home  situation. 
Psychological  evaluation  in  1967  showed  her 
IQ  to  be  57. 

Menarche  was  at  12-13  years,  periods  regu- 


Fig  2.  Clinical  appearance  of  case  2,  8-year-old  sister 
of  patient  in  case  1. 


lar,  normal,  believed  to  be  somewhat  diminish- 
ed at  the  time  of  admission  to  the  State  School. 

Present  History  and  Physical  Findings:  The  pa- 
tient was  admitted  to  Texas  Research  Institute 
of  Mental  Sciences  for  metabolic  studies  Jan 
15,  1968,  as  a result  of  positive  amino  acid 
screening  test  findings.  On  admission,  physical 
examination  revealed  a healthy  appearing  girl. 
Her  height  was  61%  inches;  weight  121  lb; 
skin,  unremarkable;  hair,  straight,  dry,  break- 
able, short,  and  only  about  1-2  cm  long  on  the 
occiput;  nails,  bitten.  Her  outer  ears  were  quite 
small,  and  hearing  grossly  normal.  Her  eyes 
were  normal,  with  no  nystagmus,  and  her  nose, 
mouth,  gums,  teeth,  pharynx,  and  tonsils  were 
normal  as  was  the  thyroid.  The  lungs  and  heart 
were  unremarkable;  her  blood  pressure  was 
115/60  mm  Hg.  Abdomen  was  unremarkable, 
and  the  patient  had  normal  female  genitalia. 

Her  behavior  was  cooperative,  and  her 
speech  was  quite  clear.  The  skull  was  of  nor- 
mal size  (frontal-occipital  circumference  52 
cm)  and  cranial  nerves  were  normal.  Deep  ten- 
don reflexes  were  lively  and  symmetrical  with 
no  clonus;  plantars,  flexor.  Gait  and  sensation 
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Fig  3.  Microscopic  appearance  of 
the  hair.  This  illustrates  classical 
trichorrhexis  nodosa. 


were  normal,  and  there  was  no  obvious  coor- 
dination defect. 

Psychological  Evaluation:  Results  of  the 
Wechsler  Adult  Intelligence  Scale  tests  were 
verbal  IQ  57,  performance  IQ  62,  and  full  scale 
IQ  57. 

Laboratory:  Blood  tests  revealed  the  follow- 
ing values:  Hematology:  hemoglobin  14.7,  15.3, 
14.4,  11.7,  12.1  gm/100  ml;  hematocrit  43, 
47,  45,  36,  36%:  white  blood  cells  5,400, 
14,100,  14,200,  9,900/cu  mm;  segmented 
neutrophils  41,  80,  62,  60%;  band  cells  2,  0, 
0>  0%:  lymphocytes  54,  19,  33,  39%;  mono- 
cytes 2,  0,  4%;  eosinophils  1,  0,  1%;  reticulo- 
cytes 1.3%.  Serology:  nonreactive.  Chemistry: 
fasting  blood  sugar  100  mg/100  ml;  calcium 
10.7  mg/100  ml;  phosphorus  3.7  mg/100  ml; 
alkaline  phosphatase  sigma  units,  2.0;  sodium 
140.5,  138  mEq/liter;  potassium  4.8,  4.4 
mEq/liter;  chloride  98,  99  mEq/liter;  carbon 
dioxide  30,  29  mEq/liter;  urea  nitrogen  18  mg/ 
100  ml;  SCOT  22  sigma  units;  SGPT  30  sigma 
units;  bilirubin  0.65  mg/100  ml;  cholesterol 
213  mg/100  ml;  uric  acid  2.6  mg/100  ml; 
fructose  0 mg/ 100  ml;  galactose  5.0  mg/ 100 
ml;  citrulline  26  [xM/100  ml  (normal  1.7  to 
2.8):  plasma  protein  electrophoresis,  normal; 
plasma  aminogram,  extra  component  complex 
III  (basic  amino  acids):  argininosuccinase  ab- 
sent; ammonia,  fasting  126.5  and  postprandial 
133  [ig/lOO  ml.  Karyogram:  normal. 

Urine  tests  gave  these  values:  specific  grav- 
ity 1.033;  pH  6.0,  6.5;  glucose,  ketones,  pro- 
tein, occult  blood,  red  blood  cells,  white  blood 
cells,  and  bacteria,  negative;  uric  acid  1.29 
mg/mg  creatinine/day;  fructose  1.11  mg/mg 
creatinine/day;  galactose  0.11  mg/mg  creatin- 
ine/day; urinary  aminogram,  complexes  ll-IV 


profoundly  elevated;  argininosuccinic  acid  3.24 
gm/day  (normal  0);  total  amino  acid  nitrogen/ 
total  nitrogen  8.66-12.68  gm/24  hr  (normal 
2.9±  2.5). 

Skull  and  chest  x-rays  showed  no  abnormali- 
ties. The  EEG  abnormality  is  described  by  Dr. 
Jean  Moure  in  the  discussion  of  these  cases. 

After  being  in  the  ward  for  about  one  week 
on  unrestricted  diet,  the  patient  started  to  com- 
plain of  nausea  and  dizziness.  Her  speech  be- 
came unclear  and  slow,  she  became  stuporous, 
was  unable  to  stand  or  walk  without  help,  and 
developed  lateral  nystagmus.  Fasting  blood  am- 
monia values  were  found  to  be  86.4  i^g/lOO 
ml  (normal  18-57).  She  improved  when  given  a 
low  protein,  high  liquid  diet  supplemented  with 
citric  acid,  2 gm/day.  Fasting  blood  ammonia 
values  are  presently  within  normal  limits,  but 
tend  to  exceed  the  upper  normal  values  after 
meals. 

Case  2:  Past  History:  Beth,  age  8,  is  Amy's  sis- 
ter. (The  third  child  in  the  sibship,  a 17-year- 
old  boy,  appears  healthy.  The  mother  had  two 
miscarriages  between  cases  1 and  2.)  Preg- 
nancy was  uncomplicated,  and  full-term  spon- 
taneous labor  without  anesthesia  lasted  8-9 
hours.  Birth  weight  was  6 lb  10  oz.  There  were 
no  neonatal  difficulties,  no  feeding  difficulties, 
tendency  to  vomiting,  or  irritability.  Develop- 
mental milestones  were:  smiled  at  5 weeks, 
held  up  head  at  2 weeks,  sat  at  4 months, 
crawled  at  5 months,  stood  up  with  aid  at  5 
months,  walked  alone  at  14  months,  single 
words  at  11  months,  started  sentences  at  14 
months,  toilet  trained  at  one  year,  rode  tricycle 
at  5 years.  Failure  to  grow  normally  in  weight 
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and  length  since  the  age  of  5 months  was  re- 
ported. 

Abnormal  hair  was  found  after  birth,  reported 
to  be  the  same  as  her  sister’s.  She  was  hos- 
pitalized at  the  age  of  11  months  for  study.  At 
that  time  her  weight  was  15  lb,  8 oz;  height 
271/2  inches.  Hair  was  described  as  very  dry, 
straight,  and  soft.  Electrolytes  were  normal  as 
were  skull  and  chest  x-rays,  bone  maturation, 
and  results  of  intravenous  pyelogram  and  EEG. 
No  evidence  of  hypoparathyroidism  or  other 
metabolic  disturbance  was  elicited.  The  impres- 
sion was  “growth  failure,  cause  undetermined.’’ 

At  the  age  of  14-15  months  Beth  had  her 
first  seizure  during  an  episode  of  fever.  These 
were  right-sided  seizures  without  unconscious- 
ness, lasting  about  one  minute;  the  head  was 
turned  backward  and  eyes  were  open  with  up- 
ward gaze.  She  has  had  the  same  type  of  seiz- 
ure about  ten  times  since,  often  two  or  three 
short  convulsions  close  together.  Sometimes 
she  vomits  with  them  and  is  sleepy  afterwards. 

This  child  also  early  demonstrated  a dislike 
of  all  protein-containing  food — meat,  milk, 
eggs.  Her  diet  was  mostly  vegetables,  fruits, 
and  fats. 

Beth  was  found  to  be  slow  in  her  mental  de- 
velopment according  to  her  mother,  more  so 
than  her  older  sister.  She  started  special  edu- 
cation classes  at  the  age  of  6 years.  She  is  de- 
scribed as  hyperactive  and  was  taking  Mellaril. 

Present  History  and  Physical  Findings:  Beth 
was  admitted  to  the  Texas  Research  Institute 
of  Mental  Sciences  for  studies  Feb  22,  1968, 
following  a family  study  of  her  sister  Amy.  She 
is  an  active,  pleasant  child  somewhat  small  for 
her  stated  8 years.  Her  height  is  SOVz  inches, 
weight  62  lb  (both  between  50-75%);  frontal- 
occipital  circumference  49  cm  (low  normal  lev- 
el). Appearance  otherwise  is  normal  except  that 
the  hair  is  short,  dry,  and  friable;  eyelashes 
are  short  and  eyebrows  are  scanty.  The  skin  is 
dry  but  otherwise  normal;  nails  are  normal; 
ears,  eyes,  nose,  and  mouth  are  unremarkable. 
Some  teeth  are  broken  and  there  are  a few 
white  spots  on  the  teeth.  The  thyroid  is  normal, 
and  the  heart,  lungs,  abdomen,  and  genitalia 
are  unremarkable.  Neurological  findings  show 
lively,  symmetrical  deep  tendon  reflexes.  Ba- 
binsky  is  negative.  Hyperactive  behavior,  short 
attention  span,  and  moderate  retardation  are 
seen. 


Laboratory  Results:  Blood  tests  revealed  the 
following  values:  Hematology:  hemoglobin  13.1 
gm/100  ml;  hematocrit  39%;  white  blood  cells 
10,800/cu  mm;  segmented  neutrophils  44%; 
lymphocytes  46%;  monocytes  10%;  erythro- 
cyte sedimentation  rate  6 mm/hour.  Chemistry: 
fasting  blood  sugar  93  mg/100  ml;  creatinine 
0.6  mg/100  ml;  calcium  19.5  mg/100  ml; 
phosphorus  7.6,  5.1  mg/100  ml;  alkaline  phos- 
phatase 7.9  sigma  units;  sodium  142  mEq/ 
liter;  potassium  4.4  mEq/liter;  chloride  106 
mEq/liter;  carbon  dioxide  25  mM/liter;  choles- 
terol 143  mg/100  ml;  protein  bound  iodine  6.2 
Hg/100  ml;  ammonia,  fasting  55,  23.1  and 
postprandial  84,  84  [.ig/100  ml;  serum  citrul- 
line  13.1  |iM/100  ml  plasma;  uric  acid  3.6  mg/ 
100  ml;  fructose  0 mg/100  ml;  galactose  11.9 
mg/100  ml;  SCOT  18  sigma  units;  SGPT  16 
sigma  units;  bilirubin  0.9  mg/100  ml;  arginino- 
succinase  absent.  Karyogram:  normal. 

Urine  tests  gave  these  values;  pH  6;  albumin 
negative;  glucose  negative;  ketones  negative; 
Clinitest  negative;  phenylketones  negative;  Fe 
CI3  negative;  NaCN  Na-nitroprusside  negative; 
uric  acid  24.8  mg/mg  creatinine/day;  galac- 
tose 0.15  mg/mg  creatinine/day;  argininosuc- 
cinic acid  924  mg/day  (normal  0);  amino  acid 
nitrogen/total  nitrogen,  6.73  gm/24  hr. 

Skull  and  chest  x-rays  showed  no  abnormali- 

Fig  4.  Flow  sheet  of  the  isolation  of 
argininosuccinic  acid. 
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Fig  5a.  The  infra-red 
spectra  of  the  free  form 
of  argininosuccinic 
acid  isolated  from  the 
urine  of  ca.se  7.  The 
upper  tracing  is  that  of 
reference  argininosuccinic 
acid;  the  lower  tracing 
is  that  of  the  substance 
i.solated  from  the  urine 
after  acidification. 


Fig  5h.  The  infra-red 
spectra  of  the  barium  salt 
of  argininosuccinic 
acid  (upper  tracing)  and 
of  the  substance  isolated 
from  the  urine  of 
case  1 (lower  tracing). 


ties,  and  bone  age  was  normal.  EEG  was  dif- 
fusely abnormal.  The  waking  record  shows  al- 
most continuous  2V2-3/second  low  voltage 
sharp  and  high  voltage  slow  activity  in  both  oc- 
cipital regions  and  evidence  of  independent  foci 
of  space  activity  in  both  occipital  regions  (Dr. 
Jean  Moure). 

The  plasma  aminogram  was  within  normal 
limits;  the  urinary  aminogram  showed  increased 
complexes  II  and  III. 

On  unrestricted  diet  during  her  first  few  days 
at  Texas  Research  Institute,  Beth  vomited  twice 
and  experienced  one  brief  seizure.  Low  protein 
diet  and  citric  acid,  2 gm/day,  were  started; 
she  is  presently  symptom-free. 

Dr.  Schoolar:  We’ll  now  have  the  consultants. 
There  were  two  particularly  useful  consulta- 
tions; neurology  and  dermatology.  Dr.  Rausch- 
kolb  will  present  the  studies  on  the  hair  and  the 
isolation  work  on  the  urinary  amino  acids,  and 
Dr.  Moure  will  present  her  EEG  findings. 

Discussion:  Dr.  Rauschkolb:  Fig  1 illustrates  the 
clinical  appearance  of  Amy’s  hair.  As  you  can 
see,  there  is  a sparse  appearance  to  the  irregu- 
lar short  scalp  hair.  Fig  2 is  that  of  her  sister, 
Beth.  Notice  the  area  of  partial  alopecia  due 
probably  to  rubbing  her  head  against  the  pillow. 
Any  trauma  to  the  hair  (brushing  or  combing) 
tends  to  cause  the  shaft  to  break  off,  leaving 


shortened  hair  with  frayed,  brush-like  ends.  In 
addition  to  the  scalp  involvement,  Amy  and 
Beth  also  demonstrate  involvement  of  the  hair 
on  their  arms,  legs,  eyebrows,  and  eyelashes. 

Fig  3 demonstrates  the  microscopic  changes 
along  the  hair  shafts  of  Amy’s  hair.  The  hair 
shaft  has  undergone  partial  transverse  fracture 
in  a rather  distinctive  way,  suggestive  of  the 
appearance  which  would  result  if  the  bristles  of 
two  brooms  were  interlocked.  This  pathologic 
condition  of  hair  is  called  trichorrhexis  nodosa. 
The  nature  of  the  hair  keratin  defect  of  this 
form  of  trichorrhexis  nodosa  is  presently  un- 
known, although  it  has  recently  been  demon- 
strated to  take  place  in  the  hair  follicle.  Hair  is 
the  end  product  of  a process  of  protein  synthe- 
sis, incorporating  at  least  eight  amino  acids. 
Lack  of  any  one  of  the  essential  amino  acids  or 
a relative  imbalance  in  their  ratios  interferes 
with  normal  protein  synthesis.  For  this  reason 
trichorrhexis  nodosa  has  been  considered  prima 
facie  evidence  of  an  aminoacidopathy. 

We  were  advised  by  the  Texas  Research  In- 
stitute of  Mental  Sciences  laboratory  that  it 
was  their  opinion,  on  the  basis  of  chromatog- 
raphy, that  the  abnormal  compounds  in  the 
children’s  urine  might  be  argininosuccinic  acid, 
in  the  free  and  cyclized  forms.  Since  our  labor- 
atory has  had  some  experience  with  the  amino 
acid,  we  were  asked  to  attempt  the  identifica- 
tion. Fig  4 shows  the  flow  sheet  of  the  method 
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Fif;  6.  Case  1.  EEC  demonstrating  spike  and  slow  wave 
pattern. 


Fig  7.  Ca.H’  I.  EECi  showing  minimally  slow  activity 
where  the  seriin\  ammonia  was  low. 
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Fig  8.  Case  1.  EEG  showing  diffuse,  marked  slowing 
when  the  serum  ammonia  level  was  elevated. 
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Fig  9.  Case  1.  EEG  showing  marked  slowing, 
especially  of  the  occipital  activity. 

AMMONIA  84  0>ug/IOO  ml. 


/Vv\ 


of  isolation  by  the  method  of  Westall^:  3.24  gm 
of  tan  crystals  were  isolated  as  a barium  salt 
from  a 24-hour  specimen  of  Amy’s  urine.  A por- 
tion of  the  sample  was  acidified  to  yield  the  free 
compound.  Fig  5 shows  the  infra-red  spectra. 
There  is  no  doubt  that  the  compound  is  argini- 
nosuccinic acid.  On  the  first  attempt,  we  ob- 
tained 924  mg  of  barium  salt  from  a 24-hour 
urine  specimen  from  the  second  case,  Beth. 
The  infra-red  spectrum  of  the  isolated  material 
was  in  excellent  agreement  with  that  of  authen- 
tic barium  argininosuccinate. 

The  finding  of  large  amounts  of  argininosuc- 
cinic acid  in  the  urine,  plus  the  absence  of  ar- 
gininosuccinase  in  the  red  cells,  confirms  these 
to  be  cases  of  the  rare  syndrome,  argininosuc- 
cinic aciduria.  To  the  best  of  our  knowledge, 
these  are  the  14th  and  15th  cases  in  the  world 
and  the  first  described  in  Texas. 

Dr.  Moure:  The  EEGs  on  Amy  and  her  sister, 
Beth,  are  both  abnormal.  Amy’s  EEG  showed 
2-3  per  second  spike  and  slow  wave  discharge 
(Fig  6).  The  background  activity  varied  as  to  the 
level  of  serum  ammonia.  When  the  serum  am- 
monia was  only  slightly  elevated,  the  back- 
ground activity  was  only  minimally  slow  for  her 
age  (Fig  7).  At  the  time  when  the  serum  am- 
monia was  elevated  and  when  the  patient  was 
confused  and  listless,  the  background  activity 
showed  diffuse,  marked  slowing  (Fig  8).  When 
the  ammonia  was  elevated  the  paroxysms  of  2-3 
per  second  spike  and  slow  wave  discharge  per- 
sisted longer  and  occurred  more  frequently. 
During  the  time  of  these  paroxysms  the  patient 
has  seizures  which  are  easily  overlooked  but 
which  consist  of  her  rubbing  her  hands  togeth- 
er, chewing,  and  pulling  at  her  clothes. 

Beth’s  EEG  showed  marked  slowing,  especial- 
ly of  the  occipital  activity  where  there  are  runs 
of  2-3  per  second,  high  voltage,  slow  waves. 
There  are  also,  occasionally,  low  voltage  spike 
discharges  preceding  these  slow  waves  (Fig  9). 
There  is  also  evidence  of  generalized,  frontal 
dominant,  paroxysmal  spike  and  slow  wave  but 
this  was  not  of  the  regular  type  seen  in  Amy’s 
case;  instead  these  were  short  abortive  parox- 
ysms of  spike  and  slow  wave.  During  sleep 
there  was  a spike  focus  in  the  left  parietal  re- 
gion. The  patient  has  a history  of  focal  motor 
seizures. 


I would  like  to  discuss  the  significance  of 
these  EEG  findings.  Three  per  second  spike  and 
slow  wave  discharge  has,  in  the  past,  been  most 
frequently  associated  with  idiopathic  familial 
epilepsy.  Amy’s  recording  does  tend  to  resem- 
ble the  typical  3 per  second  spike  and  slow 
wave  discharge  records,  but  there  are  a few 
significant  differences  in  that  the  background 
activity  in  her  case  is  slightly  slow  and  the 
bursts  of  spike  and  slow  wave  discharge  are 
less  well  regulated  than  those  seen  in  idiopathic 
epilepsy. 

This  is  not  the  first  report  of  this  somewhat 
irregular  3 per  second  spike  and  slow  wave  dis- 
charge seen  in  children  with  various  disorders 
of  amino  acid  metabolism.  In  1955,  Fois,  Rosen- 
berg, and  Gibbs2  described  this  pattern  in  some 
of  their  cases  with  phenylketonuria.  Recently, 
Watson  and  others^  in  a group  of  children  with 
phenylketonuria  reported  on  one  case  showing 
an  almost  typical  3 per  second  spike  and  slow 
wave  discharge.  Allen  and  others  in  1959^ 
found  this  pattern  in  one  of  their  cases  of  ar- 
gininosuccinic aciduria  and  Schafer  and  others 
in  1962^  again  reported  this  pattern  in  hyper- 
prolinemia. 

It  is  also  of  interest  to  note  that  some  author- 
ities have  noted  some  disturbances  of  amino 
acid  metabolism  in  patients  with  idiopathic  fa- 
milial epilepsy. 

Dr.  Schoolar:  Thank  you.  Both  Amy  and  Beth 
are  waiting  in  the  anteroom  and  we  will  now  see 
them. 

We  are  fortunate  to  have  as  our  discussant 
Dr.  Hugo  Moser,  who  is  assistant  professor  of 
neurology.  Harvard  Medical  School,  and  associ- 
ate neurologist  at  the  Massachusetts  General 
Hospital.  Dr.  Moser  has  other  affiliations  and 
responsibilities;  he  is  director  of  research  and 
training  of  the  Walter  E.  Furnall  State  School  in 
Waltham,  Mass;  director  of  the  Center  for  Re- 
search for  Mental  Retardation  and  Related  As- 
pects of  Human  Development;  and  director  of 
the  University  Affiliated  Facilities  for  the  Men- 
tally Retarded,  also  at  the  Walter  Furnall  School. 

Dr.  Moser:  Both  patients  have  pleasant  dis- 
positions, are  alert,  impeccably  dressed,  and 
show  no  obvious  disorders  of  motility.  Their 
speech  is  normal  and  well  articulated  but  some- 
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what  slow;  a visitor  from  the  north  is  hard  put 
to  decide  if  this  is  normal  for  Texas.  They  are 
oriented  to  time,  place,  and  person,  but  their 
conversation  and  manner  are  more  those  of  a 
6-  to  8-year-old  child  than  those  of  a teen-ager 
or  adolescent.  The  most  striking  physical  fea- 
ture is  the  abnormal  hair  which  has  been  de- 
scribed by  Dr.  Rauschkolb.  Other  than  the  men- 
tal subnormality,  the  neurological  findings  are 
not  remarkable.  Eye  movements  are  normal. 
There  is  no  nystagmus.  However,  they  do  not  do 
well  at  “walking  a line.’’  Amy  can  do  this  for 
three  or  four  steps,  but  then  falters  or  requires 
support.  While  children  up  to  6 or  8 years  old 
often  do  not  do  this  well,  normal  adolescents 
should  perform  it  without  difficulty.  On  finger- 
to-nose  test  there  is  no  dysmetria  or  ataxia. 
Deep  tendon  reflexes  are  normally  active,  and 
plantar  responses  flexor. 

Clinical  Points:  Table  1 lists  the  clinical  fea- 
tures of  15  cases  of  argininosuccinic  aciduria, 
including  the  two  presented  here.  The  hair  ab- 
normality in  these  two  patients  is  striking.  Simi- 
lar changes  have  been  present  in  eight  other 
reported  cases.  In  the  original  cases  reported 
by  Allan^  the  hair  did  not  become  abnormal 
until  the  child  was  16  months  old.  However,  in 
one  of  these  two  patients  (Beth)  the  hair  was 
considered  to  be  abnormal  already  at  birth.  This 
point  is  of  interest  since  in  most  inborn  errors 
of  metabolism  such  as  maple  syrup  urine  dis- 
ease and  phenylketonuria  the  infant  appears  to 
be  protected  from  the  effects  of  the  metabolic 
disease  in  utero  provided,  of  course,  that  the 
mother  is  heterozygous  and  not  homozygous 
for  the  metabolic  disease.  In  galactosemia,  how- 
ever, the  infant  is  not  protected  to  the  same  ex- 
tent by  the  mother’s  metabolism  because  a 
nondiffusable  substance,  galactose-l-phos- 
phate,  accumulates  in  the  infant’s  red  cells.  The 
observation  that  this  child’s  hair  was  abnormal 
at  birth  suggests  that  the  “toxic  agent’’  for  hair 
was  not  subject  to  correction  by  maternal  me- 
tabolism. In  children  with  phenylketonuria  and 
maple  syrup  urine  disease,  the  levels  of  the  rel- 
evant metabolites  are  known  to  be  normal  at 
birth  and  do  not  become  significantly  elevated 
until  the  fifth  day.  We  do  not  know  the  situation 
in  this  respect  in  patients  with  argininosuccinic 
aciduria.  It  is  known  that  in  one  patient  with 
this  disease  very  large  quantities  of  arginino- 
succinic acid  were  present  in  the  urine  at  six 
days  of  age.^^ 


Central  nervous  system  dysfunction  repre- 
sents the  most  important  clinical  manifestation 
of  patients  with  argininosuccinic  aciduria.  It 
may  present  as  one  or  more  of  the  following: 
seizures,  intermittent  ataxia,  intermittent  coma, 
and  mental  subnormality.  Seizures  have  been 
noted  in  10  of  the  15  reported  cases.  They 
usually  are  grand  mal  in  type,  occur  relatively 
infrequently,  and  usually  have  not  been  difficult 
to  control,  although  in  a few  instances  they  have 
been  prolonged. 

The  ataxia  is  usually  of  mild  to  moderate  pro- 
portion. Some  degree  of  it  has  been  noted  in  6 
of  the  15  cases.  The  ataxia  varies  in  intensity. 
Thus  our  16-year-old  patient  in  Boston  at  most 
times  was  not  obviously  ataxic,  but  nevertheless 
coordination  fell  short  of  normal;  as  an  exam- 
ple, we  noted  that  he  wasn’t  able  to  perforate 
the  top  of  a tube  of  cement  with  a pin  even 
though  he  was  eager  to  use  this  cement  in 
building  a toy.  It  is  my  impression  that  this 
moderate,  almost  borderline  degree  of  coordin- 
ation deficit  is  also  present  in  other  patients  we 
have  seen  today.  However,  not  all  patients  dis- 
play ataxia;  one  of  Armstrong’s  patients  was  re- 
ported to  have  been  a good  athlete. At  times 
the  ataxia  may  become  much  more  severe.  After 
Allan’s  first  patient  had  recovered  from  a bout 
of  seizures,  he  was  so  ataxic  that  for  several 
days  he  was  unable  to  feed  himself."*  Our  16- 
year-old  patient  displayed  severe  ataxia  and 
nystagmus  after  an  episode  of  coma  associated 
with  ammonia  intoxication. *2  Such  intermittent 
ataxia  is  also  characteristic  of  other  metabolic 
disorders.  These  include  Hartnup’s  disease  and 
ornithinemia. 

All  but  one  of  the  patients  with  argininosuc- 
cinic aciduria  have  been  retarded.  The  one  pa- 
tient with  normal  intelligence  had  an  IQ  of  92. 
In  the  others,  the  IQ  varied  between  30  and  67. 
However,  most  metabolic  surveys  including  the 
one  now  being  carried  out  in  Texas  concentrate 
on  patients  known  to  be  retarded.  We  do  not 
know  the  incidence  of  metabolic  disorders 
among  the  nonretarded  population. 

Having  now  seen  4 of  the  reported  15  cases, 

I am  struck  by  certain  similarities  of  tempera- 
ment. Beth  and  Amy,  as  well  as  our  two  boys, 
are  friendly,  eager  to  please,  and  take  pride  in 
their  appearance,  although  earlier  Beth  was 
described  as  irritable.  One  has  the  impression 
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that  now  they  are  able  to  marshall  most  of  their 
limited  intellect  for  socially  desirable  purposes. 
Our  older  patient,  at  age  16,  has  been  able  to 
do  part-time  work  in  spite  of  the  formal  IQ  of 
34.  These  personality  traits  contrast  with  those 
of  untreated  phenylketonurics,  who  are  usually 
irritable  and  negativistic.  Clearly,  environmental 
factors  may  play  a decisive  role  in  determining 
such  personality  traits.  However,  genetic  factors 
cannot  be  ignored.  Witness  the  patients  with 
the  Lesch-Nyhan  syndrome,  who  display  com- 
pulsive self-mutilation.^^ 

Intermittent  coma,  apparently  apart  from 
overt  seizure  activity,  was  observed  in  our  older 
Boston  patient  and  apparently  occurred  also  in 
one  of  the  two  girls  here.  This  represents  an  in- 
teresting phenomenon,  which  I believe  is  re- 
lated to  ammonia  intoxication  and  may  resem- 
ble in  its  mechanism  the  syndrome  of  hepatic 
coma;  this  point  will  be  discussed  again. 

All  in  all,  the  clinical  features  of  these  two 
Texas  patients  resemble  closely  those  of  ours 
in  Boston,  and  as  well  most  of  the  other  re- 
ported cases  in  the  literature.  However,  it  is 
important  to  realize  that  argininosuccinic  acid- 
uria may  present  as  a much  more  fulminant  dis- 
order in  infancy  or  early  childhood.  Baumgart- 
ner and  associates!^  recently  reported  an  infant 
who  was  critically  ill  at  six  days  of  age  with 
seizures,  coma,  and  abnormal  liver  function. 
The  child’s  urine  was  found  to  contain  argin- 
inosuccinic acid  (1.1  gm/100  ml),  but  diagno- 
sis was  not  made  until  the  child’s  death  at  nine 
days  of  age,  so  that  it  had  not  been  possible  to 
institute  the  appropriate  therapeutic  measures. 

Biochemical  Considerations:  Fig  10  shows  the 
Krebs-Henseleit  urea  cycle  which  represents  the 
main  pathway  in  man  for  the  disposal  of  am- 
monia, as  well  as  the  four  inborn  errors  of  me- 
tabolism which  have  been  found  to  be  associat- 
ed with  deficient  function  of  this  cycle.!!'  !®  Nor- 
mally, argininosuccinase  activity  is  present  in  a 
variety  of  tissues,  including  liver,  brain,  and  red 
cells,  but  not  the  plasma. !“  In  argininosuccinic 
aciduria  it  has  been  shown  that  red  cells!®  g^d 
liver-!’  lack  this  enzyme.  There  is  strong  circum- 
stantial evidence  that  argininosuccinase  is  also 
deficient  in  the  brain  tissues  of  these  patients. 
In  all  instances  where  this  has  been  checked, 
the  level  of  argininosuccinic  acid  in  the  spinal 
fluid  is  three  to  four  times  that  in  the 


blood.!®’  !^  This  has  been  taken  as  evidence  that 
the  argininosuccinic  acid  in  the  spinal  fluid 
comes  from  the  brain.  This  observation  was  one 
of  the  factors  that  led  to  reexamination  of  the 
old  dictum  that  liver  was  the  only  tissue  capa- 
ble of  urea  production.®’  It  has  since  been 
shown  that  urea  synthesis  takes  place  in  normal 
brain,®!  although  this  organ  does  not  appear  to 
have  all  the  enzymes  listed  in  Fig  10.  The  brain 
is  not  capable  of  synthesizing  citrulline  and  de- 
pends upon  plasma  to  supply  this  substance.!® 

You  have  heard  that  both  of  these  patients 
have  normal  blood  urea  nitrogen  levels  and  all 
reported  patients  with  argininosuccinic  aciduria 
do  excrete  substantial  quantities  of  urea.  You 
may  ask  how  they  achieve  this  since  they  are 
supposed  to  lack  one  of  the  enzymes  required 
for  urea  synthesis,  namely  argininosuccinase. 
This  question  is  not  resolved.  I believe  that  the 
most  likely  explanation  is  that  argininosuccin- 
ase activity  is  deficient  rather  than  absent.  Al- 
ternate metabolic  pathways  or  urea  synthesis 
have  been  proposed  but  so  far  none  have  been 
established  in  mammalian  systems. 

Pathogenesis:  Three  pathogenic  mechanisms 
have  been  proposed;  ammonia  intoxication,  ar- 
ginine deficiency,  and  a variety  of  other  etiolog- 
ical factors. 

Ammonia  has  long  been  thought  to  be  toxic 
to  the  nervous  system®®  and  intermittent  hyper- 
ammonemia has  been  demonstrated  in  6 of  the 
15  cases  of  argininosuccinic  aciduria.!!’  !®’  In 
fact,  in  all  of  the  cases  in  which  blood  ammonia 
measurements  have  been  made,  it  has  been 
found  to  be  elevated.  However,  the  hyperam- 
monemia is  only  intermittent  and  is  most  apt  to 
occur  in  response  to  a protein  meal,  but  other 
factors  such  as  constipation  or  intercurrent  in- 
fections probably  are  important  also.  It  is  our 
impression  that  the  hyperammonemia  which 
follows  a protein  meal  is  responsible  for  chil- 
dren’s aversion  to  meat,  eggs,  and  milk. 

Hyperammonemia  has  long  been  known  to 
occur  in  certain  patients  with  acquired  liver  dis- 
ease. Recognition  of  the  disorders  listed  in  Fig 
10  has  brought  to  light  an  entirely  new  class  of 
disorders  which  also  are  associated  with  hyper- 
ammonemia. Hyperammonemia  associated  with 
the  inborn  errors  of  metabolism,  in  contrast  to 
that  associated  with  acquired  liver  disease,  is 
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Table  1.  Clinical  features  in  argininosuccinic  aciduria. 


present  since  birth.  Furthermore,  with  the  in- 
born errors  of  metabolism  there  are  no  porta- 
caval shunts  and  most  other  aspects  of  liver 
function  are  intact.  The  main  exception  to  this 
is  Baumgartner’s  fulminant  case^'‘  in  which 
there  was  also  a severe  disorder  of  the  liver 
function.  The  fact  that  intermittent  stupor  and 
coma  occur  in  these  two  diverse  types  of  hyper- 
ammonemia adds  strength  to  the  hypothesis 
that  hyperammonemia  is  the  cause  of  the  stupor 
or  coma. 

Arginine  Deficiency:  Patients  with  argininosuc- 
cinic aciduria  lack  the  main  mechanism  of  ar- 
ginine synthesis  and  thus  are  dependent  on  the 
dietary  intake  of  this  amino  acid.  Dr.  Rausch- 
kolb  has  emphasized  that  lack  of  any  one  of 
eight  amino  acids  could  interfere  with  keratin 
synthesis.  Arginine  is  known  to  make  up  TVz  to 
10%  of  hair  keratin  and  in  two  patients"'  ® sup- 


plementation of  diet  with  arginine  improved  the 
appearance  of  the  hair.  The  striking  hair  abnor- 
mality in  these  two  patients,  together  with  their 
pleasant  personalities  and  the  excellent  facili- 
ties here,  provide  us  with  the  unique  opportu- 
nity to  document  whether  or  not  arginine  defi- 
ciency is  a cause  of  trichorrhexis  nodosa.  An 
alternative  explanation  for  the  hair  abnormality 
has  been  submitted  by  Shelley, vvho  reported 
that  the  hair  of  his  patients  with  argininosuc- 
cinic aciduria  contained  argininosuccinic  acid. 
He  proposed  that  this  substance  could  be  re- 
sponsible for  the  abnormal  features;  however 
Levin““  was  unable  to  demonstrate  the  sub- 
stance in  the  hair  in  her  case. 

Other  Etiological  Factors:  These  have  been  dis- 
cussed elsewhere, and  at  this  time  they  are 
entirely  speculative. 
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Therapy:  The  two  rational  approaches  consist  of 
prevention  or  amelioration  of  hyperammonemia, 
an(d  avoidance  of  arginine  deficiency. 

The  simplest  and  most  important  method  of 
reducing  blood  ammonia  is  provision  of  a diet 
which  is  moderately  restricted  in  protein.  The 
child  thus  must  be  “titrated”  so  that  the  ex- 
tremes of  excessive  restriction  and  resulting 
growth  failure  on  the  one  hand,  and  the  occur- 
rence of  hyperammonemia  on  the  other  hand, 
are  avoided.  Our  experience  with  another  dis- 
order (hyperornithinemia)  suggests  that  this 
can  be  accomplished.  Other  measures  include 
the  provision  of  small  frequent  meals  and  the 
avoidance  of  constipation.  Levin^*^  has  shown 
that  the  administration  of  citric  acid  will  reduce 
the  degree  of  hyperammonemia  associated  with 
a moderate  protein  meal.  Such  therapeutic  pro- 
grams will  be  successful  only  if  there  is  close 
cooperation  between  the  pediatrician,  nutrition- 
ist, biochemical  laboratory,  and  most  important, 
the  family.  We  also  feel  that  arginine  supple- 
mentation should  be  considered  seriously,  par- 


ticularly if  the  hair  is  abnormal;  furthermore 
there  is  the  possibility  that  arginine  lack  could 
be  injurious  to  the  nervous  system. 

The  rarity  of  argininosuccinic  aciduria  makes 
it  difficult  to  evaluate  the  effect  of  therapy.  In 
the  older  patients,  we  can  avoid  acute  ammonia 
intoxication  and  probably  restore  to  normal  the 
appearance  of  the  hair.  However,  we  are  unable 
to  deal  with  the  real  disability,  the  mental  sub- 
normality, since  experience  with  other  inborn 
errors  of  metabolism  suggests  that  prevention 
of  intellectual  deficit  requires  that  therapeutic 
measures  be  instituted  shortly  after  birth.  At 
this  time  the  most  practical  method  of  mass 
screening  would  be  examination  of  the  urine. 
Baumgartner  and  others^^  have  shown  that  very 
large  quantities  of  argininosuccinic  acid  were 
present  in  the  urine  in  a six-day-old  infant.  How- 
ever, in  the  future  it  may  be  possible  to  auto- 
mate the  enzymatic  assay  for  red  blood  cell  ar- 
gininosuccinase.If  this  were  achieved,  the  dis- 
ease could  be  detected  within  a few  hours  after 
birth. 
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Dr.  Schoolar:  Thank  you,  Dr.  Moser,  for  a 
most  absorbing  discussion.  Are  there  any  ques- 
tions or  comments? 

Dr.  Airaksineii:  Dr.  Moser,  what  is  your  opin- 
ion about  amino  acid  screening  of  patients  with 
convulsions  but  without  obvious  mental  retarda- 
tion? For  example,  at  the  age  of  4 years,  Amy 
was  reported  by  a university  clinic  to  have  nor- 
mal intelligence. 

Dr.  Moser:  That  is  an  important  question.  As 
to  metabolic  screening,  if  you  think  of  it  you’d 
better  do  it.  I think  that  metabolic  screening  is 
simple  enough  nowadays  that  it  is  very  easy  to 
do  100  unnecessary  ones.  You  should  do  it 
when  the  question  comes  to  your  mind  that  it 
might  be  indicated,  and  you  shouldn’t  be  disil- 
lusioned if  you  get  100  normal  ones.  They  come 
in  bunches — you  can  go  for  months  and  find 
nothing  of  interest  and  then  you  get  two  or 
three  interesting  things  all  in  one  day.  I would 
do  it  whenever  the  question  arose. 

Dr.  Moure:  Do  you  have  any  explanation  for 
the  selective  cerebellar  changes? 

Dr.  Moser:  I don’t,  and  I don’t  believe  any- 
body else  has  an  explanation  for  the  neurologi- 
cal deficit  in  that  part  of  the  nervous  system. 

Dr.  Schoolar:  Dr.  Moser,  you  had  mentioned 
the  use  of  some  therapeutic  agents  to  decrease 
the  ammonia  levels.  In  the  treatment  of  alcohol- 
ics, Dr.  Visek  at  Cornell  and  various  other  in- 
vestigators have  been  working  on  this  principal- 
ly to  decrease  the  urea  splitting  bacteria  in  the 
gut.  Is  this  the  type  thing  you  were  referring  to? 

Dr.  Moser:  There  are  several  approaches. 
Levin  has  recommended  citric  acid,  and  that 
apparently  has  the  advantage  that  it  increases 
ammonia  production  in  the  kidney  and  also  en- 
hances the  activity  of  the  tricarboxylic  acid 
cycle  which  can  soak  up  ammonia  in  the  pro- 
cess. Another  possible  therapeutic  aid  is  an 
artificial  sugar,  composed  of  fructose  and  ga- 
lactose, that  lowers  the  pH  in  the  intestine  and 
changes  the  bacterial  flora,  so  that  the  bacteria 
that  produce  ammonia  are  cut  down  markedly. 
Good  results  are  claimed  with  this  in  alcoholic 
patients.  This  agent  might  be  of  interest  for  you 
to  consider. 
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Sometimes* 
Madge  will 
surprise  you. 


Surprise! 


Madge  has  her  mind  set  on  a new  set  of  drapes. 
And  it  could  mean  "curtains”  for  you.  It’s  surprising 
how  many  people  are  surprised  like  that  every  year. 
Don’t  be. 

Wherever,  whenever  you  drive  . . . drive  de- 
fensively. Watch  out  for  the  other  guy,  or  gal. 


Watch  Out  for  the  Other  Guy. 


► 
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TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE^’^  Applicator 
a routine  part  of  your  physical  examinations? 


TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion.  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company,  Pearl  River.  N.Y. 

472-9 


HIGHLAND  HOSPITAL 

Ashbwille,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psycho- 
therapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social  ser- 
vice work  with  families,  family  therapy,  and  an  extensive  and  well  organized  activities  program,  including  occu- 
pational therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment 
program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School  Pro- 
gram is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704  - 253-2761 
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1.  Many  of  the  4,466 
Annual  Session  registrants 
visited  the  nearly  200  techni- 
cal and  scientific  exhibits 
in  the  San  Antonio 
Convention  Center. 

2.  Conference  on  School 
Health  program,  "Sex 
Education  in  the  Public 
Schools,”  featured,  seated, 
Mr.  Gerald  Sanctuary,  Miss 
Betty  Wright,  and  Dr. 
Georgia  Legett.  Dr. 
Robert  S.  Ray  presided. 

3.  Dr.  G.  V.  Brindley,  Jr., 
presents  one  of  the  1969 
Anson  Jones  awards  to 
Miss  Marjorie  Clapp. 

4.  Physicians  gather  at 
Curbstone  Consultation  table 
5 to  discuss  "Current 
Management  of  Acne.” 


1'  «jll 

5.  Drs.  C.  E.  Willingham  and  G.  V.  Brind 
Jr.,  make  presentation  at  House  of  Delegate 
honoring  Executive  Secretary  C.  Lincoln 
Williston,  center,  for  15  years  service. 

6.  Drs.  James  H.  Sammons  and  Milford  0. 
Rouse  congratulate  Distinguished  Service 
Award  Winner  Dr.  May  Owen,  center. 


102ND  ANNUAL  SESSION: 
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Wives 


'Aembers  of  the  TMA  House  of  Delegates  made 
policy  decisions  at  three  sessions. 

12.  Members  and  guests  of  Phi  Delta  Epsilon 
edical  fraternity  relax  on  Club  Mai  Kai  balcony 
overlooking  San  Antonio  River. 


7.  The  Physicians  and 
Wives  Art  Exhibit 
attracted  70  entries  and 
many  visitors. 

S.  Drs.  David  T. 
McMahon,  Jr.,  Louis  M. 
Curtail,  John  B.  Webb, 
and  M.  Brad  field 
Oxford  at  TMA  golf 
tournament.  Dr.  Mc- 
Mahon placed  fourth 
in  the  competition. 


9.  TMA  officers  Drs. 
Charles  Max  Cole,  Presi- 
dent; George  V.  Pazdral, 
vice  president;  G.  V. 
Brindley,  Jr.,  immediate 
Past  President;  and  Walter 
Walthall,  President-elect. 

10.  Children  start  education 
early,  listen  intently  to 
surgical  procedure  at 
“Cervical  Esophagostomy’’ 
exhibit  booth. 


NEW  CHAPTER  IN  HISTORY 
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Texas  Medical  Association 


INSURANCE  PROGRAM 


LONG-TERM’  SICKNESS  BENEEITS 
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Charles  O.  Finley  & Company 


Lumbermens  Mutual  Casualty  Co 


1905  N.  LAMAR  BLVD.  AUSTIN,  TEXAS 


CHICAGO,  ILLINOIS 


Up  to  $1200.00  monthly  benefits 
are  now  available  under  our  Group  Program 
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ASSOCIATION  NEWS 


SEX  EDUCATION,  NEW  MEDICAL  SCHOOLS,  USUAL  FEES 
GET  POSITIVE  HOUSE  OF  DELEGATES’  ACTION  AT  SESSION 


The  Texas  Medical  Association 
House  of  Delegates  has  adopted 
many  positive  statements  on  mat- 
ters of  concern  to  Texas  physicians. 
Delegates  convened  during  the  TMA 
Annual  Session  in  San  Antonio  May 
1-4. 

Among  major  statements  were 
those  on  sex  education,  on  estab- 
lishment of  new  medical  schools, 
and  on  usual  and  customary  fees  of 
physicians. 

Delegates  adopted  the  following 
six-point  program  recommended  by 
the  American  Medical  Association  on 
"Sex  Education  and  Youth": 

1.  The  basic  responsibility  for  sex 
education  belongs  to  the  home,  but 
the  church,  school,  and  some  other 
community  agencies  have  a supple- 
mentary role  in  reinforcing  and  sup- 
porting the  efforts  of  the  home; 

2.  The  involvement  of  broad  rep- 
resentation from  the  community  in 
both  the  planning  and  conduct  of 
sex  education  in  schools  is  essential 
to  acceptable  inclusion  of  this  sensi- 
tive area  in  the  health  education 
curriculum; 

3.  The  physician,  with  a sensi- 
tivity to  the  need  for  counseling  in 
sex  education,  can  contribute  sig- 
nificantly to  education  of  his  pa- 
tients in  this  area; 

4.  Those  persons  involved  in  sup- 
porting the  efforts  of  the  home 
through  sex  education  in  churches, 
schools,  and  other  appropriate  agen- 
cies must  be  exemplary  individuals 
who  are  carefully  selected  and  prop- 
erly prepared  for  this  important  re- 
sponsibility; 

5.  Sex  education  in  the  schools 
should  be  an  integral  and  important 
aspect  of  the  overall  health  educa- 
tion program  and  not  a separate 
course,  project,  or  program;  and 

6.  Materials  of  instruction  used 
in  sex  education  must  be  carefully 
selected  with  respect  to  school  and 
child  level  placement,  general  and 
educational  suitability,  physiological 
and  psychological  accuracy  and  ap- 
propriateness, and  community  ac- 
ceptance in  terms  of  local  condi- 
tions, customs,  and  traditions. 

The  House  of  Delegates  approved 


two  resolutions  pertaining  to  the 
usual,  customary,  and  reasonable 
fee  concept: 

1.  A recent  published  action  of 
the  Department  of  Health,  Educa- 
tion and  Welfare  which  would  change 
the  method  of  reimbursement  for 
non-governmental  medical  service 
from  a method  based  on  usual,  cus- 
tomary, and  reasonable  charges  to 
a method  based  on  "the  lowest  Blue 
Shield  payment  plan  in  the  State” 
was  cited.  Delegates  declared  that 
this  change  would  “represent  a flag- 
rant breach  of  good  faith  on  the  part 
of  the  government  and  would  threat- 
en quality  health  care  of  indigent 
citizens  under  the  Medicaid  pro- 
gram, and  that  continued  physician 
participation  cannot  be  assumed  un- 
less physicians  are  made  a party  to 
consideration  of  basic  changes  in 
the  program.” 

2.  In  the  second  resolution,  dele- 
gates pointed  out  that  Texas  physi- 
cians have  participated  and  cooper- 
ated in  the  implementation  and  op- 
eration of  PL  89-97  (Medicare-Medic- 
aid), that  the  law  and  initial  regula- 
tions established  criteria  and  guide- 
lines for  "reasonable  charge”  de- 
termination, but  that  later  instruc- 
tions and  correspondence  from  the 
Bureau  of  Health  Insurance  and 
the  Social  Security  Administration 
changed  the  initial  definition  of  rea- 
sonable charge  determination,  alter- 
ing the  concept  of  reasonable 
charges.  The  House  of  Delegates 
voiced  strong  objection  to  this  re- 
vised regulation,  noting  that  the 
regulation  was  “unfair,  discrimina- 
tory, and  not  in  the  best  interest  of 
the  aged  population  of  Texas.” 

The  House  of  Delegates  support- 
ed the  recommendations  of  the  Co- 
ordinating Board  of  the  Texas  Col- 
lege and  University  System  regard- 
ing new  medical  schools  in  Texas. 
The  Coordinating  Board  presently 
favors  a medical  school  at  Houston 
and  at  Lubbock  and  a dental  school 
at  San  Antonio.  Delegates  also  ob- 
served that  the  decision  of  selecting 
the  actual  location  of  a medical 
school  properly  should  be  left  in  the 
hands  of  the  Coordinating  Board. 


In  other  action,  the  House  of  Del- 
egates approved  two  resolutions 
supporting  the  performance  of  cer- 
tain duties  by  nurses: 

1.  Delegates  recognized  the  pro- 
priety of  registered  nurses  using 
monitoring,  defibrillation,  and  resus- 
citative  equipment,  and  instituting 
immediate  lifesaving  and  corrective 
measures  if  a licensed  physician  is 
not  immediately  available  to  do  so. 

2.  A second  resolution  dealt  with 
general  varied  duties  of  registered 
nurses  involving  highly  technical 
equipment  and  constantly  changing 
procedures. 

The  two  resolutions  recognized 
the  propriety  of  registered  nurses 
performing  these  procedures  if  a 
licensed  physician  is  not  immediate- 
ly available  to  do  so,  providing  that: 

a.  The  techniques  to  be  used  by 
a registered  nurse  in  a hospital  set- 
ting shall  have  been  specified  for 
the  hospital  by  the  medical  staff  on 
the  basis  of  counsel  by  a committee 
representing  authoritative  medical 
and  nursing  opinion;  and  that 

b.  The  registered  nurse  has  been 
competently  instructed  in  the  tech- 
niques to  be  used;  and  that 

c.  The  registered  nurse  perform 
the  authorized  procedures:  (1)  upon 
the  direct  order  of  a doctor  of  medi- 
cine, or  (2)  pursuant  to  standing 
procedures  established  by  the  medi- 
cal staff,  these  procedures  to  include 
provision  for  immediate  summoning 
of  a physician  and  such  other  per- 
sonnel as  may  be  needed. 

In  addition,  the  resolution  author- 
ized the  Committee  on  Nursing,  in 
the  interest  of  good  patient  care,  to 
continue  to  meet  with  the  Texas 
Nurses  Association  to  establish  spe- 
cific guidelines  for  appropriate  prac- 
tice by  the  registered  professional 
nurse  in  Texas  with  ultimate  intent 
for  these  guidelines  to  be  published 
jointly  with  the  Texas  Nurses  Asso- 
ciation for  use  at  the  local  level  in 
accordance  with  the  previous  provi- 
sions. 

The  House  of  Delegates  also: 

— Approved  in  principle  funds  for 
assisting  Student  American  Medical 
Association  chapters  at  Texas  medi- 
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cal  schools  with  the  final  decision  on 
appropriations  to  be  made  by  the 
Board  of  Trustees  in  September 
after  evaluating  the  budget. 

— Approved  a resolution  calling 
for  adequate  information  on  family 
planning  to  be  given  to  individuals 
being  discharged  from  state  institu- 
tions and  asking  that  all  legislation 
relevant  to  funds  for  these  institu- 
tions require  that  birth  control 
means  commensurate  with  the  in- 
dividual's religious  and  ethnical  be- 
liefs be  provided  prior  to  release  or 
discharge  from  the  institution. 

— ^Approved  a 13th  Scientific  Sec- 
tion for  the  Texas  Medical  Associa- 
tion to  be  entitled  the  Section  on 
Physical  Medicine  and  Rehabilita- 
tion. 

— ^Approved  a resolution  asking 
that  TMA  and  AMA  encourage  the 
formation  of  a national  primary 
Board  of  Allergy. 

— Supported  a recommendation 
that  the  Texas  Medical  Association 
ask  the  American  Medical  Associa- 
tion to  take  a public  position  sup- 
porting the  concept  of  a thorough 
study  of  the  field  of  medical  instru- 
ments and  devices  prior  to  passage 
of  specific  regulatory  legislation. 

— Encouraged  more  emphasis  by 
county  societies  on  Community 
Health  Week  and  the  education  of 
the  lay  public  by  means  of  health 
museums  and  the  dissemination  of 
health  materials  available  through 
the  American  Medical  Association 
and  the  Texas  Medical  Association. 

— Recommended  that  the  Com- 
mittee on  Liaison  with  Blue  Shield 
of  Texas  take  a much  more  active 
part  in  improving  the  communica- 
tion between  Blue  Shield  and  the 
practicing  physician  and  that  the 
practicing  physician  use  this  liaison 
committee  to  help  solve  his  prob- 
lems with  Blue  Shield.  Further,  it 
was  recommended  that  the  Commit- 
tee on  Usual,  Customary,  and  Rea- 
sonable Fees  be  urged  to  continual- 
ly increase  its  efforts  in  maintain- 
ing and  solidifying  the  fee-for-ser- 
vice  principle  of  usual  and  custom- 
ary fees. 

— Recommended  that  the  Gover- 
nor of  Texas  call  a statewide  con- 
ference on  health  care  costs.  Also 
recommended  that  “in  order  to  aid 
in  the  control  of  health  care  costs,” 
the  physicians  of  Texas  should  seek 
to  reduce  the  number  of  days  of 
hospitalization,  the  physician  should 
utilize  extended  care  facilities  where 
possible,  the  physician  should  par- 
ticipate in  local  and  regional  health 
planning  and  the  physician  should 
seek  ways  to  increase  his  produc- 
tiveness and  efficiency. 


— Approved  an  all-purpose  com- 
bination-1 form  to  replace  the  phy- 
sician’s part  of  the  Texas  Standard 
Form  for  the  attending  physician’s 
report  to  insurance  companies.  (This 
does  not  interfere  with  or  replace 
the  Individual  Responsibility  Form.) 

— Approved  a resolution  which 
declared  that  medical  care  is  a per- 
sonal service  and  not  a commodity, 
and  asked  that  the  Texas  Medical 
Association  widely  publicize  the  con- 
cept that  medical  care  is  a market- 
able professional  service  made  avail- 
able by  a dedicated  medical  profes- 
sion to  everyone  regardless  of  eco- 
nomic status. 

— Agreed  that  no  bills  should  be 
approved  vyhich  would  change  cur- 
rent laws  which  prohibit  corpora- 
tions from  practicing  medicine. 

— Observed  that  the  Committee 
on  Hospital  Accreditation  believes 
that  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  is  respond- 
ing to  grass  roots  opinions  and  ob- 
jections to  the  provisional  draft  of 
the  revised  edition  of  the  Hospital 
Accreditation  References,  but  further 
reiterated  the  Association’s  previous 
position  by  approving  a resolution 
which  opposed  requirements  of  the 
Joint  Commission. 

— Approved  a resolution  which 
would  reaffirm  medicine’s  traditional 
opposition  to  the  practice  of  medi- 
cine by  lay  corporations  and  to  so- 
licitation and  advertising  by  lay  cor- 
porations through  convention  exhib- 
its and  in  professional  Journals,  and 
called  upon  Texas  delegates  to  seek 
reversal  of  AMA  policy  permitting 
such. 

— Encouraged  the  reduction  of 
paper  work  required  by  hospitals,  in- 
surance companies,  and  government 
agencies. 

— Asked  the  AMA  to  initiate  a 
study  of  physicians  who  do  not  align 
themselves  with  the  AMA  and  to 
make  recommendations  on  how  the 
medical  profession  can  more  widely 
unify  itself  under  the  AMA  banner. 

— Approved  Sturgis’  Standard  Code 
of  Parliamentary  Procedure  as  a par- 
liamentary guide  for  the  House  of 
Delegates.  The  House  previously 
has  used  Robert’s  Rules  of  Order. 

At  the  final  session  of  the  House 
of  Delegates,  Dr.  Charles  Max  Cole 
of  Dallas  became  President  of  the 
Texas  Medical  Association  for  1969- 
1970.  Dr.  Walter  Walthall  of  San 
Antonio  was  elected  President-Elect 
and  Dr.  George  V.  Pazdral  of  Somer- 
ville was  elected  Vice  President.  Dr. 
Byron  P.  York  of  Houston  continues 
as  secretary  and  Dr.  Howard  O. 
Smith  of  Marlin  as  treasurer. 

Dr.  R.  Harvey  Bell  of  Palestine 


was  elected  as  a new  trustee  and  Dr. 
N.  L.  Barker  of  Paris  was  reelected 
as  trustee. 

AMA  delegates  elected  or  reelect- 
ed are  Dr.  Walter  Walthall  of  San 
Antonio;  Dr.  E.  P.  Hall  of  Fort 
Worth:  Dr.  Charles  Max  Cole  of  Dal- 
las; Dr.  Robert  Moreton  of  Houston; 
and  Dr.  Joe  Nelson  of  Weatherford. 
Alternate  delegates  are  Dr.  S.  Bras- 
well Locker  of  Brownv/ood;  Dr.  Mylie 
Durham  of  Houston;  Dr.  G.  V.  Brind- 
ley, Jr.,  of  Temple;  Dr.  Sam  Nixon 
of  Floresville;  and  Dr.  Jerry  Miller  of 
Dallas. 

In  addition  to  these  officers,  the 
Board  of  Trustees  renamed  Dr.  El- 
liott Mendenhall  of  Dallas  as  chair- 
man, and  selected  Dr.  C.  P.  Hard- 
wicke  of  Austin  as  vice  chairman 
and  Dr.  R.  Harvey  Bell  of  Palestine 
as  secretary. 

The  Board  of  Councilors  selected 
Dr.  S.  Braswell  Locker  of  Bro'wnwood 
as  chairman;  Dr.  Charles  B.  Dryden, 
Jr.,  of  Wichita  Falls  as  vice  chair- 
man; and  Dr.  Dick  Cason  of  Hills- 
boro as  secretary. 


Oommission  To  Oversee 
Rehabilitation  Services 

A Commission  for  Rehabilitation 
will  begin  functioning  as  a separate 
agency  for  the  provision  of  rehabili- 
tation and  related  services  to  the 
eligible  handicapped  people  in  Texas 
Sept.  1. 

The  act  creating  this  commission, 
signed  into  law  on  March  27  by  Gov. 
Preston  Smith,  specifies  that  the 
board  of  the  commission  will  con- 
sist of  six  members  appointed  by 
the  governor  with  the  advice  and 
consent  of  the  Senate.  Appointees 
will  be  Texas  citizens  who  have 
demonstrated  a constructive  interest 
in  rehabilitation  services.  Persons 
who  are  ineligible  for  appointment 
include  employees  of  agencies  car- 
rying on  work  for  the  commission 
and  persons  owning  or  employed  by 
organizations  providing  rehabilitation 
services  or  related  services  through 
the  commission. 

The  board  will  meet  quarterly  in 
regular  session  and  on  call  by  the 
chairman  when  necessary  for  trans- 
action of  business.  The  board  will 
appoint  a commissioner  to  serve 
under  operational  policies  establish- 
ed by  the  board. 

The  act  specifies  that  functions 
of  the  Division  of  Vocational  Reha- 
bilitation and  the  Division  of  Dis- 
ability Determination  would  be  trans- 
ferred to  the  Commission  for  Re- 
habilitation on  Sept.  1. 
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FACT  L LEGEND 


LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

IHE  SPARTANS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
CITIZENS  WERE  ASSIGNED 

SPfC/AL  EXERCISES/ 


yOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


[Nt>  IS  GREATEST  IN  THE  MONTHS: 

JANUARY- FEBfH.my  AND  MAY- JUNE 
xs-n  OVERWEIGHT  PEOPLE  — , 

ARE  LEAST  [ ‘-ATTTT  “ 
INTERESTED 

'^W//  diet  in  (I 

13  14  'i  ' ll  / DECEMBER . .-SU.'f  <1  T?  .f 


T^Cost  of 

mm  EXTBITABS 


IS  APPROXIMATELY 
ONE-HALF  THAT  OF 
OTHER  LEADING 
APPETITE 
SUPPRESSANTS. 


AN  IMPORTANT  FACTOR 
IN  LONQ-TERM  THERAPT! 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
nelp  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR'2 

EXTENTABS 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  >!|.L|. 
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[ROBINS 


The  asthmatic  has 
his  own  built-in 
“air  pollution”  problem... 


COMPOSITION:  Each  Asbron  Inlay-Tab  and 
each  tablespoonful  (15  ml.)  of  Asbron  Elixir 
contains  theophylline  sodium  glycinate  300  mg. 
(equivalent  to  150  mg.  theophylline);  glyceryl 
guaiacolate  100  mg.  and  phenylpropanolamine 
hydrochloride  25  mg.  The  elixir  supplies  the 
active  ingredients  in  a solution  containing 
15%  alcohol. 

ACTION  AND  USES:  Symptomatic  relief 
of  bronchial  asthma  and  asthmatic  bronchitis 
through  the  combined  actions  of  two  effective 
bronchodilators  and  a superior  expectorant. 

ADMINISTRATION  AND  DOSAGE: 

Adults — 

1 or  2 tablets  or  tablespoonfuls, 

2 or  3 times  daily 

Administration  after  meals  may  reduce 
the  infrequent  possibility  of  gastric  distress 
or  CNS  stimulation. 


Children — 

6 to  12^ — 2 or  3 teaspoonfuls, 

2 or  3 times  daily 

3 to  6 — 1 to  1 % teaspoonfuls, 

2 or  3 times  daily 

1 to  3— -%  to  1 teaspoonful, 

2 or  3 times  daily 

PRECAUTIONS:  Do  not  administer  more 
frequently  than  every  4 hours  or  within  12  hours 
after  administration  of,  or  concurrently  with, 
other  xanthine  derivatives. 

CAUTION:  Ordinary  large  doses  may  cause 
hypertension,  headache,  tachycardia,  nausea, 
vomiting,  etc. 

WARNING:  Use  with  caution  in  patients 
suffering  from  hypertension,  cardiovascular 
disease  and  hyperthyroidism. 

HOW  SUPPLIED:  Asbron  Inlay-Tabs,  in 
bottles  of  100.  Asbron  Elixir,  in  pint  bottles. 


ASBRON"  helps  keep 
airways  open  for 
“replacement”  air 


Asbron  opens  the  airways  and 
relieves  bronchospasm,  an 
important  factor  in  the  asthmatic's 
"air  pollution"  problem.  Thus,  the 
patient  is  protected  from  asthma 
symptoms  with  Asbron's  "air 
supply."  This  support  is  possible 
because  Asbron  has  a complete 
formula  that  improves  breathing  . . 
decreases  coughing  . . . lessens 
wheezing  . . . wins  patient 
acceptance.  Made  up  of  a xanthine, 
a sympathomimetic  and  an  effective 
expectorant,  Asbron's  clinically 


effective  formula  rarely  causes 
gastric  upset  or  CNS  stimulation. 
Patients  feel  secure  with  Asbron — 
perhaps  because  their  "air  supply" 
is  protected.  Available  in  tablets 
for  adults  or  elixir  for  children. 


ASBRON  Inlay-tabs®/ Elixir 

(theophylline  sodium  glycinate,  glyceryl 
guaiacolate  and  phenylpropanolamine 
hydrochloride.) 

Helps  you  put  a little  living  back 
into  the  life  of  your  asthmatic  patient. 


DORSEY  LABORATORIES 


a division  of  The  Wander  Company 


Lincoln,  Nebraska  68501 


Smiles  speak  louder  than  words 


for  the  good  taste  of  Soyalac 

Milk-free,  hypo-allergenic  Soyalac  has  a pleasing  taste  that 
is  eagerly  accepted  by  most  infants.  It’s  similar  to  mother’s 
milk  in  composition  and  assimilation,  much  like  cow’s  milk 
in  consistency  and  completely  free  of  fibre.  Extensive  clini- 
cal data  support  Soyalac’s  value  in  promoting  growth  and 
development.  Soyalac  is  also  excellent  for  growing  children 
and  adults. 


'SoMitcml  §a/m|Dlfoi 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Soyalac 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 


Available  in 
Concentrated  Liquid  or  Powdered 
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PROJECT  HOPE  COMES  TO  LAREOO;  FIRST  US  PROGRAM 


Laredo  has  become  the  first  Unit- 
ed States  community  to  receive  the 
help  of  Project  HOPE.  The  program, 
which  began  in  Laredo  in  April,  will 
consist  of  training  personnel  in 
nursing,  practical  nursing,  public 
health  nursing,  laboratory  technol- 
ogy, nutrition  education,  and  com- 
munity health,  and  in  providing  bas- 
ic education  to  the  impoverished 
people  of  the  community. 

The  estimated  budget  for  the  pro- 
gram has  been  allocated  at  $1,500,- 
000,  all  to  be  paid  by  Project  HOPE 
for  three  years. 

Cooperating  in  and  helping  ad- 
minister the  project  will  be  The  Uni- 
versity of  Texas,  the  Texas  State 
Department  of  Health,  and  several 
local  agencies:  Webb-Zapata-Jim 
Hogg  Counties  Medical  Society,  La- 
redo-Webb  County  Health  Depart- 
ment, Mercy  Hospital  of  Laredo,  La- 
redo Junior  College,  Laredo  Inde- 
pendent School  District,  the  local 
vocational  rehabilitation  office  of 
the  Texas  Education  Agency,  and 
the  Laredo  Chamber  of  Commerce. 

Project  HOPE,  (Health  Opportu- 
nity for  People  Everywhere)  is  the 
principal  activity  of  the  People-to- 
People  Health  Foundation,  Inc.,  of 
Washington,  D.C.  An  independent 
non-profit  corporation,  HOPE  has 
successfully  carried  out  teaching 
and  training  programs  in  medical, 
dental,  and  paramedical  professions 
in  four  continents  in  the  past  nine 
years.  Foundation  personnel  have 
developed  teaching  techniques  in 
working  with  the  under-educated  and 
the  subordinated  groups  of  the 
world.  The  Laredo  project  repre- 
sents the  first  time  HOPE  has  car- 
ried on  such  a program  within  the 
United  States. 

Laredo  was  chosen  for  the  proj- 
ect because  the  needs  of  the  Amer- 
ican people  of  Mexican  heritage 
there  seemed  most  suited  for  Proj- 
ect HOPE  activities:  the  average  lev- 
el of  education  among  the  city’s 
78,000  residents  is  approximately 
the  sixth  grade;  Laredo  is  econom- 


ically the  poorest  city  in  the  US*; 
the  extent  of  illness  is  high;  and  the 
ability  of  local  physicians  to  deliver 
medical  service  is  greatly  hampered 
by  the  lack  of  doctors  and  of  auxil- 
iary medical  help. 

On  the  local  level.  Dr.  Leonides 
G.  Cigarroa  and  Jose  L.  Gonzalez 
(MPH),  administrator  of  the  Laredo- 
Webb  County  Health  Department, 
co-chairmen,  led  the  community  in 
extending  the  invitation  to  HOPE  to 
come  to  Laredo.  The  invitation  was 
unanimously  endorsed  by  the  local 
agencies  and  organizations  which 
are  helping  in  the  administration  of 
the  project  and  by  the  state  agen- 
cies involved:  Texas  Medical  Associ- 
ation, the  Texas  State  Department 
of  Health,  The  University  of  Texas 
System,  and  the  governor  of  Texas. 

In  the  development  and  imple- 
mentation of  teaching  programs  for 
paramedical  personnel,  HOPE  will 
provide  public  health  paramedical 
personnel  to  the  Laredo-Webb  Coun- 
ty Health  Department,  together  with 
a full  public  health  team  to  offer 
basic  health  education  to  the  popu- 
lation area  as  a whole.  At  the  same 
time,  a preventive  medical  educa- 
tion program,  including  the  training 
of  community  aides  and  workers  in 
all  disciplines,  will  be  carried  out. 
All  trainees  will  be  selected  from 
the  local  population. 

The  program  of  all  trainees  will 
include  basic  education  courses, 
such  as  English,  mathematics,  and 
other  required  courses  for  comple- 
tion of  the  equivalent  of  a high 
school  education.  A major  part  of 
this  core  education  program  will  be 
instruction  in  Mexican-American 
culture  and  heritage.  The  University 


According  to  the  County  and  City  Data 
Book,  1967,  published  by  the  US  Depart- 
ment of  Commerce,  Bureau  of  the  Cen- 
sus. Laredo  is  (1)  lowest  in  median  in- 
come, (2)  lowest  in  percentage  of  popula- 
tion earning  $10,000  or  more  annually, 
and  (3)  highest  in  percentage  of  popula- 
tion earning  under  $3,000  annually, 
among  Standard  Metropolitan  Areas  of 
50,000  or  more  population.  Figures  are 
taken  from  the  1960  census. 


of  Texas  has  agreed  to  provide  the 
faculty  for  these  studies.  And  the 
curriculum  will  stress  history,  heri- 
tage, architecture,  and  language. 
Trainee  classes  will  be  held  at  La- 
redo Junior  College,  Laredo-Webb 
County  Health  Department,  and 
Mercy  Hospital  of  Laredo. 

Trainees  will  receive  a modest  in- 
come while  in  training  so  that  stu- 
dents may  remain  in  school  without 
depriving  their  families  or  diminish- 
ing their  sense  of  obligation  to  their 
families.  Stipends  will  be  between 
$35  and  $40  a week  unless  the 
need  is  less  great,  in  which  case 
compensation  will  be  according  to 
need. 

The  whole  program  is  under  pri- 
vate sponsorship  and  will  last  for  a 
minimum  of  three  years.  At  the  end 
of  this  period.  The  University  of 
Texas,  through  its  medical  schools 
and  developing  schools  of  Allied 
Health  Sciences  and  of  Public 
Health,  will  gradually  move  in  to 
absorb  the  program,  making  use  of 
the  teaching  techniques  practiced 
by  HOPE. 

Dr.  William  B.  Walsh,  HOPE’S 
founder  and  president,  was  in  La- 
redo in  mid-April  to  help  get  the 
project  officially  underway. 

Dr.  Cigarroa,  local  co-chairman 
for  the  project,  said,  "I  am  delight- 
ed with  the  prospect  of  Project 
HOPE  coming  into  Laredo  to  estab- 
lish the  teaching  programs  for  para- 
medical personnel.  It  is  a step  to- 
ward realization  of  a major  Laredo 
and  national  goal,  namely,  winning 
the  war  on  poverty  through  educa- 
tion and  helping  give  the  dignity  to 
those  people  who  shall  be  up-grad- 
ed in  their  status  by  wanting  to  bet- 
ter themselves. 

“These  trainees  can  and  shall 
eventually  find  work  not  only  in  La- 
redo but  anywhere  in  the  state  of 
Texas,’’  the  physician  continued, 
"and  truly  this  program  can  serve 
as  the  catalyst  to  a vast  improve- 
ment and  in  fact  a revolutionary 
concept  in  the  delivery  of  health 
services  to  the  people  so  that  the 


Volume  65,  May,  1969 


113 


right  of  access  to  adequate  quality 
care  can  become  a reality  for  all.” 

Dr.  Cigarroa  listed  his  co-chair- 
man, Mr.  Gonzalez,  and  other  per- 
sons whose  work  had  been  instru- 
mental in  making  the  Laredo  pro- 
gram a reality  and  whose  work  in 
administering  the  project  would  in- 
sure the  program’s  success:  J.  C. 
Martin,  mayor  of  Laredo;  Alberto 
Santos,  county  judge  in  Laredo;  Dr. 
Charles  A.  LeMaistre,  The  Univer- 
sity of  Texas  System  executive  vice 
chancellor  for  medical  affairs;  Willis 
C.  Cobb,  administrator  of  Mercy 
Hospital  of  Laredo:  Dr.  James  E. 
Peavy,  Texas  State  Commissioner 
of  Health:  Gov.  Preston  Smith;  and 
Lt.  Gov.  Ben  Barnes. 

Ten  Antiparasitic  Drugs 
Available  from  Center 

Ten  antiparasitic  drugs,  either  un- 
licensed or  not  readily  available  in 
this  country,  are  kept  on  hand  on 
an  emergency  basis  by  the  Na- 
tional Communicable  Disease  Center 
(NCDC),  Atlanta,  Ga. 

Dr.  David  J.  Sencer,  director  of 
NCDC,  described  the  Parasitic  Dis- 
ease Drug  Service  which  has  been 
established  to  satisfy  the  growing 
demand  for  such  drugs.  ‘‘With  in- 
creasing involvement  of  Americans 
in  tropical  areas,  and  more  sophis- 
ticated medical  diagnosis,  it  is  likely 
that  the  number  of  requests  for 
antiparasitic  drugs  will  increase,” 
Dr.  Sencer  said. 

The  center  dispensed  drugs  178 
times  in  1968,  its  first  year  of  op- 
eration. The  diseases  for  which  the 
drugs  are  used  as  treatment  are  all 
rare  in  the  United  States,  although 
many  of  them  are  common  in  other 
areas,  especially  in  the  tropics. 

Many  of  the  drugs,  while  not  li- 
censed in  the  United  States,  have 
been  used  extensively  elsewhere. 
The  Food  and  Drug  Administration 
permits  the  Parasitic  Disease  Drug 
Service  to  supply  each  drug  to  re- 
questing physicians  on  an  investiga- 
tional basis.  In  many  cases,  avail- 
ability of  the  drug  is  a matter  of 
life  or  death  to  the  patient. 

Drugs  thus  far  available  are 

1.  Astiban,  for  treatment  of 
schistosomiasis  when  caused  by 
Schistosoma  haematobium  and  Schis- 
tosoma mansoni; 

2.  Bithionol,  for  treatment  of  par- 
agonimiasis, found  in  Southeast 
Asia,  West  Africa,  and  Northwestern 
South  America; 

3.  Dehydroemetine,  for  intramus- 
cular or  subcutaneous  use  in  treat- 
ment of  severe  intestinal  amebiasis 
and  extraintestinal  amebiasis; 

4.  Mel  B,  for  the  treatment  of 


sleeping  sickness  when  there  is  cen- 
tral nervous  system  involvement, 
the  disease  being  prevalent  in  many 
areas  of  sub-Saharan  Africa; 

5.  Niclosamide  for  cestode  infec- 
tions due  to  Taenia  saginata,  Hymen- 
olepis  nana,  and  Diphyllobothrium 
latum; 

6.  Parenteral  chloroquine  for 
treatment  of  pernicious  Plasmodium 
falciparum  malaria  in  which  the 
strain  is  sensitive  to  chloroquine: 

7.  Parenteral  quinine  for  treat- 
ment of  the  same  infection  as  in  6, 
when  the  strain  is  resistant  to  chlor- 
oquine. (Both  of  these  drugs  are 
licensed  and  commercially  available 
in  the  United  States  but  are  some- 
times difficult  to  obtain  rapidly.); 

8.  Pentamidine  isethionate  for 
treatment  of  the  early  stages  of  Af- 
rican sleeping  sickness  due  to  Try- 
panosoma gambiense,  and  for  Pneu- 
mocystis carinii  pneumonia,  a seri- 
ous infection  seen  in  newborns,  de- 
bilitated infants,  and  adults  with  al- 
tered immunologic  response  (usual- 
ly in  association  with  malignancy); 

9.  Pentostam,  for  the  treatment 
of  leishmaniasis  (kala-azar,  oriental 
sore,  and  espundia)  which  infec- 
tions occur  in  many  areas  of  the 
tropics;  and 

10.  Suramin,  for  treatment  of  the 
early  stages  of  sleeping  sickness 
due  to  Trypanosoma  rhodesiense  and 
for  treatment  of  onchocerciasis  (us- 
ually in  combination  with  diethyl- 
carbamazine). 

Telephone  inquiries  should  be 
made  to  the  Parasitic  Disease  Drug 
Service,  National  Communicable 
Disease  Center,  Atlanta,  Ga.  (Area 
Code  404,  633-3311.  Nights,  holi- 
days and  weekends:  633-2176.) 

TWU  Dean  of  Nursing, 
Miss  Fay  Pannell,  Dies 

Miss  Fay  Pannell,  dean  of  Texas 
Woman’s  University  College  of  Nurs- 
ing, died  April  10  in  Houston  after 
an  extended  illness.  The  funeral  was 
April  13  in  Lancaster,  Tex. 

Miss  Pannell  had  been  active  in 
state  nursing  and  medical  affairs. 
She  was  a member  of  the  liaison 
committee  of  the  Texas  Nursing 
Association  and  in  that  capacity 
worked  closely  with  the  Texas  Medi- 
cal Association.  She  was  chairman 
of  the  joint  executive  committee  for 
nursing  needs  and  resources  of  the 
Texas  Nursing  Association,  Texas 
League  of  Nursing,  and  Texas  State 
Board  of  Nurse  Examiners.  She  was 
also  a member  of  the  TNA  legisla- 
tive committee  and  worked  actively 
to  promote  legislation  favorable  to 
Texas  nurses. 

A memorial  fund  has  been  estab- 


lished through  the  Texas  Woman’s 
University  Foundation  and  through 
the  nursing  service,  The  University 
of  Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute  at  Houston. 

Texans  Among  Recipients 
Of  Foreign  Fellowships 

Two  Texas  students  are  among 
42  junior  and  senior  US  medical  stu- 
dents and  wives  who  have  been 
awarded  foreign  fellowships  which 
will  enable  them  to  obtain  super- 
vised medical  experience  in  develop- 
ing areas  of  the  world. 

The  Association  of  American  Med- 
ical Colleges  presents  these  fellow- 
ships through  a grant  from  Smith 
Kline  & French  Laboratories.  With 
the  current  selection,  the  associa- 
tion, during  ten  years,  has  awarded 
a total  of  308  fellowships  for  work 
and  study  in  more  than  50  countries. 

Larry  Henry  Pardue,  a junior  at 
The  University  of  Texas  Medical 
School  at  Galveston,  and  his  wife, 
Joyce,  have  been  awarded  a $3,286 
fellowship  which  will  permit  him  to 
assist  for  10  weeks  this  summer  at 
a missionary  hospital  in  Swaziland, 
South  Africa.  Pardue  is  from  Port 
Arthur,  Tex. 

Pardue  will  be  rotated  through  the 
three  major  services  of  the  hospital 
(medical,  surgical,  and  obstetrics) 
and  will  make  rounds,  both  with  doc- 
tors and  on  an  independent  basis. 
He  will  also  take  part  in  work  at  the 
dispensaries  and  at  a leper  colony. 
Mrs.  Pardue,  a graduate  student  in 
microbiology  at  the  UT  Medical 
School,  will  be  associated  with  the 
hospital’s  laboratory. 

The  primary  objectives  of  the  fel- 
lowships are  to  provide  students 
with  an  opportunity  to  benefit  from 
unusual  clinical  experiences  and 
familiarize  themselves  with  medical, 
cultural,  and  social  problems  differ- 
ent from  their  own. 

Medical  Examiners 
Schedule  Meeting 

The  Texas  State  Board  of  Medi- 
cal Examiners  will  meet  at  the  Hotel 
Texas  in  Fort  Worth  June  23-25  to 
give  examinations  and  consider  re- 
ciprocity applications. 

Graduates  of  United  States  medi- 
cal schools  must  file  applications 
30  days  before  the  examination  with 
the  board  secretary.  Dr.  M.  H. 
Crabb,  1612  Summit  Ave.,  Suite 
303,  Fort  Worth  76102. 

Applications  frotti  graduates  of 
foreign  medical  schools  and  appli- 
cations from  persons  seeking  reci- 
procity licensure  should  have  al- 
ready been  filed. 
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CHARLES  MAX  COLE: 

"He  Brings  Out  the  Best  in  Everyone" 


Most  of  his  professional  col- 
leagues call  him  "Max";  his  wife 
calls  him  “Mack”;  in  college  he  was 
known  as  "Charles  Max”;  and  his 
childhood  friends  and  his  family 
know  him  as  “Macky.”  He  is  used 
to  many  titles,  for  he  has  served 
an  array  of  organizations  as  a lead- 
er. To  members  of  Texas  Medical 
Association  he  has  most  recently 
been  known  as  "Mr.  Speaker,"  a 
calm  father  figure  with  a quick  wit 
who  ruled  the  TMA  House  of  Dele- 
gates. On  May  3 Dr.  Charles  Max 
Cole,  Dallas  surgeon,  became  Presi- 
dent of  Texas  Medical  Association. 

Dr.  Cole,  the  Association’s  104th 
President,  comes  to  his  new  position 
with  many  years  of  service  to  the 
medical  profession.  In  addition  to 
serving  as  Speaker  of  the  TMA 
House  of  Delegates,  he  has  served 
the  Association  as  Vice  Speaker  of 
the  House;  member  of  the  Special 
Advisory  Committee  to  Blue  Cross- 
Blue  Shield,  chairman  of  the  Special 


Committee  on  Title  XIX,  and  dele- 
gate to  the  American  Medical  Asso- 
ciation House  of  Delegates. 

The  Dallas  County  Medical  So- 
ciety has  benefited  from  his  services 
as  president,  vice  president,  and 
secretary.  Also,  he  has  been  presi- 
dent of  the  attending  staff,  Dallas 
County  Hospital  District,  and  clinical 
associate  professor  of  surgery  at 
The  University  of  Texas  Southwest- 
ern Medical  School  in  Dallas.  He  is 
currently  chief  of  surgery  at  Presby- 
terian Hospital  of  Dallas.  In  1960 
Dr.  Cole  received  the  Dallas  Hospital 
Council  Award  for  service  in  the 
field  of  medicine  to  Dallas  and  the 
Southwest.  Especially  cited  was  his 
leadership  in  planning  and  present- 
ing of  the  Dallas  Health  Fair  in  1959 
during  the  American  Medical  Asso- 
ciation Clinical  Convention.  In  1965 
he  served  as  chairman  of  the  pro- 
fessional division  for  the  United 
Fund’s  Dallas  campaign. 

Other  professional  association  ac- 


tivities include  memberships  in  the 
American  College  of  Surgeons, 
Southwestern  Surgical  Congress, 
Texas  Surgical  Society,  and  Dallas 
Southern  Clinical  Society.  He  has 
served  Dallas  Society  of  General 
Surgeons  as  secretary,  and  he  is  a 
diplomate  of  the  American  Board  of 
Surgery. 

A gentle  man  who  makes  firm, 
final  decisions  quietly.  Dr.  Cole  is 
known  for  his  ability  to  render  order 
out  of  chaos.  Not  only  will  this 
ability  serve  him  this  year  in  dis- 
charging the  duties  of  the  TMA 
Presidency,  but  also  he  finds  op- 
portunity to  use  it  every  day  at 
home.  The  only  man  in  a home  with 
three  women.  Dr.  Cole  frequently 
has  to  make  calm  decisions  to  not- 
so  calm  problems.  (He  really  loves 
being  the  only  man  around  the 
house,  says  Mrs.  Cole.)  The  women 
in  his  life  are  his  wife,  the  former 
Marilynn  Anderson  of  Manning,  Iowa, 
and  daughters  Cynthia  and  Karen. 
Cynthia  is  a senior  at  Southern 
Methodist  University  where  she  is 
editor  of  the  annual,  the  Rotunda, 
and  a member  of  Phi  Beta  Kappa. 
Karen,  14,  is  in  the  ninth  grade  at 
Dallas’  Benjamin  Franklin  Junior 
High  School. 

The  feminine  members  of  the 
Cole  family  are  agreed  that  their 
husband  and  father  is  the  absolute 
"greatest.”  Mrs.  Cole  says  that  the 
finest  tribute  she  can  give  her  hus- 
band is  to  say,  "He  brings  out  the 
best  in  everyone  he  is  around,” 
possibly  the  finest  tribute  anyone 
can  give  anyone. 

Dr.  Cole  was  born  on  May  26, 
1914,  in  Garland,  Tex.,  the  son  of 
Edwin  Gardner  and  Nattie  Sparks 
Cole.  He  was  graduated  from  South- 
ern Methodist  University  in  Dallas 
in  1937  with  a bachelor  of  arts  de- 
gree and  from  the  University  of  Iowa 
College  of  Medicine  in  Iowa  City  in 
1942.  He  served  both  internship 
and  residency  at  Parkland  Memorial 
Hospital  in  Dallas.  He  served  in 
the  US  Army  Medical  Corps  as  a 
captain  from  1945  to  1947  and  has 
practiced  general  surgery  in  Dallas 
since  1947. 

Also,  Dr.  Cole  is  a man  who  has 
taken  an  active  interest  in  his  com- 
munity. He  has  been  president  of 
the  Dallas  Chapter  of  the  American 
Business  Club;  a member  of  the 
board  of  directors  of  the  SMU 


Alumni  Association;  and  a member 
of  the  housing  standards  board  of 
the  city  of  Dallas.  He  is  also  a 
member  of  Delta  Chi  social  fraterni- 
ty and  has  served  in  the  organiza- 
tion’s executive  office.  He  belongs 
to  Phi  Beta  Pi  medical  fraternity 
and  the  Dallas  Chamber  of  Com- 
merce, and  has  served  the  latter 
as  chairman  of  the  public  health 
committee.  He  is  a member  of  Uni- 
versity Park  Methodist  Church  and 
has  served  on  the  official  board 
there. 

Leisure  time  for  the  new  TMA 
President  usually  is  spent  in  one  of 
several  ways — all  of  them  related. 

He  likes  to  browse  at  length  in 
sporting  goods  and  hardware  stores. 
What  he  purchases  in  these  places 
usually  leads  to  what  he  does  with 
the  rest  of  his  leisure  time. 

His  wife  tells  of  an  episode  that 
happened  about  ten  years  ago  when 
Dr.  Cole  was  "nosing  around"  in  a 
store  that  was  going  out  of  busi- 
ness. In  the  "everything  must  go” 
atmosphere  of  this  marvelous  sale, 
Dr.  Cole  found  a bright  red  hat 
which  he  is  very  proud  of  and  which 
he  wears  hunting,  fishing,  and  at 
various  other  times  just  to  change 
the  pace  or  to  entice  comment.  The 
hat  Just  doesn’t  seem  to  wear  out, 
and  its  owner  continues  to  wear  it 
despite  a moth  hole  which  Dr.  Cole 
says  is  for  ventilation. 

The  Coles  have  a boat  which  they 
keep  on  a trailer  at  home  and  use 
as  often  as  possible.  They  all  like 
to  water  ski;  and  the  male  member 
of  the  household,  to  whom  fishing 
is  one  of  the  world’s  chief  delights, 
will  dash  off  with  the  boat  to  near- 
by lakes  to  fish  at  the  drop  of  a 
hat — preferably  not  his  red  one. 

Besides  leading  to  hunting  and 
fishing,  browsing  in  hardware  stores 
also  leads  Dr.  Cole  to  his  other 
favorite  way  of  spending  leisure 
time,  "taking  things  apart.”  He  has 
a small  workshop  at  home  and  en- 
joys doing  the  usual  necessary  jobs 
of  keeping  the  home  in  good  repair. 
He  is  especially  pleased  when  he 
can  buy  a new  tool  and  accomplish 
a repair  job  for  less  money  than  a 
serviceman  would  charge — even  if 
the  saving  is  only  a few  cents.  And 
sometimes,  he  admits,  he  ends  up 
with  a new  tool  and  a serviceman’s 
charge. 

Integrity,  wisdom,  firmness,  lead- 
ership, good  will — all  are  trademarks 
of  Texas  Medical  Association’s  104th 
President.  All  will  aid  him  as  he 
leads  Texas  physicians  to  face  the 
challenges  coming  up  in  the  year 
ahead. 


Scientific  Director 
Of  Registry  Appointed 

Dr.  John  J.  Bergan,  a Chicago 
vascular  surgeon,  has  been  named 
scientific  director  of  the  American 
College  of  Surgeons-National  Insti- 
tutes of  Health  Organ  Transplant 
Registry,  which  is  housed  and  ad- 
ministered at  American  College  of 
Surgeons  (ACS)  headquarters  in 
Chicago. 

Dr.  Bergan  is  assistant  professor 
of  surgery  at  Northwestern  Univer- 
sity Medical  School  and  chief  of  the 
School’s  Transplantation  Division. 

"Transplantation  as  a science 
flourishes  on  communication,”  Dr. 
Bergan  said.  "The  registry’s  most 
pressing  job  is  to  collect  available 
information  on  human  organ  trans- 
plants, and  to  return  this  informa- 
tion in  organized  form  to  individual 
transplanters.” 

"In  general  terms,”  he  continued, 
“we  hope  that  the  registry  will  serve 
cardiac,  bone  marrow,  and  liver 
transplantation  teams  with  a mech- 
anism for  sharing  information,  ac- 
cumulating data  not  otherwise  avail- 
able, and  indicating  fruitful  avenues 
of  further  investigation.” 

“Kidney  transplants,”  Dr.  Bergan 
pointed  out,  "are  being  tabulated  in 
an  active  registry  in  Boston  at  the 
Harvard  Medical  School.  The  experi- 
ence of  that  registry  will  be  helpful 
to  us  as  the  new  registry  expands  to 
include  also  information  on  lung, 
pancreas,  spleen,  and  other  organ 
grafts.” 


Mental  Health  Institute 
Creates  Branch,  Post 

A growing  program  funded  by  the 
National  Institute  of  Mental  Health 
has  caused  a reorganization  to  be 
accomplished  and  a new  post  to  be 
created  within  the  NIMH  Division  of 
Mental  Health  Service  Programs. 

The  program,  federal  aid  for  the 
construction  and  staffing  of  com- 
munity mental  health  centers,  will 
be  handled  by  a new  Community 
Mental  Health  Centers  Support 
Branch.  Previously  two  separate 
branches  of  the  division  adminis- 
tered grants  to  centers. 

The  division  has  also  created  a 
new  Community  Mental  Health  Ser- 
vices Development  Branch  to  help 
tailor  the  federal  program  to  current 
needs,  announced  Dr.  Alan  1.  Leven- 
son,  division  director.  This  new 
branch  will  carry  out  the  division’s 
responsibility  for  encouraging  pro- 


gram development  in  the  new  men- 
tal health  centers.  Grants  will  sup- 
port research  and  training  activities 
to  help  develop  effective  community 
mental  health  services. 

Administration  of  the  two  branch- 
es will  be  centralized  under  an  as- 
sociate director  for  community  men- 
tal health  services,  newly-appointed 
Dr.  Saul  Feldman  (Ph.D). 


Allied  Sciences  Dean 
Appointed  at  Dallas 

Appointment  of  Dr.  Richard  D. 
Burk  as  dean  of  the  new  Southwest- 
ern School  of  Allied  Health  Sciences 
at  Dallas  was  approved  by  The  Uni- 
versity of  Texas  System  Board  of 
Regents  in  March. 

The  Regents  some  time  ago  ap- 
proved creation  of  the  school,  which 
will  operate  as  a major  branch  of 
The  University  of  Texas  Southwest- 
ern Medical  School  at  Dallas,  to 
train  more  technical  assistants  to 
help  physicians  meet  the  spiraling 
public  need  for  specialized  medical 
services. 

The  new  school  will  function  as  a 
separate  entity  within  the  parent 
medical  school’s  administrative 
structure,  and  will  utilize  facilities 
and  faculty  of  Southwestern  and  its 
affiliated  hospitals.  It  will  offer  de- 
gree programs  in  alliance  with  other 
educational  institutions  in  the  Dallas 
area. 

Dr.  Burk  has  been  chairman  and 
professor  of  the  Department  of  Phys- 
ical Medicine  and  Rehabilitation  at 
Southwestern  since  1966  and  was 
on  the  faculty  of  Ohio  State  Univer- 
sity for  14  years  prior  to  joining  that 
of  Southwestern. 

A native  Coloradoan,  Dr.  Burk  re- 
ceived a bachelor’s  degree  from  Re- 
gis College,  Denver,  in  1943,  and  a 
doctor  of  medicine  degree  from 
Creighton  University,  Omaha,  in 
1951  after  service  during  World  War 
II  in  the  US  Navy.  He  also  attained 
a master’s  degree  from  Ohio  State 
University  in  1955. 

Dr.  Burk  holds  the  distinction  of 
having  been  named  physician  of  the 
year  in  two  states,  in  Ohio  in  1963 
and  in  Texas  in  1966,  by  the  re- 
spective state  rehabilitation  associa- 
tions. 

He  is  chairman  of  the  depart- 
ments of  physical  medicine  and  re- 
habilitation at  Parkland  Memorial 
Hospital  and  Presbyterian  Hospital 
of  Dallas  and  serves  as  consultant 
for  Terrell  State  Hospital,  Denton 
State  School,  and  Caruth  Memorial 
Rehabilitation  Center  in  Dallas. 
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WORKMEN'S  COMPENSATION  DISPUTES  SETTLED 
BY  JOINT  COMMITTEE  ARBITRATION  PROCEDURE 


Committee  on  Workmen’s 
Compensation  and 
Industrial  Health, 

Texas  Medical  Association. 

In  1953,  Texas  physicians  and  in- 
surance company  representatives 
formed  a joint  committee  to  work 
together  on  problems  involving 
Workmen’s  Compensation  and  medi- 
cal care.  This  committee  provides  a 
forum  through  which  disputes  be- 
tween physicians  and  Workmen's 
Compensation  insurance  carriers 
may  be  arbitrated. 

Bases  of  Arbitration  Rules:  Some  of 
the  pertinent  parts  of  the  rules  for 
arbitration  which  have  proven  so 
successful  over  the  years  are  as 
follows. 

The  Texas  Medical  Association’s 
Board  of  Councilors  has  instructed 
the  president  of  each  county  medi- 
cal society  to  direct  the  county  pub- 
lic grievance  committee  (consisting 
of  three  persons  to  serve  with  three 
claims  representatives  (appointed  by 
the  Liaison  Committee)  as  an  Arbi- 
tration Committee.  The  decision  of 
the  committee  shall  be  solely  in  the 
nature  of  recommendations.  Such 
recommendations  shall  neither  add 
to  nor  detract  from  the  legal  or  other 
rights  available  to  either  party.  The 
committees  will  provide  such  testi- 
mony as  needed  to  sustain  their 
recommendations.  A quorum  will 
consist  of  two  claims  representa- 
tives and  two  physicians.  Any  doc- 
tor or  claims  representative  who  has 
an  interest  in  the  matter  for  arbi- 
tration will  be  disqualified.  The 
chairman  of  the  county  medical  so- 
ciety grievance  committee  will  act 
in  the  capacity  of  chairman  of  the 
Arbitration  Committee.  The  secre- 
tary of  the  Arbitration  Committee 
will  be  a claims  representative,  ap- 
pointed by  said  committee. 

The  Arbitration  Committee  will 
investigate  and  arbitrate  misunder- 
standings between  companies  rep- 
resented by  the  Liaison  Committee 
and  members  of  the  Texas  Medical 
Association,  arising  out  of  treatment 
of  injured  employees  covered  by  the 
Texas  Workmen’s  Compensation 
Act.  If  either  party  is  dissatisfied 
with  the  decision  of  the  Arbitration 
Committee,  said  party  will,  within 
20  days  of  the  receipt  of  such  de- 
cision, notify,  in  writing,  the  chair- 
man of  the  joint  committee  (Com- 
mittee on  Workmen's  Compensa- 
tion and  Industrial  Health)  with  a 


copy  to  the  adverse  party,  of  the 
dissatisfaction  and  desire  for  review. 
The  chairman  of  the  joint  commit- 
tee will  notify  both  parties  of  the 
date  and  place  of  the  next  meeting 
of  the  joint  committee,  and  advise 
them  that  they  may  appear  person- 
ally before  the  committee  if  such 
be  desired. 

Mechanics  of  Arbitration  Committee: 
Arbitration  procedures  for  physicians 
are  two: 

1.  The  physician  should  present 
the  chairman  of  his  county  griev- 
ance committee  and  the  councilor 
with  a memorandum  that  sets  forth 
fully  the  controversy  between  him- 
self and  the  insurance  company  in 
question;  and 

2.  He  should  certify  that  all  ef- 
forts to  adjust  the  dispute  have 
been  exhausted. 

The  chairman  of  the  grievance 
committee  then: 

1.  Investigates  and  determines  if 
the  controversy  is  one  for  arbitra- 
tion or  can  be  settled  amicably 
without  formal  hearing;  and 

2.  Forwards  to  the  chairman  of 
the  Liaison  Committee  a copy  of 
the  memorandum  of  the  contro- 
versy submitted  by  the  doctor. 

The  Liaison  Committee  then 
sends  the  chairman  of  the  Arbitra- 
tion Committee  the  names  and  ad- 
dresses of  the  three  claims  repre- 
sentatives who  will  serve  on  this 
committee.  A copy  of  said  letter  will 
be  directed  to  the  chairman  of  the 
Committee  on  Workmen’s  Compen- 
sation and  Industrial  Health  and 
the  councilor. 

After  the  representatives  have 
been  chosen  and  the  persons  in- 


"Better  Business  Bureau?  Is  it  all  right  to 
operate  on  a clinical  appendicitis 
with  a normal  white  count?” 


volved  notified,  the  chairman  of  the 
Arbitration  Committee: 

1.  Schedules  a meeting  of  the 
Arbitration  Committee,  notifying  the 
members  of  the  date,  time,  and 
place; 

2.  Notifies  the  physician  and  in- 
surance company  at  least  two 
weeks  prior  to  the  meeting  of  the 
date,  time,  and  place;  and 

3.  Advises  the  parties  that  they 
shall  submit  their  evidence  in  writ- 
ten form  and  may  appear  person- 
ally. 

Arbitration  Committee  procedure 
includes  nine  phases. 

1.  The  committee  meets  and  ap- 
points a secretary,  who  will  be  an 
insurance  representative,  who  will 
compile  accurate  and  complete  min- 
utes of  the  proceedings. 

2.  The  members  familiarize  them- 
selves with  the  problems  at  hand. 

3.  The  physician’s  case  is  pre- 
sented. 

4.  The  insurance  company’s  posi- 
tion is  presented. 

5.  If  either  party  fails  to  state  its 
position  in  writing,  the  committee 
acts  on  the  available  record. 

6.  The  committee  may  exercise 
its  discretion  in  the  interrogation  of 
witnesses  and  acceptance  of  evi- 
dence. 

7.  At  the  close  of  the  hearing, 
the  committee  goes  into  executive 
session  and  reaches  a decision  as 
to  the  pending  business. 

8.  The  secretary  prepares  and 
signs  the  committee’s  decision  or 
recommendations,  and  the  basis 
therefor,  in  sextuplicate,  and  mails 
it  to  the  chairman. 

9.  The  chairman  signs  the  deci- 
sion; mails  the  original  to  the  insur- 
ance company,  one  copy  to  the  phy- 
sician, one  copy  to  the  Joint  Com- 
mittee, one  copy  to  the  secretary  of 
the  Arbitration  Committee,  one  copy 
to  the  councilor;  and  keeps  a copy 
for  the  Arbitration  Committee. 

The  mechanics  through  which  in- 
surance companies  instigate  arbi- 
tration proceedings  follow  the  same 
basic  concept.  The  insurance  com- 
panies may  originate  their  requests 
for  arbitration  either  with  the  chair- 
man of  the  county  grievance  com- 
mittee or  the  chairman  of  the  Work- 
men’s Compensation  Insurance 
Companies  Liaison  Committee. 

It  is  significant  that  there  have 
been  no  changes  in  the  rules  since 
they  were  adopted  by  the  Board  of 
Councilors  in  1953. 
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Medical  Pilgrimage  Leads  Home 


For  the  average  Texas  physician, 
a return  to  his  place  of  birth  might 
not  involve  more  than  journeying 
across  town,  across  the  state,  or 
across  the  country.  In  October, 
1968,  however,  one  Texas  physician 
revisited  the  haunts  of  his  youth; 
and  the  journey  took  him  across  the 
world. 

"After  15  years  in  the  United 
States,  I have  finally  been  able  to 
return  to  South  Korea  to  fulfill  a 
dream  I have  been  nourishing,”  ob- 
served Dr.  Chai  Ho  Ahn,  staff  phy- 
sician at  the  East  Texas  State  Tuber- 
culosis Hospital  in  Tyler.  Dr.  Ahn 
returned  to  his  homeland  for  a 
month  last  autumn  to  render  medi- 
cal care  to  the  inhabitants  of  some 
of  South  Korea’s  rural  areas  and  to 
set  up  scholarship  funds  for  Korean 
medical  and  nursing  students.  He 
took  with  him  supplies  of  medicines 
and  drugs  and  cash  donations  pro- 
vided by  Tyler  area  physicians  and 
various  other  sources.  His  trip  was 
made  at  his  own  expense,  and  his 
time  away  from  the  tuberculosis 
hospital  was  his  accumulated  vaca- 
tion time. 

Dr.  Ahn  came  to  the  United  States 
in  1954  to  study  medicine.  He  in- 
tended to  return  to  practice  in  Ko- 


rea; but  at  the  end  of  two  years  an 
exsanguinating  hemorrhage  from  his 
lung,  resulting  from  tuberculosis 
contracted  years  before  in  Korea, 
made  return  to  his  native  land  medi- 
cally inadvisable.  He  remained  in  the 
United  States  then,  and  has  served 
on  the  staffs  of  Sea  View  Hospital 
and  Home  in  Staten  Island,  N.Y.; 
Arkansas  State  Tuberculosis  Sani- 
torium  in  Logan  County,  Ark.;  and 
East  Texas  State  Tuberculosis  Hos- 
pital in  Tyler,  where  he  has  been 
since  1964.  His  family  joined  him 
in  this  country  in  1959,  and  he  be- 
came a United  States  citizen  in 
1962. 

But  a knowledge  of  the  medical 
needs  of  the  communities  of  his 
youth  and  the  feeling  that  he  could 
help  meet  some  of  these  needs 
caused  Dr.  Ahn  not  to  give  up  his 
dream  of  returning  to  Korea  on  a 
medical  mission. 

Originally,  Dr.  Ahn  intended  to 
fully  finance  the  venture  himself. 
When  he  began  to  talk  to  his  col- 
leagues, however,  assistance  began 
to  come  from  unexpected  sources. 
Physicians  donated  medical  supplies 
and  medicines;  many  persons  do- 
nated money;  freight  and  air  freight 
companies  agreed  to  transport  the 


cartons  of  medicines  to  New  York 
at  no  cost;  the  American-Korean- 
Foundation  in  New  York  and  Seoul 
arranged  to  transport  supplies  to  the 
areas  in  Korea  where  Dr.  Ahn  in- 
tended to  visit;  and  the  Tyler  news- 
paper, the  Tyler  Courier-Times-Tele- 
graph.  featured  the  doctor’s  trip  on 
its  pages  which  in  turn  brought  in 
donations  of  more  money  and  sup- 
plies. 

For  six  months  prior  to  depar- 
ture, Dr.  Ahn  sorted,  counted,  pack- 
ed, and  weighed  $15,000  worth  of 
drugs  and  medicines  and  carried  on 
voluminous  necessary  correspond- 
ence. His  wife  and  five  children  sup- 
ported the  doctor’s  plan  and  helped 
in  many  ways:  his  wife  and  15- 
year-old  son,  Sam,  visited  physi- 
cians’ offices  in  the  Tyler  area  to 
collect  donated  supplies;  Sam,  with 
financial  assistance  from  his  older 
brother,  John,  packed  and  shipped 
approximately  2,000  lb.  of  drugs 
and  supplies:  and  16-year-old  daugh- 
ter, Sue,  helped  with  typing  and 
clerical  work.  When  all  the  details 
had  been  seen  to.  Dr.  Ahn  began 
his  journey. 

“As  soon  as  I arrived  in  Korea  in 
October,  1968,”  Dr.  Ahn  recalled, 
"in  traditional  custom  with  knees 
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on  the  floor,  I gave  a big  bow  to  my 
80-year  old  father  and  reported  to 
him  and  my  relatives  my  purpose 
in  coming  to  Korea.  I was  bringing 
a considerable  amount  of  medical 
supplies  and  cash  to  hold  medical 
clinics  in  the  mountain  areas  and 
the  fishing  villages.  My  family  was 
not  too  happy  for  me  to  help  others 
instead  of  my  own  relatives,  and 
they  showed  some  displeasure  with 
my  plans." 

Though  South  Korea  is  making 
great  strides  toward  progress  in 
many  ways.  Dr.  Ahn  found  that  most 
of  the  development  has  all  but  pass- 
ed the  rural  or  mountain  areas  by. 
Yet  50%  of  the  South  Korean  pop- 
ulation lives  in  these  rural  areas. 

“There  is  evidence  that  the  Kore- 
an government  tries  to  help,  but 
there  is  much  yet  to  be  done  to 
modernize  these  rural  areas,"  Dr. 
Ahn  observed.  “Yet  these  people 
are  morally  and  spiritually  on  a high 
level,  and  illiteracy  is  less  than 
10%.  There  is  no  doubt  that  once 
these  rural  areas  are  modernized. 
South  Korea  will  be  among  the  most 
progressive  nations." 

“After  paying  my  respects  to  my 
aging  father,  I hired  two  nurses,  a 
secretary,  and  several  laborers  and 
later  a jeep  that  could  take  us  only 
so  far,"  Dr.  Ahn  continues.  “I  visited 
villages  in  Yechun,  Kyung  Buk,  lo- 
cated in  the  deepest  and  highest 
mountains,  100  miles  southeast  of 
Seoul.  I lived  in  this  mountain  sec- 
tion some  24  years  ago  where  I 
developed  pulmonary  tuberculosis 
and  later  required  a right  pneumon- 


Top. Tyler  physician.  Dr.  Chai 
Ho  Ahn  examines  a Korean  tuber- 
culosis patient  who  had  never 
before  been  examined  by  a phy- 
sician. His  case  was  considered 
terminal.  Center.  As  has  been 
the  custom  for  many  years,  guests 
are  served  10  dishes  of  food  for 
breakfast.  Dr.  Ahn  could  eat  only 
one  fourth  of  this  feast  and  com- 
mented that  these  customs  should 
be  changed  because  of  the  waste 
involved.  Bottom.  Dr.  Ahn  fol- 
lowed a usual  Oriental  custom  of 
paying  respect  on  hands  and 
knees  to  his  father. 


ectomy.  The  roads  in  this  area  are 
so  steep  and  narrow  that  automo- 
biles cannot  be  used.  The  only 
means  of  transporting  our  supplies 
was  by  human  back.  After  I drove 
as  far  as  I coLild  in  our  jeep,  I 
climbed  up  the  mountain  for  about 
three  miles  on  foot.  My  one  lung 
functioned  excellently!” 

Dr.  Ahn  found  that  pulmonary  tu- 
berculosis is  not  decreasing  in  these 
villages,  but  that  modern  tubercu- 
losis drugs  are  aiding  in  the  control 
of  the  disease.  “South  Korea  still 
has  a half  million  cases  of  paragon- 
imiasis and  about  one  million  active 
pulmonary  tuberculosis  patients  who 
live  mainly  in  rural  areas.  Most 
acute  infectious  diseases,  such  as 
typhoid  fever,  dysenteries,  and  ma- 
laria have  been  markedly  reduced  in 
the  past  25  years." 

About  150  miles  south  of  Seoul, 
Dr.  Ahn  visited  fishing  and  farming 
villages  where  a drought  had  recent- 
ly occurred.  He  inspected  a leper 
colony  in  Junju,  where  600  self-sup- 
porting lepers  raised  chickens  and 
rabbits. 

“Wherever  I went,”  Dr.  Ahn  con- 
tinued, “patients  came  in  overflow- 
ing numbers  with  gastrointestinal 
illnesses  and  pulmonary  tuberculo- 
sis: and  unexpectedly  large  numbers 
came  with  liver  diseases  and  fre- 
quently with  cancers.  No  modern 
medical  doctors  have  ever  been  in 
this  mountain  area,  and  the  majority 
of  the  people  have  never  had  medi- 
cal check-ups  in  their  lives.  With  the 
assistance  of  two  nurses  and  a few 
helpers,  I saw  as  many  as  150  pa- 
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Left.  A South  Korean  orphan,  who  is  sponsored  by  Dr.  L.  B.  Windham  of  Tyler,  gets  an  exam- 
ination by  Dr.  Aim.  Right.  A leper  colony  at  Junju  is  self-supporting.  Dr.  Aim  examines  patient. 


tients  a day  and  distributed  the 
medicine  I had  brought  from  Texas.” 

Medical  facilities,  while  improving, 
are  still  inadequate  by  American 
standards.  Dr.  Ahn  found  that  the 
Korean  government  has  built  approx- 
imately 800  dispensaries  in  the  rural 
areas  during  the  past  ten  years.  Half 
of  these  dispensaries,  however,  have 
no  physicians.  In  fact,  only  1,000 
physicians  are  practicing  in  the 
whole  rural  area  inhabited  by  15 
million  people.  ‘‘I  occupied  one  of 
these  vacant  dispensaries  and  used 
the  doctor’s  office  and  x-ray  ma- 
chine.” 

“In  the  highland  province  where  I 
lived  as  a boy,  I had  the  opportunity 
of  returning  a favor  the  villagers  had 
done  for  me  many  years  ago.  I es- 
tablished an  educational  scholarship 
for  some  outstanding  student  to  ob- 
tain a higher  education  through  the 
American-Korean  Foundation  in  Se- 


oul. I established  permanent  schol- 
arships and  created  “Tyler  Scholar- 
ships” in  several  places  for  the  pur- 
pose of  increasing  interest  in  donat- 
ing for  public  affairs  and  to  help  a 
few  promising,  needy  students  to 
attain  higher  education.” 

Dr.  Ahn  had  much  praise  for  a 
particular  Korean  physician.  Dr. 
Yung  Chun  Lee,  who  teaches  and 
trains  medical  personnel  at  the  Sea 
Graves  Memorial  Hospital  in  Chul- 
na-buk-do.  This  hospital  had  been 
built  in  Burma  by  an  American  mis- 
sionary. The  entire  hospital  has  now 
been  dismantled  and  flown  to  Chul- 
na-buk-do  and  rebuilt  there.  Dr.  Ahn 
set  up  five  nursing  scholarships 
through  the  American-Korean  Foun- 
dation. 

Dr.  Ahn  cited  Korean  government 
statistics  which  show  that  about  115 
foreign  relief  organizations  are  work- 
ing in  South  Korea.  Most  of  their 


activities  are  centered  in  urban  and 
suburban  areas  where  the  economy 
is  very  good.  “These  relief  agencies 
are  needed  much  more  in  the  rural 
areas,”  Dr.  Ahn  said.  Only  about 
3%  of  this  relief  service  is  per- 
formed in  the  rural  areas  where  help 
is  desperately  needed.  One  main 
reason  for  this  is  the  reluctance  on 
the  part  of  the  relief  agencies’  staffs 
to  be  exposed  to  the  physical  hard- 
ships in  the  countryside  areas.” 

In  appraising  the  trip.  Dr.  Ahn 
uses  the  word,  “fruitful”;  and  he 
plans  to  return  to  Korea  for  similar 
medical  missions  in  the  future. 
“When  I got  on  the  plane  to  return 
home,  I felt  a sadness  akin  to  fail- 
ure. There  is  so  much  to  be  done 
in  this  country,  and  so  little  to  do 
it  with.  I had  spent  so  little  time 
where  months  and  years  are  need- 
ed. I had  dispensed  such  a limited 
amount  of  drugs  and  medicines  to 
people  who  need  weeks  of  drug 
therapy.  But  hope  in  my  heart  is 
big.  I will  repeat  this  type  of  visit  to 
these  rural  areas  as  long  as  my 
health  permits  and  until  some  evi- 
dence is  shown  that  the  people  in 
these  areas  are  able  and  willing  to 
pay  more  attention  to  public  needs 
and  conditions  and  to  help  them- 
selves. These  are  intelligent  peoples 
and  perhaps  one  day  the  health  of- 
ficials will  fully  realize  the  great 
need  for  medical  attention  and  the 
need  for  better  education  and  train- 
ing in  the  medical  field.” 


A vacant  dispensary  in  the  moun- 
tains served  as  headquarters  for 
Dr.  Ahn.  With  the  assist- 
ance of  his  temporary  staff.  Dr. 
Ahn  saw  and  treated  150  patients 
a day. 
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PRESCRIBING  INFORMATION.  For  complete 
information  consult  Official  Package  Circular. 
Indications:  Infections  due  to  susceptible  strains 
of  Gram-negative  bacteria  (including  Shigellae, 
S.  typhosa  and  other  Salmonellae,  E.  coli,  H.  in- 
fluenzae, P.  mirabilis,  N.  gonorrhoeae  and  N. 
meningitidis)  and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpeni- 
cillinase-producing staphylococci). 
Contraindications:  A history  of  allergic  reac- 
tions to  penicillins  or  cephalosporins  and  infec- 
tions due  to  penicillinase-producing  organisms. 
Precautions. Typical  penicillin-allergic  reactions 
rnay  occur,  especially  in  hypersensitive  pa- 
tients. Mycotic  or  bacterial  superinfections  may 
occur.  Experience  in  ne\«born  and  premature 
infants  is  limited  and  caution  should  be  used 
in  treatment,  with  frequent  organ  function  eval- 
uations. Safety  for  use  in  pregnancy  is  not  estab- 
lished. In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  performed  initially  and 


monthly  for  4 months.  Assess  renal,  hepatic 
and  hematopoietic  function  intermittently  dur- 
ing long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urti- 
caria, nausea,  vomiting,  diarrhea  and  anaphy- 
lactic reactions.  Mild  transient  elevations  of 
SGOT  or  SGPT  have  been  noted.  Black  tongue 
has  been  noted  in  some  patients  receiving  the 
Chewable  Tablets. 

Usual  Dosage:  Adults— 250  or  500  mg’,  q.  6 h. 
(according  to  infection  site  and  offending  or- 
ganisms). Children— 50-100  mg. /Kg. /day  in  3 
to  4 divided  doses  (depending  on  infection  site 
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and  offending  organisms).  Bacterial  meningitis 
-150-200  mg./ Kg./ day  in  6 to  8 divided  doses. 
Children  weighing  more  than  20  Kg.  should  be 
given  an  adult  dose  when  prescribing  oraily. 
In  parenteral  administration,  children  weighing 
more  than  40  Kg,  should  be  given  an  adult  dose. 
Beta-hemolytic  streptococcal  infections  should 
be  treated  for  at  least  10  days. 

Supplied:  Capsules— 250  mg.  in  bottles  of  24  and 
100.  500  mg.  in  bottles  of  16  and  100.  For  Oral 
Suspension— 125  mg./ 5 ml.  in  60,  80  and  150 
ml.  bottles.  250  mg./ 5 ml.  in  80  and  150  ml. 
bottles.  Chewable  Tablets— 125  mg.  in  bottles 
of  40.  Injectable— for  I.M./I.V.  use— vials  of 
125  mg.,  250  mg.,  500  mg.,  and  1 Gm.  Pediatric 
Drops— 100  mg./ ml.  in  20  ml.  bottles. 
u.i/2/69  A.  H.F.S.  Category  8:12.16 
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the  ^^daytime  sedative’’  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (M  gr.)  to  30  mg.  (3^  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (K  gr.), 

30  mg.  {14  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  (M  gr.),  30  mg.  04  gr.). 
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McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa, 


Public  Enema  Na1 


;iaim  the  rewards  of  sparing  your  patients  the  tubes 
nd  tribulations  of  unpleasant  enemas. 

Compared  to  enemas,  Dulcolax  suppositories  are  a 
entler  and  simpler  way  to  empty  the  bowel.  Gone 
re  the  tubing,  the  “accidents”,  and  the  bruised  egos, 
ust  one  suppository,  inserted  against  the  bowel  wall, 
sually  brings  about  an  evacuation  within  15  minutes 
3 an  hour. 

ithe  hospital,  order  Dulcolax  for  constipation  or 


bowel  cleansing.  Your  patients  will  often  prefer  it  to 
embarrassing  enemas.  And  you  can  be  sure  nurses 
will  appreciate  the  saving  in  time  and  effort. 

Dulcolax  tablets  taken  at  night  usually  result  in  a 
bowel  movement  the  following  morning.  A combina- 
tion of  tablets  at  night  and  a suppository  the  next 
morning  generally  cleans  the  bowel  thoroughly  in 
preparation  for  surgery  or  special  procedures.  Keep 
in  mind,  however,  that  the  drug  is  contraindicated  in 
the  acute  surgical  abdomen. 


Dulcolaxlit^ 


bisacodyl 


predictable 


'’iJer  license  from  Boehringer  Ingelheim  G.m.b.H. 


Geigy  Pharmaceuticals , Division  of  Geigy  Chemical  Corporation.  Ardsley.  New  York  10502 


DU-6118 


PARKE-DAVIS 


By  helping  to  remove  dead  tissue  and  debris  from  the  ulcer’s 
surface,  ELASE  Ointment  creates  a better  environment  for  the 
elimination  of  infection,  for  healthy  granulation.,  .for  healing. 

Its  lytic  enzymes  effectively  break  down  DNA  in  dead  leuko- 
cytes and  other  debris . . .the  fibrin  in  blood  clots,  serum,  and 
purulent  exudates. . .and  the  denatured  proteins  in  necrotic 
tissue.  Protein  elements  of  living  tissue  are  relatively  un- 
affected. ELASE  Ointment  is  indicated  in  stasis  ulcers  and  in 
other  infected  or  inflamed  ulcers  caused  by  circulatory  distur- 
bances. In  cases  requiring  skin  grafting,  it  is  used  preoperatively 
for  debridement.  For  ambulatory  patients  debridement  with 
ELASE  Ointment  is  a convenient  therapy  and  a regimen  likely 
to  be  followed.  Precautions:  Observe  usual  precautions  against 
allergic  reactions,  particularly  in  persons  with  a history  Of 
sensitivity  to  materials  Of  bovine  origin  or  to  mercury  com- 
pounds. Adverse  Reactions:  Side  effects  attributable  to  the 
enzymes  have  not  been  a problem  at  the  dose  and  for  the 
indications  recommended.  Discussion:  Successful  use  of 
enzymatic  debridement  depends  on  several  factors:  (1)  dense, 
dry  eschar,  if  present,  should  be  removed  surgically  before 
enzymatic  debridement  is  attempted;  (2)  the  enzyme  must  be  in 
constant  contact  with  the  substrate;  (3)  accumulated  necrotic 
debris  must  be  periodically  removed;  (4)  the  enzyme  must  be 
replenished  at  least  once  daily;  and  (5)  secondary  closure  or 
skin  grafting  must  be  employed  as  soon  as  possible  after 
optimal  debridement  has  been  attained.  It  is  further  essential 
that  wound-dressing  techniques  be  performed  carefully  under 
aseptic  conditions  and  that  appropriate  systemically  acting 
antibiotics  be  administered  concomitantly  if,  in  the  opinion  of 
the  physician,  they  are  indicated.  Available:  ELASE  Ointment  is 
supplied  in  30-Gm.  tubes  containing  30  units  (Loomis)  of 
fibrinolysin  and  20,000  units  of  desoxyribonuclease  with 
0.12  mg.  thimerosal  (mercury  derivative);  and  in  10-Gm.  tubes 
containing  10  units  of  fibrinolysin  and  6,666  units  of  desoxy- 
ribonuclease with  0.04'  mg.  thimerosal.  ELASE  Ointment  has  a 
special  base  of  liquid  petrolatum  and  polyethylene;  contains 
sodium  chloride  and  sucrose  used  during  manufacture;  is 
stable  at  room  temperature  through  the  expiration  date  stated 
on  the  package. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


FIRST  APPLICATION 

ELASE  Ointment  is  applied  to  a deep  ulceration  of  a finger. 


EIGHTEEN  DAYS  LATER 

Healing  has  progressed  rapidly  without  interruption  or 
interference  from  any  accumulated  purulence  or 
necrotic  tissue.  Greatly  reduced  size  of  lesion  and 
minimal  scar  tissue  indicate  quality  and  vigor  of 
healing  which  is  almost  complete. 


PARKE-DAVIS 
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GENERAL  NEWS 


Findings  of  AMA  Rural 
Physicians’  Survey  Given 

The  American  Medical  Associa- 
tion's council  on  rural  health  sur- 
veyed a random  sample  of  2,468 
physicians  practicing  in  non-metro- 
politan areas  of  the  US  in  1967 
through  a questionnaire  entitled, 
‘‘Medical  Practice  in  Small  and 
Large  Communities.” 

The  questionnaire,  which  covered 
71  items,  was  divided  into  three 
categories:  (1)  background  material, 
(2)  medical  practice  organizations, 
and  (3)  factors  associated  with 
practice  and  community. 

Among  the  major  findings  were: 

1.  Nearly  one-half  (49%)  of  the 
physicians  reared  in  towns  under 
2,500  were  practicing  in  a similar 
sized  town,  while  the  same  percent- 
age held  true  for  physicians  practic- 
ing in  non-metropolitan  cities  of 
25,000  or  more  and  who  were  rear- 
ed in  cities  of  this  size.  The  results 
would  seem  to  indicate  that  the  best 
chance  of  securing  physicians  for 
the  smaller-sized  communities  is  to 
have  more  young  men  with  such  a 
background  enter  the  study  of  medi- 
cine. 

2.  In  regard  to  finding  the  loca- 
tion to  practice,  the  hometown  pref- 
erence or  suggestions  of  friends 
were  most  often  listed,  followed  by 
nearby  place  of  internship,  as  well 
as  assistance  of  state  and  AMA  phy- 
sician placement  services. 

3.  Limited  accessibility  to  con- 
tinuing medical  education  programs 
and  lack  of  opportunities  for  profes- 
sional growth  were  of  concern  to 
the  respondents  and,  in  particular, 
to  those  practicing  in  the  isolated 
rural  counties. 

4.  Physicians  who  liked  rural 
practice  and  living  did  so  (a)  be- 
cause of  the  feeling  that  rural  peo- 
ple were  friendly  and  dependable, 
providing  close,  personal  ties  with 
the  people;  (b)  because  they  liked 
to  be  near  the  open  country  for  rec- 
reation; (c)  because  there  was  less 
traffic  and  confusion  and  a slower 
pace;  and  (d)  because  relationships 
with  their  patients  were  pleasant. 

5.  Indicated  reasons  for  dissatis- 
faction with  present  location  cen- 
tered around  community  limitations 
such  as  lack  of  social  and  cultural 
activities;  shortage  of  physicians 
and  other  health  personnel;  lack  of 
educational  facilities;  and  inade- 
quate living  conditions.” 

A complimentary  copy  of  the  com- 
plete summary  listing  the  14  major 
findings  of  the  comprehensive  study 
may  be  obtained  from  the  AMA 
Council  on  Rural  Health.  535  N. 
Dearborn  St.,  Chicago  60610. 
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Map  of  Texas  shows  picture  of  influenza  B incidence  in  late  February  and  in  March. 


HEALTH  DEPARTMENT  REPORTS  ON  INFLUENZA 


Influenza  surveillance  conducted 
by  the  Texas  State  Department  of 
Health  revealed  that  the  Hong  Kong 
influenza  epidemic  peaked  during 
the  week  from  Dec.  28  to  Jan.  4, 
when  18,000  cases  were  reported. 

By  the  third  week  in  February  re- 
ported cases  were  down  to  3,153. 
However,  beginning  at  that  time,  re- 
ports were  received  of  excessive 
school  absenteeism  from  several 
counties  in  north  Texas.  Absentee- 
ism in  several  locations  ranged  up 
to  40%  and  many  schools  were 
forced  to  close. 

Physicians  in  northeast  Texas  re- 
ported that  they  were  seeing  a very 
large  number  of  children  in  their 
offices  with  a flu-like  illness  con- 
sisting of  high  fever,  severe  aches 
in  the  chest  and  back,  coughing 
coryza,  and  occasional  gastrointes- 
tinal disturbances.  In  one  city  alone 
physicians  reported  710  cases  of 
this  syndrome  in  only  a few  days. 

As  reports  and  laboratory  speci- 
mens continued  to  come  in,  it  be- 
came apparent  that  this  was  a gen- 
eralized outbreak  involving  most  of 
north  Texas.  Laboratory  investiga- 
tion revealed  the  appearance  of  anti- 
bodies to  influenza  B/Maryland  in 
many  specimens  submitted  from 
this  area. 

Influenza  B was  reported  in  la 


January  and  early  February  from 
several  states  with  California,  Wash- 
ington, Alaska,  and  Iowa  being 
among  the  first.  An  outbreak  of  flu- 
like illness  in  Oklahoma  City  in  Jan- 
uary and  February,  which  later  was 
documented  as  influenza  B,  prob- 
ably was  one  of  the  origins  of  the 
north  Texas  disease.  Health  Depart- 
ment officials  have  stated. 

Many  counties  in  north  Texas  had 
considerable  morbidity  and  school 
absenteeism  in  late  February  and 
March.  The  weekly  influenza  totals 
jumped  from  a low  of  3,143  on  Feb. 
22  to  7,017  on  March  22.  As  of 
April  3,  the  outbreak  appeared  to  be 
on  the  decline. 

UT  Botanist  Receives 
Cancer  Research  Grant 

Dr.  David  P.  Bloch,  professor  of 
botany  at  The  University  of  Texas 
at  Austin,  has  received  a $17,200 
grant  for  research  from  the  Damon 
Runyon  Memorial  Fund  for  Cancer 
Research. 

Dr.  Bloch  and  his  research  group 
are  trying  to  integrate  the  mechan- 
ism of  DNA  production  with  mech- 
anisms involved  in  the  synthesis  of 
histones  and  their  assembly  with 
DNA. 
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Senior  Consultants 

Perry  C.  Talkington,  M.D. 
Charles  L.  Bless,  M.D. 

Psych  iatrist-i  n-Chief 

Howard  M.  Burkett,  M.D. 

Medical  Director 

James  K.  Peden.  M.D. 

Associate  Psychiatrists 

Jerry  M.  Lewis.  M.D. 

Ward  G.  Dixon,  M.D. 


Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith.  M.D. 

Dode  Mae  Hanke,  M.D. 
Thomas  H.  Allison,  M.D. 
Maurice  S.  Green,  M.D. 
Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 
Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Joe  W.  King,  M.D. 

Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 
John  T.  Gossett,  Ph.D. 

Dale  R.  Turner,  Ph.D. 

Robert  W.  Hagebak,  Ph.D. 

Social  Work 

Sally  Stansfield,  M.S.W. 
Robert  O’Connor,  M.S.S.W. 
Kathleen  Wood,  M.S.W. 
Margie  W.  Buell,  M.S.S.W. 
Robert  P.  Stewart,  M.S.S,W, 


Occupational  Therapy 

Geraldine  Skinner,  B.S., 
O.T.R.,  Director 

Recreational  Therapy 

Lois  Timmins,  Ed.D., 
Director 

Director  of  Nurses 

Mae  Belie  James,  R.N. 

Business  Manager 

Ralph  M.  Barnette,  B.B.A. 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

Narcotic  Cases  Not  Admitted 

LAWN 

PSYCHIATRIC  CENTER 


Evergreen  1-7181  Dallas,  Texas  75223  P.  0.  Box  11288 
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HOUSTON,  TEXAS  77025 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Dieeaeee 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  Jr., 
M.D.,  F.A.C.P. 

Stanton  P.  Fischer,  M.D., 
F.A.C.P. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif  M.D., 
F.A.C.P. 

Ralph  D.  Eichhom,  M.D., 
F.A.C.P. 

F.  Scott  O’Neil,  M.D., 
F.A.C.P. 


Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia.  M.D. 

Arthritis  and  Rheumatic 
Diseases 

Jamee  W.  Kemper,  M.D.. 
F.A.C.P. 


Hypertension  and  Peripheral 
Vascular  Diseases 

Gene  E.  Burke,  M.D. 

Cancer  Chemotherapy 

Carlos  F.  Taboada,  M.D. 

General  Medicine 

Moises  Lopez,  M.D. 

OCCUPATIONAL  MEDICINE 

John  R.  Hall,  M.D.,  M.P.H., 
F.A.C.P. 

Paul  E.  Wright,  M.D., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D., 
F.A.C.Pr.M. 

Richard  M.  Fenno,  M.D., 
M.P.H.,  F.A.C.P. 

Cannon  A.  Owen,  M.D. 

Edward  A.  Anderson,  M.D. 

GENERAL  & THORACIC 

SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & CYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 

William  A.  Johnson,  III, 
M.D. 

PSYCHIATRY 

Cheater  G.  Cochran,  M.D. 

Ricardo  Daichman,  M.D. 


PEDIATRICS 
Rheumatology 
Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Infectious  Diseases 
AUergy 

Charles  W.  Ewing,  M.D., 
F.A.A.P. 


OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D., 
F.A.C.S. 

Joseph  S.  Weycer,  M.D. 
Bobby  R.  Alford,  M.D. 

NEUROLOGY 

Robert  R.  Pierce,  M.D., 

DERMATOLOGY 

Wilson  M.  Fh’aser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

J.  David  Wright,  M.D. 

ORTHOPEDIC  SURGERY 
W.  Malcolm  Cranberry, 
M.D. 

Jesse  H.  Dickson,  M.D. 

OPHTHALMOLOGY 

Henry  E.  Wahlen,  M.D. 

RADIOLOGY 

Richard  G.  Fisher,  M.D. 
David  M.  Rulfa,  M.D. 

PATHOLOGY 

Robert  A.  Jordan.  M.D. 


DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  H.A. 
Lois  Crane,  Ph.D. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 
Donna  R.  Fox,  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 
Maxillo  Facial  Surgery 
Edward  C.  Hinds,  MJ)., 
D.D.S.,  F.A.C.S. 

Psychiatry 

Albert  Owers,  M.D. 

Neurosurgery 

Day  P.  McNeel,  Jr.,  M.D. 
Gerald  R.  Litel.  M.D. 

SPECIAL  FACILITIES 
Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
V ectorcardiography 
Registered  Physiotherapist 
Pulmonary  Fimction 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Baldcen 
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TEXAS  MEDICINE 


Pfizer  Scholarships  Go 
To  Four  Texas  Students 

Four  Texans  are  among  98  stu- 
dents throughout  the  United  States 
who  were  awarded  $1,000  medical 
school  scholarships  during  the  1968- 
1969  academic  year  by  the  Pfizer 
Laboratories  Division  of  Chas.  Pfizer 
& Co.,  Inc. 

The  medical  scholarship  program 
provides  each  of  98  medical  schools 
in  the  United  States  with  a $1,000 
scholarship.  These  scholarships  are 
administered  solely  by  the  dean  of 
each  medical  school  or  by  a com- 
mittee established  by  him. 

The  four  Texas  recipients  were 
selected  by  medical  school  authori- 
ties on  the  basis  of  academic  quali- 
fications and/or  financial  need.  The 
recipients  are:  (1)  Richard  B.  Wes- 
ley, Beaumont,  a member  of  the 
class  of  1971  at  Baylor  College  of 
Medicine,  Houston;  (2)  Ernest  C. 
Soffronoff,  Jr.,  Longview,  Tex.,  class 
of  1969  at  Temple  University  School 
of  Medicine,  Philadelphia;  (3)  Miss 
Linda  Stehling,  San  Antonio,  class 
of  1970  at  The  University  of  Texas 
Medical  School  at  San  Antonio;  and 
(4)  James  Clark  Huff,  Lubbock, 
class  of  1969  at  The  University  of 
Texas  Southwestern  Medical  School 
at  Dallas. 


PERSONALS 


The  Ninth  District  Medical  So- 
ciety has  recognized  Dr.  J.  A.  Neely 
of  Bellville  for  his  outstanding  ser- 
vice to  the  medical  profession  and 
to  the  society.  Dr.  Neely  received  a 
plaque  at  the  society’s  meeting  in 
Hempstead  in  March. 

A resident  physician  from  Hous- 
ton, Dr.  Roger  L.  Greenberg,  won 
first  award  in  medical  photography 
at  the  1969  Student  American  Med- 
ical Association-Eaton  Medical  Art 
Award  Competition  in  April.  The  win- 
ning entry  was  entitled  “Subcutane- 
ous Mastectomy  with  Augmentation 
Mammoplasty.” 

Dr.  Herman  D.  Suit,  chief  of  the 
Section  of  Experimental  Radiother- 
apy at  The  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Insti- 
tute at  Houston,  is  serving  on  the 
faculty  of  medicine  at  Harvard  Medi- 
cal School,  Boston,  during  the 
spring  term  as  Alvan  T.  and  Viola 
D.  Fuller-American  Cancer  Society 
Visiting  Professor  of  Radiology. 

New  officers  of  the  International 
Medical  Assembly  of  Southwest  Tex- 


as are  Dr.  Benjamin  B.  Shaver,  pres- 
ident; Dr.  William  D.  Montgomery, 
president-elect;  Drs.  J.  B.  Morrison 
and  Armando  Nasta,  vice  presidents; 
Dr.  Charles  A.  Hulse,  secretary-treas- 
urer; and  Drs.  Carmault  B.  Jackson 
and  H.  N.  Gonzalez,  directors.  Dr. 
Joaquin  B.  Gonzalez  is  immediate 
past  president.  All  officers  are  from 
San  Antonio. 

Dr.  Anton  B.  Brucks  of  Dallas  was 
installed  as  a fellow  of  the  American 
College  of  Obstetricians  and  Gyne- 
cologists at  the  college’s  annual 
meeting  April  28-May  1 in  Bal  Har- 
bour, Fla. 

In  March,  a Port  Arthur  Chamber 
of  Commerce  resolution  cited  Dr. 
Paul  R.  Meyer  for  his  “tireless  and 
faithful”  devotion  to  the  Greater 
Port  Arthur  area  and  the  well-being 
of  its  citizens. 

Dr.  A.  Bryan  Spires,  Jr.,  of  Taylor 
has  been  appointed  by  Gov.  Preston 
Smith  to  the  Texas  State  Board  of 
Medical  Examiners.  He  replaces  the 
late  Dr.  L.  H.  Denman  of  Lufkin 
whose  term  is  due  to  expire  in  April, 
1971. 

Outstanding  Uvalde  citizen  for 
1968,  named  in  February  by  the 
Uvalde  Chamber  of  Commerce,  is 
Dr.  Sterling  H.  Fly,  Jr.  The  outstand- 
ing citizen  award  and  the  plaque 
presentation  were  made  at  a ban- 
quet Feb.  28. 

New  assistant  dean  and  professor 
of  pediatrics  at  The  University  of 
Texas  Medical  School  at  San  An- 
tonio, effective  July  1,  is  Dr.  Fred 
M.  Taylor,  presently  professor  of 
pediatrics  at  Baylor  College  of  Med- 
icine, Houston.  Dr.  Taylor  joined  the 
Baylor  faculty  in  1948  and  was 
named  full  professor  in  1964.  At 
UT  San  Antonio,  he  will  be  primarily 
responsible  for  student  affairs  and 
academic  development,  according  to 
Dr.  F.  C.  Pannill,  UT  San  Antonio 
dean. 

Dr.  Earl  E.  Waide  of  Perryton  was 
named  outstanding  young  man  for 
1968  by  the  Perryton  Jaycees  at  a 
banquet  on  March  29. 

The  Dallas  Southern  Memorial  As- 
sociation presented  its  award  of 
merit  to  Dr.  Milford  O.  Rouse  of 
Dallas,  immediate  past  president  of 
the  American  Medical  Association. 
Dr.  Rouse  was  cited  for  his  “dedi- 
cation to  God,  to  his  country  and 
his  profession,  and  for  distinguished 
leadership  and  fine  achievement  in 
the  medical  world,  and  for  unselfish 
and  tireless  service  to  his  com- 
munity." 


POSTGRADUATE 

COURSES 


Crisis  Counseling:  Estes  Park,  Colo., 
YMCA  Conference  Center  will  be  the 
site  of  a postgraduate  course  in 
crisis  counseling,  June  16-20.  The 
course  is  co-sponsored  by  the  De- 
partment of  Medicine  and  Religion 
of  the  American  Medical  Association, 
the  Committee  on  Medicine  and  Re- 
ligion of  the  Colorado  Medical  So- 
ciety, and  the  office  of  Postgraduate 
Medical  Education,  University  of 
Colorado  School  of  Medicine. 

The  five-day  conference  is  de- 
signed to  increase  the  knowledge 
and  skills  of  physicians  and  clergy- 
men working  with  people  in  crisis. 

Topics  to  be  discussed  include: 
crisis:  an  opportunity  for  growth  or 
illness:  the  techniques  and  role  of 
the  crisis  therapist;  families  in  crisis; 
potential  dangers  in  crisis  therapy; 
and  death  as  a crisis. 

Further  information  is  available 
from  the  Office  of  Postgraduate 
Medical  Education,  University  of 
Colorado  School  of  Medicine,  4200 
E.  Ninth  Ave.,  Denver  80220.  Tui- 
tion is  $90  for  a single  registrant 
and  $125  for  a physician-clergyman 
team. 

Laboratory  Training:  The  Laboratory 
Division  of  the  National  Communi- 
cable Disease  Center,  Atlanta,  Ga., 
will  present  a series  of  laboratory 
training  courses  between  Aug.  4, 
1969,  and  June  26,  1970.  Informa- 
tion and  application  forms  may  be 
obtained  by  writing  the  Training  Of- 
fice, Laboratory  Division,  National 
Communicable  Disease  Center,  At- 
lanta, Ga.  30333. 

Titles,  dates,  and  closing  registra- 
tion dates  of  courses  (in  parenthe- 
ses) through  October,  1969,  are  as 
follows:  laboratory  methods  in  gen- 
eral medical  mycology,  Aug.  4-29 
(June  9);  laboratory  problems  in 
blood  banking.  Sept.  8-12  (July  14); 
principles  and  bacterial  application 
of  fluorescent  antibody  techniques. 
Sept.  15-26  (July  21);  basic  clinical 
chemistry.  Sept.  22  0ct.  3 (July  28); 
laboratory  methods  in  the  detection 
of  rabies.  Sept.  29-Oct.  3 (Aug.  4); 
human  biood  cell  morphology,  Oct. 
6-10  (Aug.  11);  principles  of  comple- 
ment fixation,  Oct.  6-17  (Aug.  11); 
basic  laboratory  methods  in  virol- 
ogy, Oct.  13-23  (Aug.  18);  laboratory 
methods  in  special  medical  bacteri- 
ology, Oct.  20-24  (Aug.  25):  labora- 
tory methods  in  respirovirology,  Oct. 
24-30  (Sept.  1):  and  laboratory 
methods  in  anaerobic  bacteriology, 
Oct.  27-Nov.  7 (Sept.  1). 
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Patient  comfort  in  chronic  constipation  is  enhanced 
by  restoration  of  normal  pattern  of  evacuation. 


□ Gentle  neuroperistaltic  stimulation  is  mediated 

through  the  Auerbach’s  plexus  in  the  colon 

□ Aids  in  rehabilitation  of  the  constipated  patient 

by  facilitating  regular  elimination 

□ No  laxative  tolerance  or  rebound  constipation 

reported  in  clinical  experiejKc 
□ Even  many  previously  intractable  cases  have  been/ 
successfully  treated  with  SENOKOT  preparations 

□ Virtually  free  of  side  effects  at  proper, 

individualized  dosage  levels 

□ Dosage  may  be  gradually  reduced  and 
eventually  discontinued  in  many  cases,  upon^ 

restoration  of  normal  pattern  of  elimination 
Dosage:  (preferably  at  hcdtimc)— Adults:  2 
tablets  (max.  4 tablets  b.i.d.).  Children:  (over 
60  lb.)  1 tablet  (max.  2 tablets  b.i.d.).  Supplied:  Bottles 

of  50  and  100  tablets  Pyrduc  Frederick 

The  Purdue  Frederick  Company,  Yonkers,  New  York  10701 


Senokot  Tablets 


(standardized  senna  concentrate) 


©COPYRIGHT  1 969,  THE  PURDUE  FREDERICK  COMPANY 


SOUTHWESTERN  SURGICAL  CONGRESS 


Texas  surgeon  members  of  the  Southwestern  Surgical  Congress 
will  travel  to  Stateline,  Calif.-Nev.,  June  2-5,  for  the  21st  annual 
meeting  of  the  congress  at  the  Sahara  Tahoe  Hotel. 

Papers  will  be  presented  by  congress  members  and  by  three 
guest  speakers:  Dr.  George  A.  Hallenbeck,  Birmingham,  Ala.; 
Dr.  George  P.  Rosemond,  Philadelphia;  and  Dr.  Robert  J.  Free- 
ark,  Chicago. 

Dr.  Jack  A.  Barney,  301  Pasteur  Bldg.,  Oklahoma  City  73103, 
is  congress  secretary. 


CONFERENCE  ON  DISEASES  IN  NATURE 
TRANSMISSIBLE  TO  MAN 

Diseases  that  may  affect  man  in  his  continuous  contact  with 
his  environment  will  get  consideration  in  depth  at  the  10th  An- 
nual Southwestern  Conference  on  Diseases  in  Nature  Trans- 
missible to  Man,  May  22-23,  at  the  Hilton  Palacio  del  Rio  in 
San  Antonio. 

The  conference  is  open  to  interested  physicians,  veterinarians, 
epidemiologists,  public  health  officers,  nurses,  microbiologists, 
biologists,  public  health  engineers,  sanitarians,  laboratory  work- 
ers, and  individuals  in  related  fields. 

Dr.  S.  S.  Kalter  (PhD),  P.O.  Box  2296,  San  Antonio  78206,  is 
conference  chairman. 


i 
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HIGHLIGHTS 

OF 

COMING 

MEETINGS 


UNITED  STATES-MEXICO 

BORDER  PUBLIC  HEALTH  ASSOCIATION 

The  27th  annual  meeting  of  the  United  States-Mexico  Border 
Public  Health  Association  will  be  held  June  2-6  in  Santa  Fe, 
N.M.,  at  the  La  Fonda  Hotel. 

Meeting  discussions  will  cover  such  subjects  as  preventive  medi- 
cine, environmental  health,  general  public  health  services,  spe- 
cial public  health  services,  venereal  disease,  and  tuberculosis. 
Business  meetings  are  also  scheduled. 

Other  meeting  activities  include  tour  of  Santa  Fe,  cocktail  party, 
governing  council  dinner,  and  fashion  show  for  physicians’ 
wives. 

Dr.  Jorge  Jimenez  Gandica,  509  US  Court  House,  El  Paso  79901, 
is  association  secretary. 


AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 

TEXAS  CHAPTER 

Lubbock’s  Red  Raider  Inn  will  host  the  29th  annual  meeting  of 
the  Texas  Chapter,  American  Physical  Therapy  Association 
June  2-8. 

Subjects  scheduled  for  discussion  include  immediate  postopera- 
tive prosthesis  application,  arteriograms  as  diagnostic  tools, 
medical  problems  of  lung  disorders,  and  physical  therapy  man- 
agement of  lung  disorders.  Section  on  education  meeting,  chap- 
ter district  workshop,  student  session,  symposium  dinner,  an- 
nual business  meeting,  and  banquet  are  other  meeting  activities. 
Jesse  W.  Hofacket,  3615  19th  St.,  Lubbock  79410,  is  chairman 
of  the  meeting. 


CURRENT  MEETINGS  IN  TEXAS 


I NATIONAL  ASSOCIATION  OF  SANI- 

^ TARIANS’  33rd  Annual  Educational  Con- 

\ ference,  will  take  place  at  Houston’s  Rice 

j Hotel  June  22-27.  Section  meetings  are 

planned  in  the  subjects  of  administration 
and  management,  air  hygiene,  radiological 
health,  solid  waste,  food  and  drug,  water 
supply,  sewage,  noise,  accidents,  recrea- 
j tion,  occupational  and  institutional  haz- 

ards, environmental  space  medicine,  and 
■ health  planning.  Also  scheduled  is  a work- 

shop  for  environmental  health  teachers  in 
undergraduate  programs.  Conference  regis- 
tration fee  is  $10.  Deral  G.  Castle,  P.O. 
Box  4116,  Houston  77002,  director  of  health 
• education,  Harris  County  Health  Depart- 

ment, is  source  of  further  information. 


TEXAS  MEDICAL  ASSISTANTS  ASSO- 
CIATION’S 12th  annual  convention  will 
take  place  May  22-25  at  El  Tropicano 
Motor  Hotel  in  San  Antonio.  Meeting  high- 
lights will  include  general  session,  edu- 
cational program,  film  festival,  session  on 
orientation  to  x-ray,  association  business 
meetings,  luncheons,  banquet,  and  sight- 
seeing tour.  Among  topics  of  study  will 
be  telephone  courtesy  and  technique,  col- 
lecting by  telephone,  and  telephone  and 
the  law.  Texas  physicians  will  be  among 
guest  speakers  at  the  meeting:  Dr.  John 
H.  Bohmfalk,  San  Antonio,  president, 
Bexar  County  Medical  Society ; Dr.  Laur- 
ence McGonagle,  San  Antonio,  chairman, 
Bexar  County  Medical  Assistants  Society 
advisory  board  ; Dr.  Charles  Max  Cole,  Dal- 
las, President,  Texas  Medical  Association  ; 
and  Dr.  Doyle  W.  Ferguson,  vice  president 
and  medical  director.  Blue  Cross-Blue  Shield 
of  Texas.  Miss  Jo  Estrada,  1801  N.  Lamar 
Blvd.,  Austin  78701,  is  conventitm  chair- 
man. 
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HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  REGIONAL  MEETING 

AMERICAN  ACADEMY  OF  PEDIATRICS, 
council  on  pediatric  practice,  will  conduct 
a regional  conference  on  the  Delivery  of 
Health  Care  to  Children,  May  24-25,  at  the 
Roosevelt  Hotel  in  New  Orleans.  The  con- 
ference is  the  fifth  of  nine  such  meetings 
being  held  throughout  the  country  concur- 
rent with  the  development  of  an  academy 
report  on  present  status,  future  needs,  and 
improvements  in  the  field  of  child  health 
care.  Subjects  to  be  discussed  are  purpose 
and  objectives  of  the  regional  meetings,  an 
anatomy  of  pediatric  practice,  delivery  of 
child  health  care  as  seen  by  consumers  and 
physicians,  meeting  the  needs  of  child 
health  care,  present  and  future  programs 
for  the  delivery  of  child  health  care,  and 
education  for  pediatric  practice.  Group 
and  workshop  discussions  will  also  be  in- 
cluded as  part  of  the  program  features. 
Dr.  Robert  G.  Frazier,  1801  Hinman  Ave., 
Evanston,  111.  60204,  is  academy  executive 
director.  Dr.  David  W.  Van  Gelder,  New 
Orleans,  is  chairman  of  academy  district 
VII,  which  includes  Alabama,  Arkansas, 
Louisiana,  Mississippi,  Oklahoma,  and 
Texas. 


CURRENT  NATIONAL  MEETINGS 

AMERICAN  ACADEMY  OF  NEUROL- 
OGY  will  meet  for  its  21st  annual  meeting, 
April  21-26,  at  the  Washington  Hilton  Ho- 
tel, Washington,  D.C.  Events  will  include 
business  meetings,  special  courses,  general 
scientific  sessions,  section  sessions,  scien- 
tific and  technical  exhibits,  and  social 
events.  Subjects  of  special  courses  will  be 
advanced  electroencephalography,  neuro- 
pathology, neurochemistry,  neurophysiology, 
correlative  neuroanatomy,  neuropharmacol- 
ogy, virus  infections  of  the  central  nervous 
system,  newer  concepts  in  neurology,  cere- 
brospinal fluid,  useful  techniques  for  neu- 
rologic diagnosis,  scientific  basis  of  neurol- 
ogy, practical  clinical  neurology,  computer 
techniques  and  neurology,  neuroepidemiol- 
ogy, and  neuroendocrinology.  In  the  scien- 
tific program,  sections  will  be  held  on 
neuroanatomy,  neurochemistry,  child  neu- 
rology, and  child  neurology  and  neurochem- 
istry. Texas  physicians  who  will  make  pro- 


gram presentations  include  Drs.  David  Daly 
and  Michael  Blaw,  both  of  Dallas,  and  Dr. 
Carlos  Vallbona  of  Houston.  Stanley  A. 
Nelson,  4005  W.  65th  St.,  Minneapolis, 
Minn.  55435.  is  academy  executive  secre- 
tary. 

AMERICAN  MEDICAL  ASSOCIATION’S 
Fourth  Conference  on  International  Health, 
May  22-23,  at  the  LaSalle  Hotel  in  Chicago, 
will  feature  the  theme,  “US  Efforts  in 
International  Health  Today  and  Tomor- 
row.” Conferees  will  review  present  en- 
deavors in  international  health  by  groups 
and  individuals  from  the  United  States  and 
will  attempt  to  delineate  more  clearly  how 
American  medicine  can  establish  and  sup- 
port an  increasingly  meaningful  role  in  this 
area.  Former  Secretary  of  State  Dean 
Rusk,  now  a distinguished  fellow  of  the 
Rockefeller  Foundation,  will  address  a May 
22  luncheon.  Others  of  national  and  inter- 
national reputation  also  will  speak  during 
the  two-day  conference.  General  subject 
areas  include : the  role  of  research  and  de- 
velopment in  international  health,  delivery 
of  health  services  in  the  international  field, 
and  significance  of  manpower  development 
in  international  health.  Subjects  to  be  con- 
sidered at  fireside  workshops  are  interna- 
tional medical  education,  activities  of 
church-related  groups  abroad,  sponsorship 
of  volunteer  physicians  overseas,  and  col- 
lection and  distribution  of  medical  supplies. 
The  program  is  open  to  representatives  of 
companies,  institutions,  government  agen- 
cies, and  individuals  with  an  interest  in 
international  health.  Dr.  Virgil  T.  DeVault 
is  director,  AMA  Department  of  Interna- 
tional Health,  535  N.  Dearborn  St.,  Chi- 
cago 60610. 

AMERICAN  PROCTOLOGIC  SOCIETY 
will  hold  its  68th  annual  meeting  at  the 
Statler  Hilton  Hotel  in  Boston,  June  16-18. 
Highlights  will  include  scientific  sessions, 
exhibits,  cocktail  parties,  and  banquet. 
Among  subjects  to  be  discussed  are  train- 
ing of  the  surgeon  specializing  in  colon  and 
rectal  surgery,  barium  granuloma  of  the 
rectum,  radiologic  aspects  of  inflammatory 
lesions  of  the  colon,  ileitis  following  ileos- 
tomy, imperforate  anus,  perforating  can- 
cer of  the  colon,  polyps,  villous  adenomas 
of  the  rectum,  multiple  carcinomas  of  the 
large  bowel,  carcinoid  tumors  of  the  colon, 
and  stoma  rehabilitation  clinic.  Dr.  John 


E.  Ray,  320  W.  Lafayette,  Detroit  78226, 
is  society  secretary. 

AMERICAN  THORACIC  SOCIETY.  NA- 
TIONAL RESPIRATORY  DISEASE  CON- 
FERENCE, and  NATIONAL  TUBERCU- 
LOSIS AND  RESPIRATORY  DISEASE 
ASSOCIATION  will  team  up  to  present  an 
annual  meeting.  May  24-26,  at  the  Fon- 
tainebleau Hotel,  Miami  Beach,  Fla.  The 
program  will  include  the  following  ses- 
sions : medical,  nursing,  general,  public 
health,  and  business.  Medical  session  sub- 
jects will  include  papers  on  tuberculosis, 
pathology,  infectious  disease,  immunology, 
lung  research,  microbiology,  surgery,  phys- 
iology, obstructive  pulmonary  diseases,  in- 
vestigative methods,  and  occupational  dis- 
eases. Public  health  sessions  will  feature 
papers  on  new  responsibilities  of  medi- 
cine, future  courses  in  the  federal-volun- 
tary health  partnership,  and  public  parti- 
cipation in  health  planning.  Nursing  ses- 
sion papers  will  center  around  coordination 
or  fragmentation  of  patient  care  and  nurs- 
ing services  to  the  community.  In  addition, 
four  medical  organizations  will  sponsor  a 
special  course  on  lung  disease  in  infants 
and  children.  May  22-24.  These  sponsors 
are  University  of  Miami  School  of  Medi- 
cine, National  Cystic  Fibrosis  Research 
Foundation,  Division  of  Regional  Medical 
Programs  Service,  US  Public  Health  Ser- 
vice ; and  American  Thoracic  Society. 
Speakers  from  Texas  include  Drs.  Mah- 
moud Oreizy,  John  G.  Weg,  Aydogan  Ugur, 
Robert  A.  MacLean,  Daniel  E.  Jenkins, 
Stanton  P.  Fischer,  Paul  M.  Stevens,  Philip 
C.  Johnson,  Robert  L.  Bell,  and  Arthur  C. 
Beall,  Jr.,  all  of  Houston ; Drs.  Watts  R. 
Webb,  Alan  K.  Pierce,  J.  S.  Leonard,  Jay 
P.  Sanford,  and  Waldemar  G.  Johanson, 
Jr.,  all  of  Dallas.  Robert  G.  Weymueller, 
1780  Broadway,  New  York  10019,  is  secre- 
tary, American  Thoracic  Society. 

FLYING  PHYSICIANS  ASSOCIATION 
will  hold  its  15th  annual  meeting  and  lec- 
ture series  June  15-20  at  the  Lake  Placid 
Club,  Essex  County,  New  York.  The  meet- 
ing will  emphasize  the  FPA’s  primary  ob- 
jective of  promoting  general  aviation  safe- 
ty through  example  and  teaching.  Authori- 
ties in  aviation  safety  and  aerospace  medi- 
cine will  address  the  doctor-pilots.  During 
round  table  discussions  members  will  ex- 
change views  and  experiences  on  such  sub- 
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jects  as  instrument  flying,  weather,  and 
maximum  aircraft  performance.  Regis- 
trants also  will  be  able  to  view  the  latest 
in  medical  and  aviation  products  and  to 
become  more  proficient  as  pilots  through  a 
special  flight  instruction  program.  A num- 
ber of  manufacturers*  aircraft  will  be  on 
static  display  at  the  airport,  and  others 
will  also  be  available  for  demonstration 
flights.  Contact : Albert  Carriere,  Business 
Counsel,  Flying  Physicians  Association 
Headquarters,  801  Green  Bay  Rd.,  Lake 
Bluff,  111.  60044. 


ALSO  IN  MAY 

AMERICAN  OPHTHALMOLOGICAL  SOCIETY,  Hot 
Springs,  Va.,  May  26-28,  1969.  Dr.  Samuel  D.  McPherson, 
Jr.,  1110  W.  Main  St.,  Durham,  N.C.  27701,  Sec.-Treas. 


AMERICAN  THORACIC  SOCIETY,  Miami  Beach,  Fla.. 
May  24-26,  1969.  Robert  G.  Weymueller,  1780  Broadway, 
New  York  10019,  Exec.  Sec. 


INTERNATIONAL  ACADEMY  OF  PROCTOLOGY, 
Spain,  May,  1970.  Dr.  Alfred  J.  Cantor.  147-41  Sanford 
Ave.,  Flushing,  N.Y.  11355,  Exec.  Officer. 


INTERNATIONAL  ASSOCIATION  FOR 
ACCIDENT  AND  TRAFFIC  MEDICINE, 
Third  Triennial  Congress  on  Medical  and 
Related  Aspects  of  Motor  Vehicle  Acci- 
dents, May  29-June  1,  at  the  Americana 
Hotel,  New  York  City,  will  be  devoted  to 
the  medical  and  related  aspects  of  motor 
vehicle  accidents.  The  congress  will  focus 
on  three  major  subject  areas : prevention 
of  accidents,  prevention  or  minimizing  of 
injuries,  and  initial  expert  management  of 
injuries.  The  overall  theme  will  be  “Re- 
sponsibilities of  the  Medical  and  Other 
Health  Sciences  in  Highway  Safety — Inter- 
national Comparisons.**  The  accident  and 
traffic  congress  will  be  followed  on  June  2 
by  a one-day  INTERNATIONAL  CONFER- 
ENCE ON  DRUG  ABUSE.  Discussions  will 
center  around  developments  in  the  treat- 
ment and  rehabilitation  of  people  who  have 
become  addicted  to  or  dependent  on  nar- 
cotics or  other  dangerous  drugs,  efforts  to 
prevent  drug  abuse  by  public  education, 
and  developments  in  the  control  of  the  in- 
ternational traffic  in  the  opiates  and  such 
drugs  as  barbiturates  and  amphetamines. 
An  INTERNATIONAL  CONFERENCE  ON 
POISON  CONTROL  will  be  held  June  3-4. 
It  will  deal  with  poison  prevention,  treat- 
ment of  acute  poisonings,  the  role  of  in- 
dustry in  poison  prevention,  analytical 
toxicology,  and  organization  and  adminis- 
tration of  poison  control  centers.  This 
meeting  is  being  sponsored  jointly  by  the 
American  and  European  Associations  of 
Poison  Control  Centers.  Dr.  Cyril  H. 
Wecht,  520  First  Ave.,  New  York  10016,  is 
secretary-general.  International  Association 
for  Accident  and  Traffic  Medicine. 


■ INTERNATIONAL  CANCER  CONGRESS,  Houston, 
May  22-29,  1970.  Dr.  Murray  M.  Copeland,  Office  of  the 
Secretariat,  Tenth  International  Cancer  Congress,  P.O. 
Box  20465  Astrodome  Station,  Houston  77025,  Secretary- 
General. 


■ SEVENTH  ANNUAL  BAYLOR  ALUMNI  DAY,  Bay- 
lor University  College  of  Medicine,  Houston,  May  22-23, 
1969.  Mr.  Russell  Clem  and  Dr.  Herbert  Fred,  Baylor, 
Houston  77025,  Coordinators. 


ALSO  IN  JUNE 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION  (In- 
terim) Sausalito,  Calif.,  June  19-21,  1969.  Miss  Gertrude 
F.  Conroy,  1740  Broadway,  New  York  10019,  Exec. 
Officer. 


AMERICAN  ORTHOPAEDIC  ASSOCIATION,  Hot 
Springrs,  Va.,  June  23-26,  1969.  Dr.  Sam  W.  Banks,  29 
E.  Madison  St.,  Chicaeo  60602,  Sec. 


AMERICAN  RHEUMATISM  ASSOCIATION,  Boeton, 
June  19-20,  1969.  Margaret  M.  Walsh,  1212  Avenue  of  the 
Americas,  New  York  10036,  Exec.  Sec. 


■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Fort  Worth,  June  23-25,  1969.  Dr.  M.  H.  Crabb,  1612 
Summit  Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 


JULY 

AMERICAN  MEDICAL  ASSOCIATION,  New  York,  July 
13-17,  1969.  Dr.  Elmest  B.  Howard,  635  N.  Dearborn  St., 
Chicago  60610,  Exec.  Vice  Pres. 
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16TH  ANNUAL  SOUTHERN  OBSTETRICAL  AND 
GYNECOLOGICAL  SEMINAR,  Asheville,  N.C.,  July  28- 
Augr.  1,  1969.  Dr.  George  T.  Schneider,  1514  Jefferson 
Hwy.,  New  Orleans  70121,  Chm. 

■ OPTIMUM  SCHOOL  HEALTH  PROGRAM  CONFER- 
ENCE. San  Antonio,  July  22-23,  1969.  Dr.  Robert  S.  Ray, 
1801  N.  Lamar  Blvd.,  Austin  78701,  Chairman,  Texas 
Medical  Association  Committee  on  School  Health. 

■ PHYSICIANS’  SEMINAR  ON  ALCOHOLISM,  Austin, 
July  13-15,  1969.  C.  W.  Coffey,  809  Sam  Houston  State 
Office  Bldg.,  Austin  78701,  Assistant  Exec.  Dir.,  Texas 
Commission  on  Alcoholism. 

■ POSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH 
TEXAS,  Houston,  July  21-23,  1969.  Mrs.  W.  H.  Dahme, 
209  Jesse  H.  Jones  Library  Bldg.,  Houston  77026,  Exec. 
Sec. 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver, 
July  17-19,  1969.  Kenneth  L.  Smith,  American  National 
Bank  Bldg.,  818  17th  St.,  Denver  80202,  Sec. 

■ TEXAS  PHARMACEUTICAL  ASSOCIATION,  Austin, 
July  20-23,  1969.  Luther  Parker,  Austin  Savings  Bldg., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  REHABILITATION  ASSOCIATION,  El  Paso, 
July,  1969.  Mrs.  Sharon  Estep,  P.O.  Box  20194,  Austin 
78767,  Sec.-Treas. 


AUGUST 

AMERICAN  CONGRESS  OF  REHABILITATION  MED- 
ICINE, Chicago,  Aug.  17-22,  1969.  Creston  C.  Herold,  30 
N.  Michigan  Ave.,  Chicago  60602,  Exec.  Dir. 

AMERICAN  HOSPITAL  ASSOCIATION,  Chicago,  Aug. 
18-21,  1969.  Dr.  Edwin  L.  Crosby,  840  N.  Lake  Shore  Dr., 
Chicago  60611,  Exec.  Officer. 

UNIVERSITY  OF  COLORADO  SCHOOL  OF  MEDICINE, 
postgraduate  course,  "Pediatrics,”  Aspen,  Colo.,  Aug.  3-6, 
1969.  Office  of  Postgraduate  Medical  Education.  Univer- 
sity of  Colorado  School  of  Medicine,  4200  E.  Ninth  Ave., 
Denver,  Colo.  80220. 


SEPTEMBER 

AMERICAN  ACADEMY  OF  GENERAL  PRACTICE, 
Philadelphia.  Sept.  26-Oct.  3.  1969.  Dr.  Mac  F.  Cahal 
(J.D.),  Volker  Blvd.  at  Brookside,  Kansas  City,  Mo., 
Exec.  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  Washington. 
D.C.,  Sept.  8-12,  1969.  Demi  Costas.  620  Michigan  Ave., 
Chicago  60611,  Public  Relations  Director. 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION,  PhU- 
adelphia.  Sept.  18-22,  1969.  David  Littler,  420  Lexingrton 
Ave.,  Suite  417,  New  York  10017,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS 
and  COLLEGE  OF  AMERICAN  PATHOLOGISTS,  Chi- 
cago, Sept.  14-20,  1969.  Albert  G.  Boeck,  Jr.,  445  Lake 
Shore  Dr.,  Chicago  60611,  Exec.  Dir. 

MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO.  Albu- 
querque, Sept.  24-27,  1969.  Mrs.  Virginia  E.  Bryant,  333 
W.  Thomas  Rd.  #207,  Phoenix  85013. 

■ METHODIST  HOSPITAL  OF  DALLAS,  CARDIOPUL- 
MONARY INSTITUTE,  Myocardial  Infarction  Sympos- 
ium, Dallas,  Sept.  11-13,  1969.  Miss  Alice  Dykeman,  P.O. 
Box  5999,  Dallas  75222,  Public  Information  Officer. 

■ TEXAS  HEART  ASSOCIATION.  Houston,  Sept.  23-28. 
1969.  Jim  R.  Rose,  P.O.  Box  25041,  Houston  77005,  Act- 
ing Executive  Director. 


■ TEXAS  PEDIATRIC  SOCIETY,  Corpus  Christi,  Sept. 
25-27,  1969.  Dr.  P.  A.  Cato.  1016  E.  32nd  St..  Austin 
78706,  Sec. 

■ THE  UNIVERSITY  OF  TEXAS  SOUTHWESTERN 
MEDICAL  SCHOOL  AT  DALLAS  and  METHODIST 
HOSPITAL  OF  DALLAS,  Symposium  on  Myocardial  In- 
farction, Sept.  11-13,  1969.  Department  of  Postgraduate 
Education.  The  University  of  Texas  Southwestern  Medical 
School,  5323  Harry  Hines  Blvd.,  Dallas  75235. 


OCTOBER 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Chicago,  Oct.  12-17,  1969.  Dr.  C. 

M.  Kos,  15  Second  St.,  SW,  Rochester,  Minn.  66901,  Exec. 
Sec.-Treas. 

■ AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Dallas,  Oct.  13-17,  1969.  Joseph  J.  Gar- 
vey, 4 E.  Clinton  St.,  Joliet,  111.,  60434,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  MEDICAL  ASSIST- 
ANTS, Honolulu,  Oct.  15-19,  1969.  Miss  Pauline  M. 
Hunter,  6652  N.  10th  St.,  Phoenix  85040,  Sec. 

AMERICAN  ASSOCIATION  OF  OPHTHALMOLOGY, 
Chicago,  Oct.  11-12,  1969.  Lawrence  A.  Zupan,  1100  17th 
St.  NW,  Washington,  D.C.  20036,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  Chi- 
cago, Oct.  29-Nov.  2,  1969.  Murray  Kornfeld,  112  E. 
Chestnut  St.,  Chicago  60611,  Exec.  Dir. 

■ AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Houston,  Oct.  19-22,  1969.  Daniel  Weiss,  33  W.  60th  St., 
New  York  City  10023,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  San  Francisco, 
Oct.  6-10,  1969.  Dr.  John  Paul  North,  66  E.  Erie  St., 
Chicago  60611,  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  San 
Francisco,  Oct.  25-29,  1969.  John  W.  Andes,  61B  Busse 
Hwy.,  Park  Ridge,  111.  60068,  Exec.  Sec. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Cincinnati,  Oct.  30-Nov.  3,  1969.  Dr.  John  A.  D.  Cooper, 
2530  Ridge  Ave.,  Evanston,  111.  60201. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS, Quebec,  Canada,  Oct,  16-17,  1969.  Dr.  Arthur 
E.  Brown,  501  Boylston  St.,  Boston  02117,  Sec.-Treas. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS,  Dallas,  Oct.  17-18, 
1969.  William  E.  Russell,  4429  N.  Central  Expressway, 
Dallas  75206,  Exec.  Dir. 

OKLAHOMA  CITY  CLINICAL  CONFERENCE,  Okla- 
homa City,  Oct.  27-29,  1969.  Mrs.  Alma  O’Donnell.  2809 
NW  Expressway,  Oklahoma  City  73112,  Exec.  Sec. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lub- 
bock, Oct.  11,  1969.  Mrs.  Carlie  Umphres,  Box  3276,  Am- 
arillo 76106,  Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Asheville, 

N. C.,  Oct.  5-7,  1969.  Dr.  Nat  T.  Winston,  Jr.,  300  Cor- 
dell Hull  Bldg.,  436  Sixth  Ave.  N.,  Nashville,  Tenn.  37219. 

■ TEXAS  ACADEMY  OF  GENERAL  PRACTICE.  San 
Antonio,  Oct.  12-16,  1969.  Donald  C.  Jackson,  1905  N. 
Lamar  Blvd.,  Austin  78705,  Exec.  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Oct.  4. 
1969.  C.  Lincoln  WiUiston.  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 
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MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


NOVEMBER 

■ AMERICAN  ASSOCIATION  OF  REOOl)  HANKS. 
Houston,  Nov.  16-20,  1069.  Miss  Lois  .1.  James,  Suite 
1322,  30  N.  Michigan,  Chicago  60602,  E.xec.  Officer. 

AMERICAN  ASSOCIATION  FOR  INHALATION  THER- 
APY, Kansas  City,  Mo.,  Nov.  15-19,  1969.  Mark  T.  Bow- 
ers, 4075  Main  St.,  Riverside,  Calif.  92501,  Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City, 
Nov.  6-8,  1969.  Lane  W.  Adams.  219  E.  42nd  St.,  New 
York  City  10021,  Exec.  Vice  Pres. 

■ AMERICAN  HEART  ASSOCIATION.  Dallas,  Nov. 
13-16,  1969.  Dr.  James  M.  Hundley.  44  E.  23rd  St.,  New 
York  10010.  Exec.  Dir. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION,  INC., 
Cincinnati.  Nov.  5-8,  1969.  Mrs.  Gerti-ude  F.  Conroy, 
1740  Broadway,  New  York  10019,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  Phila- 
delphia, Nov.  10-14,  1969.  Dr.  Berwyn  F.  Mattison,  1740 
Broadway,  New  York  City  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CYTOLOGY.  Chicago,  Nov. 
6-8,  1969.  Dr.  Warren  R.  Lang,  7112  Lincoln  Dr.,  Phila- 
delphia 19119,  Exec.  Sec.-Treas. 

ASSOCIATION  OF  MILITARY  SURGEONS,  Washing- 
ton, D.C.,  Nov.  16-19,  1969.  Brig.  Gen.  Frank  E.  Wilson. 
1500  Massachusetts  Ave.  NW,  Suite  132,  Washington 
D.C.  20005,  Exec.  Sec. 

INSTITUTE  OF  MEDICINE  OF  CHICAGO,  workshop 
for  ph.vsicians  and  other  health  leaders,  Chicago,  Nov. 
21-22,  1969.  Dr.  Walter  S.  Priest,  332  S.  Michigan  Ave.. 
Chicago  60604,  Exec.  Dir. 

NATIONAL  EASTER  SEAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS,  Columbus,  Ohio,  Nov.  19-22, 
1969.  Miss  Catharine  Bauer,  2023  W.  Ogden  Ave.,  Chi- 
cago 60612,  Public  Relations  Dir. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Nov.  30-Dec.  5,  1969.  Dr.  Reynold  F.  Brown, 
433  California  St.,  San  Francisco  94104,  Chm.  Bd.  of 
Directors. 

SOUTHERN  MEDICAL  ASSOCIATION,  Atlanta,  Ga., 
Nov.  10-13,  1969.  Robert  F.  Butts,  2601  Highland  Ave., 
Birmingham,  Ala.  35205,  Exec.  Dir. 

■ TEXAS  NURSING  HOME  ASSOCIATION,  Houston, 
Nov.  5-7,  1969.  Sid  Rich,  6225  Hwy.  290-E.,  Austin 
78723,  Exec.  Dir. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  Bal  Har- 
bour, Fla.,  Dec.  6-11,  1969.  Mrs.  Dorothy  Compton,  2250 
NW  Flanders,  Portland,  Ore.  97210,  Exec.  Sec. 

■ PRIVATE  CLINICS  AND  HOSPITALS  ASSOCIA- 
TION OF  TEXAS,  Dallas,  Dec.  4-5,  1969.  Mrs.  Patty 
Pettigrew.  Kaufman,  Tex.  75142,  Sec. 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va.,  December,  1969.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center,  Durham,  N.C.  27706.  Sec. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE, 
Houston,  Dec.  6,  1969.  Dr.  O.  R.  Hollan,  703  Nix  Pro- 
fessional Bldg.,  San  Antonio  78205,  Sec. 

■ TEXAS  DIVISION,  INC.,  AMERICAN  CANCER  SO- 
CIETY, Austin,  Dec.  10-11,  1969.  Curt  W.  Reimann,  5014 
Bull  Creek  Rd.,  Austin  78731,  Exec.  Vice  Pres. 


■ TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, Fort  Worth,  Dec.  5-6,  1969.  Dr. 

James  H.  Scruggs,  2223  Austin  Ave.,  Waco  76701,  Sec. 


JANUARY 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Chicago,  Jan.  17-22,  1970.  John  K.  Hart,  430  N. 
Michigan  Ave.,  Chicago  60611,  Exec.  Sec. 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS.  San  Antonio,  Jan.  26-28,  1970. 
S.  E.  Cockrell.  Jr..  202  W.  French  PI.,  San  Antonio 
78212,  Exec.  Dir. 

SOCIETY  FOR  CRYOSURGERY,  Hollywood.  Fla.,  Jan. 
4-9,  1970.  Dr.  John  G.  Bellows,  30  N,  Michigan  Ave., 
Chicago  60602,  Sec. 

m SOUTHERN  PROFESSORS  OF  PSYCHIATRY,  Dallas, 
January,  1970.  Dr.  Robert  Stubblefield,  5323  Harry  Hines 
Blvd.,  Dallas  75235,  Chm. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan.  17, 
1970.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 

■ TEXAS  RADIOLOGICAL  SOCIETY.  Galveston.  Jan. 
30-31,  1970.  Dr.  Herman  C.  Sehested,  100  Medical  Tower, 
1550  W.  Rosedale,  Fort  Worth  76104,  Sec. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  Fort  Worth,  January,  1970.  Wally  Christensen, 
1010  Lavaca,  Austin  78701,  Exec.  Officer. 


FEBRUARY 

AMERICAN  ACADEMY  OF  ALLERGY,  New  Orleans, 
Feb.  14-18,  1970.  James  O.  Kelley,  756  N.  Milwaukee  St., 
Milwaukee,  Wis.  53202,  Exec.  Sec. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC.,  Atlanta,  Ga.,  February,  1970.  Dr. 
Simon  Fredricks.  1103  Medical  Towers,  Houston  77025, 
Sec. 

■ SOUTHWESTERN  MEDICAL  ASSOCIATION,  El 
Paso,  Februar.v,  1970.  Bob  Reid,  723  Mills  Bldg.,  El  Paso 
79902,  Exec.  Sec. 


MARCH 

■ AMERICAN  COLLEGE  OF  RADIOLOGY,  Dallas. 
March  3-4,  1970.  William  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY.  Dallas, 
March  16-18.  1970.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75201,  Exec.  Officer. 

■ NINTH  DISTRICT  MEDICAL  SOCIETY.  Pasadena, 
Tex..  March  19,  1970.  Dr.  William  H.  Bridges.  1105  Deck- 
er Dr.,  Baytown,  Tex.  77520,  Sec. 

SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDI- 
CINE, Oklahoma  City,  March  13-15,  1970.  Dr.  Hei’bert  C. 
Allen,  Jr.,  100  Hermann  Professional  Bldg.,  Houston 
77025,  Sec. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & 
GYNECOLOGISTS,  Houston,  March  6-7,  1970.  Dr.  J.  L. 
Jinkins,  Jr.,  200  University  Blvd.,  Suite  921,  Galveston 
77550,  Sec. 
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PHYSICIANS  REVIEW  BOOKS  ON  VECrORCARDIOGOAPHV, 
CEREBROVASCULAR  WSOFFICIENCV.  SVSIEHC  MYCOSES 


The  Oscillometric  Vectocardiogram, 

Ralph  M.  Tandowsky,  339  pp., 

illus.,  Springfield,  III.,  Charles  C 

Thomas,  Publisher,  1968,  $30. 

UTILIZING  the  oscilloscope  to  ex- 
pand the  information  derived  from 
the  conventional  vectocardiogram  is 
the  author’s  intriguing  subject. 

The  most  convenient  method  of 
analyzing  the  electrocardiophysiol- 
ogy  of  the  heart,  according  to  the 
author,  is  by  use  of  the  vectocardio- 
gram, particularly  one  that  is  re- 
corded through  the  use  of  the  oscil- 
loscope: and  this  type  of  record 
does  demonstrate  continuous  spa- 
tial vectors  for  each  cardiac  cycle. 
Thus,  the  vectocardiogram  offers  a 
sound,  mathematical,  electrical,  and 
physiologic  approach  to  the  study  of 
various  cardiac  phenomena  and  en- 
ables a better  comprehension  of 
these  phenomena,  independent  of 
empirical  data  as  related  to  the 
scalar  and  the  standard  vectocardio- 
grams.  Vector  components  can  be 
recorded  in  detail  both  separately 
and  in  series.  Individual  components 
of  the  oscillometric  vectocardiogram 
can  be  more  easily  analyzed  in  vari- 
ous planes,  thus  broadening  the 
utility  of  the  record  presented  for 
analysis. 

Dr.  Tandowsky’s  text  is  directed 
to  the  advanced  electrocardiog- 
rapher.  His  discussion  of  concepts 
of  vectocardiography  and  lead  sys- 
tems is  succinct.  In  addition  to  his 
presentation  of  the  fundamental  con- 
cepts of  the  normal  vectocardio- 
gram, he  devotes  major  portions  to 
the  descriptions  of  oscillometric 
cardiography  in  congenital  abnor- 
malities, conduction  defects,  myo- 
cardial hypertrophy,  myocardial  is- 
chemia including  postexertional  con- 
figurations, and  medication  effects. 

The  final  chapter,  “Vectocardio- 
graphy 1965,”  is  a review  of  a sym- 
posium that  includes  concepts  of 
several  authors,  an  excellent  method 
of  concluding  the  complex  and  thor- 
ough text.  Numerous  well-produced 
illustrations  and  tables  enhance  the 
value  of  the  material  presented.  An 


adequate  author  reference  system 
is  also  worthy  of  mention. 

CARL  F.  SHAFFER,  M.D., 
San  Antonio. 


Surgery  for  Cerebrovascular  Insuffi- 
ciency (Stroke)  With  Special  Em- 
phasis on  Carotid  Endarterecto- 
my, Jesse  E.  Thompson,  96  pp., 
illus.,  Springfield,  III.,  Charles  C 
Thomas,  Publisher,  1968,  $9.50. 

THIS  WELL-WRITTEN  monograph 
presents  the  surgical  management 
of  extracranial  occlusive  disease  re- 
sponsible for  stroke  syndromes.  Par- 
ticular emphasis  is  placed  on  athero- 
sclerotic plaques  in  the  cervical  car- 
otid arteries  and  on  the  detailed 
technique  of  carotid  endarterectomy. 

An  important  chapter  focuses  on 
some  basic  considerations  of  anat- 
omy, pathology,  and  pathophysiol- 
ogy, pointing  out  that  no  uniform 
predictable  correlation  exists  be- 
tween the  existence  and  demonstra- 
tion of  a stenotic  plaque  and  the 
presenting  clinical  picture. 

Another  chapter  is  devoted  to 
carotid  artery  bruits.  This  chapter 
notes  that  a bruit  generally  appears 
when  the  vessel  is  about  50%  oc- 
cluded and  disappears  when  the 
vessel  is  about  85%  occluded.  The 
disappearance  of  a bruit  could  there- 
fore indicate  serious  progression  of 
the  stenotic  lesion.  If  significant  le- 
sions are  demonstrated,  carotid  en- 
darterectomy may  be  carried  out  for 
prevention  of  stroke.  This  surgical 
technique  is  described  in  detail. 

The  clinical  material  consists  of 
595  carotid  artery  operations  on  466 
patients  of  the  author  and  his  asso- 
ciates during  a ten-and-a-half-year 
period  beginning  April,  1957.  The 
patients  are  divided  into  four  clinical 
groups:  178  patients  with  frank 
strokes:  228  with  transient  cerebral 
ischemic  attacks,  symptoms  lasting 
minutes  to  hours  but  not  more  than 
24  hours:  16  with  chronic  cerebral 
ischemia  with  mental  and  personal- 
ity change:  44  with  asymptomatic 
bruits.  Partially  occluded  carotids 


occurred  in  372  patients:  and  cere- 
bral blood  flow  was  successfully  ac- 
complished in  more  than  98%  of 
these.  Totally  occluded  internal  caro- 
tid arteries  were  found  in  100  cases, 
and  flow  was  restored  in  only  39% 
of  these  cases.  A total  of  17  patients 
died. 

Long-term  follow-ups  were  made 
on  the  first  320  patients  represent- 
ing the  first  400  operations.  The 
data  suggest  that  endarterectomy 
is  beneficial  in  varying  degrees  in 
all  four  clinical  groups  in  three  ways: 
(1)  decreasing  the  mortality  from 
subsequent  strokes,  (2)  lowering  the 
incidence  of  recurring  strokes,  and 
(3)  causing  some  improvement  in 
neurological  status  beyond  that  to 
be  expected  when  disease  is  allowed 
to  progress  naturally.  The  results 
are  generally  less  definite  in  total 
carotid  occlusions. 

Dr.  Thompson  feels  that  elective 
operations  can  be  done  in  patients 
with  a stable  stroke,  either  recent 
or  old,  and  in  patients  with  tran- 
sient cerebral  ischemic  attacks, 
asymptomatic  bruit,  or  chronic  cere- 
bral ischemia,  if  suitable  lesions 
can  be  demonstrated  by  arteriog- 
raphy. He  recommends  delayed  op- 
eration from  days  to  weeks  in  acute 
profound  strokes  or  in  unstable  rap- 
idly changing  or  fluctuating  strokes 
and  believes  this  should  produce  a 
significant  lowering  of  operative 
mortality.  Emergency  endarterecto- 
my is  indicated  only  occasionally, 
such  as  in  patients  with  a frank 
stroke  which  is  slowly  worsening  in 
patients  with  a transient  attack  who 
have  severe,  especially  bilateral, 
stenosis  and  who  show  disappear- 
ance of  a previously  audible  bruit. 
Severe  intracranial  disease  is  a con- 
traindication for  surgery:  but  mild 
intracranial  disease  actually  may  be 
benefited  by  surgery.  Age  is  no  con- 
traindication. 

This  reviewer  has  , no  real  criti- 
cism of  this  fine  book.  The  author’s 
surgical  results  are  excellent.  How- 
ever, the  data  presented  will  have 
to  be  compared  and  correlated  with 
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results  of  other  studies  of  patients 
with  strokes  in  all  categories.  Before 
final  conclusions  can  be  drawn  and 
the  precise  role  of  surgery  can  be 
defined,  results  of  surgical  treat- 
ment must  be  compared  with  those 
of  other  treatment  methods. 

HARRY  STARR,  M.D., 
Beaumont. 

Systemic  Mycoses,  Ciba  Foundation 
Symposium,  G.  E.  W.  Wolsten- 
holme  and  Ruth  Porter  (eds.), 
287  pp.,  illus.,  Boston,  Little, 
Brown  and  Co.,  1968,  $12. 

APPROPRIATELY  BEGINNING  with 
some  valuable  definitions  on  ter- 
minology which  might  well  be  adopt- 
ed universally,  this  work  proceeds 
through  an  interesting  short  biog- 
raphy of  the  honoree  of  the  discus- 
sion, a British  medical  missionary, 
William  Balfour  Baikie. 

The  sweeping  broad  title  suggests 
the  equally  broad  papers  that  are 
included.  The  authors  express  hit  or 
miss  agreement  as  to  the  book's 
point  of  focus.  A few  overly  narrow 
papers  are  present,  including  one 
built  around  a single  case  of  sporo- 
trichosis. 

The  hard-to-locate  text  tables  and 
discussions  do,  however,  have  many 
facts  of  interest  to  the  researcher 
and  clinician.  Sitting  in  the  room 
with  the  experts  in  the  field  of  my- 
coses and  listening  to  their  papers 
and  comments  would  have  been  fas- 
cinating; but  the  book,  viewed  after- 
wards, contains  little  that  can  be 
recommended  for  the  busy  physi- 
cian. 

JOHN  C.  WILKINSON,  M.D., 
El  Paso. 

Synopsis  of  Gynecology,  Daniel  Win- 
ston Beacham  and  Woodard  Davis 
Beacham,  ed.  7,  384  pp.,  illus., 
St.  Louis,  The  C.  V.  Mosby  Co., 
1967,  $8.50. 

A CONCISE,  orderly  record  of  up-to- 
date  information  and  concepts  of 
disorders  of  the  female  reproductive 
system,  this  book  is  organized  so  as 
to  allow  the  rational  assimilation  of 
new  knowledge  by  the  medical  stu- 
dent. Also,  those  with  a previous 
knowledge  of  gynecology  should  be 
able  to  review  the  book  rapidly.  The 
description  and  discussion  of  exam- 
ination are  rather  detailed  in  order 
to  promote  proficiency. 


A new  chapter  on  contraception 
has  been  added,  and  the  chapter  on 
the  medicolegal  aspects  of  gynecol- 
ogy has  been  rewritten. 

MEMORIAL  LIBRARY  STAFF. 

Leaders  in  Dermatology:  George 
Henry  Fox,  the  Man,  His  Work, 
63  pp.,  illus.,  Palo  Alto,  Calif., 
Syntex  Laboratories,  Inc.,  1967. 

SHORTLY  after  the  Civil  War,  an  ex- 
traordinary and  gifted  young  physi- 
cian named  George  Henry  Fox  de- 
cided to  devote  himself  to  the  sci- 
ence of  dermatology.  For  medicine 
in  general  and  for  dermatology  in 
particular,  it  was  a time  when  etio- 
logic  factors  were  poorly  under- 
stood, if  understood  at  all.  Derma- 
tology had  almost  none  of  the  tools 
of  investigative  research  now  avail- 
able. It  was  a pre-dawn,  so  to  speak; 
and  Fox  was  an  able  torchbearer 
who  helped  bring  clarity  and  order 
to  a realm  of  whim  and  caprice. 

Dermatologists  were  experiencing 
a pretherapeutic  era — a time  for 
careful  observing,  examining,  iden- 
tifying, analyzing,  and  classifying. 
By  nature  and  inclination  Fox  was 
eminently  suited  to  these  tasks.  By 
teaching,  by  writing,  and  by  produc- 
ing photographic  illustrations,  he 
communicated  to  others  much  of 
what  he  had  observed,  examined, 
and  identified.  His  findings  influ- 
enced three  generations  of  derma- 
tologists. 

Today,  nearly  a century  after  his 
first  published  works,  his  writings 
still  read  well  and  are  clear,  suc- 
cinct, sometimes  lively,  and  always 
penetrating.  His  influence  remains 
inestimable.  This  memorial  bio- 


"It's  another  one  of  those  afternoons, 
Doctor,  the  whole  human  race 
is  in  the  waiting  room.” 


graphic  edition  presents  a lasting 
tribute  to  this  medical  leader. 

MEMORIAL  LIBRARY  STAFF. 

Stroke  Rehabilitation:  Basic  Con- 
cepts and  Research  Trends,  Wil- 
liam S.  Fields,  and  William  A. 
Spencer,  171  pp.,  illus.,  St.  Louis, 
Warren  H.  Green,  Inc.,  1967, 
$8.25. 

STROKE,  killer  of  200,000  Americans 
each  year  and  third  among  fatal 
diseases  in  this  country,  claims  as 
many  as  2,000,000  victims  annual- 
ly. Yet,  for  a vast  number  of  these 
patients,  not  even  minimal  rehabili- 
tative care  is  available.  Purpose  of 
this  volume  was  to  bring  together 
various  views  on  research  needs  in 
the  rehabilitation  of  patients  with 
stroke.  Various  medical  disciplines 
and  allied  health  sciences  are  repre- 
sented. 

MEMORIAL  LIBRARY  STAFF. 

NEW  BOOKS 
IN  TMA  LIBRARY 

Assali,  N.  S.,  (ed.):  Biology  of  Gesta- 
tion, Vols.  1 and  2,  New  York, 
Academic  Press,  Inc.,  1968. 
Baronofsky,  I.  D.:  Atlas  of  Precau- 
tionary Measures  in  General  Sur- 
gery, St.  Louis,  The  C.  V.  Mosby 
Co.,  1968. 

Baumbrucker,  G.  O.:  Tur  Transureth- 
ral Prostatectomy:  Technique,  Haz- 
ards, and  Pitfalls,  Baltimore,  The 
Williams  & Wilkins  Co.,  1968. 
Chatton,  M.  J.,  Margen,  S.,  and 
Brainerd,  H.:  Handbook  of  Medi- 
cal Treatment,  ed.  11,  Los  Altos, 
Calif.,  Lange  Medical  Publications, 
1968. 

Cohen,  A.  S.:  Laboratory  Diagnostic 
Procedures  in  the  Rheumatic  Dis- 
eases, Boston,  Little,  Brown  and 
Co.,  1967. 

Crelin,  E.  S.:  Anatomy  of  the  New- 
born: an  Atlas,  Philadelphia,  Lea 
& Febiger,  1969. 

Hollander,  M.  B.:  Ultrasoft  X-rays, 
Baltimore,  The  Williams  & Wilkins 
Co.,  1968. 

Johnson,  J.:  Disorders  of  Sexual  Po- 
tency in  the  Male,  New  York,  Per- 
gamon  Press,  1968. 

Mendel,  W.  M.,  and  Green,  G.  A.: 
The  Therapeutic  Management  of 
Psychological  Illness,  The  Theory 
and  Practice  of  Supportive  Care, 
New  York,  Basic  Books,  Inc., 
1967. 
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PAMPHLETS 


Rh  Disease,  the  newest  pamphlet 
in  the  American  Medical  Associa- 
tion’s MD-Patient  Information  Ser- 
vice series,  acquaints  the  public 
with  the  dangers  of  this  disease. 

The  four-page  pamphlet  discusses 
the  three  commonly  used  methods 
of  combating  the  disease  and  de- 
scribes the  new  preventive  treat- 
ment with  anti-Rh  immune  globulin. 

Copies  are  available  from  the 
AMA  Order  Dept,  at  various  prices. 


intendent  of  Documents,  US  Govern- 
ment Printing  Office,  Washington, 
D.C.  20402,  for  75  cents  per  copy. 

The  pamphlet  contains  statistics 
on  the  prevalence  of  impairments 
involving  vision,  hearing,  speech, 
paralysis,  absence  of  extremities, 
and  orthopedic  defects  by  type,  site, 
and  etiology.  Distribution  is  shown 
by  age,  sex,  color,  geographic  re- 
gion, family  income,  and  associated 
chronic  activity  limitation.  The  pub- 
lication is  based  on  data  collected 
in  household  interviews  during  the 
period  July,  1963,  to  June,  1965. 


A condensed  edition  of  the  best- 
selling book.  Your  Heart  Has  Nine 
Lives,  by  Alton  Blakeslee  and  Jere- 
miah Stamler  has  been  reprinted  for 
the  American  Heart  Association.  It 
is  intended  for  physician  distribu- 
tion to  patients. 

Written  in  a light  and  entertain- 
ing style,  the  31 -page  booklet  cov- 
ers some  of  the  common  habits  and 
health  conditions  which  may  in- 
crease the  risk  of  heart  disease,  and 
points  out  ways  to  counteract  such 
risks. 

Originally  published  by  Prentice 
Hall,  the  work  received  AHA’s  How- 
ard W.  Blakeslee  Award  in  1964  for 
outstanding  reporting  in  the  cardio- 
vascular field.  Copies  of  the  reprint 
may  be  obtained  through  local  heart 
associations. 


The  summary,  conclusions,  and 
tables  of  a report  on  The  Effect  of 
Plasma  Cholesterol  Lowering  Diet  in 
Male  Survivors  of  Myocardial  Infarc- 
tion have  been  reprinted  for  distri- 
bution by  the  American  Heart  Asso- 
ciation. The  material  was  excerpted 
from  the  complete  report  of  a five- 
year  study  of  412  males,  aged  30- 
64,  discharged  from  medical  de- 
partments in  Oslo,  Norway,  with  a 
first  diagnosis  of  myocardial  infarc- 
tion. 

Copies  of  the  summary  may  be 
obtained  without  charge  from  local 
heart  associations  or  the  AHA  Na- 
tional Office,  44  E.  23rd  St.,  New 
York  10010.  The  complete  report, 
at  $7.50,  may  be  secured  from  Nor- 
wegian University  Press,  Box  142, 
Boston  02113. 


Prevalence  of  Selected  Impairments, 
United  States,  July,  1963-June,  1965 
is  a publication  of  the  US  Depart- 
ment of  Health,  Education,  and  Wel- 
fare Vital  and  Health  Statistics;  and 
data  are  taken  from  the  National 
Health  Survey.  This  Public  Health 
Service  publication  No.  1000,  Series 
10,  No.  48,  is  for  sale  by  the  Super- 


A summary  of  the  proceedings  of 
a 1967  summer  workshop  on  Mea- 
surement of  Heart  Chamber  Vol- 


umes and  Dimensions  has  been  pub- 
lished in  booklet  form  by  the  Ameri- 
can Heart  Association. 

Sponsored  by  AHA’s  council  on 
basic  science,  the  workshops  are 
designed  to  provide  an  opportunity 
for  discussion  and  evaluation  of  the 
current  state  of  knowledge  concern- 
ing some  general  area  of  basic  car- 
diovascular research. 

Copies  of  the  31-page  publication 
are  available  without  cost  in  limited 
quantities  from  the  AHA  Distribution 
Dept.,  44  E.  23rd  St.,  New  York 
10010. 


Three  new  volumes  have  been  is- 
sued in  the  American  Heart  Associ- 
ation’s monograph  series.  They  are 
Cardiovascular  Surgery  1967,  a Co- 
operative Study  on  Cardiac  Catheteri- 
zation, and  a Diagrammatic  Portrayal 
of  Variations  in  Cardiac  Structure, 
reprinted  as  Numbers  19,  20,  and 
21  respectively  in  the  series. 

The  230-page  Cardiovascular  Sur- 
gery 1967,  consists  of  31  articles 
presented  at  AHA’s  annual  scientific 
sessions  that  year.  Cooperative 
Study  on  Cardiac  Catheterization  as- 
sesses the  risk  of  various  proce- 
dures, provides  data  to  allow  reduc- 
tion of  these  hazards,  and  appraises 
current  procedures  in  use  at  cathe- 
terization laboratories.  The  material 
was  collected  by  16  participating 
laboratories  over  a two-year  period. 

A system  of  loose-leaf  diagrams. 
Diagrammatic  Portrayal  of  Variations 
in  Cardiac  Structure  is  designed  as 
a unique  teaching  device  to  clarify 
variations  on  intrinsic  cardiac  struc- 
ture, variations  in  relationships  be- 
tween the  great  arteries  and  the 
ventricles,  and  the  significance  of  a 
right-sided  cardiac  apex. 

The  volumes  may  be  obtained 
through  local  heart  associations  or 
the  AHA  National  Office,  44  E.  23rd 
St.,  New  York  10010. 
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DR.  R.  L.  CHERRY 

Medical  director  of  the  Texas  Mi- 
grant Project  for  the  Texas  State 
Department  of  Health,  Dr.  Robert 
Leslie  Cherry,  died  in  Austin  on 
March  2,  1969.  He  was  67. 

The  son  of  William  Harry  and 
Mootie  Clemmons  Cherry,  he  was 
born  in  Giddings,  Tex.,  on  April  23, 
1901.  Dr.  Cherry’s  MD  degree  was 
obtained  from  The  University  of  Tex- 
as Medical  Branch  at  Galveston  in 
1926,  and  internship  was  served  at 
Jefferson  Davis  Hospital  at  Houston 
and  St.  Paul  Hospital  at  Dallas  from 
1926  to  1927.  In  1936-1937,  Dr. 
Cherry  did  postgraduate  work  at  the 
School  of  Hygiene  and  Public  Health 
at  Johns  Hopkins  Hospital  in  Balti- 
more. 

Before  moving  to  Austin  in  1967, 
Dr.  Cherry  practiced  in  Houston, 
Odessa,  Giddings,  Kaufman,  Tyler, 
and  San  Antonio.  Dr.  Cherry  had 
served  with  the  US  Public  Health 
Service  and  was  stationed  in  North 
Africa,  Italy,  and  Greece. 

Medical  organizations  to  which 
Dr.  Cherry  belonged  include  Travis 
County  Medical  Society,  the  Texas 
and  the  American  Medical  associa- 
tions, Association  of  Military  Sur- 
geons of  the  US,  American  Associa- 
tion of  Public  Health  Physicians, 
American  College  of  Preventive  Med- 
icine, American  Public  Health  Asso- 
ciation, and  Texas  Public  Health  As- 
sociation. He  was  certified  by  the 
American  Board  of  Preventive  Medi- 
cine. 

Dr.  Cherry  was  a member  of  the 
Lions  Club  International,  a Catholic, 
and  an  honorary  member  of  the 
Greek  Medical  Association.  He  was 
awarded  the  USA  Typhus  Commis- 
sion medal  of  the  US  government, 
and  Knight  Order,  Crown  of  Italy, 
awarded  by  the  Italian  government. 
Both  of  these  honors  came  as  a re- 
sult of  Dr.  Cherry’s  serving  as  head 
of  the  case  finding  section  of  a ty- 
phoid epidemic  in  Naples,  Italy,  dur- 
ing World  War  II. 

Surviving  Dr.  Cherry  are  his  wife 
of  Austin,  the  former  Katherine 
Graham  of  Odessa;  and  a daughter, 
Jane  of  New  York  City. 

DR.  L.  M.  JERNIGAM 

Fort  Worth  physician.  Dr.  Lane 
McDermott  Jernigan,  47,  died  in  a 
Fort  Worth  hospital  on  Feb.  18, 
1969.  Cause  of  death  was  brain 
hemorrhage. 

Dr.  Jernigan,  the  son  of  John  M. 
and  Mildred  Getty  Jernigan,  was 
born  July  19,  1921,  in  Charleston, 
S.C.  He  was  graduated  from  the  Uni- 
versity of  Maryland  School  of  Phar- 


macy at  Baltimore  in  1946.  He  at- 
tended Johns  Hopkins  University  in 
1945,  and  in  1947  received  his  MD 
degree  from  the  University  of  Mary- 
land School  of  Medicine  at  Balti- 
more. After  serving  a rotating  junior 
internship  at  Cheverly  General  Hos- 
pital in  Cheverly,  Md.,  he  served  in- 
ternships at  Mercy  Hospital  in  Bal- 
timore in  1947  and  at  Hackensack 
Hospital  in  Hackensack,  N.J.,  in 
1948. 

From  1949  to  1951,  Dr.  Jernigan 
was  in  general  practice  in  Fort 
Worth.  He  then  served  in  the  US 
Army  as  an  internist  with  the  rank 
of  lieutenant  from  1951  to  1953  and 
returned  to  Fort  Worth,  where  he 
continued  in  internal  medicine  until 
1965. 

A member  of  Tarrant  County  Med- 
ical Society,  Dr.  Jernigan  was  elect- 
ed to  inactive  membership  in  Texas 
Medical  Association  in  1968  and  to 
inactive  membership  in  American 
Medical  Association  in  1966.  Dr. 
Jernigan  was  a member  of  Univer- 
sity Christian  Church. 

Surviving  Dr.  Jernigan  are  his 
wife  of  Fort  Worth,  the  former  Pa- 
tricia Gilmour  Corbett  of  Greenock, 
Scotland;  two  daughters,  Elizabeth 
and  Deirdre,  and  two  sons.  Lane,  Jr., 
and  John,  all  of  Baltimore;  a broth- 
er, Dr.  John  M.  Jernigan  of  Fort 
Worth;  and  an  aunt,  Mrs.  Ellen  Col- 
lier of  Little  Rock. 

DR.  V.  M.  RAVEL 

Dr.  Vincent  M.  Ravel,  El  Paso 
radiologist,  died  Feb.  14,  1969,  in 
an  El  Paso  hospital.  He  was  55. 

Dr.  Ravel,  the  son  of  Joseph  and 
Theresa  Hurwitz  Ravel,  was  born 
Jan.  22,  1914,  in  El  Paso.  He  at- 
tended Vanderbilt  University  in 
Nashville,  Tenn.,  and  The  University 
of  Texas  at  Austin  and  obtained  his 


MD  degree  from  Baylor  College  of 
Medicine  in  1937,  then  located  in 
Dallas.  An  internship  was  served  at 
El  Paso  General  Hospital  and  a res- 
idency at  Albert  Einstein  Medical 
Center  in  Philadelphia,  Pa.  Also,  he 
did  postgraduate  work  at  the  Uni- 
versity of  Pennsylvania  School  of 
Medicine  at  Philadelphia  in  1945- 
1946,  and  he  served  his  residency 
at  Jewish  Hospital  in  Philadelphia 
from  1946  to  1948. 

Certified  by  the  American  Board 
of  Radiology,  Dr.  Ravel  was  a mem- 
ber of  the  Texas  and  American  Med- 
ical associations,  El  Paso  County 
Medical  Society,  Radiological  Society 
of  North  America,  American  College 
of  Radiology,  Texas  and  Southwest- 
ern Radiological  societies,  and  Amer- 
ican Cancer  Society. 

A board  member  of  the  Congrega- 
tion B’nai  Zion,  Dr.  Ravel  had  served 
as  president  of  the  Jewish  Commu- 
nity Center.  In  1968,  he  was  award- 
ed the  Prime  Minister’s  Medal  of 
Israel  for  outstanding  efforts  on  be- 
half of  Judaism  and  the  State  of 
Israel.  He  was  vice  president  of  the 
El  Paso  Symphony  Orchestra  Asso- 
ciation and  on  the  board  of  directors 
of  the  El  Paso  Museum  of  Art.  He 
also  served  as  director  of  Project 
Bravo,  El  Paso  anti-poverty  program. 

Surviving  Dr.  Ravel  are  his  wife, 
Annette,  of  El  Paso;  a son,  Jerry, 
of  El  Paso,  and  three  daughters, 
Benita  and  Elise,  of  El  Paso,  and 
Mrs.  Rita  Temple  of  New  York  City. 

DR.  F.  R.  LANDON 

Dr.  Fred  R.  Landon,  Wichita  Falls 
eye,  ear,  nose,  and  throat  specialist 
for  35  years,  died  Feb.  4,  1969,  fol- 
lowing an  extended  illness.  He  was 
66.  Associated  with  the  Wichita 
Falls  Clinic-Hospital  from  1934  to 
1935  and  with  the  Medical  & Surgi- 
cal Clinic  Hospital  from  1935  to 
1938,  he  was  in  private  practice 
until  1953,  when  he  suffered  a heart 
attack  and  retired. 

Born  in  Bertram,  Tex.,  on  May  26, 
1902,  he  was  the  son  of  John  Ed- 
ward and  Jean  Shand  Landon.  He 
received  a bachelor  of  arts  degree 
from  Southwestern  University  at 
Georgetown,  Tex.,  in  1923  and  an 
MD  degree  from  Johns  Hopkins  Uni- 
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versity  School  of  Medicine  at  Balti- 
more, Md.,  in  1927.  His  internship 
was  served  at  Hospital  for  the  Wom- 
en of  Maryland  in  Baltimore  in  1927- 
1928;  and  at  the  Church  Home  and 
Hospital  in  Baltimore  in  1928-1929. 
He  was  assistant  resident  surgeon 
and  resident  surgeon  at  Presbyter- 
ian Eye,  Ear,  Nose  and  Throat  Char- 
ity Hospital  in  Baltimore  from  1929 
to  1931. 

A member  of  Wichita  County  Med- 
ical Society,  Dr.  Landon  was  elected 
to  honorary  membership  in  Texas 
Medical  Association  in  1954.  He  was 
past  president  of  the  staffs  of  Beth- 
ania  and  Wichita  General  hospitals 
and  in  1960  he  received  a certifi- 
cate from  Bethania  Hospital  in  ap- 
preciation for  25  years  of  continu- 
ous service.  He  had  been  certified 
by  the  American  Board  of  Otolaryn- 
gology. 

Dr.  Landon  was  a member  of  First 
United  Methodist  Church  and  was  a 
32nd  Degree  Scottish  Rite  Mason 
and  a member  of  Maskat  Temple 
Shrine. 

Survivors  include  his  wife,  the 
former  Gretchen  Hendrickson  of 
Frederick,  Md.;  two  daughters,  Mrs. 
Joseph  K.  McMahon  of  Wichita  Falls, 
and  Mrs.  John  K.  Brannan  of  Little- 
ton, Colo.;  and  a brother,  John  N. 
Landon  of  Menard. 

DR.  J.  M.  GEORGE 

Pioneer  Quanah,  Tex.,  physician. 
Dr.  Joseph  Mathews  George  died  on 
March  1,  1969,  after  a brief  illness. 
He  was  74. 

Born  in  Terrell,  Tex.,  on  Dec.  12, 
1895,  he  was  the  son  of  Joseph 
Monroe  and  Nellie  Early  George. 
After  receiving  a BS  degree  in  1919 
from  the  University  of  Oklahoma  in 
Norman,  he  received  his  MD  degree 
in  1923  from  the  University  of  Okla- 
homa School  of  Medicine  in  Okla- 
homa City.  From  1921  to  1923,  Dr. 
George  practiced  medicine  in  Eldo- 
rado, Okla.,  moving  to  Quanah  in 
1923  to  become  a partner  in  Ball 
Hospital. 

In  1928,  Dr.  George  went  into 
partnership  with  five  other  physi- 
cians in  the  operation  of  the  Qua- 
nah Clinic.  In  1955,  he  sold  his  in- 
terest in  the  clinic;  but  after  a six- 
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month's  leave  of  absence,  he  con- 
tinued his  practice,  which  he  main- 
tained until  his  death. 

Dr.  George  was  a member  of 
Hardeman  -Cottle-  Foard-Motley-Dick- 
ens  Counties  Medical  Society,  and 
the  Texas  Medical  Association.  He 
was  also  a member  of  the  First 
United  Methodist  Church  in  Quanah 
and  served  on  the  administrative 
board. 

Surviving  Dr.  George  are  his  wife, 
Grace  Maty;  two  step-sons,  Walter 
Donahey,  Jr.,  of  Dallas,  and  William 
S.  Donahey  of  Wichita,  Kan.;  and 
three  sisters,  Mrs.  Eva  Carpenter  of 
Maywood,  Calif.,  and  Miss  Rhoda 
Bell  George  and  Mrs.  Gene  McCord, 
both  of  Altus,  Okla. 

DR.  C.  M.  WARNER 

Retired  Houston  physician.  Dr. 
Clyde  Moeur  Warner,  died  in  a Bell- 
aire,  Tex.,  hospital  on  Feb.  11,  1969. 
He  was  71. 

A charter  member  of  the  Post- 
graduate Medical  Assembly  of  South 
Texas  and  past  chief  of  staff  of  Me- 
morial Baptist  Hospital  in  Houston, 
he  was  a past  president  of  Harris 
County  Medical  Society.  He  had  also 
organized  the  first  staff  and  was 
first  chief  of  staff  at  St.  Luke’s  Epis- 
copal Hospital.  He  was  a fellow  of 
the  American  College  of  Surgeons 
and  had  belonged  to  American  Med- 
ical Association.  In  1956,  he  was 
elected  to  inactive  membership  in 
the  Texas  Medical  Association. 

For  six  years,  he  had  served  the 
Palmer  Memorial  Episcopal  Church 
as  vestryman  and  was  a member  of 
the  Paul  Carrington  Chapter,  Sons 
of  the  American  Revolution. 

Born  on  July  28,  1897,  in  Del  Rio, 
Tex.,  Dr.  Warner  was  the  son  of  Al- 
bert and  Cordelia  Walling  Warner. 
He  attended  The  University  of  Texas 
and  received  his  MD  degree  from 
Tulane  University  School  of  Medi- 
cine in  New  Orleans  in  1922. 

After  serving  an  internship  at 
Touro  Infirmary  in  New  Orleans,  Dr. 
Warner  moved  to  Houston  in  1925 
where  he  practiced  until  his  retire- 
ment in  1956. 

Surviving  Dr.  Warner  are  his  wife, 
the  former  Elizabeth  Davis,  and  a 
daughter,  Mrs.  Terry  H.  Keith,  both 


of  Houston;  a son.  Dr.  Clyde  M. 
Warner,  Jr.,  of  St.  Paul  Minn.;  and 
a brother.  Dr.  Lucien  M.  Warner  of 
Houston. 

DR.  C.  R.  PHELPS 

Denison  pathologist.  Dr.  Charles 
Ray  Phelps,  53,  died  Jan.  11,  1969. 
Cause  of  death  was  cerebral  hemor- 
rhage. 

Born  in  Prescott,  Kan.,  on  Aug. 
16,  1915,  he  was  the  son  of  Harry 
John  and  Dora  Robertson  Phelps. 
He  was  graduated  from  the  Univer- 
sity of  Kansas  in  Lawrence,  Kan., 
with  a BS  degree  in  1940.  His  med- 
ical degree  was  obtained  at  the  Uni- 
versity of  Kansas  School  of  Medi- 
cine in  Kansas  City,  Kan.,  in  1944. 
He  then  served  an  internship  at 
Kansas  City  General  Hospital  in  Kan- 
sas City,  Mo.,  from  1944  to  1945. 
A pathology  residency  was  served  at 
US  Naval  Hospital,  St.  Albans,  Long 
Island,  N.Y.,  from  1946  to  1947, 
while  he  was  in  the  Navy.  Postgrad- 
uate work  was  completed  at  Cornell 
University  in  Ithaca,  N.Y.,  and  in 
1949,  Dr.  Phelps  was  certified  by 
the  American  Boards  of  Clinical 
Pathology  and  Pathological  Anatomy. 

Dr.  Phelps  practiced  medicine  in 
Ottumwa,  Iowa,  from  1949  to  1958, 
when  he  moved  to  Denison  and  be- 
came the  first  pathologist  to  serve  in 
North  Texas  and  southern  Oklahoma. 
Past  president  of  the  Denison  school 
board  and  the  Wilson  N.  Jones  Hos- 
pital medical  staff,  he  was  a mem- 
ber of  Grayson  County  Medical  So- 
ciety, of  Texas  and  American  Medical 
associations,  and  Iowa  State  Medical 
Society.  He  was  a fellow  of  both  the 
American  Society  of  Clinical  Pathol- 
ogy and  the  College  of  American 
Pathologists  and  belonged  to  the 
Association  of  Clinical  Scientists  and 
Phi  Beta  Pi  medical  fraternity.  He 
was  a member  of  Trinity  Lutheran 
Church. 

Surviving  Dr.  Phelps  are  his  wife, 
Jacqueline  Edmonds  Phelps;  three 
sons,  Charles,  Victor,  and  Gregory; 
and  one  daughter,  Terry,  all  of  Deni- 
son; his  mother,  Mrs.  Pearl  Phelps 
of  Wichita,  Kan.;  a brother,  H.  Rob- 
ert of  Dallas;  and  two  sisters,  Mrs. 
Wayne  Hinderliter  and  Mrs.  Frank 
Byerley,  both  of  Wichita,  Kan. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L.  Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D 
Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T.  Holbrook,  M.  D. 


Psychology 

TraudI  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

A.  N.  Griffin,  M.A. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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Inner  Sites... 


In  Cystitis. ..Azo  Gantanol® 
focuses  analgesic-antibacterial 
activity  where  it  counts 


The  mucosa: 
specific  analgesia 
usually  within  30  minutes 

Azo  (phenazopyridine  HCl)  ef- 
fects specific  mucosal  analgesia, 
relieving  the  dysuria,  discomfort 
and  burning  which  are  virtually 
always  a part  of  acute  urinary 
tract  infections. 


Interstitial  fluids: 
ready  diffusion  of 
antibacterial 

Gantanol  (sulfamethoxazole)  is 
readily  diffused  into  interstitial 
fluids  to  provide  efficient  anti- 
bacterial activity  at  foci  of  infec- 
tion. This  distribution,  plus  con- 
tinuous antibacterial  levels  in 
blood  and  urine,  has  afforded 
effectiveness  in  the  majority  of 
infections  in  which  it  has  been 
used. 


Blood  and  urine: 
therapeutic  antibacterial 
levels  within  2 hours 
for  up  to  12  hours 


Gantanol  (sulfamethoxazole)  pro- 
duces prompt  and  prolonged 
therapeutic  levels,  in  both  blood 
and  urine,  with  convenient  b.i.d. 
dosage.  Clinical  response  is  usu- 
ally obtained  within  24  to  48 
hours.  The  wide  antibacterial 
spectrum  of  Gantanol  includes 
E.  coli  and  a variety  of  other 
susceptible  gram-negative  and 
gram-positive  pathogens  in  uri- 
nary tract  infections. 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Urinary  tract  infections  with 
associated  pain  or  discomfort  when  due 
to  susceptible  organisms;  prophylacti- 
cally  in  urologic  surgery,  catheterization 
and  instrumentation. 

Contraindicated  in  sulfonamide-sensitive 
patients,  pregnant  females  at  term,  pre- 
mature infants,  newborn  infants  during 
the  first  three  months  of  life,  glomerular 


Roche 

LABORATORIES 

Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  jersey  07110 


nephritis,  severe  hepatitis,  uremia  and 
pyelonephritis  of  pregnancy  with  gastro- 
intestinal disturbances. 

Warnings:  Use  only  after  critical  appraisal 
in  patients  with  liver  damage,  renal  dam- 
age, urinary  obstruction  or  blood  dys- 
crasias.  If  toxic  or  hypersensitivity 
reactions  or  blood  dyscrasias  occur,  dis- 
continue therapy.  In  intermittent  or  pro- 
longed therapy,  blood  counts  and  liver 
and  kidney  function  tests  should  be  per- 
formed. 

Precautions:  Observe  usual  sulfonamide 
therapy  precautions  including  mainte- 
nance of  an  adequate  fluid  intake.  Use 
with  caution  in  patients  with  histories  of 
allergies  and/or  asthma.  Patients  with 
impaired  renal  function  should  be  fol- 
lowed closely  since  renal  impairment 


may  cause  excessive  drug  accumulation. 
Occasional  failures  may  occur  due  to 
resistant  microorganisms.  Not  effective 
in  virus  and  rickettsial  infections. 

Adverse  Reactions:  Headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis, 
pancreatitis,  blood  dyscrasias,  neurop- 
athy, drug  fever,  skin  rash,  Stevens- 
Johnson  syndrome,  injection  of  the  con- 
junctiva and  sclera,  petechiae,  purpura, 
hematuria  or  crystalluria  may  occur,  in 
which  case  the  dosage  should  be  de- 
creased or  the  drug  withdrawn. 

Azo  GantanoP 

(Each  tablet  contains  0.5  Cm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCL) 
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prolonged-action  tablets 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a v/ay 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi. -Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 


brand 


POLYiYXl 


-BACITRACII-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y 


Android 


© 


(thyroid-androgen)  tablets 

Effectiveness  confirmed  by  another  double  blind  study* 


1. SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20% 

*^‘Sexual  impotence  treatment  uith  methyl  testosterone  — thyroid  (ANDROID)  a 
double  blind  study"  - Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease, 
metabolic  rate  is  low. 

Choice  of  4 strengths 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyrdid# 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 


cannot  be  disputed. 

of  reproductive  organs  in 
hypertension  unless  the 


Android 


Android-HP  Android-X  Android-Plus 


Each  yellow  tablet  contains: 

Methyl  Testosterone  ..2.5  mg. 

Thyroid  Eit.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available: 

Bottles  of  100.  500.  1000. 

Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6tli  St.,  Los  Angeles,  Calif.  90057 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (V2  gr.)  ...  30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500.  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 

REFER  TO 

PDR 


WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60.  500. 


also  available  with  ESTROGEN 

Android-E 

Each  Tablet  Contains: 

Methyl  Testosterone 


Ethinyl  Estradiol 
Thyroid  Ext.  (1/6  gr.)  . 
Thiamine  Hydrochloride 
Glutamic  Acid 


2-5  mg. 
0.02  mg. 
10  mg. 
10  mg. 
50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen -only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE;  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month  CONTRA  INDICATIONS:  See 
Android  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands.  . 


"For  the  treatment  of  the  aging  patient 

apathy 

irritability 

forgetfuiness 

confusion 

CeFebro-Nicin!.„... .. 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


. GEREBRO-NICIN'®  New  double-blind  study*  shows  how 

• effectively  Senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

• *A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
£ the  Amer,  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole 100  mg. 

Nicotinic  Acid ..lOOmg, 

Ascorbic  Acid 100  mg. 

Thiamine  HCI 25  mg, 

1-Glutamic  Acid — : . 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 

DOSAGE;  One  capsule  tJ.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100  , 500.  1000  capsules. 

Also  elixir  pint  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  shou  Id  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  It  the 
patient  Is  forewarned  to  expect  the  reaction.  ref^rjo 

PDR 


14'r/fe  for  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  CO.  i 
'2500  W.eth  St, Los  Angeles, Calif, 90057  | 
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PICK  A CITY 
...  ANY  CITY 

(WITH  A DECENT  AIRPORT) 


WE  GO 


MEMBER  OF  AMBULANCE  ASSOCIATION  OF  AMERICA 
AND  TEXAS  AMBULANCE  INSTITUTE 
$500,000  PER  SEAT  LIABILITY  INSURANCE 


3300  LOVE  FIELD  DRIVE  CALL  COLLECT  214/358-4371  DALLAS,  TEXAS,  75235 


146 


TEXAS  MEDICINE 


PHYSICIANS'  DIRECTORY 


Allergy 


Cardiovascular  Disease 


DRS.  FEIN  AND  KAMIN 


GUS  SCHREIBER,  M.D.,  F.A.C.C. 


Allergy  and  Immunology 

Bernard  T.  Fein,  M.D..  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

F ellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatric  Allergy 


216  Medical  Prof.  Bldg. 
CA  6-7671 


San  Antonio  16,  Texaa 
CA  7-6331 


Electrocardiography 

Reception  and  Interpretation  of 
Telephone-Transmitted  Electrocardiograma 

1430  Medical  Arts  Building  Dallas,  Texas  75201 

Business  Office  Telephone  214  - 748-3715 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 
RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 

F.A.CJl..  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER.  M.D..  F.A.C.A. 

RAMON  GARRIDO,  M.D. 

(Certified  American  Board  of  Pediatrics) 

Suite  156,  Hermann  Professional  Building; 

6410  Fannin  St.,  Houston,  Texas  77025 
JA  6-3281 


Clinics 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allersy 
ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO,  TEXAS 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D.. 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Robert  P.  Gordon. 


0 phthalmology 
H.  W.  Diserens,  M.D., 
Pediatrics 

O.  Sterling  GillU  III,  M.D., 
Obstetrics  and  Gynecologar 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathologry — 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen.  M.D. 

William  T.  Gordon,  M.D. 

i.P.A.,  Administrator 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Charles  D.  Haunschild,  M.D.  James  A.  Murray,  M.D. 

Certified  American  Boards  of  Pediatrics  and  AUergry 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


ALLERGY  CLINIC 
Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 
TU  2-3487 

2530  Morgan  Corpus  Christi,  Texas 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $8.00  per  column  inch  and  must  run  six 
months.  New  listings  are  limited  to  those  specialties  rec- 
ognized by  the  American  Medical  Association.  A discount 
of  5%  is  allowed  for  six  month’s  advance  payment.  Mail 
copy  to  Advertising  Assistant,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is 
20th  of  the  month  preceding  publication  month. 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 

John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgrr. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 

MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout,  M.D.  Donald  S.  Gibbs.  M.D. 

Frank  L.  Bynum,  M.D. 

Ekl  Etier,  Jr.,  M.D.  RADIOLOGY 

Otto  H.  Grunow.  M.D. 


CONFERENCE  ON  PUBLIC  RELATIONS 
October  4,  1969  Austin 


Volume  65,  May,  1969 


147 


THOMAS-SPANN  CLINIC 
& THOMAS-SPANN  HOSPITAL,  INC. 

1646  S.  Brownlee  Corpus  Christi,  Texas  78404 

Telephone  884-3861 


SURGERY 


INTERNAL  MEDICINE 


R.  Gayle  Spann,  M.D.,  F.A.C.S. 
J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 


William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 


L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vemor.  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


RADIOLOGY 

Crysup  Sory,  M.D. 
ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 


RUGELEY  AND  BLASINGAME  CLINIC 
Wharton.  Texas 


2100  North  Fulton  Street 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

David  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  KoUe,  M.D. 

PATHOLOGY 
Hector  M.  Perches.  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D., 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 

R.  E.  Goelzer,  M.D.,  F.A.C.S. 


713  LE  2-1700 

DENTISTRY 

G.  C.  Shumbera,  D.D.S. 

UROLOGY 

H.  Z.  Fretz,  M.D..  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 

NEUROPSYCHIATRY 
Raleigh  R.  Gleason.  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 

33S0  S.  I Lancaster  Rd.,  Dallas,  Texas 
FR  6-6411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Pediatrics 

A,  P.  Larson,  B.S..  M.S..  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller,  M.D.,  Constdtant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton.  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER.  TEXAS 
Phone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 

R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  25,  Texas  JA  6-2051 

Internal  Medicine  and  Diagnosis 


Cardiovascular  Disease 
•Charles  D.  Reece,  M.D. 

Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson.  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandiver,  M.D. 
Charles  H.  Gregory,  M.D. 

B.  Frederick  Gregory,  M.D. 

Endocrinology,  Metabolic 
Diseases  and  Director  of 
Clinical  Research 

Raymond  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin.  M.D. 
Fredrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  P^inctions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 


Infectious  Diseases 

Lewie  L.  Travis,  Jr.,  M.D. 
Jack  L.  Reddin,  M.D. 

Internal  Medicine 
Jeffrey  Zatorski,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Pathology 

Jack  P.  Abbott,  M.D. 

Paul  B.  Radelat,  M.D. 

Pulmonary  Diseases 

William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Radiology  and  Nuclear  Medicine 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 
C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 

Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 
Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


CONSULTATION  BY  APPOINTMENT 

•Deceased 


MALONE  and  HOGAN  CLINIC 
901  Main  Street  Phone  267-6361 

Big  Spring,  Texas  79720 


Ophthalmology  and 
O tolaryngology 

P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D.,  F.A.C.S. 
Orthopedic  Surgery 
P.  H.  Rhymes,  M.D. 

Internal  Medicine 

J.  H.  Burnett,  Jr.,  M.D. 

J.  P.  Darby,  Jr.,  M.D.,  F.C.C.P. 
W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


Obstetrics  and  Gynecology 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot,  Jr.,  M.D.,  F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  DiUon,  M.D. 

Consultants  in  Pathology 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

Business  Manager 
R.  L.  Heith 


B E E L E R-M  A N S K E CLINIC 
9th  Avenue  N.  at  5th  Street  N. 
Texas  City,  Texas  77590 
AC  713,  WI  8-8521 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  6-4333 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

O.  Mendes,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 

J.  H.  Cochrane.  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  ManEiger 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


SURGERY 

W.  S.  Lorimer,  Jr.,  M.D., 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P. 

Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 


Mrs.  Evelyn  Farr,  Business  Manager 


USE  YOUR 


TEXAS  MEDICAL  ASSOCIATION  MEMORIAL  LIBRARY 


40,000  Bound  Volumes  Extensive  Reprint  Collection  400  Medical  Films  875  New  Journals  Monthly  Audio  Digest  Foundation  Tapes 

CALL  OR  WRITE  TODAY!  1801  North  Lamar  Boulevard,  Austin,  Texas  78701  512-477-6704 
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CLINIC  OF  THE  SOUTHWEST 

6437  High  St<ir  at  Hillcroft 

Houston,  Texas  77036  PR  4-7671 

INTERNAL  MEDICINE  GENERAL  SURGERY 

William  C.  Pranklin.  M.D.  Harvey  B.  Koch,  M.D. 

Charlea  C.  Douelass,  M.D.  TTnnT  r>pv 

Hematology  & Oncology  UROLOGY 

Glen  E.  Lewis,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Joy  L,  Deere,  M.D.  DENTISTRY 

Loren  B.  Goss,  M.D.  Burley  G.  Ingram,  D.D.S. 

PEDIATRICS  RADIOLOGY 

John  R.  Dunn,  Jr.,  M.D.  Neil  B.  Longley,  M.D. 

Blanca  S.  Azios,  M.D.  Richard  E.  Schuette,  M.D. 

PHYSICAL  THERAPY  BUSINESS  MANAGER 

Richard  D.  Tinsley,  R.P.T.  C.  C.  Walker 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 

Derma  tologry 

1410  Medical  Arts  Bids.  Dallas,  Texas 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 

Colon  and  Rectal  Surgery 

RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 

Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 

3610  34th  Street  Lubbock,  Texas 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 

MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 

710  Medical  Arts  Bldg.  Riverside  2-2868 

Dallas,  Texas 

EVERETT  R.  SEALE,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.  Houston  25,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas 

Off.  Tel.  TA  4-2573  Res.  Tel.  EM  1-4600 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street  Houston,  Texas 

J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  6 

3817  Brown  Street  Dallas,  Texas 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

Skin  Cancer 

Radium  and  X-Ray  Therapy 

1410  Pruitt  Street  Fort  Worth  4,  Texas 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg. 

Houston  25,  Texas 

Leslie  M.  Smith,  M.D,  H.  D.  Garrett,  M.D, 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatolofiry  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  600  Lubbock,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

FREDERICK  F.  CASTROW,  II,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 

Phone  JA  6-3733  Houston  25,  Texas 

C.  D.  L.  CROMAR,  M.D. 

Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 

Pasadena,  Texas  77502 

Dermatology 

ROGER  W.  MANAR,  M.D. 

DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 

1400  Eighth  Street  Wichita  Falls,  Texas 

THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  Therapy  in  the 

Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  6 

800  Fifth  Ave.  Fort  Worth,  Texas 
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DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive  Dallas  26,  Texas 

315  North  Shiloh  Road  Garland  40,  Texas 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A,  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 
DERMATOLOGY 

HAIR  TRANSPLANTATION  & DERMOPLANING 
Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Phone:  464-6369  Houston,  Texas  77024 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 

GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

Eye,  Ear,  Nose,  Throat 

General  Surgery 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Charles  B.  Key,  M.D. 

Ophthalmology  and  Otolarsmgology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye.  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S.,  A.I.C.S. 

Wm.  F.  Anderson.  M.D.,  Ernest  Nalle,  Jr.,  M.D, 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  FJ^.,C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  523-8323  Houston,  Texas  77025 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 

Gastroenterology 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

MILFORD  0.  ROUSE,  M.D. 

announces  limitation  of  practice  to  consultation  in  hospitals. 
His  office  is  now  at  Dallas  Chamber  of  Commerce  in  Com- 
munity Health  Focus  program.  Records  of  his  patients  are 
vdth  Cecil  0.  Patterson,  M.D.,  and  Daniel  Polter,  M.D.,  1414 
Medical  Arts  Building,  Dallas,  RI  2-6144. 

CECIL  0.  PATTERSON,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77026 

JA  2-4141 

FOR  INFORMATION  ON  SUBMITTING 
MANUSCRIPTS  FOR  PUBLICATION  IN 

TEXAS  MEDICINE,  contact: 

Managing  Editor 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
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STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Internal  Medicine 

Riverside  7-5183 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 

Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

HENRY  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 

Internal  Medicine  and  Diseases  of  the  Chest  and  Heart 

THOMAS  H.  GEMOETS,  M.D. 

InternaJ  Medicine  and  Diagnosis 

1003  Memorial  Professional  Building 

1010  Louisiana  Houston,  Texas  77002  222-7224 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D.  ‘Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-6469 

Fort  Worth,  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 

HOUSTON  ASSOCIATES 

IN 

Neurology/ Psychiatry 

PSYCHIATRY  AND  NEUROLOGY 

Houston,  Texas 

HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

C.  A.  lannucci,  M.D. 

Joe  C.  A.  Eckhardt,  Jr.,  M.D. 

♦Abe  Hauser,  M.D.  Clinical  Psychology 

♦Harris  M.  Hauser,  M.D.  Joanne  Borba,  M.  A. 

Alfred  H.  Vogt,  M.D. 

♦Robert  1.  Hauser,  M.D.  Robert  D.  Langston, 

George  M.  Stevens,  M.D. 

Wayne  Keller,  M.D.  PH.D.,  Consultant 

Jules  Bohnn,  M.D. 

♦Gerald  Ratinov,  M.D.  Psychiatric  Social  Work 

Leroy  Androes,  M.D. 

Ronald  J.  Hauser,  M.D.  Ethel  M.  Feinsilver, 

M.S. 

A.  R.  Martinez,  Ph.D. 

Ruth  Searls,  M.S.W. 

808  Memorial  Professional  Building 

Diana  Sheer,  M.S.W. 

Dan  DeShazo,  M.S.W. 

Houston,  Texas  77002 

CA  4-5041 

Beth  Bowman,  M.A. 

•Diplomate,  American  Board  of  Psychiatry  and  Neurology 

Comprehensive  Neuropsychiatric 

Evaluation  and  Treatment 

Perry  C.  Talkington,  M.D. 

Electroencephalography 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

1021  Hermann  Prof.  Bldg.  JA  9-5721 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

6812  Staffordshire  RI  8-3780 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  1.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counseling 

Hypnotherapy  for  Smoking  and  Obesity 

3701  21st  Street  Lubbock,  Texas  79410 

swift  5-4023 

Charles  G.  Markward,  M.D. 
practice  limited  to 

AS  NEAR  AS  YOUR  MAILBOX  OR  TELEPHONE! 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 

Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-7181 

TMA  MEMORIAL  LIBRARY 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

512  477-6704 
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Neurological  Surgery 

Nuclear  Medicine 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  26,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1501 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77025 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  ME  1-1600 

Ophthaimoiogy 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

HOUSTON  EYE  ASSOCIATES 

Texas  Medical  Center 

Richard  S.  Ruiz,  M.D.,  1121  Hermann  Professional 

F.A.C.S.  Bldg. 

Charles  E.  Russo,  M.D.  Houston,  Texas  77025 

Malcolm  L.  Mazow,  M.D.  528-1918  (A/C  713) 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

ME  7-0420 

Suite  567-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  0.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  PYanklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  OphthalnuJogy 

2300  West  7th  Avenue  Amarillo,  Texas 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston  Avenue  Dallas,  Texas  75246 

Telephone  TA  4-2543 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building 

Dallas.  Texas  748-0968 

RONALD  SMITH,  M.D, 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

BERT  C.  BRYAN,  M.D. 

Surgery  and  Diseases  of  the  Eye 

1314  Medical  Arts  Building 

RI  7-7474  Dallas,  Texas  RI  7-2481 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77026 

JAckson  3-3684 

W.  REX  HAWKINS,  M.D. 

Detachment  of  the  Retina 

Diabetic  Retinopathy 

250  Hermann  Professional  Building 

Houston,  Texas  529-6727 

WILLIAM  J.  NELSON,  M.D. 

Neurological  Surgery 

Suite  300 

University  Towers 

915-542-0643 

1900  N.  Oregon  St.  El  Paso,  Texas  79902 

SEAT  BELTS  SAVE  LIVES— 
but  only  if  you  use  them. 
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Orthopedic  Surgery 


H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 
L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 
2828  Lemmon  Ave.  Dallas  4,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 
918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 


Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 
ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surttery 

1133  N,  19th  St.  Abilene,  Texas 


HOUSTON  ORTHOPEDIC  CLINIC 
Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 
1817  Dryden  Road  Phone:  JA  9-4389 
Houston,  Texas 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

ROYCE  C.  LEWIS,  JR.,  M.D. 

KENNETH  C.  SCHOLZ,  D.D.S.,  M.D. 

A.  CLARKE  MILLER,  M.D. 

3702  21st  St.,  Suite  9 806-763-8281 

Lubbock,  Texas  79410 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  Ellis,  M.D. 

Morton  H.  Leonard.  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  633-7465  El  Paso,  Texas  79902 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 
Dallas.  Texas  76246 

ORTHOPEDIC  SURGERY 

Telephone 
TAylor  4-7883 

CHARLES  E.  GRAHAM,  M.D. 

212  South  Cottonwood  Suite  D 
Richardson,  Texas  75080 

ORTHOPEDIC  SURGERY 
AD  1-6396 


L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

HAND  SURGERY  AND 
UPPER  EXTREMITY  RECONSTRUCTIVE 
SURGERY 

3707  Gaston  Ave.  Area  Code  214 

Dallas,  Texas  75246  TA  3-5351 


THE  ARLINGTON  ORTHOPEDIC  GROUP 
11.  W.  Bendel,  Jr.,  M.D.  E.E.  Rising,  Jr.,  M.D. 

C.  Poindexter,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
801  West  Randol  Mill  Road  817  -261-8284 

Arlington,  Texas  76010 


Otolaryngology 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 
Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 


HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 
Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 
712  N.  Washington 
Suite  514 

Dallas,  Texas  Hours  By  Appt. 

W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 


DONALD  N.  MATHESON,  M.D. 
Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Phone  ED  6-7133 
Fort  Worth,  Texas 

Plan  now  to  attend  these 
important  TMA  meetings: 
Conference  on  Public  Relations — 

October  4,  1969  • Austin 
Conference  on  Legislation — 

January  17,  1970  • Austin 
103rd  Annual  Session — 

April  30-May  3,  1970  • Dallas 
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Pathology 

MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 

NUCLEAR  MEDICINE  LABORATORIES 

OF  TEXAS 

6411  South  Main  Street 

Texas  Medical  Center 

Houston,  Texas  77025 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 

Hematology,  Thsrroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 

JAckson  6-1501 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 

John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OP  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  75236 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  EDison  6-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  0.  Box  160  Lufkin.  Texas  75901 

Phone  634-4463 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 

Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 

Houston  25,  Texas 

“Mailing  Containers  on  Request” 

“Office  Pickup  Service  in  Houston” 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cytology 

Surgical  Pathology  Medicolegal  Consultation 

Mailing  containers  on  request 

2112  Washington  Avenue  PL  6-7226 

P.O.  Box  3160  Waco,  Texas  76707 

Physical  Medicine 
and  Rehabilitation 

ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 

Exfoliative  Cytology 

Surgical  and  Clinical  Pathology 

Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 

ED  2-9437  ED  5-5297 

Mailing  Containers  on  Request 

TEXAS  REHABILITATION  HOSPITAL 

OF  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  68,  GONZALES,  TEXAS  78629 

Facilities  for  physical  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade 
through  twelfth  grade. 

ROBERT  M.  IZARD,  JR.,  M.D.  LYNN  SMITH,  SR. 

Medical  Director  Administrator 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race,  M.D.,  M.S.  Wra.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.  Donald  D.  Van  Fossan,  Ph.D., 

Wm.  M.  Nickey,  M.D.  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 

712  N.  Washington,  Dallas,  Texas  75246 

Phone  TAylor  4-1258  or  TAylor  6-6918 

Plastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

6419  Caroline  Street  JA  3-8131  Houston,  Texas  77004 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  305  209  South  Iowa  Street 

Dallas  10,  Texas  Irvins,  Texas 

Telephone:  TA  3-6912  Telephone:  BL  3-8998 

Specimen  containers  on  request 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4770 
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BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  90iV2  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-4751 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8>4543 

502  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont.  Texas 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 

Plastic  Surgery  Associates 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate,  American  Board  of  Plastic  Surgery 

JAMES  LEE  MOORE,  M.D. 

Practice  limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office : 272  Hermann  Prof.  Bldg. 

Houston,  Texas  77025  JA  8-2481 

Spring  Branch  Office:  1343  Blalock 

Houston,  Texas  77055  JA  8-2481 

Thoracic  Surgery 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and  Surgery  of  the  Hand 

Suite  104 

Telephone  3434  Swiss  Avenue 

TAylor  4-7290  Dallas,  Texas 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

Radiology 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  PE  8-4594 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106  373-8324 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 
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Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 
THORACIC  AND  CARDIOVASCULAR  SURGERY 
1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 
Dallas  8,  Texas 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 
The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  and 
PERIPHERAL  VASCULAR  SURGERY 
The  Doctors  Bldg.,  3707  Gaston  Ave. 
Dallas  10,  Texas 


Robert  R.  Shaw,  M.D.  John  L.  Kee,  Jr.,  M.D. 

DRS.  SHAW  AND  KEE 
THORACIC  SURGERY 

The  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas  75246 
TA  6-6184 


WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  BWd. 

Dallas,  Texas  76235  MR  7-4833 


ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

1026  North  21st  St.  OR  7-2221 

Abilene,  Texas 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 
Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 
602  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  332-7879 


Have  you  investigated  the 

texas 

medical 

association 

members' 

retirement 

trust 

Established  as  a service  for  its  members, 
this  program  is  fully  trusteed  and  is 
qualified  under  the  Keogh  Act  so  that  tax 
advantages  may  accrue  to  contributions. 

The  plan  is  designed  to  be  flexible,  offering 
the  physician  several  investment  media  to 
choose  from:  balanced  and  growth  mutual 
funds,  fixed  retirement  investments, 

US  Government  Retirement  Bonds,  common 
trust  fund,  or  savings  account. 

For  information,  write 

TMA  Members’  Retirement  Trust 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


Urology 


CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 
Practice  limited  to 
UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 


JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

THE  UROLOGY  CLINIC 
1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D. 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

612  University  Towers  Bldg.  1900  North  Oregon  St. 
El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4766 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 
UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 


JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 
UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 


THE  UROLOGY  CLINIC 
1010  Louisiana,  Houston,  Texas  77002 
CA  7-1414 

JAMES  S.  BOREN,  M.D. 
ROBERT  I.  COX,  M.D. 

Diplomates  American  Board  of  Urology 


Richard  H.  Harrison  III,  M.D.  John  M.  Baird,  M.D. 
F.A.C.S.,  D.A.B.U. 

DRS.  HARRISON  AND  BAIRD 
UROLOGY 

2721  Osier  Blvd.  823-0011  Bryan,  Texas  77801 
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TEXAS  MEDICINE 


Physicians  Wanted 


WANTEJD — A GENERAL  PRACTITIONER,  but  would  consider  in- 
ternist ; to  become  salaried  associate  to  a six  man  clinic  irroup  who  op- 
erate an  accredited  hospital  under  same  roof  with  clinic  in  a central 
Texas  town  of  10,000  ; would  be  on  salaried  basis  for  two  years  as  asso* 
ciate  and  then  become  owner-partner.  Please  reply  to  Charles  A.  Garrett, 
M.D.,  215  Crai?  Street,  HiUsboro,  Texas. 

WANTED — M.D.'s  to  do  greneral  practice  with  surgery,  Houston  area. 
Present  doctors  netting  $4,000  to  $8,000  monthly  after  six  months  prac- 
tice. No  investment  required.  Send  resume  to  Ad-179,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIAN  WANTED:  GP  moving  from  six  year  location.  Choice 
area  of  suburban  Houston.  Three  open-staff  hospitals  in  neighborhood. 
Office  and  equipment  available.  No  cash  needed.  Ideal  for  GP,  internist, 
pediatrician  or  OB/GYN.  Please  reply  to  Ad-158,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  ONE  OR  TWO  GENERAL  PRACTITIONERS  to  join  two 
physicians.  Town  of  6,000,  area  13,000.  65-bed  hospital.  Guarantee  $18,000 
net.  Rotate  weekends,  holidays,  etc.  James  C.  Price,  M.D.,  or  W.  A.  Siev- 
ers,  M.D.,  Gonzales,  Texas. 

GENERAL  PRACTICE — DALLAS.  Established  three  man  group.  Los- 
ing one  man.  General  medicine  and  obstetrics.  No  office  investment  need- 
ed. Beginning  salary  with  partnership  after  interval.  Regular  day  off  and 
annual  vacation  with  no  lost  income.  Write  Drs.  Smith  and  Teel,  221 
Pleasant  Grove  Shopping  Center,  Dallas,  Texas  76217, 

INDIVIDUAL  PRIVATE  GENERAL  PRACTICE:  all  of  the  advan- 
tages of  group  practice  with  none  of  the  disadvantages.  Guaranteed  high 
monthly  income.  Little  or  no  overhead  or  investment  initially.  Maximum 
leisure  time  with  your  family.  Texas  license.  Contact  Sanford  Smith, 
Northshore  Medical  Center,  P.O.  Box  9836,  Houston,  Texas  77015.  Tele- 
phone  GL  3-5454.  

ORTHOPEDIC  SURGEON  AND  TWO  GP's  needed  by  19  doctor  group. 
100-bed  fully  accredited  hospital.  Salary  open.  1^11  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  l^ad,  Dallas,  Texas  75216. 

GENERAL  PRACTITIONER  NEEDEID  to  assume  well-established 

practice  in  Milford,  Texas.  The  community's  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals, 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  646,  Milford,  Texas  76670,  area  code  214,  493-2611. 

ANESTHESIOLOGY  RESIDENCIES  AVAILABLE — Fully  approved 

two  year  program  in  600  bed  general  hospital  includes  neurosurgery, 
thoracic,  and  cardiovascular  surgery.  Annual  anesthetics  administered — 
over  13,000.  Stipend — $8100  and  $9300.  Board  and  laundry.  A.  N.  Hein- 
richs, M.D.,  Director,  Department  of  Anesthesia,  Harris  Hospital,  1300 
West  Cannon,  Fort  Worth,  Texas  76104. 

GENERAL  PRACTITIONER  WANTED  to  join  five  man  clinic  in 
growing  town  of  Clifton,  30  miles  northwest  of  Waco  near  Lake  Whit- 
ney. 41-bed  fully  accredited  hospital  with  plans  to  expand  by  30  beds. 
Salary  to  start,  commensurate  with  present  requirements ; partnership 
later.  Good  schools,  churches  and  hunting  and  fishing  facilities.  Contact 
V.  D.  Goodall,  M.D.,  Goodall  & Witcher  Clinic,  Clifton.  Texas  76634. 

EXCEPTI0I^L”0PP0RTUNITY  for  one,  two,  or  three  physicians 
(specialist  or  GP)  to  phase  into  and  assume  thriving  two  man  general 
practice  now  grossing  $200,000  annually  in  a growing,  progressive  area. 
Modern  building — new  equipment.  No  initial  investment  required.  One 
partner  wishes  retirement,  the  other  a residency.  Reply  to  Ad-219,  Texas 
Medicin't,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PATHOLOGY  RESIDENCIES  AND  INTERNSHIPS  available  in  600 
bed  general  hospital.  Fully  approved  four  year  program  in  anatomical 
and  clinical  Pathology.  Average  annual  specimens  and  tests — 348,587. 
Interns — $6300 ; residents — $8100  up.  Board  and  laundry.  Charles  B. 
Mitchell,  M.D.,  Director  of  Laboratories,  Harris  Hospital,  1300  West  Can- 
non.  Fort  Worth,  Texas  76104, 

PHYSICIANS  WANTED— Alice,  Texas,  25,000  population.  Trade  ar^ 

60,000.  Excellent  economy.  Could  use  general  practitioners  as  well  as 
specialists.  Large  modern  hospital  with  radiologist.  Contact  Physicians  & 
Surgeons  Hospital  of  Alice,  Texas  78332. 

WANTED — GENERAL  PRACTITIONER  to  associate  with  overworked 

solo  GP  in  East  Texas  town  of  5000.  Have  been  here  two  years.  Pr^tice 
grosses  over  $100,000.  40-bed  local  hospital.  Contact  George  B.  Tipton, 
M.D.,  7th  and  Henderson,  Rusk,  Texas  75785. 

DERMATOLOGIST  AND  EENT  WANTED  to  associate  with  clinic 
with  five  physicians,  two  dentists,  one  orthodontist.  Also  complete  labora- 
tory and  x-ray  facilities.  Write  John  G.  Compton,  Jr.,  M.D.,  Medical 
Center  Clinic,  Waxahachie,  Texas  75165. 

OPPORTUNITY  AVAILABLE  FOR  GENERAL  PRACTITIONER  1x) 
partially  retire  and  live  at  Lakeway,  only  20  miles  northwest  of  Austin 
on  Lake  Travis.  Office  and  practice  would  be  within  3 minutes  of  home. 
Lakeway  is  an  outstanding  resort  with  complete  country  club  living  and 
probably  has  the  most  desirable  year  around  climate  in  Texas.  Write  or 
call  Lakeway,  204  Lakeway,  Austin,  Texas  78746.  Telephone  263-2173. 

GENERAL  PRACTICE:  DALLAS-FORT  WORTH  AREA.  Join  two 
well-established  physicians  in  large  practice.  Excellent  salary  and/or 
early  partnership.  Superior  opportunity  for  the  right  person.  Reply  for 
further  information  to  Ad-232,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin.  Texas  78701. 

WANTED:  RADIOLOGIST,  board  certified  or  eligible,  as  associate  for 
established  solo  radiologist.  Must  be  skilled  in  angiography  and  neuro- 
radiology.  Two  hospitals ; new  equipment.  Isotopes.  Customary  financial 
arrangements— open  to  negotiation.  Suburban  Gulf  Coast  location.  Please 
reply  to  Ad-235,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
787Q1. 

PHYSICIANS  WANTED.  General  practitioners  as  well  as  specialists. 

Excellent  industrial  economy.  General  rent  allowance.  X-ray  and  labora- 
tory facilities  available.  Centrally  heated  and  air  conditioned  office  spaces. 
Inquire  P.O.  Box  2278,  Texas  City,  Texas  77590.  Will  send  complete 
resume  of  information. 


WANTED— TWO  GENERAL  PRACTITIONERS  OR  INTERNISTS. 
222-bed  general  medical  VA  Hospital,  located  in  residential  area  of  Mar- 
lin, Texas,  a city  of  10,000;  recreation  facilities  and  schools  excellent; 
cost  of  living  retusonable : 5 colleges  and  universities,  including  Baylor 
and  Texas  A&M  within  commuting  distance.  Salary  range  up  to  $22,416  ; 
all  Federal  fringe  benefits  available;  non-discrimination  in  employment. 
Write  or  ctUl  Hospital  Director.  VA  Hospital,  Marlin,  Texas  76661. 

WANTED:  GENERAL  PRACTITIONER,  SURGEON  OR  INTERN- 
IST as  an  associate  with  GP  in  small  town  in  Central  Texas.  Have  pri- 
vately owned  combination  clinic  and  hospital.  Beginning  salary  $3,000 
per  month  or  may  rent  space  and  be  on  own.  Dr.  M.  A.  Childress,  Gold- 
thwaite,  Texas  76844.  Phone  648-2212. 

ESTABLISHED  G.P.  DESIRES  ASSOCIATE  to  share  office  in  rapid 
growing,  high  income  area.  Unlimited  potential  for  aggressive  person. 
Contact  W.  C.  McElveen,  M.D.,  8762  Long  Point,  Houston,  Texas.  Phone 
HO  5-2581. 

INTERNIST,  GYN,  GP  NEEDED  in  city  of  27,000  population.  140-bed 
accredited  hospital  with  expansion  plans  in  process.  Open  own  office  or 
possibility  of  immediate  partnership  with  one  of  the  other  19  doctors  in 
the  city.  Contact  Dr.  Julian  Key,  Chief  of  Staff  or  Wes  Langham,  Hos- 
pital Administrator,  Highland  General  Hospital,  P.O.  Box  2217,  Pampa, 
Texas  79065.  AC  806,  MO  4-8491. 

WANTED:  GENERAL  PRACTITIONER.  Immediate  opening  for  en- 
ergetic physician.  Partnership  available  without  investment.  Clinic  ad- 
joins good  non-profit  hospital  in  town  of  5,000,  with  15,000  drawing  area. 
Call  is  rotated.  Net  should  exceed  $30,000  annually  to  start.  Contact  Mar- 
shall Cook,  708  South  First  Street,  Muleshoe,  Texas  79347.  AC  806,  272- 
4524  days,  or  272-3352  evenings. 

INTERNIST,  board  certified  or  eligible  to  join  four  internists  in  15- 
doctor,  multi-specialty  clinic  in  West  Texas  city  of  35,000.  Life  and  mal- 
practice insurance,  disability  and  retirement  programs  provided.  Modem 
clinic  building  adjacent  to  accredited  hospital.  Starting  salary  $25,000. 
Contact  Jack  H.  Burnett,  Jr.,  M.D.,  Malone  and  Hogan  Clinic,  901  Main 
Street.  Big  Spring,  Texas  79720. 

EXCELLENT  OPPORTUNITY  FOR  PHYSICIANS  in  Carrizo 
Springs,  Texas.  Office  space  available  in  new  professional  building  ad- 
jacent to  hospital  and  nursing  home.  Excellent  schools  and  housing  in 
city.  One  general  practitioner  needed.  For  information  write  or  call  C. 
W.  Vandervoort,  500  North  1st  Street,  Carrizo  Springs,  Texas  78834. 
Phone  876-2550. 

OBSTETRICIAN  AND  GYNECOLOGIST,  board  certified  or  eligible, 
to  associate  with  a progressive  and  expanding  multispecialty  group  in 
West  Texas.  Many  fringe  benefits  including  retirement  program.  No  in- 
vestment required.  Adjoining  accredited  hospital.  City  population  35,000. 
Contact  Ad-236,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

RADIOLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST  OR  GENERAL  PRACTITIONER  to  associate  with  busy 
internist.  Partnership  available  now  or  in  near  future.  Time  off  for  both. 
Monroe  Albert,  M.D.,  3118  Clark  Avenue,  San  Antonio,  Texas  78210. 

GENERAL  PRACTITIONER  NEEDED.  Modern  dinic  and  hospital. 
Farming  and  oil  community  of  6,000  population.  Excellent  schools.  Please 
reply  to  P.O.  Box  546,  Seminole,  Texas  79360  or  call  area  code  915, 
758-3709. 

GENERAL  PRACTITIONER  NEEDED  to  associate  with  busy  well- 
established  general  practitioner.  Must  be  energetic  and  ambitious.  Ideal 
part  of  Houston,  Texas.  No  capital  required.  Can  guarantee  $24,000  first 
year.  For  further  information  contact  C.  H.  Kaiser,  M.D.,  6800  Long 
Point  Road,  Houston,  Texas  77055. 

PHYSICIANS  NEEDED  : Staff  physicians,  general  practitioners  and/ 
or  board  certified  specialists,  for  staff  of  Travis  State  School.  PYinge 
benefits  include  40  hour  work  week,  vacation  and  sick  leave.  Present  and 
projected  salary  increases  make  positions  attractive.  Contact  Superin- 
tendent, Travis  State  School,  P.O.  Box  430,  Austin,  Texas  78767. 

WANTED  : M.D.  to  do  surgery  or  general  practice  in  a fully  equipped, 
modern  two  man  clinic  that  is  losing  one  man  in  the  near  future.  Be- 
ginning salary  with  partnership  after  interval.  No  investment  needed. 
Rotate  weekends  and  off  days  with  busy  general  practitioner  and  sur- 
geon who  is  clinic  owner.  Two  local  200-bed  open  staff  hospitals.  Lo- 
cated in  Beaumont-Port  Arthur  area  near  excellent  facilities  for  hunting, 
fishing,  golf,  boating  and  education.  Send  resume  to  Ad-239,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED — INTERNIST,  OB-GYN,  GP  to  join  progressive  eight-man 
multi-specialty  group  in  suburb  of  Dallas.  Guaranteed  minimum  plus 
percentage  to  start,  leading  to  partnership  later.  Contact:  M.  A.  Card- 
well,  M.D.,  2120  MacArthur  Blvd.,  Irving,  Texas  75060. 

CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $6.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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ORTHOPEDIC  SURGEON.  PEDIATRICIAN.  OBSTETRICIAN  AND 
TWO  GENERAL  PRACTITIONERS  needed  by  19  doctor-group.  Salary 
open.  Full  partnership  in  one  year.  100-bed  fully  accredited  hospital. 
Many  fringe  benefits  including  tax-sheltered  retirement  plan.  For  addi- 
tional details  write  Chester  Clinic  and  Hospital  Association,  3330  South 
Lancaster  Road,  Dallas,  Texas  75216,  Attn:  John  B.  Chester.  M.D. 

WANTED  YOUNG  GENERAL  PRACTITIONER  to  practice  in  group. 
Reasonable  guarantee.  Share  profits  after  expenses  in  proportion  to 
work  done  by  each  associate.  Location  Gulf  Coast  Texas.  Reply  to  Ad-240, 
Texas  Medicine^  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

DISTRICT  AND  EMERGENCY  ROOM  PHYSICIANS— The  Amarillo 
Hospital  District  has  positions  open  for  District  and  Emergency  Room 
physicians.  We  operate  a 275-bed  general  hospital  and  a 100-bed  adult 
psychiatric  hospital.  Compensation  is  open  and  may  be  engaged  on  a 
retainer  or  contractual  basis.  Contact : Mr.  Don  Pipes,  Personnel  Di- 
rector, Northwest  Texas  Hospital,  P.O.  Box  1110,  Amarillo,  Texas  79105. 

$60,000  GROSS  "general  PRACTICE  AVAILABLE  in  very”" des^irable 
Central  Texas  city  of  17,000,  trade  area  35,000,  with  new  open  staff 
hospital.  My  equipment  and  furnishings  at  fair  market  price.  Interest  in 
long  established  five-suite  clinic  with  x-ray  and  laboratory  facilities  also 
available  if  desired— easy  terms.  Two  other  GP’s  in  building  at  present. 
Practice  growth  limited  only  by  ambition  and  willingness  to  work.  Please 
reply  to  Ad-241,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

WANTED  general  PRACTITIONER  Dallas  area.  Guaranteed 
monthly  income.  Little  or  no  overhead  or  investment  initially.  Texas  li- 
cense. Send  resume  to  Ad-242,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Situations  Wanted 


BOARD  CERTIFIED  PATHOLOGIST,  AP  and  CP.  age  37  with  six 
years  experience  seeks  directorship  of  hospital  laboratory.  Will  consider 
associate-partnership.  Please  reply  to  Ad-237,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


OFFICES  AVAILABLE — Highly  prosperous  suburb,  Houston,  Texas. 
New  office  suites  available  with  established  physicians.  Area  needs  oto- 
laryngology, orthopedics,  pediatrics,  general  practice,  obstetrics  and  gyne- 
cology. For  information  call  HO  4-1557  or  write  James  E.  Cook,  M.D., 
9320  Westview,  Houston,  Texas  77055.  All  new  physicians  in  this  area 
have  been  successful  in  very  short  period  of  time. 

OFFICE  SPACE  AVAILABLE.  Early  success  is  assured  acceptable 
M.D.  who  moves  into  spacious  office.  Spring  Branch  area,  Houston,  with 
prosperous  burgeoning  population  and  two  local  hospitals.  Waiting  room, 
front  office,  x-ray  equipment  furnished  and  assistance  by  established 
M.D.  Contact  J.  Siegel,  M.D.,  7410  Long  Point,  Houston,  Texas  77055. 
Phone  682-2653. 

HILLCREST  MEDICAL  & PROFESSIONAL  BUILDING  in  San  An- 
tonio. Modern  well-established  building,  northwest  heavy  populated  area, 
yet  minutes  away  from  Methodist  Hospital  complex.  On  bus  line  and 
expressway  provides  ten  minute  travel  to  downtown  hospitals.  A most 
rewarding  future  for  general  practice  (two  general  practitioners  urgently 
needed),  surgeon,  pediatrician,  eye,  ear,  nose  and  throat  specialist.  Rate 
$.35  per  square  foot  includes  all  utilities,  daily  janitor  service  with  indi- 
vidual central  heating  and  air-conditioning  units,  and  music  speakers. 
For  information  contact  Herb  Dienger,  Hillcrest  Medical  and  Professional 
Building,  114  Glenview  Drive,  West,  San  Antonio,  Texas  78228.  Telephone 
area  code  512,  PE  3-8196. 

EAST  DALLAS  SOLO  ORTHOPAEDIC  PRACTICE  FOR  SALE.  Six- 
figure  per  annum  profit  experience  in  professional  hub  of  referral 
sources.  Equipment  $9,000,  good  will  negotiable.  Reply  P.  O.  Box  19568, 
Dallas,  Texas  75219. 


CLINIC  FOR  SALE — Doctor  deceased.  Excellent  practice  for  person 
seeking  small  jobs — first  aid,  etc.  Sell  reasonable.  Beautiful  location  in 
Timpson,  Texas.  Contact  Mrs.  Jim  Simmons,  Administratrix  Devine 
Estate,  1211  SW  50th,  Oklahoma  City,  Oklahoma.  Telephone  ME  2-5362. 

FOR  RENT : SMALL  MEDICAL  CLINIC  building,  U.S.  Highway  80, 
well  located  in  Cisco,  Texas.  E.  P.  Crawford  Agency,  108  West  8th  Street, 
Cisco,  Texas,  76437.  Telephone  area  code  817,  442-1499. 


Miscellaneous 

MALE  R.N.  26  years  old,  married  with  two  children.  Desires  position 

as  director  of  nursing.  Two  years  experience  as  director,  currently  direc- 
tor of  42-bed  hospital.  Would  consider  supervisor  position  under  favorable 
conditions.  Prefer  Dallas-Fort  Worth  area  or  Austin  area.  Minimum  sal- 
ary $800  per  month.  Please  reply  to  Ad-238,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE^^^  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi- 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 


lederle  laboratories 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Could  you  draw 
this  perfectly 
20  seconds  from  now? 

Psychometric  Test  No.  1 


JUNE  1969 


MENTAL  RETARDATION  SYMPOSIUM 
ART  THERAPY  EXHIBIT 
X-RAY  FINDINGS  IN  RENAL  TB 
EYE  DOCTOR  IN  VIETNAM 


viiiiTcR  LioRAPiY 

JUL  - m3 
Ssn  Frarjcbco  22^ 


©orbptf , Ulemonal  Sfoapital 

AnJt  S^orb^tt  Clinic 

306  Coleman  Street  iRnrliii,  Ccxas  Telephone:  WE  6-3561 

Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.U..  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley.  Jr.,  M.D. 

James  S.  Russell.  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR.  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


ALLERGY 

Walter  S.  Smith,  M.D.* 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison.  M.D..  F.A.C.O.G. 
W.  L.  Reese,  M.D..  F.A.C.O.G. 

R AD'OLOGY 

J.  M.  Brown.  M.D.,  F.A.C.R. 

PATHOLOGY 

'V.  VL  Klatt,  M.D. 

Itonahl  E.  Henderson,  Jr.,  M.D. 
Gardner  Thomas,  Jr.,  M.D. 


UROLOGY 

Howard  O.  Smith.  M.D.,  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

DERMATOLOGY 

Maui'ice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris,  Jr. 

Superintendent  of  Nurses: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trusteeb,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


♦Expired  4-24-69. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


*Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 

P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
*G.  A.  Davidson,  B.S.,  M.D.,  Dermatology 
*Wm.  H.  Potts,  B.A.,  F.A.C.P.,  Internal  Medicine 
*Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 
Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 
Halcuit  Moore.  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 
Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 
Henry  G.  Montgomery,  M.D.,  F.A.C.S..  D.A.B.S.,  Surgery 
Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 
John  B.  Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 
R.  M.  Burnside.  M.D.,  D.A.B.O..  Ophthalmology 
Adam  D.  Green,  M.D.,  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 


B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics,  F.A.A.P., 

Diplomate  American  Board  Pediatrics 
John  W.  Geibel,  Jr.,  M.D.,  Internal  Medicine 
Diplomate  American  Board  Internal  Medicine 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B.R.,  Radiology 
Terry  D.  Allen,  M.D.,  D.A.B.U.,  Urology 
J.  Boyd  Hollabaugh,  D.D.S.,  General  Dentistry 
George  P.  Fosmire,  M.D.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

Daniel  L.  Maddox,  D.D.S.,  General  Dentistry 
Lewis  R.  Thompson,  Jr.,  M.D.,  D.A.B.O.S.,  Orthopedic 

Surgery 

William  N.  New,  M.D.,  Dermatology 

Donald  A.  Sutherland,  M.D.,  Internal  Medicine  (Hematology) 
Dennis  lAiedke,  M.D.,  Orthopedic  Surgery 
John  R.  Woodward,  M.D.,  Obstetrics  & Gynecology, 
Diplomate  American  Board  OB-GYN 
Masashi  Kawasaki,  M.D.,  D.A.B.O.,  Otolaryngology,  Tumor 
and  Reconstructive  Surgery  of  the  Head  and  Neck 
Miss  Billye  J.  Norris,  R.N.,  Director  of  Nurses 

C.  H.  Rosamond,  Administrator 
Arthur  L.  Cook,  Business  Manager 


♦Inactive  status 


TERRELL’S  LABORATORIES 

T.  C.  TERRELL,  M.D.,  F.C.A.P.,  F.A.C.P.  - DIRECTOR 

FORT  WORTH,  TEXAS 
211  Medical  Arts  Bldg. 


DEPARTMENT  OF  PATHOLOGY 
T C.  Terrell,  M.D.,  F.C.A.P.,  F.A.C.P 
May  Owen,  M.D.,  F.C.A.P.,  F.A.C.P. 
Feliks  Gwozdz,  M.D.,  D.A.B.P. 
Richard  C.  Schaffer,  M.D.,  F.C.A.P. 
V.  C.  Cirone,  M.D.,  D.A.B.P. 


DEPARTMENT  OF  RADIOLOGY 
H.  W.  Banker,  M.D.,  D.A.B.R.,  M.A.C.R. 
Ernest  E.  Holt,  M.D.,  D.A.B.R.,  M.A.C.R. 
James  C.  Moore,  M.D.,  D.A.B.R.,  M.A.C.R 
DEPARTMENT  OF  CHEMISTRY 
LaMonte  A.  Tucker,  Ph.D. 


CONSULTING  AND  ANALYTICAL  SERVICES 


PATHOLOGY,  CLINICAL  PATHOLOGY,  FORENSIC  PATHOLOGY  & 
VETERINARY  PATHOLOGY — Bacteriology  - Parasitology  Hematology  - 
Histology  - Chemistry : SMA-12  Survey,  T-4,  T-3,  PBI  and  other  Automated 
Procedures 

TOXICOLOGY — Drugs  - Water  - Foods  - Biological  Materials 
HORMONE  CHEMISTRY — 17  Keto  - 17  Hydroxy  - Estrogen  - Gonadotrophin 
CHROMATOGRAPHY — Hormones  - Amino  Acids  - Vanillylmandelic  Acid 
ELECTROPHORESIS — Abnormal  Hemoglobins  - Serum  Proteins  - Amino  Acids 
QUALITY  CONTROL  IN  CLINICAL  CHEMISTRY 

MANUFACTURING  DEPARTMENT — Allergenic  Extracts  and  Treatment  Sets — 
Mounting  Media  - Specifically  Prepared  Reagents  and  Stains  for  Laboratory  Use 


TERBELL  MEDICAL  GROUP 

FORT  WORTH,  TEXAS 
210  Medical  Arts  Bldg. 


Emory  Davenport,  M.D.  A.  H.  Rutledge,  M.D. 

Henry  G.  Gardiner,  Jr.,  M.D.  Elizabeth  A.  Taylor,  M.D. 

John  S.  Terrell,  M.D. 


Practice  limited  to  Diagnosis,  Allergy,  Cardiology,  Internal  Medicine, 
Neuropsychiatry,  Electroencephalography  and  Physical  Medicine  & Rehabilitation 

Adolescent  Medicine  and  Pediatrics 

T.  C.  Terrell,  M.D.,  F.C.A.P.,  F.A.C.P. 

Consultant 
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ArrNell  Boelsche  is 
associate  professor  of 
pediatrics  and  director  of 
the  Child  Development 
Clinic  at  The  University  of 
Texas  Medical  Branch  in 
Galveston:  she  also  is 
consultant  to  the  school’s 
Division  of  Child  Psychiatry. 
Dr.  Boelsche  is  a diplo- 
mate  of  the  American 
Board  of  Pediatrics.  In 
professional  societies,  she 
has  taken  special  interest 
in  activities  devoted  to 
child  development,  mental 
health  and  mental  re- 
tardation, and  learning 
disabilities. 


50  Pitfalls  of  Diagnostic 
Screening  for  Inborn 
Errors  of  Metabolism 

Bobbye  M.  Rouse  of 
Galveston  is  assistant 
professor  of  pediatrics  at 
The  University  of  Texas 
Medical  Branch,  and  serves 
on  the  executive  board 
of  directors  of  the  Island 
Association  for  Retarded 
Children.  She  is  a diplo- 
mate  of  the  American 
Board  of  Pediatrics  and  a 
member  of  the  American 
Academy  of  Pediatrics, 
American  Association  on 
Mental  Deficiency,  and 
Southern  Society  for 
Pediatric  Research. 


55  He’s  Been  Tested. 

So  What? 

Bill  S.  Caldwell  is  assistant 
professor  of  psychology  in 
the  Departments  of  Pedi- 
atrics and  Neurology  and 
Psychiatry,  The  University 
of  Texas  Medical  Branch, 
Galveston.  He  received 
his  PhD  in  educational 
psychology  from  The 
University  of  Texas  at 
Austin,  and  is  certified  by 
the  Texas  Board  of 
Psychological  Examiners. 


60  The  Family  as  an 
Integral  Part  of 
Management;  The 
Physician’s  Role  in 
Guidance 

Charlotte  Clarke  is 
associate  director,  social 
work.  Child  Development 
Division,  Department  of 
Pediatrics  of  The  University 
of  Texas  Medical  Branch, 
Galveston.  She  is  a 
member  of  the  Academy  of 
Certified  Social  Workers, 
National  Association  of 
Social  Workers,  and  Texas 
Social  Welfare  Association. 
She  received  her  MSW 
degree  from  Louisiana 
State  University,  Baton 
Rouge. 
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70  A Pictorial  Review: 
Radiological  Findings  in 
Renal  Tuberculosis 

Fred  C.  Hodges  is  a 
resident  in  radiology  at 
The  University  of  Texas 
Medical  Branch,  Galveston. 
His  coauthor,  Meivyn  H. 
Schreiber,  is  professor  of 
radiology  there. 


EDITORIALS 

31  The  Physician’s  Respon- 
sibility As  A Citizen 

Walter  H.  Judd 

35  Availability  of  Whole 
Blood  Could  Reduce 
Maternal  Deaths 

James  R.  Morgan 

41  One  Antidote  for 
Fragmentation 

Charles  Max  Cole 
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77  Association  News 

79  General  News 

80  Feature  Article:  Art 
Therapy  Culminates  in 
Successful  Exhibit 

88  Feature  Article:  An 
American  Ophthal- 
mologist in  Vietnam 

95  Highlights  of 
Coming  Meetings 

107  Personals 

107  Postgraduate  Courses 

109  Medicine  in  Literature 

110  New  Books  in 
TMA  Library 


110  Pamphlets 

111  Recent  Deaths 


ON  THE  COVER 


The  first  statewide  exhibit 
of  art  by  residents  of  Texas’ 
mental  hospitals  and  spe- 
cial schools  for  the  men- 
tally retarded  was  held  in 
the  Capitol  rotunda,  Aus- 
tin, in  May.  We  went  to  get 
the  story  and  pictures  on 
pages  80-81.  We  came  away 
with  something  more — a 
heightened  sense  of  the 
wonder  and  value  of  indi- 
vidual creativity,  gratitude 
to  those  who  shared  the 
products  of  their  talent, 
and  appreciation  for  the  ef- 
forts of  those  who  encour- 
age patients  to  find  and  de- 
velop their  individual  abili- 
ties. 

NEXT  MONTH 

At  present,  our  July  folder 
contains  articles  on  use  of 
cortisone  and  immediate 
fasciotomy  in  treatment  of 
severe  rattlesnake  bite,  re- 
lief of  intractable  pain  by 
means  of  percutaneous  an- 
terolateral radiofrequency 
cordotomy,  management  of 
boutonniere  deformities  of 
the  finger,  treating  arthritic 
hands,  posterior  tibial  trans- 
plant for  drop  foot,  use  of 
remolded  plaster  of  paris 
casts,  and  hemangiopericy- 
toma of  the  mixed  type. 


PUBLICATION  INFORMATION 

Texas  Medicine  is  published  monthly  by  the  Texas  Medical 
Association. 

Editorial  and  Business  Offices;  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701;  Telephone:  Area  Code  512  477-6704. 
Second  Class  Postage  paid  at  Austin,  Texas,  with  additional 
entry  at  Fort  Worth,  Texas,  under  Act  of  March  3,  1879. 
Subscription  communications  should  be  sent  to  the  Busi- 
ness Offices.  $3  per  year  for  members;  $9  for  nonmem- 
bers: $10  for  foreign:  single  copy,  $1. 

Contributions,  previously  unpublished,  are  welcomed  for 
review;  suggestions  for  preparation  are  available  from  the 
Editorial  Offices.  News  and  other  items  should  be  sent  to 
the  Editorial  Offices  by  the  10th  of  the  month  preceding 
the  month  of  publication.  All  contributions  are  sent  at  the 
owner's  risk. 

Printing  Offices:  c/o  Stafford-Lowdon  Company.  1114  West 
Daggett,  Fort  Worth  76104. 
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in  the  treatment  of 

IMPOTENCE 


Android 


(thyroid-androgen)  tablets 

Effectiveness  confirmed  by  another  double  blind  study* 


1. SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75X 

PLACEBO 

20x 

*^‘Sexuat  impotence  treatment  tvitfi  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study"  — Montesano,  Evangelista:  Clinical  Medicine,  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease 
metabolic  rate  is  lovy. 

Choice  of  4 strengths 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyroid* 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed, role  of 
chemotherapy 
cannot  be  disputed. 

of  reproductive  organs  in 
, hypertension  unless  the 


Android 


Android-HP  Android-X  Android-Plus 


Each  yellow  tablet  contains: 

Methyl  Testosterone  . .2. 5 mg. 

Thyroid  Ext.  (1/6  gr.)  .10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 

Available: 

Bottles  of  100,  500.  1000. 

Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

' 2500  W.  6th  St.,  Los  Angeles.  Calit.  90057 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (V2  gr.)  ...30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  ...  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 

REFER  TO 

PDR 


WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (’A  gr.)  ...  15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60,  500. 


also  available  with  ESTROGEN 

Android-E 

Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0.02  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Thiamine  Hydrochloride  ....  10  mg. 
Glutamic  Acid  50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen-only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE;  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens; 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month.  CONTPA-INDICATIONS;  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 


uc- 


For  the  treatment  of  the  aging  patient 

apathy 

irritability 

forgetfulness 

confusion 


Cerebro-Nicin 


i® 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


17% 


POOR  ■ FAIR  GOOD 

. GEREBRO-NICIN'®  New  double-blind  study*  shows  how 
I effectively  senility  can  be  forestalled.  Four  times  as  many 
. aging  patients  showed  striking  improvement. 

i 

! *A  Double-Blifxd  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  JrnI,.  of 
I the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Bach  Cerebro-Nicin  capsule  contains: 

Pentytenetetrazole 100  mg. 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid 100  mg. 

ThIamineHCt 25mg. 

1-Glutamic  Acid SOmg. 

Niacinamide.. 5 mg. 

Riboflavin 2 mg. 

Pyridoxine ■ 3 mg. 

DOSAGE;  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500.  1000  capsules. 

Also  elixir  pint  bottles. 

CONTRAINDICATIONS;  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  macin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  Is  forewarned  to  expect  the  reaction, 

Write  for  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  CO. 
>2500W.6th  St., Los  Angeles, Calif.90057 
t4^r/fe  for  Product  Catalog 
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TEXAS  MEDICINE 


Love,  Honor  and  Hospital  Bills 


Usually  a new  family’s  budget  is  pretty 
tight. 

Lots  of  purchases  are  postponed. 

Lots  of  things  are  bought  “on  time”. 

And  in  that  new  budget,  BLUE  CROSS® 
and  BLUE  SHIELD®'  fit  perfectly.  For  just 
a few  dollars  per  month,  the  new  family  can 


have  more  than  just  protection  against  large 
hospital-medical  bills.  The  fact  is,  it  can 
mean  protection  against  financial  ruin;  and 
for  years  to  come. 

Influencing  the  newly  married  couple  to 
budget  Blue  Cross  and  Blue  Shield  may 
make  you  two  of  the  staunchest  friends  you 
will  ever  have. 


BLUE  CROSS  and  BLUE  SHIELD* 

Hospital  and  Health  Care  Coverage  Medical  and  Surgical  Benefits 

iGROUP  HOSPITAL  SERVICE.  INC.)  iGROUP  LIFE  & HEALTH  INSURANCE  COMPANY) 


OF  TEXAS 

MAIN  AT  NORTH  CENTRAL  EXPRESSWAY  ■ DALLAS,  TEXAS  75222 
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R'  American  Hospital  Association 

r'  National  Association  of  Blue  Shield  Plans 
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In  Cervicitis 

Help  the  healing  process 
with  StomAseptine*  douching 


Helps  flush  away  exudates, 
maintain  internal  cleanliness, 
reduce  odor... reassures  the  patient 

StomAseptine  douching  is  a valuable  adjunct  to 
cervicitis  therapy.  These  gentle,  non-irritating 
internal  irrigations  help  maintain  a clear  field  by 
washing  a\A/ay  pus  and  secretions...  relieve 
itchingand  burning. ..reduce  malodor...and  offer 
the  patient  a refreshing,  reassuring  procedure 
that  can  help  speed  the  healing  process. 


Write  for  new  booklet  on  patient  douching 
instructions;  space  is  provided  for  your  specific 
recommendations.  Advise  quantity  needed. 
Write:  Harcliffe  Laboratories,  Inc.,  Dept.  1005, 
423  Atlantic  Avenu'"  Brooklyn,  N.Y.  11217 


SfOMAsEPriN[  ® DOUCHE  POWDER 

Contains:  Sodium  perborate,  sodium  bicarbonate, 
sodium  chloride,  sodium  borate,  menthol,  thymol, 
eucalyptol,  methyl  salicylate  and  aromatics— Bottles  of 
6 oz.,  15  oz.,  32  oz..  Cartons  of  12,  10  Gm.  Packets 
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TEXAS  MEDICINE 


Lactinex 

TABLETS  & GRANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  hulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin. 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


Baltimore,  Maryland  21201 


(LX-QS) 


References: 

(1)  Siver,  R.  H.:  CMD,  2i:109,  September  1954.  (2)  Frykman,  H.  H.:  Minn.  Med., 
38:19-27,  January  1955.  (3)  McGivney,  J.:  Tex.  State  Jour.  Med.,  5/:  16-18,  January 
1955.  (4)  Quehl,  T.  M.:  Jour,  of  Florida  Acad.  Gen.  Prac.,  75:15-16,  October  1965. 
(5)  Weekes,  D.  J.:  N.Y.  State  Jour.  Med.,  58:2672-2673,  August  1958.  (6)  Weekes, 
D.  J.:  KENT  Digest,  25:47-59,  December  1963.  (7)  Abbott,  P.  L.:  Jour.  Oral  Surg., 
Anes.,  & Hosp.  Dental  Serv.,  310-312,  July  1961.  (8)  Rapoport,  L.  and  Levine,  W.  I.: 
Oral  Surg.,  Oral  Med.  & Or^  Path.,  20:591-593,  November  1965. 
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He  is  elderly. 

He  is  on  corticosteroids. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 


DECLOSTATIN‘300 


DemclhjU'hlorlelracjcline  HCl  300  mg 
and  Nystalin  300.000  units 
CAPSILE-SHAPED  TABLETS  lederle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy— the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

^ For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
overgrowth. 


protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 


Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


J 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 


Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 


measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth  — dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapy^ 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  symptoms  have  subsided. 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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when  relief 
means  so  much 
in  keeping 
your  G.U. 
patient  comfortable 


CDNAL- 


Clinically 
effective 
for  G.  U.  Therapy'^ 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug"  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy”  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands.  R.X.:  New  York  St.  J.  Med.  61:2598-2602, 
1961;  (2)  Renner,  M.J.,  et  al.:  Hosp.  Topics  39:71-73,  1961;  (3)  Haas, 

Jr.,  J.,  and  Kay,  L.  L.:  Southwest  Med.  42:30-32,1961;  (4)  Marshall,  W.: 

Chn.  Med.  7:499-502,  I960:  (5)  Strauss  B.:  Clin.  Med.  4:307-310,  1957. 


Each  Blue-Coated  Tablet  contains  Active: 


Atropine  Sulfate  0.03  mg. 
Hyoscyamine  . 0.03  mg. 

Methenamine  40.8  mg. 


Methylene  Blue  . 
Phenyl  Salicylate 
Benzoic  Acid 


5.4  mg. 
18.1  mg. 

4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 


PMAOMACEUTICALS.  INC 


C H I 


MANUFACTURERS  OF  URICEUTICAL®  SPECIALTIES 


ANESTACON®  . CYSTOSPAZ®  • MANDACON™  • URISED® 
URISEDAMINE®  • UTRASUL®  Tablets  and  Suspension 


Printed  in  U.S.A. 


C A G o , 


LLiNois  eoeao 


MAR.  ]96l 


When  disease  is  ruled  out 
and  psychie  tension  is  implicated 

\hlium®  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatie  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints wliich  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psycliotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/ or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-iDrone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observ'e  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ata.xia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ata.xia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

L.ABOH.ATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Enjoy  your  vacation! 

Rent  a Dodge  Motor  Home 

The  whole  family  will  enjoy  your  trip  more  in  the 
comfort  of  home.  No  bags  to  pack.  . .no  motels.  . .no 
worry  about  where  to  spend  the  night.  . .when  you 
travel  in  a Dodge  Motor  Home.  Its  so  easy  to  drive. 
Mom  will  probably  want  a turn  at  the  wheel.  Great  for 
weekend  fishing  trips,  too.  Call  or  write  to  reserve 
yours  now! 


Chico  Rentals 

4421  Greenville  Avenue 
Dallas,  Texas  75206 
Telephone  214-368-3679 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu* 
lin  testing  with  the  white  LEDERTINE^*^  Applicator 
a routine  part  of  your  physical  examinations? 

TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 
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T/aAomut 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . 0.50% 

Chiorobutanol  0.16% 

Tripelennamine  Hcl  0.60% 

In  Isotonic  Solution 
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VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  In^edients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . 0.60% 

Chiorobutanol  0.16% 

In  Isotonic  Solution 
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USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


DIRECTIONS:  Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oi. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 


HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 

Our  Integrity  is  Your 
Guarantee 
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TEXAS  MEDICINE 


But  today  many  of  her  generation 
have  impaired  circulation  due  to 
peripheral  vascular  disease. 
Prescribe  Cyclospasmol® 
(cyclandelate)  to  help  improve 
circulation  to  the  extremities. 


Walking,  wamith, 
no  smoianoLplus 


CYCLOSPASMOL 

TlnOlfl  ACTIONS:  Cyclospasmol  is  an  orally  effective  pe- 

X ripheral  spasmolytic  and  vasodilator  that  acts 

directly  on  the  vascular  smooth  musculature  to  produce  a gradual  and  progressive 
relaxation  that  enhances  the  peripheral  and  cerebral  blood  flow. 

INDICATIONS:  For  adjunctive  therapy  in  occlusive  and  vasospastic  diseases  of  the  vas- 
cular system  associated  with  an  impaired  circulation,  such  as:  intermittent  claudication; 
arteriosclerosis  obliterans;  thrombophlebitis  (to  control  associated  vasospasm  and 
muscular  ischemia);  nocturnal  leg  cramps;  local  frostbite;  Raynaud’s  phenomenon;  as 
an  aid  to  encourage  healing  of  diabetic  and  trophic  ulcers  of  the  legs;  and  for  selected 
cases  of  ischemic  cerebral  vascular  disease.  A faster  response  may  be  expected  in 
conditions  in  which  vasospasm  is  predominant  in  the  pathological  process.  The  drug 
is  not  intended  to  substitute  for  an  adequate  medical  or  surgical  program  in  the 
treatment  of  peripheral  or  cerebral  vascular  disease.  It  is  imperative  that  the  patient 
continue  to  follow  established  therapy,  e.g.,  foot  care,  discontinuance  of  smoking, 
etc.,  while  taking  Cyclospasmol. 

Since  cerebrovascular  disease  is  diagnosed  most  frequently  only  after  destruction 
of  nervous  tissue,  it  cannot  be  expected  that  signs  and  symptoms  arising  from  an 
interruption  of  neuronal  function  can  be  completely  reversed  by  correcting  the  ex- 
citing cause.  Nevertheless,  restoration  of  blood  flow  towards  more  normal  levels 
with  cyclandelate  may  often  produce  marked  relief  from  such  signs  and  symptoms 
as  head  noises,  ringing  in  the  ears,  a feeling  of  weakness,  unsteady  gait,  mental  con- 
fusion, temporary  fluctuations  in  hearing  acuity,  poor  memory  and  slurred  speech. 
More  important,  the  drug  may  provide  prophylaxis  against  further  circulatory  em- 
barrassment, particularly  if  the  diminished  circulation  is  associated  with  spasm  of 
the  vascular  wall. 

CONTRAINDICATIONS;  Cyclospasmol  is  contraindicated  in  cases  of  known  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Cyclandelate  should  be  used  with  extreme  caution  in  patients  with 
severe  obliterative  coronary  artery  or  cerebral  vascular  disease,  since  there  is  a 
possibility  that  these  diseased  areas  may  be  compromised  by  vasodilatory  effects 
of  the  drug  elsewhere.  USE  IN  PREGNANCY:  The  safety  of  cyclandelate  for  use 
during  pregnancy  or  lactation  has  not  been  established;  therefore,  it  should  not  be 
used  in  pregnant  women  or  in  women  of  childbearing  age  unless,  in  the  judgment 
of  the  physician,  its  use  is  deemed  absolutely  essential  to  the  welfare  of  the  pa- 
tient. Although  no  prolongation  of  bleeding  time  has  been  demonstrated  in  humans 
in  therapeutic  dosages,  it  has  been  demonstrated  in  animals  at  very  large  doses. 
Therefore,  the  hazard  of  a prolonged  bleeding  time  should  be  carefully  considered 
when  administering  cyclandelate  to  a patient  with  active  bleeding  or  a bleeding 
tendency. 

PRECAUTIONS:  Since  Cyclospasmol  is  a vasodilator,  it  should  be  used  with 
caution  in  patients  having  glaucoma.  Consult  direction  circular  before  prescribing. 
ADVERSE  REACTIONS:  Gastrointestinal  distress  (pyrosis,  pain,  and  eructation) 
may  occur  with  Cyclospasmol.  These  symptoms  occur  infrequently  and  are  usually 


mild.  Relief  can  often  be  obtained  by  tak- 
ing the  medication  with  meals  or  by  the 
concomitant  use  of  antacids.  Mild  flush,  headache,  feel- 
ing of  weakness  or  tachycardia  may  occur,  especially 
during  the  first  weeks  of  administration. 

SUPPLIED:  200  mg.  blue  capsules  in  bottles  of  100  and 
500;  100  mg.  orange  tablets  in  bottles  of  100  and  500. 


IVES  LABORATORIES  INC. 

685  Third  Avenue,  New  York,  N.Y.  10017 


Circulation  wasn't  o problem  to  this 
flapper  back  in  '29. 


She’s  confused ...  and  frightened.  Yesterday,  her 
complaint  was  a brief  spell  of  dizziness.  Next 
week,  she  may  be  troubled  by  prolonged  nausea 
or  tinnitus.  The  symptom  of  vertigo  is  a constant 
problem  in  geriatrics,  and  regardless  of  origin, 
duration,  and  frequency,  such  episodes  can  result 
in  severe  emotional  and  physical  discomfort  for 
the  aging  patient. 


You  can  help  prevent 
such  problems 


(MECLIZINE  HCI) 


protects  most 
patients  against 
nausea  and  vertigo 
up  to  24  hours 
with  a single  dose. 


Whether  the  symptoms  are  due  to  Meniere’s  syndrome, 
labyrinthitis,  vestibular  dysfunction,  or  cerebral  arterio- 
sclerosis, most  patients  with  nausea  and  vertigo  respond 
remarkably  well  to  Bonine  (meclizine  HCI).  A single  dose 
usually  protects  up  to  24  hours.  In  difficult  cases  multiple 
daily  doses  may  be  necessary  for  maximum  response. 

One-a-day  dosage  costs  your  patients  less.  And  fruit- 
flavored  Bonine  chewable  tablets  are  more  convenient 
to  take  anytime,  anywhere — without  water.  Side  effects 
are  Infrequent  and  mild,  even  with  prolonged  use. 


LABORATORIES  DIVISION 

New  York.  N.Y  10017 


Precautions:  Although  the  incidence  of  drowsiness  and  atropinedike 
side  effects  such  as  dry  mouth  and  blurring  of  vision  is  low,  the  physi- 
cian should  alert  the  patient  to  the  need  for  due  precautions  when 
engaging  in  activities  where  alertness  is  mandatory.  Use  in  ivomen  of 
childbearing  age:  In  weighing  potential  benefits  vs.  risk  in  women  of 
childbearing  age,  consider  the  fact  that  a review  of  available  animal 
data  reveals  that  meclizine  exerts  a teratogenic  response  in  the  rat.  In  one 
study  a dose  of  50  mg./kg./day  (50  times  the  maximum  recommended 
human  dose)  produced  cleft  palate  in  2 of  87  fetuses  when  administered 
to  the  rat  at  critical  times  during  the  first  15  days  of  gestation.  At  doses 
of  125  mg./kg./day,  meclizine  will  produce  100%  incidence  of  cleft 
palate  in  the  rat.  At  doses  of  25  mg./kg./day,  decreased  calcification  of 
the  vertebrae  and  relative  shortening  of  the  limbs  were  also  produced 
in  the  rat,  but  experts  disagree  as  to  whether  this  is  a teratogenic  re- 
sponse. While  available  clinical  data  are  inconclusive,  scientific  experts 
are  of  the  opinion  that  this  drug  may  possess  a potential  for  adverse 
effects  on  the  human  fetus.  Consequently,  consideration  should  be  given 
to  initial  use  of  a nonphenothiazine  agent  that  is  not  suspected  of  having 
a teratogenic  potential.  In  any  case,  the  dosage  and  duration  of  treat- 
ment should  be  kept  to  a minimum. 

Supply:  25  mg.  scored  tablets. 

More  detailed  professional  information  available  on  request. 
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How  high  is  the  "index  of  suspi- 
cion" for  E.  coli  in  urinary  tract  in- 
fections? 

Recently  it  has  been  estimated  that 
about  86  per  cent  of  positive  cul- 
tures in  first  attacks  of  urinary 
tract  infection  are  E.  coli.'  It  has 
also  been  noted  that  "The  coliform 
group,  especially  E.  coli,  accounts 
for  approximately  90  per  cent  of 

initial  infections 

Consider  wide-spectrum  Gantanol® 
(sulfamethoxazole)  for  its  high  “in- 
dex of  confidence”— its  proven  ef- 
fectiveness against  E.  coli  and 
other  sensitive  gram-negative  and 
gram-positive  organisms.  Thera- 
peutic levels  of  Gantanol  in  blood 
and  urine  are  achieved  within  2 
hours  after  a 2-Gm  starting  dose, 


with  ready  diffusion  into  intersti- 
tial fluids.  Responsive  infections 
generally  clear  within  5 to  7 days, 
with  relief  of  symptoms  usually 
seen  within  24-48  hours. 

Gantanol  also  earns  its  high  "index 
of  confidence”  because  Gantanol 
therapy  is  relatively  free  from  com- 
plications, including  the  problem 
of  bacterial  resistance  or  superin- 
fection. 

Convenient,  economical  dosage 
schedule:  b.i.d. 


References:  1.  Vernier,  R.  L.,  in  Pa- 
tient Care  Feature:  Patient  Care,  1-.20 
(Feb.)  1967.  2.  Beeson,  P.  B.:  "The 
Infectious  Diseases,”  in  Beeson,  P.  B., 
and  McDermott,  W.  (eds.):  Cecil-Loeb 
Textbook  of  Medicine,  ed.  12,  Philadel- 
phia, W.  B.  Saunders  Company,  1967, 
p.  230. 


sue  infections  due  to  susceptible  /A 
microorganisms;  prophylactically  ' ' 
following  diagnostic  instrumental 
procedures  on  genitourinary  tract. 
Contraindicated  in  sulfonamide- 
sensitive  patients,  pregnant  fe- 
males at  term,  premature  infants, 
or  newborn  infants  during  first  3 
months  of  life. 

Warnings:  Use  only  after  critical 
appraisal  in  patients  with  liver  or 
renal  damage,  urinary  obstruction 
or  blood  dyscrasias.  Deaths  re- 
ported from  hypersensitivity  reac- 
tions, Stevens-Johnson  syndrome, 
agranulocytosis,  aplastic  anemia 
and  other  blood  dyscrasias.  In 
closely  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 
Indications:  Acute  and  chronic  uri- 
nary tract,  respiratory  and  soft  tis- 


For  a high  index 
of confidence... 
Gantanof 

(sulfamethoxazole) 

in  antibacterial 


Artist's  rendition  of  E.  coli.  /\s  with 
most  strains  of  E.  coli,  these  have 
flagella  and  are  motile. 


■ function  tests  should  be 

' ’ ^ performed.  Clinical  data  insuffi- 
cient on  prolonged  or  recurrent 
therapy  in  chronic  renal  diseases 
of  children  under  6 years. 
Precautions:  Occasional  failures 
may  occur  due  to  resistant  micro- 
organisms. Not  effective  in  virus 
and  rickettsial  infections.  Sul- 
fonamides not  recommended  for 
therapy  of  acute  infections  caused 
by  group  A beta-hemolytic  strepto- 
cocci. At  present,  penicillin  is  drug 
of  choice  in  acute  group  A beta- 
hemolytic  streptococcal  infections; 
although  Gantanol  has  produced 
favorable  bacteriologic  conversion 
rates  in  this  infection,  data  insuffi- 
cient on  long-term  follow-up  stud- 
ies as  to  its  effect  on  sequelae  of 
rheumatic  fever  or  acute  glomeru- 
lonephritis. If  other  treatment 
cannot  be  used  and  Gantanol  is 
employed  in  such  infections,  im- 
portant that  therapy  be  continued 
in  usual  recommended  dosage  for 
at  least  1 0 days.  Observe  usual  sul- 


fonamide therapy  precautions,  in- 
cluding adequate  fluid  intake.  Use 
with  caution  if  history  of  allergies 
and/or  asthma.  Follow  closely  pa- 
tients with  renal  impairment  since 
this  may  cause  excessive  drug  ac- 
cumulation. Need  for  indicated 
local  measures  or  surgery  not  ob- 
viated in  localized  infections. 
Adverse  Reactions:  Depending  up- 
on the  severity  of  the  reaction, 
may  withdraw  drug  in  event  of 
headache,  nausea,  vomiting,  urti- 
caria, diarrhea,  hepatitis,  pancre- 
atitis, blood  dyscrasias,  neurop- 
athy, drug  fever,  Stevens-Johnson 
syndrome,  skin  rash,  injection  of 
the  conjunctiva  and  sclera,  pete- 
chiae,  purpura,  hematuria  and 
crystalluria. 


H,ROCM^ 
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LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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TEXAS  MEDICINI 


OFTEN 
HER  LOWER 


a L TRACT 


Psycho-abdominal  Distress:  Frequently  Female 

Women  aged  1 5 to  45  appear  to  be  more  prone  than  men  to  bloating, 
cramping  pain  of  stress-related  intestinal  disturbances  such  as  irritable 
or  spastic  colon. 

Frequently  Recurrent 

In  the  experience  of  many  physicians,  women  are  more  likely  to  re- 
appear time  after  time  with  repeated  complaints  of  lower  G.I.  distress. 

Requiring  Definitive  Therapy 

Often  needed  is  therapy  adequate  to  control  both  the  somatic  and 
the  emotional  components  of  psycho-jibdominal  complaints. 

Definitive  Dual  Therapy 

'Milpath'  contains  a proeen  synthetic  anticholinergic  useful  for 
relieving  hypermotility,  spasm,  and  hypersecretion  of  the  gastrointes- 
tinal tract. 

In  addition,  'Milpath’  provides  a time-tested  tranquilizer  for  mild 
but  effecti\'e  anti-anxiety  action. 

With  Flexible  Dosage 

• 'Milpath'-400  (meprobamate  400  mg.  -f  tridihexethyl  chloride  25 
mg.)  Usual  adult  dose:  1 tablet  t.iJ.  and  2 at  bedtime. 

•When  less  tranquilization  is  required;  'Milpath’-200  (meproba- 
mate 200  mg.  + tridihexethyl  chloride  25  mg.) 


kV/  Wallace  Pharmaceuticals/ Cranbury,  N.  J.  08512 


gently 

fitly 


MILPATH 

(meprobamate  -|-  tridihexethyl  chloride  ) 

relaxes  smooth  muscle  and  psyche 


Please  see  the  following  page  for  brief  summary  of  prescribing  information. 


Gently 
but  firmly 


MILPATH’ 

(meprobamate  + tridihexethyl  chloride  ) 

Relaxes 
smooth  muscle 
and  psyche 


Usual  Adult  Dosage 

One  'Milpath’-400  tablet,  three  times  a day  at  mealtimes,  and 
two  at  bedtime.  For  greater  anticholinergic  effect,  two  'Milpath'- 
200  tablets,  three  times  a day  at  mealtimes  and  two  at  bedtime. 
Doses  of  meprobamate  above  2400  mg.  daily  not  recommended. 

Indications 

Useful  in  organic  and  functional  disorders  with  hypersecretion 
and  hypermotility  of  G.I.  tract,  especially  when  accompanied  by 
anxiety,  neurosis,  or  tension  states.  Should  be  used  as  an  adjunct 
to  all  other  therapeutic  measures. 

Contraindications 

Tridihexethyl  chloride:  Urinary  bladder-neck  obstructions,  e.g., 
prostatic  obstruction  due  to  hypertrophy;  pyloric  obstructions 
because  of  reduced  motility  and  tonus;  organic  cardiospasm 
(megaesophagus);  glaucoma;  possibly  in  stenosing  gastric  or 
duodenal  ulcers  with  significant  gastric  retention. 

Meprobamate:  Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate. 

Precautions 

Tridihexethyl  chloride:  Use  cautiously  in  elderly  males  (pos- 
sible prostatic  hypertrophy) . 

Meprobamate:  Carefully  supervise  dose  and  amounts  prescribed. 
Consider  possible  dependence  or  habituation  (reported  occasion- 
ally after  excessive  use),  particularly  in  severe  psychoneurotics, 
alcoholics,  ex-addicts.  Withdraw  gradually  (one  or  two  weeks) 
after  excessive  dosage  for  weeks  or  months  to  avoid  recurrence  of 
pre-existing  symptoms  (e.g.,  anxiety,  anorexia,  insomnia)  or  with- 
drawal reactions  (e.g.,  vomiting,  ataxia,  tremors,  muscle  twitching; 
rarely,  epileptiform  seizures,  more  likely  in  those  with  CNS  dam- 
age or  latent  convulsive  disorders).  If  drowsiness  or  visual  dis- 
turbance occurs,  reduce  dose  and  advise  against  activity  requiring 
alertness  (driving,  machinery  operation).  Effects  of  excess  alcohol 
may  be  increased.  Grand  mal  seizures  possible  in  persons  with 
both  petit  and  grand  mal.  Prescribe  cautiously  in  small  amounts 
to  patients  with  suicidal  tendencies.  Prescribe  with  caution  to 
patients  with  known  sensitivity  to  compounds  of  similar  chemical 


doses  of  100  mg.),  constipation  or  "bloated”  feeling.  Possible: 
tachycardia,  dilation  of  pupils,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  drowsiness,  urinary  hesitancy  or  re- 
tention, dizziness. 

Meprobamate:  Drowsiness,  sometimes  with  ataxia,  usually  con- 
trolled by  decreasing  dosage,  occasionally  with  aid  of  central  stimu- 
lants (e.g.,  amphetamine).  Rarely,  allergic  or  idiosyncratic 
reactions  (usually  after  one  to  four  doses);  in  mild  form:  itchy, 
urticarial  or  erythematous,  maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocytopenic  purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral  edema  and  fever,  transient  leuko- 
penia, and  one  fatal  bullous  dermatitis  (after  meprobamate  and 
prednisolone)  reported.  More  severe,  very  rare  hypersensitivity: 
fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (one  fatal),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treat  symptomatically  (e.g.,  epinephrine,  antihistamines, 
possibly  hydrocortisone)  ; stop  and  do  not  restart  the  drug.  Isolated 
agranulocytosis,  thrombocytopenic  purpura,  one  fatal  aplastic 
anemia  reported,  but  only  in  presence  of  known  toxic  drugs,  por- 
phyric  symptoms  reported  but  relationship  not  established.  Fast 
EEG  activity,  usually  after  excessive  dosage.  Impairment  of  visual 
accommodation  reported  by  one  observer.  Fixed  drug  eruption 
with  meprobamate  and  cross  reaction  to  carisoprodol  reported. 

Suicidal  attempts  may  produce  drowsiness,  lethargy,  stupor, 
ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse,  and 
death.  Excessive  dosage  has  led  rapidly  to  sleep,  then  reduction  of 
vital  signs  to  basal  levels.  Empty  stomach,  and  if  respiration  be- 
comes very  shallow  and  slow,  cautiously  give  CNS  stimulants  (e.g., 
caffeine,  pentylenetetrazol,  amphetamine)  ; also  pressor  amines  if 
indicated. 

Supplied 

In  two  strengths: 

' Milpath’ -400:  \fellow,  scored  tablets. 

'Milpath' -200:  'Vfellow,  coated  tablets. 

Before  prescribing,  consult  package  circular. 


structure,  e.g.,  carisoprodol. 

Side  Effects 

The  following  side  effects  of  components  may  occur  with 
'Milpath’. 

Tridihexethyl  chloride:  Severe  effects  rare  on  recommended 
dosage.  Anticholinergic  effects:  dry  mouth  (fairly  frequent  at  oral 
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Rest  and 
Relaxation 
year  ’round 


This  prescription  for  office  space  in  the  new 
Nassau  Bay  Medical  Professional  Building  offers  you  the 
opportunity  to  serve  a growing  population  — now  55,000 
strong  — just  30  minutes  South  of  Houston. 

Across  from  the  Manned  Spacecraft  Center,  Nassau  Bay 
is  in  the  midst  of  the  dynamic  NASA-Bay  area,  one  of  the 
most  productive  areas  for  young  professionals  today. 

And  because  Nassau  Bay  is  a complete  water-oriented 
residential,  recreational  and  commercial  development  in 
itself,  you’ll  probably  prescribe  more  boating  and  water 
skiing  than  aspirin. 


With  financial  arrangements  worked  out  on  an  individ- 
ual basis,  R&R  at  the  Nassau  Bay  Medical  Professional 
Building  is  a prescription  you  might  well  write  out  for 
yourself.  For  information,  contact:  Theo  Dora  Heyne 
18065  Upper  Bay  Road,  Suite  233,  Houston,  Texas  77058. 
Phone  713  488-2138. 


for  the  doctor  - R&R 


in  cerebrovascular  disorders 

Arlidin  increases  blood  flow 


■Arliclin  decreases  cere- 
bral  vascular  resistance, 
increases  cardiac  output, 
helps  maintain  mean 
arterial  pressure. 

-Arlidin  helps  control 
vasoconstriction,  vaso- 
spasm, and  ischemia. 

Alrlidin  may  thus  relieve 
symptoms  of  cerebro- 
vascular insufficiency. 


such  as  vertigo,  light- 
headedness, and  mental 
confusion. 

Alrlidin  also  increases 
blood  flow  to  the  eye 
and  inner  ear  to  help 
manage  ischemic  dis- 
orders of  those  organs. 

Alrlidin  is  well  tolerated 
and  relatively  free  of 
severe  adverse  reactions. 


DOSAGE:  Usual  effective  dosage  Vi  to  1 tablet  t.i.d.  or  q.i.d.;  increased,  if  necessary,  to  2 tablets  t.i.d.  or  q.i.d. 
Parenterally,  0,5  cc.  by  subcutaneous  or  intramuscular  injection;  increased  gradually  to  1 cc.  one  or  more 
times  daily,  as  needed.  SIDE  EFFECT:  Occasional  palpitation.  PRECAUTIONS:  Use  with  caution  in  the 
presence  of  a recent  myocardial  lesion,  paroxysmal  tachycardia,  severe  angina  pectoris,  thyrotoxicosis. 
CONTRAINDICATION:  Acute  myocardial  infarction. 

SUPPLIED:  Tablets,  6 mg.,  scored;  bottles  of  100 
and  1000.  Parenteral,  5 mg.  per  cc.,  1 cc.  ampuls 
(5  per  box);  10  cc.  multiple-dose  vials  (1  per  box). 

CONSULT  PRODUCT  BROCHURE. 


CUSVT 


USV  PHARMACEUTICAL  CORPORATION 
800  Second  Avenue,  New  York,  N.Y.  10017 


to  the  brain 
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It  takes  more  than  a pill 
to  lose  weight  , , 


That’s  why  Abbott’s  got  what  it  takes- 
a pill  and  a program  for  each  patient 


THE  PRODUCT— 5 Different  Strengths 


For  smooth  appetite  control  plus  mood  elevation 

Desoxyn®  Gradumet® 

Methamphetamine  Hydrochloride  in  Long-Release  Dose  Form 
For  patients  who  can't  take  plain  amphetamine 

Desbutal®  10  Gradumet 

10  mg.  Methamphetamine  Hydrochloride,  60  mg.  Sodium  Pentobarbital 

Desbutal  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride,  90  mg.  Sodium  Pentobarbital 


a a 

5 mg  10  mg  15  mg 


FRONT  SIDE 


FRONT  SIDE 


THE  PROGRAM— 3 Patient  Booklets 
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Weight  Control 
Booklet 


Specifically  written  to  help 
your  patients  understand 
why  they  are  overweight, 
and  what  they  can  do  about 
it.  The  booklet  stresses  the 
importance  of  changing 
lifelong  eating  habits  and 
explains  how  this  can  be 
done,  sensibly,  comfortably 
—and  permanently.  Food 
exchanges  and  a compre- 
hensive list  of  foods,  show- 
ing their  calories,  are  also 
included. 


Food  Diary 

Designed  to  help  the  over- 
weight patient  follow  your 
eating  instructions.  Space 
is  provided  for  breakfast, 
lunch,  supper,  and  even 
snacks.  By  writing  down 
everything  that’s  eaten 
each  day,  the  patient  is 
constantly  reminded  that 
she’s  trying  to  change  her 
eating  habits.  And  you  are 
furnished  with  a written 
record  of  how  well  she’s 
doing. 


Picture  Menu 
Booklet 

Compact  new  booklet  features  appetiz- 
ing lunch  and  dinner  menus  for  every 
day  of  the  week.  The  meals  are  depicted 
in  full  color  and  the  correct  portion  size 
so  that  the  dieter  can  see  the  amount  of 
food  that’s  recommended.  Patients  are 
pleasantly  surprised  to  learn  that  each 
day’s  meals  add  up  to  only  1,000  calories. 

902110 

Please  see  Brief  Summary 
on  next  page. 

Ask  Your  Abbott  Man 
For  Patient  Supplies. 
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BRIEF  SUMMARY 

Desoxyn®Gradumef 

Methamphetamine  Hydrochloride 
in  Long-Release  Dose  Form 

DesbutariO  Gradumet 

10  mg.  Methamphetamine  Hydrochloride, 

60  mg.  Sodium  Pentobarbital 

Desbutal  15  Gradumet 

15  mg.  Methamphetamine  Hydrochloride, 

90  mg.  Sodium  Pentobarbital 

Indications:  Desoxyn  and  Desbutal 
are  used  orally  as  appetite  suppres- 
sants, for  reduction  of  mild  mental 
depression,  and  to  help  in  manage- 
ment of  psychosomatic  complaints 
or  neuroses.  Desoxyn,  when  admin- 
istered parenterally,  may  be  used  as 
a vasopressor  agent  or  analeptic. 

Contraindications:  Methampheta- 
mine (in  Desoxyn  and  Desbutal)  is 
contraindicated  in  patients  taking  a 
monoamine  oxidase  inhibitor.  Do 
not  use  pentobarbital  (in  Desbutal) 
in  persons  hypersensitive  to  barbi- 
turates, or  in  those  with  history  of 
manifest  or  latent  porphyria. 

Precautions,  Side  Effects:  Observe 
caution  in  patients  with  hyperten- 
sion, cardiovascular  disease,  hyper- 
thyroidism, old  age,  or  those  sensi- 
tive to  sympathomimetic  drugs. 
Prolonged  usage  may  lead  to  toler- 
ance or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid 
chronic  intoxication  and  drug  de- 
pendence. 

Amphetamine  side  effects  such  as 
headache,  excitement,  agitation, 
palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically-in- 
duced depression  is  an  indication  to 
withdraw  the  drug.  Because  of  its 
sodium  pentobarbital  content,  use 
Desbutal  with  caution  in  patients 
receiving  coumarin  anticoagulants. 
Pentobarbital  may  cause  skin  rash. 
Nervousness  or  excessive 
sedation  with  Desbutal  is  I 

often  transient.  902110 


HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE™  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi* 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Peari  River,  New  York 

473-9 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Crump,  M.D..  F.A.C.S. 

James  T.  Lee.  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Mark  E.  Huff.  Jr.,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell.  D.D.S. 

Larry  J.  Cason.  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  WiLson,  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  HI,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson.  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed.  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 

MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox.  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker.  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker.  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
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TEXAS  MEDICINE 


virtually  100%  effective  in  external 
otitis  of  bacterial  or  fungal  etiology 

Within  seconds,  VoSoL  is  cidal  against  all  pathogens  associated 
with  external  otitis  and  provides  such  specific  advantages  as 

• rapid  anti-inflammatory,  anti-infective,  anti-pruritic  action  • rarely  sensitizing, 
hypo-allergenic,  non-toxic,  no  risk  of  neomycin  sensitivity  reaction  • virtually  no  side 
effects  • no  interference  with  otoscopic  examination  since  it  does  not  obscure  ana- 
tomic landmarks  • proven  efficacy  in  both  treatment  and  prevention  of  external  otitis 
as  reported  in  over  5,000  cases,  published  in  numerous  studies,  with  over  95%  good 
to  excellent  results 


INDICATIONS:  VoSoL:  For  the  treatment  and  prevention  of  otitis  externa. 

VoSoL  H£.  Indicated  when  the  otitis  is  complicated  by  inflammation  or  when  the 
otitis  is  associated  with  seborrheic  dermatitis,  allergic  eczema,  psoriasis  or 
other  non-infectious  conditions.  SUGGESTED  METHOD  OF  TREATMENT: 

1.  Carefully  remove  all  cerumen  and  debris.  This  is  important  because  it  allows 
immediate  contact  to  infected  surfaces.  2.  To  promote  continuous  contact, 
insert  a VoSoL  or  VoSoL  HO  saturated  wick  in  the  ear  with  instructions  to  the 
patient  to  keep  wick  moist  for  the  next  24  hours  by  occasionally  adding 
a few  drops  on  the  wick.  3.  Remove  wick  after  first  24  hours  and  continue  to 
instill  5 drops  of  VoSoL  or  VoSoL  HC  3 or  4 times  daily  thereafter. 

4.  During  treatment  to  prevent  infection  of  other  ear,  use  VoSoL  or  VoSoL  HC  in 
unaffected  ear  3 times  daily.  PRECAUTIONS:  As  safety  of  topical  steroids 
during  pregnancy  has  not  been  confirmed,  they  should  not  be  used  for  an 
extended  period  during  pregnancy.  Systemic  side  effects  may  occur 
with  extensive  use  of  steroids.  CONTRAINDICATIONS:  As  with  all  drugs,  sensitivity 
to  any  of  the  constituents  of  these  preparations  is  a contraindication  to  their 
use;  perforated  tympanic  membranes  are  frequently  considejed  a contraindication 
to  the  use  of  external  ear  canal  medication.  AVAILABILITY:  VoSoL  15  c.c. 

VoSoL  HC  yVz  c.c.  Both  preparations  in  measured  drop,  safety-tip  plastic  bottles. 


VoSoI^ 

otic  Solution 

Ingredients: 

1,2-propanediol  diacetate  3.0% 

acetic  acid  2.0% 

benzethonium  chloride  0.02% 

in  a propylene  glycol  vehicle 
containing  0.015%  sodium  acetate. 

When  otitis  is  complicated  by 
inflammation  or  other  non-infectious 
conditions  prescribe 


WAMPOLE  LABORATORIES 


VoSoI^  HC 


Stamford,  Connecticut  06904 

Div.  Denver  Chemical  Mfg.  Co.  in  Canada:  Denver  Labs.  (Canada)  Ltd.,  Toronto 


Otic  Solution 


Ingredients  of  VoSoL 
plus  1%  Hydrocortisone 


Not  an  antibiotic 
Not  a sulfonamide 
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“Shall  I order  Maalox?” 


“Yes.  Patients  respond  well 
to  it,  and  seem  to 
take  it  more  faithfully.” 


Works  well  • Doesn’t  constipate  • Tastes  good  • Economical 

Supplied:  Maalox  Suspension  (12  fl.  oz.) . Also  available:  Maalox  No.  1 Tablets  (0.4  Gm.)  : no  sugar, 
low  sodium  content.  Maalox  No.  2 Tablets  (0.8  Gm.)  : double  strength  for  double  antacid  action. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington.  Pa.  190.34 


THE  NUMBER  ONE  ANTACID 


Maalox 

MAGNESIUM-ALUMINUM  HYDROXIDE 


the  preparations 

of 


Darvoii 


propoxyphene  hydrochloride 


analgesia  that’s 
versatile- 
potent, yet 
non-narcotic... 
time-tested,  too 


Description:  Darvon  is  a non-narcotic  anal- 
gesic available  in  Pulvuies®  containing  either 
32  or  65  mg.  of  propoxyphene  hydrochloride. 

Darvon  Compound  and  Darvon  Com- 
pound-65 combine  the  effect  of  Darvon  with 
the  antipyretic  and  anti-inflammatory  benefits 
of  A.S.A.®  Compound  (aspirin,  phenacetin,  and 
caffeine,  Lilly). 

Each  Pulvule  contains— 

Darvon  Compound  Darvon  Compound-65 

32  mg Darvon® 65  mg. 

(propoxyphene  hydrochloride,  Lilly) 

227  mg A.S.A.® 227  mg. 

(aspirin,  Lilly) 

162  mg Phenacetin 162  mg. 

32.4  mg Caffeine  32.4  mg. 


Darvon®  Compound-6S 

Each  Pulvule®  contains  65 
mg.  propoxyphene  hydro- 
chloride, 227  mg.  aspirih, 
162  mg.  phenacetin,  and 
32.4  mg.  caffeine. 

Darvon® 

Propoxyphene 

Hydrochloride 

In  32  and  65-mg.  Pulvuies. 

Darvon®  Compound 

Each  Pulvule  contains  32 
mg.  propoxyphene  hydro- 
chloride, 227  mg.  aspirin, 
162  mg.  phenacetin,  and 
32.4  mg.  caffeine. 

Darvon®  with  A.S.A.® 

Each  Pulvule  contains  65 
mg.  propoxyphene  hydro- 
chloride and  325  mg. 
aspirin. 

Darvo-Tran® 

Each  Pulvule  contains  32 
mg.  propoxyphene  hydro- 
chloride, 325  mg.  aspirin, 
and  150  mg.  phenaglycodol. 


Potent  analgesia  with 
added  anti-inflam- 
matory and  anti- 
pyretic action. 


Analgesia,  pure  and 
simple  . . . in  two 
strengths  for  flexi- 
bility of  dosage. 

Alternate  strength  of 
propoxyphene  with 
added  anti-inflam- 
matory and  anti- 
pyretic action. 


Potent  analgesia  with 
added  anti-inflam- 
matory action  . . . but 
no  phenacetin  or 
caffeine. 

Analgesia  with  added 
antianxiety  action. 


1 Pulvule  3 or4  times 
a day. 


32  mg.:  1 or  2 Pul- 
vules  3 or  4 times  a 
day. 

65  mg.:  1 Pulvule  3 
or  4 times  a day. 

1 or  2 Pulvuies  3 or 
4 times  a day. 


1 Pulvule  3 or4 
times  a day. 


1 or  2 Pulvuies  3 or 
4 times  a day. 


Darvon  with  A.S.A.  combines  65  mg.  of  propoxyphene  hydro- 
chloride and  325  mg.  of  aspirin  in  each  Pulvule. 

Darvo-Tran  combines  the  mild  tranquilizing  effects  of  Ultran® 
(phenaglycodol,  Lilly)  with  the  analgesic  advantages  of  Darvon  and 
aspirin.  Each  Pulvule  contains  32  mg.  propoxyphene  hydrochloride, 
325  mg.  aspirin,  and  150  mg.  phenaglycodol. 

Side-effects  of  Darvon  are  qualitatively  similar  to  those  of  the 
same  or  similar  doses  of  codeine;  from  a quantitative  viewpoint, 
side-effects  are  less  than  those  of  codeine. 

Indications:  Darvon  is  indicated  for  the  reduction  or  amelioration  of 
pain.  It  is  of  particular  value  for  pain  associated  with  recurrent  or 
chronic  disease,  including  migraine.  Darvon  does  not  reduce  fever 
or  diminish  inflammatory  reactions.  No  evidence  of  functional  or 
pathological  changes  has  been  revealed. 

Darvon  Compound  and  Darvon  Compound-65  may  be  especially 
useful  in  the  symptomatic  relief  of  headache,  dysmenorrhea,  and 
such  inflammatory  states  as  arthritis  and  fibrositis. 

Darvon  with  A.S.A.  is  an  analgesic  without  phenacetin  and 
caffeine. 

Studies  show  that  Ultran  enhances  and  prolongs  the  analgesic 
activity  of  Darvon  when  pain  is  accompanied  by  anxiety. 

Contraindications:  Although  no  definite  contraindications  to  the  use 
of  Darvon  have  been  reported,  known  hypersensitivity  to  any  of  the 
ingredients  in  Darvon  preparations  is  a contraindication.  Therapeutic 
doses  have  caused  no  demonstrable  effects  on  respiration,  blood 
pressure,  or  reflex  activity. 

The  presence  of  acute  or  chronic  disease  has  not  produced 
unusual  responses  to  Darvon.  Concomitant  administration  of  Darvon 
and  orphenadrine-containing  compounds  is  not  recommended. 

Caution  should  be  exercised  in  the  administration  of  Ultran  to 
patients  who  are  depressed. 

Warnings:  Use  with  caution  in  the  presence  of  gastric  ulcer.  Pro- 
longed and  excessive  use  of  phenacetin-containing  products  may 
aggravate  or  produce  renal  disease. 

Use  in  Pregnancy— The  safety  of  the  use  of  Darvon  during  preg- 
nancy has  not  been  established.  The  potential  hazards  of  the  drug 
must  be  weighed  against  the  possible  benefits. 

Use  in  Chiidren— Darvon  should  not  be  used  in  children  since 
adequate  data  to  establish  safe  conditions  of  use  are  lacking. 

Precautions:  Sudden  substitution  of  Darvon  for  analgesics  to  which 
patients  are  addicted  will  allow  withdrawal  symptoms  to  develop. 
These  are  not  caused  by  Darvon  and  may  be  avoided  by  gradually 
reducing  the  dose  of  the  old  medication  as  Darvon  is  substituted. 

Although  accumulated  evidence  suggests  that  Ultran  is  not 
habit-forming  or  addictive,  patients  on  tranquilization  therapy,  par- 
ticularly over  prolonged  periods,  should  be  under  periodic  medicai 


supervision.  Certain  patients  may  abuse  the  medication.  Patients 
driving  an  automobile  or  operating  hazardous  machinery  should  be 
advised  that  mental  alertness  or  physical  co-ordination  may  be  de- 
creased. The  administration  of  Ultran®  (phenaglycodol,  Lilly)  with 
other  C.N.S.  depressants  and/or  alcohol  may  result  in  additive 
effects. 

Adverse  Reactions:  Dizziness,  headache,  sedation,  somnolence, 
paradoxical  excitement  and  insomnia,  skin  rash,  and  gastro-intestinal 
disturbances  (including  nausea,  vomiting,  abdominal  pain,  and  con- 
stipation) have  occurred. 

When  recommended  doses  are  given,  euphoria  and  tolerance 
have  been  observed  rarely.  Dependence  (addiction)  has  not  been 
reported  with  therapeutic  dosages. 

If  gastric  irritation  attributable  to  the  salicylate  occurs,  it  is  sug- 
gested that  the  medication  be  taken  with  food  or  a small  amount  of 
milk  or  discontinued. 

Other  adverse  effects  reported  with  Darvo-Tran  include  vertigo, 
drowsiness,  gynecomastia,  headache,  sedation,  somnolence,  in- 
somnia, and/or  excitation. 

Administration  and  Dosage:  The  usual  adult  dosage  of  Darvon* 
(propoxyphene  hydrochloride,  Lilly)  is  65  mg.  three  or  four  times 
daily;  however,  some  physicians  prefer  the  32-mg.  dose  for  certain 
patients.  The  usual  dose  may  be  given  alone  or  with  other  medica- 
tion, as  required  for  the  relief  of  pain. 

The  usual  dosage  of  Darvon  Compound  is  1 or  2 Pulvuies  three 
or  four  times  daily.  The  usual  dosage  of  Darvon  Compound-65  or  of 
Darvon  with  A.S.A,  is  1 Pulvule  three  or  four  times  daily. 

The  suggested  adult  dosage  of  Darvo-Tran  is  1 Pulvule  three 
or  four  times  daily.  When  pain,  with  or  without  anxiety,  is  severe,  2 
Pulvuies  three  or  four  times  daily  may  be  indicated.  Two  Pulvuies 
Darvo-Tran  will  provide  a 300-mg.  dose  of  Ultran,  which  may  pre- 
dispose to  mild  drowsiness  in  certain  individuals.  Two  Pulvuies  also 
provide  64  mg.  of  Darvon,  the  amount  currently  recommended  when 
moderate  to  severe  pain  exists. 

Treatment  of  Overdosage:  Analeptic  drugs  (e.g.,  amphetamine  or 
caffeine  with  sodium  benzoate)  should  not  be  used,  because  fatal 
convulsions  may  be  produced. 

Signs  and  symptoms  of  acute  intoxication  (muscle  fascicula- 
tions,  convulsions,  and  respiratory  depression)  are  antagonized  by 
nalorphine  hydrochloride  and  levallorphan  tartrate.  Dosages  recom- 
mended in  the  package  literature  of  these  antagonists  should  be 
followed  and  repeated  as  often  and  as  long  as  is  necessary  to 
counteract  reappearing  symptoms  of  overdosage. 

Gastric  lavage  and  symptomatic  supportive  treatment  are 
indicated.  [otiscb] 

Additional  information  available  upon  request. 

ELI  LILLY  AND  COMPANY  

INDIANAPOLIS,  INDIANA  46206 
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Activity 

for  your  postoperative  patient 
because  you  checked  the  pain 
with  this  non-narcotic  analgesic 

that’s  potent, 
versatfle,  « -Mm 

time-tested 


Compound-65 


65  mg.  propoxyphene  hydrochloride,  227  mg.  aspirin, 
162  mg.  phenacetin.and  32.4  mg.  caffeine. 


Please  turn  page  for  prescribing  information. 
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THE  PHYSICIAN’S  RESPONSIBILITY  AS  A CITIZEN 


NO  ONE  CAN  QUESTION  the  high 
quality  of  the  scientific  knowledge 
and  technical  skills  of  today’s 
physicians.  Criticism  is  sometimes 
heard,  however,  with  respect  to 
the  quality  of  our  citizenship. 

By  tradition  and  training, 
physicians  are  prepared  to  accept 
and  use  the  veritable  explosions  in 
scientific  knowledge  of  the  past  few 
decades,  but  we  generally  are  not 
prepared  for  the  explosions  in  the 
socioeconomic  fabric  of  our 
society. 

Accustomed  to  a wholly  private 
doctor-patient  relationship, 
physicians  have  concentrated  on 
providing  the  highest  possible 
standards  of  medical  care.  Problems 
of  distribution  of  medical  care 
were  minimal  in  the  past,  but 
today  they  are  monumental  and  the 
federal  government  is  dominant. 

Therefore,  physicians  must  take 
a more  active  part  in  public  affairs 
for  at  least  three  reasons:  First, 
we  owe  it  to  our  profession  to 
insure  its  future  and  safeguard  the 
conditions  under  which  we  can 
best  use  our  knowledge  and  skills. 

Second,  we  owe  it  to  our  patients. 
The  person  with  stubborn  arthritis 
or  vague  chest  pain  frequently 
has  something  else  bothering  him, 
too.  Perhaps  he  has  a boy  in 
Vietnam  or  inflation  has  eaten  up 
half  of  his  life  savings.  To  help 
him  with  his  whole  medical 


problem,  we  must  pay  more 
attention  to  the  national  and  world 
problems  that  affect  him  adversely, 
and  try  to  influence  his  environ- 
ment in  the  direction  of  making  it 
more  favorable  to  his  well-being. 

Third,  we  owe  it  to  ourselves. 
Before  we  are  physicians  we  are 
trustees,  as  well  as  beneficiaries, 
of  a great  heritage  of  freedom, 
a set  of  values,  and  a way  of 
doing  things  that  is  called  the 
American  philosophy  of  life  and 
government.  The  political  and 
economic  order  is  under  assault  from 
without  and  from  within,  and 
it  is  losing  ground. 

What  we  physicians  knew  about 
the  conditions  essential  for  good 
medical  care  caused  us  to  oppose 
tax-supported  and  government- 
managed  medical  services.  But 
Medicare  supporters  were  more 
active  in  politics  than  we,  and 
they  did  a better  job  of  selling  their 
case  to  the  public  and  the  politicians. 
Physicians  knew  how  to  practice 
medicine,  but  not  government. 

The  “reformers”  and  the  politicians 
understood  government,  but  not 
medicine.  Thus  the  government  has 
been  given  substantial  control  of 
the  health  care  of  the  nation. 

It  is  unrealistic  to  imagine 
that  this  can  be  undone. 

Of  course,  millions  of  dollars 
cannot  be  passed  out  here  and 
there  without  helping  a great  many 
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people.  But  Medicare  will  not  provide  the  best 
care  for  those  who  need  it  most,  partly  because 
so  much  of  the  financial  assistance  goes  to 
those  who  don’t  really  need  help  that  there 
isn't  enough  for  those  who  do.  While  the 
public  and  especially  the  grievously  misled 
older  people  are  discovering  that  Medicare  is 
not  a sound  or  adequate  solution  to  their 
problems,  physicians  can  and  should  lead 
in  trying  to  get  better  solutions. 

First  and  most  basic  is  the  need  for  a 
change  in  attitude  toward  retirement.  As  long 
as  we  persist  in  regarding  older  persons  as 
liabilities  rather  than  as  rich  assets  to  be 
utilized  to  the  full,  we  will  continue  to  have 
retirees  thrust  into  depression  when  their 
community  and  nation  no  longer  seem  to 
need  them.  Since  medical  science  has  given 
people  these  extra  years  to  live,  physicians 
should  lead  in  probing  for  ways  to  make 
retirement  a desirable  and  useful  time. 

The  discriminatory  legislation  that  penalizes 
older  people  if  they  earn  more  than  $1,680 
a year  should  be  eliminated.  This  would 
cost  the  treasury  up  to  $2  billion  more  a 
year,  but  Medicare  costs  it  a great  deal  more, 
and  is  less  beneficial  to  many  in  the  end. 

Another  proper  way  for  government  to  aid 
is  by  helping  finance  more  rapid  construction 
of  nursing  homes  where  proper  care  is  less 
costly  than  in  hospitals.  Nonrecurring  grants 
on  a matching  basis  for  construction  of 


facilities  and  provision  of  equipment  are  sound 
ways  for  government  to  help  states,  cities, 
and  communities. 

Perhaps  our  most  urgent  task  is  to 
re-examine  the  essence  of  our  American 
philosophy  of  life  and  government,  and  the 
faith  out  of  which  it  grew. 

For  what  main  purpose  did  our  forefathers 
originally  come  to  this  country?  To  establish 
a government  that  would  look  after  them? 

No,  they  came  here  to  get  a chance  to  look 
after  themselves.  Are  we  now  to  feel  embar- 
rassed or  apologetic  because  the  system  they 
established  was  successful?  Yet  that  system 
is  being  challenged  today,  even  attacked  as  evil. 

In  essence,  the  struggle  both  here  and 
all  around  the  world  is  between  two  different 
philosophies  of  government — between  those 
who  believe  in  government  from  the  top  down 
and  those  who  believe  in  government  from 
the  bottom  up.  One  believes  that  because 
some  government  is  necessary,  more 
government  must  be  better.  The  other 
remembers  that  the  history  of  man’s  struggle 
for  liberty  is  the  history  of  his  struggle  to 
hold  down,  not  expand,  the  powers  of 
government. 

A wise  man  named  Jesus  said,  “Seek 
and  ye  shall  find.”  Many  today  say,  “Sit  down, 
the  government  will  bring  it  to  you.” 

The  thoughtful  citizen  should  ask  three 
questions;  First,  can  the  government  do 
everything?  Hitler  and  Stalin  both  tried,  but 
got  a threatened  breakdown  in  production. 
Their  successors  had  to  decentralize 
to  provide  greater  personal  initiative 
and  incentive,  and  then  production  went  up. 
Recently,  some  of  our  own  officials  have 
begun  saying  that  there  are  some  things  the 
government  cannot  do  without  the  all-out 
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efforts  of  the  private  sector.  This  recognition, 
however  belated,  is  encouraging. 

Second,  would  it  be  good  if  the  government 
could  do  everything?  Do  you  make  people 
more  independent  and  self-reliant  by 
making  them  more  dependent? 

Third,  what  about  the  poor,  the  unfortunate, 
and  the  needy?  The  government  should  help 
them,  and  generously.  But  this  does  not  mean 
that  assistance  should  be  given  to  all, 
whether  they  need  it  or  not. 

Former  President  Johnson’s  commission 
to  investigate  poverty  found  that  approximately 
15%  of  Americans  are  poor.  But  surely  it 
would  not  be  progress  to  abandon  the  system 
under  which  85%  become  solvent  and  self- 
supporting.  In  fact,  the  first  requirement 
is  that  we  conserve  and  strengthen  the 
system  under  which  so  many  can  and  do 
become  self-supporting,  because  only  then  do 
we  have  resources  with  which  to  help  the  poor! 

Whenever  a government  does  for  its 
citizens  that  which  they  have  the  capacity  to 
do  for  themselves,  it  begins  to  weaken, 
rather  than  strengthen,  the  foundations  of 
freedom  and  the  means  of  progress. 

These  larger  issues  are  decided  in  the 
political  arena,  and  nowhere  else.  It  is  hard  to 
justify  any  physician's  thinking  that  he  is  too 
busy  to  work  at  government — which  means 
in  politics.  All  our  scientific  attainments,  and 
all  our  skill  in  practicing  medicine,  and  all 
the  money  our  medical  association  spent 
for  public  relations  men  and  lobbyists  did  not 
prevent  the  enactment  of  Medicare.  There 
was  just  one  reason  for  that  failure:  We 
did  not  elect  enough  men  to  the  House  of 
Representatives  in  1964  who  understood 
and  supported  our  position. 

Government  today  determines  the  conditions 


of  our  lives  as  well  as  of  our  practice.  And 
government  is  determined  by  what  we  do 
or  don’t  do  in  politics. 

To  work  effectively  in  politics,  you  must 
study  issues,  spread  and  sharpen  your  views 
by  discussion  with  other  citizens,  and  join 
a political  party — the  one  you  think  is  nearest 
right  on  the  most  important  issues. 

Joining  and  working  in  a party  is  the  only 
way  you  can  help  select  good  candidates  at 
every  level  of  government.  And  only  as  you 
have  helped  select  good  candidates,  do  you 
have  opportunity  to  help  elect  good  men 
and  women.  If  your  party’s  candidate  is  not 
your  first  or  second  or  even  third  choice, 
may  I suggest  that  before  you  decide  not 
to  vote,  try  to  figure  out  who  is  your  last 
choice.  Often  the  only  way  to  avoid  one’s 
last  choice  is  to  work  and  vote  for  a 
candidate  who  is  your  second  or  third  choice. 

Don’t  imagine  you  can  do  much  after 
election  to  change  the  votes  of  one  who  owes 
his  election  to  those  opposed  to  your  views. 
Your  job  is  to  elect  and  re-elect  persons  who 
already  hold  the  same  general  views  as 
you.  They  will  want  to  vote  for  them  out  of 
conviction;  with  your  support  they  can  do 
so  without  committing  political  suicide — 
something  not  too  many  in  any  walk  of  life 
choose  to  do. 

There  is  one  more  requirement.  More 
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physicians  must  be  willing  to  become  candi- 
dates for  public  office.  If  you  don’t  like 
your  congressman  or  senator  or  governor 
or  mayor,  don’t  just  write  to  him;  RUN  for  the 
office!  That  is  a hard  decision.  But  both 
patriotism  and  good  sense  require  that  all 
citizens,  no  matter  how  specialized  their 
training,  be  willing  to  sacrifice  their  careers 
to  serve  in  public  office,  just  as  many  are 
called  to  sacrifice  their  careers  for  a time — and 
sometimes  their  lives — to  go  into  the  armed 
forces  as  a public  service. 

AMPAC’s  special  task  is  to  challenge 
and  assist  physicians  to: 

1.  Recapture  an  understanding  of  and 
dedication  to  this  philosophy  of  government 
not  in  order  to  go  back,  but  to  go  ahead. 

2.  Resist  further  concentrations  of 
government  power.  This  requires  election  of 
men  and  women  who  will  vote  against  sending 
more  and  more  power,  people,  and  money  to 
Washington.  It  also  requires  that  we  physicians 
police  ourselves  and  those  few  colleagues 
who  will  go  to  excesses  unless  restrained. 

If  we  don’t,  then  we  cannot  complain  when 
government  does  the  policing  for  us.  No 
physician  is  bigger  than  his  profession,  and 
this  profession  is  not  bigger  than  those  it 
exists  to  serve — the  patients. 


3.  Get  into  politics  to  use  wisely,  and 
with  restraint,  the  powers  already  given  to  the 
government. 

4.  Realize  and  emphasize  that  built-in 
limitation  of  power  is  the  unique  thing  about 
our  system;  it  has  released  the  creative 
capacities  of  all  our  citizens. 

The  most  wonderful  thing  about  our 
country,  the  thing  that  we  must  preserve  at 
all  costs,  is  the  privilege  of  changing  things 
we  don’t  like.  Wherever  conditions  are  bad,  or 
don’t  meet  our  standards,  we  can  correct 
them — if  we  will  work  in  politics! 

This  requires  generous  investment  of 
money,  as  well  as  time,  thought,  and  effort. 
Give  generously  of  your  money,  voluntarily, 
to  support  the  kind  of  government  in  which 
you  believe,  or  you  can  be  sure  that  more 
money  will  be  taken  from  you  in  taxes  for  the 
kind  of  government  you  oppose. 

The  way  to  begin  is  with  ideas  and 
principles,  get  persons  and  parties  committed 
to  them,  translate  them  into  political  programs, 
provide  funds,  and  put  the  programs 
into  practice. 

The  profession  as  a whole  has  been  awake 
to  these  issues  and  has  made  tremendous 
efforts.  Texas  physicians  have  pioneered, 
and  I congratulate  you. 

But  more  is  needed;  this  “patient” — our 
country — is  too  sick  to  be  saved  without  the 
intelligent  leadership  of  men  and  women 
with  the  qualities  of  mind  and  heart  of  the 
good  physician.  It  is  hard  work,  but  surely 
our  country  and  our  freedom  are  worth  it. 
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AVAILABILITY  OF  WHOLE  BLOOD 
COULD  REDUCE  MATERNAL  DEATHS 

Each  year  in  Texas,  hemorrhage  causes  some 
25-30  maternal  deaths;  about  one-third  to 
one-half  of  them  could  be  prevented  by  prompt 
transfusion  with  whole  blood.  The  critical 
fact  is  that  whole  blood  is  not  always 
immediately  available. 

These  are  among  the  findings  of  the  TMA 
Committee  on  Maternal  Health,  which  has 
been  engaged  in  retrospective  review  of 
individual  cases  for  several  years. 

Physicians  should  fear  hemorrhage  and 
make  preparation,  with  necessary  equipment, 
to  replace  excessive  blood  volume  losses. 
Adequate  amounts  of  whole  blood  must  be 
available  on  short  notice. 

Each  physician  engaged  in  obstetrics  must 
obtain  the  appropriate  laboratory  data  to 
determine  hematological  status  at  various 
stages  during  pregnancy.  The  patient  also 
should  be  evaluated  with  respect  to  special 
delivery  risks  such  as  multiple  pregnancy, 
toxemia,  polyhydramnios,  and  other  conditions 
which  may  increase  the  probability  of 
hemorrhage  before,  during,  and  after  delivery. 
Even  when  all  these  precautions  are  taken, 
obstetrical  emergencies  arise  that  necessitate 
transfusion  with  whole  blood. 

Directing  attention  to  this  need,  the  TMA 
House  of  Delegates  has  adopted  a resolution 
urging  that: 

1.  All  hospitals  offering  obstetrical  services 
make  every  effort  to  have  blood 
rapidly  available. 


2.  Where  it  is  impossible  to  provide  stored 
blood,  an  aggressively  managed  walking  blood 
bank  must  be  maintained.  This  should  include 
an  up-to-date  list  of  150  to  200  names  of 
screened  volunteer  donors,  along  with  their 
blood  types,  telephone  numbers,  addresses, 
and  date  of  last  donation. 

3.  The  method  by  which  blood  is  available 
in  an  emergency  should  be  made  known  to 
the  hospital  staffs. 

Each  physician  who  does  obstetrics  is  urged 
to  make  every  effort  to  assure  that  when 
whole  blood  is  needed,  it  can  be  obtained 
quickly  and  in  adequate  amount. 

James  R.  Morgan,  MD,  El  Paso. 
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Convalescing . . . but  still  a long  way  to  go, 
Anxiety  can  make  it  even  bnger. 


Convalescence  following  medical  or  surgical  procedures  may  be  almost 
endless  to  an  anxious  patient.  And,  indeed,  anxiety  with  some  patients 
actually  retards  progress — for  example,  by  inducing  insomnia  and  reducing 
cooperation. 

As  physicians  have  found  during  nearly  15  years  of  widespread  use,  Equanil 
may  be  a beneficial  part  of  aftercare.  It  helps  relieve  anxiety  and  tension, 
thus  often  aiding  your  primary  therapy. 


Indications;  For  use  in  management  of 
anxiety  and  tension  occurring  alone  or  as 
accompanying  symptom  complex  to  med- 
ical and  surgical  disorders  and  pro- 
cedures. Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and 
related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity 
to  meprobamate. 

Important  Precautions;  Carefully  super- 
vise dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  has 
been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as 
alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  exces- 
sive dosage,  reduce  dosage  gradually  to 
avoid  possibly  severe  withdrawal  reac- 
tions. Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epilepti- 
form seizures. 

Warn  patients  of  possible  reduced  alcohol 
tolerance,  with  resultant  slowing  of  reac- 
tion time  and  impairment  of  judgment  and 
coordination. 

Reduce  dose  if  drowsiness,  ataxia  or 
visual  disturbance  occurs;  if  persistent, 
patients  should  not  operate  vehicles  or 
dangerous  machinery. 

Side  Effects  include  drowsiness,  usually 
transient;  if  persistent  and  associated  with 
ataxia,  usually  responds  to  dose  reduc- 
tion; occasionally  concomitant  CNS  stim- 
ulants (amphetamine,  mephentermine 
sulfate)  are  desirable.  Allergic  or  idio- 
syncratic reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  mepro- 
bamate. Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of 
reactions.  Mild  reactions  are  charac- 
terized by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocyto- 
penic purpura  with  cutaneous  petechiae, 
ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  One  fatal  case  of 
bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone 
has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped 
and  not  reinstituted.  Severe  reactions. 


observed  very  rarely,  include  angioneu- 
rotic edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal 
case),  anaphylaxis,  stomatitis  and  proc- 
titis (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely, 
almost  always  in  presence  of  known  toxic 
agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  con- 
tinuous administration. 

Meprobamate  may  sometimes  precipitate 
grand  mal  attacks  in  patients  susceptible 
to  both  grand  and  petit  mal.  Extremely 
large  doses  can  produce  rhythmic  fast 
activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has 
been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw 
gradually  (1  or  2 weeks)  to  avoid  recur- 
rence of  pretreatment  symptoms  (insom- 
nia, severe  anxiety,  anorexia).  Abrupt 
discontinuance  of  excessive  doses  has 
sometimes  resulted  in  vomiting,  ataxia, 
tremors,  muscle  twitching  and  epilepti- 
form seizures.  Prescribe  very  cautiously 
and  in  small  amounts  for  patients  with 
suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor 
and  respiratory  collapse  and  anuria.  Ex- 
cessive doses  have  resulted  in  prompt 
sleep;  reduction  of  blood  pressure,  pulse 
and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with 
immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants 
and  pressor  amines  as  indicated.)  Doses 
above  2400  mg. /day  are  not  recom- 
mended. 

Composition;  Tablets,  200  mg.  and  400 
mg.  meprobamate.  Coated  Tablets, 
WYSEALS®  EQUANIL  (meprobamate)  400 
mg.  (All  tablets  also  available  in 
REDIPAK®  [strip  pack],  Wyeth.)  Contin- 
uous-Release Capsules,  EQUANIL  L-A 
(meprobamate)  400  mg. 

EQUANIL 

(meprobamate) 

Wyeth  Laboratories  Philadelphia,  Pa. 


Photo  professionally  posed. 


For  the 

"Cheater  Eater" 


Tormulas:  Each  'Dexamyl'  Spansule  capsule  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextro- 
amphetamine sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  (Warning,  may  be  habit 
forming).  Each  'DexamyT  Spansule  capsule  No.  2 
contains  15  mg.  of  Dexedrine  (brand  of  dextro- 
amphetamine sulfate)  and  IV2  gr.  of  amobarbital 
(Warning,  may  be  habit  forming). 

Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR. 
Contraindications:  Hyperexcitability,  undue  restless- 
ness, hyperthyroidism,  porphyria;  in  patients  on 
MAO  inhibitors. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or  barbiturates  and  in 
coronary  or  cardiovascular  disease  or  severe 
hypertension.  Excessive  use  of  the  amphetamines 
by  unstable  individuals  may  result  in  a psychological 
dependence.  Rarely,  symptoms  of  toxic  psychosis 
(hallucinations,  confusion,  panic  states,  etc.)  may 
occur  with  amphetamines,  usually  after  prolonged 
high  dosage.  In  these  instances,  withdraw  the 
medication.  Use  cautiously  in  pregnant  patients, 
especially  in  the  first  trimester. 

Adverse  Reactions:  Overstimulation,  restlessness, 
insomnia,  g.i.  disturbances,  diarrhea,  palpitation, 
tachycardia,  elevated  blood  pressure,  tremor, 
sweating,  impotence  and  headache. 

Supplied:  In  bottles  of  50. 

Dexam>i" 

brand  of  dextroamphetamine  sulfate  and  amobarbital 

Spansule* 

brand  of  sustained  release  capsules 

curbs  appetite 
encourages  normal  activity 
dispels  diet  discouragement 
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Design  for  an  ear  anti-infective 


Designed  to  act  promptly 
against  bacterial 
pathogens  and  pain 

Otitis  media  (when  the  tympanic  mem- 
brane is  perforated)  and  otitis  externa  both 
respond  to  the  bactericidal  action  of 
Furacin®  (nitrofurazone)  in  Furacin-HC 
(nitrofurazone-hydrocortisone)  Otic.  Its 
broad  antibacterial  spectrum  includes 
most  of  the  organisms  encountered  in 
surface  infections  (but  only  certain  strains 
of  Pseudomonas).  The  hydrocortisone 
component  in  Furacin-HC  Otic  affords 
rapid  relief  of  Gainful  swelling. 

Designed  to  let  the  ear 
drain  freely 

The  water-soluble  base  of  Furacin-HC 
Otic  permits  free  drainage  and  provides 
a hygroscopic  vehicle. 

Designed  to  please  and 
protect  the  patient 

Topical  Furacin-HC  Otic  lets  you  reserve 
systemic  preparations  for  systemic  infec- 


tions. It  rarely  irritates  inflamed  epithelial 
surfaces,  and  cross  resistance  or  cross 
sensitization  with  antibiotics  does  not 
occur.  In  addition,  nonmacerating,  odor- 
less Furacin-HC  Otic  softens  wax  to 
facilitate  removal  of  cerumen. 

Also  ovailoble:  Furacin®  Otic  (nitrofurazone  with 
nifuroxime  ond  diperodon  HCI).  The  wide  anti- 
bacterial range  of  Furacin  is  augmented  by  the 
antimycotic  activity  of  Micofur®  (nifuroxime). 
Diperodon  hydrochloride,  on  eflflcient  local 
anesthetic,  promptly  subdues  poin  and  itching. 
Indicated  in  bacterial  otitis  externa,  otomycosis 
or  bacterial  otitis  media  (when  the  eardrum  is 
perforated). 

Precautions;  Sensitization  to  nitrofurazone  may 
occur  with  prolonged  use  and  is  more  likely  to 
develop  in  eczematous  otitis  externa.  To  mini- 
mize such  reactions  (a)  limit  application  to  o 
week  or  less,  and  (b)  ovoid  use  of  excessive 
amounts  which  may  run  down  the  face. 

This  preparation  is  not  indicated  for  use  in 


treatment  of  cholesteatoma,  where  surgical  in- 
tervention is  necessary. 

Contraindications:  The  usual  contraindications 
for  preparotions  containing  hydrocortisone  should 
be  observed,  such  as  tuberculous  lesions  of  skin 
or  ear,  acute  herpes  simplex,  vaccinia  and 
voricella,  superficial  fungus  and  yeast  infections. 
Formula:  Furacin®-HC  Otic  contains  0.2% 

Furacin,  brand  af  nitrofurazone,  and  1.0%  hydro- 
cartisone  acetate  in  a water-soluble  hygroscopic 
base  of  glycerin  and  polyethylene  glycol. 

Furacin®  Otic  contains  0.2%  Furacin,  brand  of 
nitrofurazone,  0.375%  Micofur®,  brand  of 
nifuroxime,  and  2%  diperodon  hydrochloride 
dissolved  in  water-soluble,  nondrying,  hygro- 
scopic polyethylene  glycol. 


4r”Originators  and  Developers  of  The  Nitrofurans 
EATON  LABORATORIES 
Division  of  The  Norwich  Phormocol  Company 
NORWICH,  NEW  YORK  13815 

Furacin-HC  Otic 

nitrofurazone  / hydrocortisone 


Furacin^Otic 

nitrofurazone  with  nifuroxime 
and  diperodon  HCI 
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WHAT  ARE  AMPHETAMINES? 

When  drug  abuse  is  mentioned,  most  people  automa* 
lically  think  of  the  "hard"  drugs— opium,  morphine  and 
heroin.  Few  people  consider  the  many  non-narcotic 
drugs  which,  when  administered  in  the  proper  doses 
under  a physician's  care.'fiavc  a therapeutic  elTccl,  How'- 
ever.  when  abused— taken  without  professional  super- 
vision—these  drugs  can  aggravate  personal  and  social 
problems.  Among  the  most  widely  abused  non-narcotic 
drugs  are  amphetamines,  commonly  called  "pep-pills." 

Amphetamines  have  chemical  properties  that  stimu- 
late (speed)  the  actions  of  the  central  nervous  system. 
In  many  ways,  the  effects  of  amphetamines  contrast 
with  those  of  another  non-narcolic  drug— barbiturates; 
barbiturates  slow  down  (depress)  the  actions  of  the 
central  nervous  system. 

WHY  DO  DOCTORS  PRESCRIBE 
AMPHETAMINES? 

Amphetamines  are  used  medically  to  (I)  curb  the  appe- 
tite when  weight  reduction  is  necessary;  (2)  relieve  mild 
depression;  and  (3)  keep  patients  awake  in  narcolepsy 

a disease  characterized  by  uncontrollable  desire  to 
sleep. 

Although  the  efficacy  of  amphetamines  in  these  cases 
has  not  been  questioned,  controversy  surrounds  their 
ultimate  value  since,  when  taken  over  a long  period  of 
time,  the  patient  might  develop  dependence  upon  the 
drug  — particularly  if  he  violates  his  physician’s 
precautions. 


nduction  and  use  of  LSD  is  limited  by 
rug  Administration  to  carefully  con- 
ojccis  However.  IhefrequencyofLSD 
sed  self-administration — is  increasing, 
teenagers  and  young  adults.  Attracted 
nd  excitement  surrounding  the  drug, 
unaware  of  the  hazardous  side  effects 
Tom  experimenting  (taking  a "trip") 

•ss.  colorless,  tasteless  drug,  is  the  most 
a group  which  also  includes  dimelhyl- 
T),  marihuana,  mescaline  and  psilo- 
l Hofman,  a chemist  for  the  Swiss 
rporation  of  Sandox  Ltd.,  synthesized 
cid  diethylamid" — in  1938;  the  acid 
a fungus  that  grows  on  rye  and  wheal, 
overed  its  ability  to  alter  jjerception 
LSD  is  described  as  a hallucinogenic 
the  visual  hallucinations  reported  by 


ABUSED? 

ministration  of  LSD  by  college  and 
nts  has  increased  rapidly  in  the  past 
of  the  drug  is  by  no  means  limited  to 
representing  a wide  range  of  social 
ackgrounds,  also  experiment  with  its 

LSD  abuse  are  as  varied  as  the  users, 
ers  are  merely  curious  about  its  effects, 
irporied  ability  to  increase  sensory 
have  heard  about  the  so-called  "con- 
(mind-bending)  properties  of  LSD 
greater  personal  insights.  Still  others, 
'f  other  drugs,  especially  marihuana, 
nt  persons.  Another  group  uses  LSD 
ly-to-day  stress.  They  take  LSD  hoping 
magic  problem  cure" — to  make  life 
1." 


~WHAT  AM  THE  EFFECTS  OF  LSD’ 

Although  much  research  must  still  be  done  regarding 
the  effects  of  LSD,  important  information  has  already 
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WHAT  ARE  BARBITURATES? 

When  administered  under  a doctor’s  direction,  barbi- 
turates have  proven  to  be  effective  therapeutic  drugs 
for  a variety  of  medical  problems.  However,  barbiturate 
abuse— unsupervised  self-medication- presents  a dan- 
ger at  least  as  great  as  narcotic  abuse.  Extreme  mental 
and  emotional  confusion  with  eventual  tragic  conse- 
quences (death  is  not  uncommon)  may  result  from 
abuse  of  barbiturates. 

Barbiturates  are  the  main  depressant  drugs  used  in 
medical  practice  today  to  sedate  or  to  calm  patients 
and/or  to  induce  or  produce  sleep.  Their  effect  is 
opposite  to  that  of  amphetamines;  amphetamines  stim- 
ulate the  central  nervous  system  while  barbiturates  act 
as  depressants — slow  down  the  actions  of  the  central 
nervous  system. 

HOW  ARE  BARBITURATES  ABUSED]* 

Some  people  have  used  the  sedative  or  hypnotic  effect 
of  barbiturates  as  a way  to  escape  serious  piersonal 
problems;  others  take  barbiturates  to  counteract  the 
effect  of  stimulant  drugs  such  as  amphetamines,  estab- 
lishing a cyclical  pattern  of  sedation-stimulation. 

Frequently,  barbiturates  are  used  in  combination 
with  other  drugs,  mainly  alcohol  and/or  opiates,  both 
by  thrill  seekers  and  chronic  drug  abusers.  Such  experi- 
mental combinations  arc  extremely  hazardous  since  all 
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>f  inhaling  the  fumes  from  airplane  glue 
itile  hydrocarbons  occurs  almost  entirely 
people  from  9 to  18  years  of  age  seeking 
Considering  only  the  undercurrent  of 
iociated  with  the  practice  of  glue-sniffing, 
oose  to  ignore  or  are  uninformed  about 

sible  hazards— emotional  and  physical 

It. 

has  caused  great  concern  among  parents, 
ucators  and  others  committed  to  the  wel- 


'LVE-SNIFFING? 

inhalation  of  fumes  from  model  airplane 
from  gasoline,  paint  thinner,  and  lighter 
as  “glue-sniffing.”  Model  airplane  glue 
npounds  contain  solvents  such  as  alcohol, 
nd  toluene  which,  through  their  rapid 
ire  readily  inhaled. 

; glue  is  squeezed  onto  a piece  of  cloth  or 
m which  the  fumes  are  inhaled,  although 
paint  thinner  are  often  inhaled  directly 
cans.  Regardless  of  the  compound,  in- 
itinued  until  the  desired  effects — ranging 
:ixication  to  more  acute  disorientation — 

ECTS  RESULT  FROM 
FING? 

e symptoms  of  glue-sniffing  are  simlilar 
lated  with  alcoholic  intoxication,  includ- 
»f  muscular  coordination;  slurred  speech; 

; a ringing  in  the  ears;  mild  hallucina- 
and  depression.  These  intoxication-like 
for  about  30  to  45  minutes,  depending 
unt  inhaled. 

tage,  lasting  an  hour  or  more,  usually 
characterized  by  drowsiness,  stupor,  or, 
i,  unconsciousness.  After  recovery,  the 


Millions  of  Americans  are  abusing  drugs 


D.'ug  abuse  has  emeiged  into  sharp  focus  as  a 
diificLlt  problem  of  growing  concern  to  the  medical 
p.'ofess:on  and  the  public.  Of  particular  concern  is 
the  fact  that  many  young  people  today  are  experi- 
menting Vv'ith  marihuana  and  a wide  array  of  other 
drugs  AlthoLgh  many  are  highly  sophisticated,  young 
people  are  not  truly  aware  of  the  dangers  posed  by 
abuse  of  drugs. 


Because  of  the  severity  of  the  problem  and  the 
confusion  which  exists,  in  many  quarters,  about 
whether  certain  drugs  are  truly  dangerous,  there  is 
an  urgent  need  for  intensive  public  education. 

The  five  leaflets  shown  above  provide  facts  that 
will  be  eagerly  received  by  the  public.  Order  the 
quantity  you  need  today.  There  is  no  charge. 


ORDER  THESE  PAMPHLETS  TODAY-FREE — FROM  TMA! 


QUANTITY 


TITLE 

MARIHUANA 

LSD 

amp;hetamines 

BARBITURATES 
GLUE  SNIFFING 


CLIP  AND  MAIL  TO:  PUBLIC  RELATIONS  DIVISION 
TEXAS  MEDICAL  ASSOCIATION 
lEOl  NORTH  LAMAR  BLVD. 
AUSTIN,  TEXAS  78701 

Name 


Address.. 
City 


-State_ 
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One  Antidote  for  Fragmentation 


We  luive  long-  recognized  the  evil 
of  a fragmented  approach  to  the 
medical  care  of  the  sick.  Increasing 
specialization  in  medicine  has 
resulted  in  many  patients  being  seen 
by  several  physicians  in  the  diagnosis 
and  treatment  of  their  ailments.  We 
recognize,  however,  that  there  must 
be  one  primary  physician  to 
coordinate  and  direct  this  process. 

We  have  been  slow,  however,  to 
recognize  the  dangers  of  fragmenta- 
tion in  the  socioeconomic  and  political 
activities  we  now  find  ourselves 
engaged  in.  There  are  hundreds  of 
legislative  proposals  on  the  state 
and  national  level,  some  of  which 
affect  our  profession  as  a whole  and 
some  of  which  are  directed  at 
various  segments  of  it.  Today,  each 
specialty  in  medicine  has  its  own 
organizational  structure,  with  appro- 
priate committees  to  deal  with  its 
own  political  and  socioeconomic 
interests.  There  have  been  instances 
in  which  a specialty  organization 
has  deliberately  forsaken  the 
organizational  structure  of  state  and 
American  Medical  Associations  in 
order  to  represent  its  own  specialty 
interests,  but  more  often  there  has 
been  merely  a lack  of  communication 
among  these  individual  groups  when 
reacting  to  the  political  and  socio- 
economic stresses  of  this  day.  More 
than  once  the  profession  has  appeared 
to  be  divided,  and  often  its  strength 
has  been  diminished  by  this  lack  of 
unification.  Certainly  we  should 
compose  our  differences  within  our 
own  ranks,  and  then  represent  the 
profession  as  a whole  to  the  public 
and  to  the  legislative  and  administra- 
tive elements  of  government. 

In  Texas,  Medicine  has  taken  a 
step  which  we  hope  will  lead  to 
constructive  improvement  in  inter- 
specialty relations.  For  a number  of 
years  the  TMA  headquarters  offices 
in  Austin  have,  when  feasible, 
provided  assistance  to  state-level 
specialty  organizations  as  a part  of 
the  general  policy  of  providing  every 


possible  service  to  members  of  the 
state  association.  Of  necessity, 
however,  space  and  manpower 
considerations  have  limited  services 
of  this  nature.  We  are  now  planning 
to  offer  administrative  services, 
on  a cost  basis,  to  all  specialty 
organizations  within  the  state  that 
wish  to  take  advantage  of  them. 
Specialty  organizations  will  benefit 
by  having  a permanent  office,  with 
professional  secretarial  assistance, 
at  a cost  proportionate  to  the  extent 
of  services  they  need.  TMA  will 
have  the  benefit  of  better  communi- 
cations with  specialty  organizations. 

This  proposal  for  administrative 
services  was  presented  to  the 
officers  of  the  specialty  organizations 
in  our  state  and  was  received  with 
enthusiasm.  It  seems  to  me  to  be 
a project  in  which  all  participants 
will  gain. 
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This  is  a symposium  on  the  practical  ap- 
proach  to  mental  retardation,  a lifetime  prob- 
lem. The  first  article  gives  an  approach  to  the 
diagnosis  and  guidelines  for  making  this  diag- 
nosis  at  an  early  age.  The  second  article  is  on 
the  use  and  interpretation  of  the  various  screen- 
ing laboratory  tests;  the  third  emphasizes  the 
interactions  between  the  physician  and  the 
family  of  the  retarded;  and  the  fourth  illustrates 
how  the  psychological  data  obtained  on  these 
patients  can  be  used  by  the  physician. 

Mental  retardation  is  a common  problem. 
Three  percent  of  the  American  population,  or  6 
million  persons,  are  said  to  have  this  condition. 
The  3%  is  an  average  made  up  from  an  inci- 
dence of  below  1%  in  high  income  and  well 
educated  groups  to  the  shocking  figure  of  15% 
in  deprived  rural  areas  and  urban  ghettos. ^ 
The  ghettos  of  Texas  do  not  compare  in  size  to 
those  of  the  larger  cities  of  the  east  and  north, 
but  we  do  have  disadvantaged  rural  areas, 
urban  poverty,  and  rat-infested  homes.  Figures 
for  retardation  in  the  south  are  usually  much 
higher  than  for  other  parts  of  the  United  States. 
There  are  no  known  accurate  figures;  therefore, 
using  the  3%  as  the  minimal  number,  Texas, 
with  a total  population  of  10  to  11  million,  has 
300,000  retardates. 

The  most  optimistic  figures  about  retarda- 
tion are  that  89%  of  those  affected  are  only 


mildly  retarded,  another  6%  moderately,  only 
3.5%  severely,  and  1.5%  profoundly  involved. 
In  terms  of  adult  prognosis,  the  mildly  retarded 
are  able  to  learn  school  subjects  and  are  capa- 
ble of  self-support  through  productive  work;  the 
moderately  retarded  can  learn  self-help  skills 
to  facilitate  their  care;  and  even  in  the  severely 
and  profoundly  retarded  special  behavior  modi- 
fication techniques  sometimes  can  improve 
their  behavior.  Only  a small  percentage  of  the 
retarded  need  total  care  in  a residential  facility. 

The  most  discouraging — but  challenging — 
statistic  is  that  75%  of  the  retarded  have  eti- 
ologies of  social,  environmental,  or  psychologi- 
cal factors  and  25%  have  organic  causes. ^ 
Only  a few  of  the  organic  conditions  are  treat- 
able with  anticipation  of  improvement,  and  most 
of  the  severely  and  profoundly  retarded  are  in 
the  organic  group. 

This  symposium  is  on  the  practical  approach 
for  the  practicing  physician;  therefore,  empha- 
sis is  on  the  mildly  retarded  group.  The  physi- 
cian’s role  in  retardation  in  the  past  has  been 
primarily  cast  towards  the  severely  and  pro- 
foundly retarded,  and  therefore  it  has  been  dis- 
couraging. He  has  a definite  place  in  the  care 
of  the  mildly  retarded,  and  will  find  this  reward- 
ing not  only  for  himself  and  the  families  of  the 
retarded,  but  also  in  helping  to  reduce  the  vast- 
ness of  the  problem  for  society. 
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In  addition  to  determining  the  etiology 
of  mild  retardation  in  children,  there  is 
a need  to  study  the  child  from  a func- 
tional viewpoint  so  that  a program  for 
development  can  be  outlined.  Identifica- 
tion of  deviations  from  normal  develop- 
ment is  stressed. 

EARLY  IDENTIFICATION:  Early  identification  of 
most  conditions  in  medicine  is  essential  for  suc- 
cessful management,  and  mental  retardation  is 
no  exception.  At  present  it  is  the  teacher  who 
suspects  mild  retardation  when  there  is  learning 
difficulty,  and  identification  is  made  sometime 
during  the  first  three  years  of  school.  Perhaps 
if  formal  education  began  early  in  infancy  it 
would  be  the  duty  of  the  educator  to  identify 
and  establish  whether  or  not  a child  is  retarded. 
However,  the  physician  is  the  professional  per- 
son who  has  early  contact  with  the  child  and 
therefore  has  the  obligation  to  identify  these 
children.  In  addition,  he  has  the  skills  to  make 
this  diagnosis.  In  the  majority  of  cases  he  will 
not  have  the  answers  and  the  responsibility  for 
the  total  treatment  program,  but  again  he  must 
assume  the  responsibility  to  guide  the  family  to 
the  right  professionals,  to  participate  in  the 
overall  management,  and  to  remain  as  the  medi- 
cal advisor.  He  should  also  support  broad  pro- 
grams designed  to  alleviate  conditions  which 
cause  deprivation  in  early  childhood  since  this 
is  the  primary  cause  of  retardation. 

These  children  will  come  to  the  physician 
with  a variety  of  chief  complaints,  depending  on 
the  age  of  the  child  and  the  sophistication  of 
the  parents.  Commonly  it  is  phrased  in  terms 
of  behavior:  “He  is  hard  to  control,  very  ner- 
vous, stubborn,  not  interested  in  school.” 
Areas  of  development  may  be  the  major  con- 
cern of  the  parent:  “He  is  not  talking  yet.  Is  he 
developing  normally?”  In  the  school  age  child 
the  chief  complaint  is  “He’s  failing,”  or  “He’s 
not  doing  well  in  school,”  or  “The  school  sent 
us.” 

The  Differential  Diagnosis:  The  differentiation 
of  several  conditions  starts  immediately.  Con- 
sideration is  given  to  the  possible  etiology  such 
as  metabolic,  congenital  anomaly,  genetic,  peri- 
natal trauma,  or  previous  infectious  disease. 
Although  this  classification  should  not  be  dis- 
carded, another  kind  of  differentiation  needs  to 
be  made.  It  is  necessary  to  determine  whether 
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1.  Organic  cerebral  dysfunction 


a.  Mental  retardation 


b.  Cerebral  palsy 


c.  Sensory  defect 


d.  Hyperactive  syndrome 


e.  Perceptual  disorder 


f.  Behavioral  disorder 


2.  Environmental  deprivation  cerebral  dysfunction 


3.  Psychopathologic  condition 


4.  Progressive  central  nervous  system  condition 


Table  1.  Differential  diagnosis. 


the  failure  to  succeed  is  due  to  mental  retarda- 
tion, minimal  cerebral  dysfunction,  an  emo- 
tional disorder,  or  a progressive  central  nervous 
system  disease.  If  the  developmental  lag  is  min- 
imal it  may  be  more  difficult  to  determine  into 
which  category  the  child  falls.  Often  there  is 
overlapping,  and  yet  to  establish  a manage- 
ment program  at  home  and  at  school,  it  is  nec- 
essary to  determine  which  of  these  is  the  pre- 
dominant problem.  Table  1 illustrates  a classi- 
fication we  use  for  this  differential  diagnosis. 

Cerebral  dysfunction  is  a term  coined  by 
Eric  Denhoff^  to  describe  different  manifesta- 
tions of  a variety  of  causes  of  cerebral  injury. 
All  of  these  conditions  have  the  same  etiologies. 
One  child  may  manifest  all  or  only  one  of  these 
syndromes.  One  condition  usually  predominates 
and  the  other  findings  may  be  obvious  or  ob- 


scure. Any  one  of  these  can  cause  slow  devel- 
opment or  failure  to  learn,  and  any  child  pre- 
senting with  one  of  these  should  be  evaluated 
for  deficiencies  in  each  area. 

Environmental  deprivation  may  cause  cere- 
bral dysfunction  which  is  indistinguishable  from 
the  organic  types.  Even  the  motor  involvement 
(cerebral  palsy)  will  occur  if,  in  early  infancy, 
the  child  is  not  allowed  to  move  around  and  his 
motor  functions  are  thereby  curtailed  and  not 
stimulated.  Development  is  not  a simple  un- 
folding of  more  complicated  behavior  from  in- 
fancy to  maturity,  but  a process  of  learning  and 
interaction.  This  is  shown  in  Table  2. 

Thus,  if  stimuli  are  lacking  the  process  does 
not  start.  In  homes  which  have  abnormal,  de- 
creased, or  absent  stimulation  in  areas  needed 
for  academic  learning,  the  child  becomes  re- 
tarded. He  is  measured  and  compared  with 
other  children  who  have  received  more  stimu- 
lation. The  optimum  time  for  certain  stimula- 
tion is  unknown  in  all  areas,  but  is  bypassed 
in  many.  The  child  with  organic  cerebral  dys- 
function may  have  a disturbance  anywhere 
along  the  pathway  from  sensory  intake  to  motor 
response.  Primary  emphasis  is  placed  on  the 
differentiation  of  the  conditions  of  cerebral  dys- 
function. Many  children  with  the  hyperactive 
syndrome,  cerebral  palsy,  sensory  defects,  and 
perceptual  and  behavioral  disorders  are  thought 
to  be  retarded.  When  these  defects  are  identi- 
fied, evaluations  of  their  intelligence  do  not 
place  them  in  the  retarded  range.  Of  course, 
some  children  with  these  defects  also  have 
retardation. 

The  retarded  child  performs  at  a level  below 
normal  for  his  chronological  age.  There  are 
usually  no  areas  of  academic  skills  in  the  aver- 
age range.  Socially  and  emotionally  he  is  at  a 
level  commensurate  with  his  mental  age.  He 
may  have  the  characteristics  of  the  hyperactive 
brain-injured  child  and  the  emotionally  dis- 
turbed child  as  well,  but  when  his  achievement 
is  plotted  the  scores  fall  below  the  average  or 
mean  for  his  age. 

In  children  with  other  manifestations  of  cere- 
bral dysfunction  without  retardation,  the  pri- 
mary distinction  is  that  some  functions  fall 
within  the  normal  range  of  abilities.  The  child 
with  a learning  disability  has  trouble  in  specific 
areas.  He  usually  will  be  able  to  function  better 
in  oral  than  in  written  work,  although  this  may 
be  reversed.  He  may  have  several  characteris- 
tics; hyperactivity,  perceptual  disorders,  short 
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attention  span,  and  emotional  lability.  Psycho- 
pathological  conditions  such  as  childhood  schiz- 
ophrenia or  undifferentiated  psychosis  resulting 
from  severely  disturbed  parent-child  relation- 
ship also  may  need  to  be  considered  in  some 
children.  This  may  be  a disturbance  at  the  stim- 
ulation level  or  at  the  response  level.  An  adjust- 
ment problem  or  a reactive  disorder  may  occur 
if  the  parents  expect  too  much  or  are  over- 
indulgent. 

Progressive  central  nervous  system  condi- 
tions including  space  occupying  lesions  and  de- 
generative diseases  are  rare  but  need  to  be  in- 
cluded. It  is  wise  to  tell  the  family  that  these 
kinds  of  conditions  have  been  ruled  out,  be- 
cause the  family  often  thinks  that  the  child  has 
a “growth”  and  that  surgery  may  cure  him. 

There  is  no  magic  formula  for  establishing 
diagnosis.  The  physician’s  usual  tools  are  nec- 
essary: the  history,  physical  examination  with 
special  emphasis  on  the  neurological,  evalua- 
tion of  abilities,  and  a few  laboratory  tests.  His- 
tory taking  is  one  of  the  first  skills  taught  to  a 
physician;  but  it  receives  little  attention  in  post- 
graduate education  other  than  psychiatry.  It  is 
most  important  in  diagnosis  and  management 
of  the  handicapped  person.  The  first  principle 
in  efficient  interviewing  is  to  be  a good  listener. 
This  is  not  practiced  much  in  the  busy  office  of 
a physician.  The  physician  is  a “doer”  and  often 
does  much  explaining  and  advising.  It  is  diffi- 
cult to  listen  when  one  is  talking.  When  a 
mother  is  sufficiently  concerned  about  her 
child’s  development  to  consult  a physician,  it 
is  imperative  that  he  listen  carefully.  What  is 
she  asking  about  on  this  particular  visit?  Quick 
reassurance  does  not  alleviate  the  situation.  She 
continues  to  worry,  and  would  prefer  to  share 
concern  with  the  physician  if  he  cannot  com- 
plete a diagnosis  immediately.  Dismissal  with 
quick,  unfounded  reassurance  makes  her  feel 
quite  foolish  at  the  time  and  may  cause  em- 
barrassment to  the  physician  later.  If  he  is  un- 
able to  determine  whether  development  is  de- 
layed, he  should  reexamine  the  infant  or  child 
at  frequent  intervals  in  order  to  establish  nor- 
malcy or  abnormality  as  soon  as  possible. 

After  the  present  problem  is  outlined,  careful 
attention  must  be  paid  to  the  perinatal  history 
and  past  history  of  central  nervous  system  ill- 
nesses. The  perinatal  period  is  not  only  the 
most  vulnerable  time  for  noxious  agents  to  af- 
fect the  central  nervous  system,  but  also  an 
important  period  in  regard  to  the  formulation 


PERCEPTION  & 
DISCRIIVIINATION 

A 

SENSORY  INTAKE 

A 


STIMULUS 


STORAGE 

A 


^ ASSOCIATION 


▼ T 

MOTOR  PLANNING 


t 

MOTOR  OUTPUT 


t 

RESPONSE 


Table  2.  Process  of  learnini^. 


of  feelings  and  attitudes  parents  have  toward 
their  child.  It  is  important  to  be  familiar  with 
the  etiologies  of  central  nervous  system  insults, 
recognize  the  importance  of  stimulation  for 
early  development,  understand  the  effects  of 
poverty  on  development,  and  have  a thorough 
knowledge  of  general,  developmental,  intellec- 
tual, and  emotional  maturation  in  children.  The 
Committee  on  Mental  Retardation  of  the  Group 
for  the  Advancement  of  Psychiatry  report  that 
maternal  intrauterine  difficulty,  prematurity, 
perinatal  trauma,  and  central  nervous  system 
infections  after  birth  are  the  chief  causes  of 
mild  retardation. 3 There  are  a host  of  other 
possible  toxins,  infections,  and  genetic  abnor- 
malities which  may  produce  damage.  The  sig- 
nificance of  intrauterine  difficulty  or  trauma  is 
hard  to  determine,  therefore  careful  recording 
of  events  of  pregnancy  is  necessary.  These  eti- 
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ologies  are  far  more  common  in  populations 
with  low  income,  limited  education,  and  poor 
housing,  and  explain  in  part  the  higher  per- 
centage of  retardation  in  this  society  group. 
However,  deprivation  of  sensory  and  psycho- 
logical stimulation  during  the  first  few  years  of 
life  may  also  lead  to  a condition  of  retardation 
that  is  inseparable  from  the  mild  organic  forms. 
Therefore,  attention  to  family  structure  and 
environment  is  necessary,  and  children’s  medi- 
cal charts  also  should  include  sociocultural  data 
which  every  physician  caring  for  children  should 
use  in  his  evaluations  of  growth  and  develop- 
ment. 

A check-list  of  sociocultural  factors  which  are 
found  in  families  producing  mildly  subnormal, 
culturally  deprived  children  is  helpful.  The  phy- 
sician may  obtain  this  information  himself,  or 
perhaps  a more  practical  approach  would  be  to 
have  a public  health  nurse  or  social  work 
agency  supply  this  information. 

The  correlates  of  deprivation  are  (1)  poverty 
so  severe  that  parents  must  devote  all  of  their 
time  to  the  bare  essentials  of  existence,  leaving 
insufficient  time  for  communication  skills  of 
talking  and  listening;  (2)  disinterest  in  educa- 
tion for  children,  v^^ith  emphasis  on  living  for  the 
present  with  little  regard  for  the  future;  (3)  dis- 
organization of  families  due  to  psychiatric  dis- 
turbance or  absence  of  one  parent,  leading  to 
strange  patterns  of  child  rearing;  and  (4)  in- 
sufficient mothering  resulting  from  illness  or 
jobs  and  careers  which  take  mothers  out  of  the 
homes  without  adequate  substitution  for  the 
mother  figure. 

When  these  situations  occur,  insufficient 
stimulation  for  developmental  tasks  may  result. 
Critical  periods  for  learning  and  for  accomplish- 
ing developmental  tasks  in  the  first  five  years 
of  life  may  be  passed  by,  resulting  in  mild  re- 
tardation. 


The  history  should  also  give  you  a descrip- 
tion of  the  family  child-rearing  practices  and  the 
abilities  of  the  child  in  social  skills.  I have  found 
that  the  most  efficient  and  expedient  method  of 
obtaining  this  information  is  by  asking  the 
mother  for  a detailed  account  of  a daily  sched- 
ule for  the  child.  Some  attention  is  given  to  the 
timing  of  this  schedule  to  determine  the  organi- 
zation of  the  household,  but  more  emphasis  is 
placed  on  the  interactions,  the  follow-through 
of  the  planned  chores  and  activities,  and  the 
consistency  of  the  parents.  An  appraisal  of  in- 
dulgence, criticism  of  child,  expectations  of 
parents,  and  an  account  of  what  the  child 
actually  does  daily  is  determined  by  this  part 
of  the  history. 

Physical  Examination:  The  physical  examination 
of  a child  presenting  as  a possible  retardate 
may  reveal  certain  stigmata  with  which  we  are 
all  familiar.  However,  not  all  those  with  stig- 
mata associated  with  syndromes  of  retardation 
are  functionally  retarded,  and  there  are  many 
retarded  children  who  have  no  significant  phys- 
ical characteristics. 

For  early  identification  of  mental  retardation, 
emphasis  needs  to  be  placed  on  knowledge 
about  early  childhood  development. 

There  is  nothing  mystic  about  early  develop- 
ment and  human  behavior.  There  is  a hard  core 
of  facts  which  are  known  and  true  and  not  con- 
fused by  the  various  theories  of  development. 
An  outline  of  normal  stages  of  physical  growth 
and  development  is  readily  available  in  any 
pediatrics  textbook.  To  be  practical,  every  phy- 
sician should  have  a framework  for  develop- 
mental assessment  in  his  mind.  It  should  in- 
clude four  areas:  an  evaluation  of  gross  motor, 
fine  motor,  language,  and  social  and  emotional 
growth.  Measurements  of  these  should  be  done 
informally  as  part  of  every  physical  examina- 
tion of  a child  and  assessed  by  standard  scales 
if  questionable.  To  check  the  gross  motor  level, 
observing  the  child  doing  the  task  is  far  more 
reliable  than  asking  the  mother  whether  the 
child  has  the  skill.  Therefore,  get  the  child  to 
sit  up;  demonstrate  his  standing  ability.  Do  not 
rely  on  “the  child  looks  OK.’’  Pull  him  up.  Let 
him  walk,  run,  kick,  skip,  climb  stairs,  and  walk 
a line. 

For  fine  motor  evaluation  in  the  infant,  give 
him  a tongue  blade  or  more  provocative  toy. 
What  does  he  do  with  it?  How  does  he  act  about 
it?  Does  he  enjoy  it?  Does  he  reach  with  one 
hand  or  two?  Does  he  curl  his  entire  hand 
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around  it?  Does  he  bang  it?  Does  he  take  it  to 
his  mouth?  Does  he  give  it  to  mother?  In  the 
preschooler,  fine  motor  coordination  is  best 
evaluated  by  giving  the  child  pencil  and  paper 
tasks.  Can  he  copy  a circle,  a cross,  a square, 
and  a triangle?  Can  he  handle  the  pencil  and 
hold  the  paper  still?  Can  he  draw  a person? 

In  the  language  area,  the  physician  may  not 
be  able  to  observe  the  stage  of  development, 
and  may  have  to  rely  on  the  history  as  given  by 
the  parent.  It  is  an  area  of  great  importance  for 
the  parent,  and  the  level  is  usually  related  to 
the  physician  accurately.  The  concern  should  be 
evaluated  carefully  before  dismissing  it  as  a 
variation  of  normal. 

To  measure  social  and  emotional  growth,  ob- 
serve the  infant’s  response  to  people  and  his 
feelings.  There  are  patterns  of  emotional  be- 
havior for  different  ages  which  are  typical  and 
reflect  growth.  The  responsive  behavior  of  an 
infant  is  as  relevant  to  the  diagnosis  of  mental 
retardation  as  are  his  biochemical  findings  or 
his  motor  development. 

Responses  of  smiling  and  crying  are  two  be- 
havioral reactions  which  can  be  used  in  assess- 
ment of  emotional  growth.  The  development  of 
smiling  is  as  regular  as  the  motor  development 
of  sitting  up.  Occasional  smiling  occurs  between 
three  weeks  and  three  months.  It  is  not  reliable 
and  does  not  always  occur  from  the  same  stim- 
ulus. Smiling  which  is  specifically  oriented  to 
someone’s  face  occurs  between  three  and  six 
months.  This  response  of  smiling  will  occur  to 
anything  that  resembles  a face,  and  is  not  af- 
fected by  the  expressions  of  the  face.  It  can  be 
inhibited  by  fatigue,  hunger,  or  discomfort 
Smiling  at  familiar  faces,  with  a delay  before 
smiling  at  strangers,  is  discriminatory  smiling. 
This  appears  between  seven  and  seven  and  one- 
half  months. 

Another  milestone  of  infant  emotional  devel- 
opment appears  at  seven  to  seven  and  one-half 
months.  This  is  the  reaction  of  crying  and  fright 
when  a stranger  approaches.  In  some  infants  it 
is  transient  and  in  others  more  constant,  but  it 
should  be  observed  at  some  time  around  the 
early  part  of  the  second  six  months  of  life. 

It  should  be  emphasized  that  all  develop- 
mental steps  are  given  a range  of  time  for  their 
appearance.  This  range  may  vary  from  weeks  to 
months,  but  if  the  child  has  not  accomplished 
the  task  by  the  end  of  the  upper  limit,  the  bor- 
derline period  is  short.  For  example,  a normal 


child  may  start  to  sit  with  support  at  four 
months  or  at  six  months  and  sit  alone  anywhere 
between  six  and  eight  months.  However,  if  the 
child  does  not  sit  alone  within  six  weeks  to  two 
months  later  than  the  outside  limit,  his  devel- 
opment is  definitely  delayed. 

Children  should  not  be  evaluated  for  devel- 
opmental level  during  or  immediately  after  an 
illness.  After  the  physical  indices  are  back  to 
normal  there  is  still  a lag  of  integrative  behav- 
ior. The  duration  of  the  lag  depends  on  the  age 
of  the  child,  the  length  of  the  illness,  the  sever- 
ity of  the  illness,  and  the  pre-illness  status.  The 
older  the  child,  and  the  longer  and  more  severe 
the  illness,  the  longer  the  lag  in  integrated 
function. 

For  more  formal  testing  of  the  development 
in  infancy,  there  are  several  rather  new  tests 
available.  The  Denver  Developmental  Screening 
Test  is  an  example  of  an  excellent,  well  stan- 
dardized measuring  device.  It  is  easily  admin- 
istered by  a physician,  nurse,  educator,  office 
assistant,  or  volunteer. 

The  differential  diagnosis  of  these  conditions 
may  be  summarized  as  follows;  The  history  of 
a progressive  central  nervous  system  condition 
reveals  a period  of  normal  growth  and  develop- 
ment followed  by  a plateau  and  then  a down- 
ward course.  In  infants  and  young  children  the 
downhill  course  is  fairly  rapid  and  therefore 
easy  to  recognize.  Space  occupying  lesions  are 
more  variable,  but  also  show  the  progressive 
signs.  In  older  children,  degenerative  central 
nervous  system  conditions  progress  so  slowly 
that  it  may  be  difficult  to  document  the  progres- 
sion. However,  these  children  should  be  man- 
aged in  the  same  fashion  as  those  with  learning 
disability  or  mild  mental  retardation. 

Emotional  disorders  presenting  with  delayed 
development  or  school  failure  may  mimic  men- 
tal retardation  or  learning  disability.  There  is 
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an  absence  of  etiological  factors  which  produce 
organic  damage,  and  an  absence  of  neurological 
signs,  and  there  are  differences  in  the  psycho- 
logical test  results.  However,  this  diagnostic 
evaluation  should  not  only  exclude,  but  also  in- 
clude, factors  which  contribute  to  family  emo- 
tional imbalance.  In  infants  and  preschoolers  a 
psychiatric  or  emotional  condition  is  likely  if: 
(1)  the  delay  is  in  at  least  two  areas  of  develop- 
ment; (2)  there  is  an  uneven  pattern  of  develop- 
ment with  some  items  at  normal  or  higher  level 
and  others  at  below  age  level;  (3)  the  mother- 
child  relationship  looks  different;  and  (4)  the 
child  does  things  strangely,  not  just  at  a lower 
level. 

The  most  frequent  differentiation  is  between 
organic  mental  retardation,  deprivation  syn- 
drome, and  minimal  cerebral  dysfunction  with 
a perceptual  disorder. 

Materials  borrowed  from  the  field  of  psychol- 
ogy are  most  helpful  in  this  differentiation.  A 
battery  of  five  simple  evaluation  tests  can  be 
given.  The  Goodenough  Draw-A-Person,  geomet- 
ric figures,  and  the  Bender-Gestalt  test  for  vis- 
ual motor  coordination  are  used  for  perform- 
ance skills;  the  Peabody  Picture  Vocabulary 
Test  for  verbal  areas;  and  a few  paragraphs  of 
a reading  test  for  specific  reading  skills.  The 
interpretation  of  these  for  differential  diagnosis 
is  outlined  in  Table  3. 

What  Does  It  Mean?  Significance:  The  signifi- 
cance of  early  identification  of  mental  retarda- 
tion to  the  child  himself  depends  largely  on  the 
attitude  of  the  physician.  It  can  be  negative  if 


the  physician  makes  the  diagnosis  with  a long, 
dreary  face  and  does  not  provide  counseling 
and  a plan  for  the  parents.  Whenever  the  diag- 
nosis is  made  there  is  an  immediate  change  in 
the  child-parental  relationship.  Therefore,  it  is 
equally  important  to  be  skilled  in  the  transmis- 
sion of  this  diagnosis  to  the  family,  to  have 
knowledge  of  the  facilities  available,  and  to  be 
able  to  counsel  the  family  so  that  the  child  will 
develop  to  his  fullest  potential. 

A child  at  any  given  level  of  retardation  can 
advance.  How  much  depends  primarily  on  the 
etiology,  secondly  on  the  time  identified,  thirdly 
on  his  present  functional  level,  and  fourthly  on 
the  program  outlined  for  him.  A thorough  knowl- 
edge of  development  will  allow  an  estimate  of 
the  child’s  present  level,  and  of  what  might  be 
done  to  help  him  reach  the  next.  In  the  early 
years  this  often  involves  only  the  physician  and 
the  parents. 

Example:  Ann  is  a six-year-old  child  who  is 
brought  because  of  poor  speech  and  for  an  eval- 
uation prior  to  entrance  into  school.  She  ap- 
pears to  be  moderately  to  severely  retarded. 
However,  on  the  Peabody  Picture  Vocabulary 
Test  she  scores  at  the  5 year,  3 month  level;  her 
scores  on  the  geometric  figures  are  at  the  3 
year  level.  History  reveals  that  she  is  still  bottle 
fed,  and  sleeps  with  three  other  children  in  her 
mother’s  bed.  Mother  is  unable  to  keep  the 
household  on  any  schedule  because  she  has  to 
watch  Ann  continuously.  Thus,  the  levels  of  this 
child’s  activities  range  from  18  months  to  5 
years.  The  management  most  significant  for 
her  at  this  time  is  to  help  her  mother  organize 
a schedule,  and  for  Ann  to  give  up  the  most 
immature  of  her  activities  such  as  bottle  feed- 
ing and  sleeping  with  her  mother.  After  this  and 
other  self-help  skills  are  taught  in  the  home  pro- 
gram, a better  estimate  of  her  true  potential 
can  be  made. 

Early  identification  and  diagnosis  allow  the 
implementation  of  a remedial  program  aimed 
at  providing  proper  stimuli  for  developmental 
tasks  in  all  areas.  This  will  help  reduce  the  num- 
ber of  persons  in  whom  early  deprivation  results 
in  retardation. 

For  the  family,  early  diagnosis  can  be  a 
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TEST 

RETARDATION 

WIINIIVIAL  CEREBRAL  DYSFUNCTION 

Geometric  Figures 

Unable  to  do  figures  at  age  level 

Figures  at  age  level,  but  perceptual  disturbances 

Draw-A-Person 

Below  age  level 

Usually  age  level;  asymmetrical;  stick  fingers;  poor  junctions 

Bender-Gestalt 

Immature 

Characteristic  signs  of  rotation;  directional  problems; 
visual-motor  coordination 

Peabody  Picture 

Vocabulary 

Range:  decidedly  age  level 

Range:  slightly  below  to  above  age  level 

Reading 

At  mental  age  level 

IVlay  be  far  below  other  skills 

Summary 

All  below  chronological  age  level 

Scattering  below,  normal,  and  above 

Table  3. 


bridge  toward  understanding  the  child’s  behav- 
ior and  preventing  frustration,  hostility,  and 
later  guilt  over  misunderstanding.  Parents  need 
a program  involving  themselves  in  the  care  of 
their  handicapped  child.  They  need  to  feel  use- 
ful and  that  they  are  doing  something  to  help 
the  child. 

Evaluating  a handicapped  child  with  concen- 
tration on  what  he  can  do,  what  his  potential  is, 
in  which  areas  he  can  achieve — rather  than 
stopping  after  the  deficits  have  been  identified 
and  a diagnosis  made — is  most  rewarding  for 
the  physician.  These  children  can  develop;  can 
learn;  can  be  controlled;  and  can  remain  sweet, 
affectionate,  and  grateful  patients. 


Parents  of  the  handicapped,  as  well  as  the 
child,  desperately  need  a central  figure  for  peri- 
odic evaluations,  for  counseling,  for  guidance, 
and  for  medical  care.  The  physician  serves  this 
role  for  the  normal.  Should  he  abdicate  it  for 
the  retarded? 
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Pitfalls  Of 

Diagnostic  Screening 
For  Inborn  Errors 
Of  Metabolism 


BOBBYE  M.  ROUSE,  MD 

If  the  maximum  benefits  of  mass  screen- 
ing programs  are  to  be  achieved,  tests 
must  be  carried  out  with  thorough  knowl- 
edge of,  and  attention,  to  possible  dan- 
gers and  errors  in  interpretation.  These 
pitfalls  and  ways  to  avoid  them  are  dis- 
cussed, and  present  knowledge  resulting 
from  mandatory  PKU  screening  is  sum- 
marized. 

SEVERAL  YEARS  AGO  the  physician  in  practice 
thought  of  inborn  errors  of  metabolism  as  eso- 
teric problems  which  were  too  remote  from  the 
mainstream  of  daily  practice  to  really  concern 
him.  Within  the  past  decade,  there  has  been  so 
much  emphasis  on  metabolic  disorders  related 
to  mental  retardation  that  now  it  is  becoming 
difficult  to  realize  that  such  errors  are  extremely 
rare  causes  of  mental  retardation. 

The  term  “inborn  errors  of  metabolism’’  was 
first  introduced  by  Garrod  in  the  early  1900s,’ 
and  during  the  next  few  years  some  six  disor- 
ders were  described.  The  number  has  increased 
to  30  or  more,  and  now  approximately  ten  per 
year  are  being  defined  as  a result  of  refinement 
in  detection  techniques  and  increasing  interest 
among  research  scientists  in  relating  clinical 
syndromes  to  specific  defects. 

Articles  describing  these  disorders  have  not 
only  mounted  in  the  medical  literature,  but  have 
been  in  the  lay  press  as  soon  as,  or  even  before, 
reaching  the  medical  journals.  Of  equal  im- 
portance is  that  putting  this  information  in  lay 
terms  for  public  understanding  tends  to  over- 
simplify the  detection  of  disorders  and  curative 
effects  which  may  or  may  not  have  merit.  Be- 
cause of  this,  the  physician  is  placed  in  a diffi- 
cult situation  to  respond  to  the  demands  from 


parents  to  find  the  disorder  for  which  they  are 
sure  there  will  be  an  ultimate  cure.  If  one  looks 
at  mass  screening  programs  of  newborns  for 
phenylketonuria  (PKU)  and  the  apparent  results 
of  early  treatment,  it  is  easy  to  see  how  this  has 
come  about. 

As  a result  of  the  mass  screening  programs 
being  conducted,  several  biochemical  aberra- 
tions have  been  described  which,  if  detected 
early  enough,  are  amenable  to  therapy.^  This 
concept  of  mass  screening  takes  on  a prevent- 
ive tone,  but  screening  is  not  without  danger  to 
the  patient  or  without  pitfalls  of  interpretation. 

PKU  was  first  described  by  Foiling  in  Norway 
in  1934'’  when,  at  the  insistence  of  a mother 
of  two  children  with  mental  retardation,  he 
tested  their  urine  and  found  that  the  phenylke- 
tones  caused  a green  color  to  develop  when 
ferric  chloride  was  added.  During  the  next  30 
years,  workers  defined  the  genetic  mechanism,^ 
conducted  field  trials  using  various  screening 
techniques  for  detection,^'  ® and  developed  spe- 
cial protein  hydrolysate  diets  with  low  phenyl- 
alanine content.'^  Thus,  PKU  has  served  as  the 
model  for  studying  other  inborn  errors  of  amino 
acid  metabolism  and  will  be  used  as  a prototype 
for  the  purpose  of  this  discussion. 

As  a result  of  ease  of  mass  screening,  and 
the  emphasis  in  the  lay  press  on  the  need  for 
early  detection,  41  states  have  now  passed 
laws  requiring  newborns  to  be  tested  for  PKU. 
The  early  success  of  these  programs  has  re- 
sulted in  suggestions  that  a similar  approach 
may  be  needed  in  other  conditions. 

The  purpose  of  this  article  is  to  discuss  pit- 
falls  encountered  in  mass  screening  for  inborn 
errors  of  metabolism,  suggest  ways  to  avoid  the 
pitfalls,  and  summarize  the  present  knowledge 
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resulting  from  the  mandatory  screening  for  PKU 
being  conducted  in  several  states. 

In  1965,  the  Texas  Legislature  passed  a law 
requiring  testing  of  newborns  for  PKU.  It  was 
recommended  that:  (1)  a test  should  be  made 
on  a blood  specimen  collected  from  each  new- 
born as  late  as  possible  prior  to  discharge  from 
the  hospital  and  no  sooner  than  24  hours  after 
beginning  milk  feeding;  and  (2)  if  the  blood  test 
is  impractical,  the  recommendation  is  to  test 
the  urine  on  three  separate  occasions  at  four, 
six,  and  eight  weeks  of  age  in  lieu  of  the  blood 
test. 

The  recommended  blood  test  is  a simple 
screening  test,  the  Guthrie  inhibition  assay. ^ 
Pitfalls  encountered  in  this  have  included:  (1) 
insufficient  specimen  submitted  for  analysis; 
(2)  samples  on  paper  not  dried  prior  to  mailing; 
and  (3)  samples  obtained  prior  to  sufficient 
milk  feeding. 

Only  about  50%  of  the  initial  blood  samples 
for  Guthrie  screening  tests  was  submitted  to  the 
Texas  State  Department  of  Health  last  year.  The 
results  are  as  follows:  total  live  births  (estimat- 
ed), 209,352;  tests  performed  in  state  health 
department,  116,241;  and  confirmed  positive 
cases  (newborns),  6. 

The  incidence  nationwide  varies  from  1:10,- 
000  to  1:20,000  depending  on  the  population. 
If  this  is  true,  one  concern  we  might  have  is 
whether  there  are  4 more  cases  yet  undetected 
if  the  incidence  in  Texas  is  1:20,000,  or  14 
more  cases  if  our  incidence  is  1:10,000. 

If  a presumptive  positive  Guthrie  test  is  re- 
ported, a serum  specimen  should  be  submitted 
for  determination  of  phenylalanine  and  tyrosine 
levels.  The  reason  is  that  another  pitfall  in  this 
mandatory  screening  process  has  been  interpre- 
tation of  results. Low-birth-weight  infants  and 
a few  full-term  infants  may  have  transient  ele- 
vations of  serum  phenylalanine  and  high  levels 
of  serum  tyrosine  because  of  immaturity  of  the 
liver  enzyme,  phenylalanine  hydroxylase,  or  a 
functional  deficiency  of  tyrosine  transaminase 
and  parahydroxyphenylpyruvic  acid  oxidase.  In 
this  situation,  the  elevation  of  serum  tyrosine 
will  not  be  apparent  if  only  the  Guthrie  test  is 
done,  as  that  only  gives  a semi-quantitative 
measure  of  blood  phenylalanine. 


If  urine  is  used  for  screening  this  might  give 
a false-positive  result,  as  a green  color  can  be 
found  with  metabolites  of  tyrosine  as  well  as 
phenylalanine. 

Thus,  any  positive  screening  test  results 
should  be  followed  by  definitive  quantitative 
studies  prior  to  considering  a treatment  regi- 
men. 

Several  other  conditions  have  been  deline- 
ated as  a result  of  screening  for  what  had  been 
thought  to  be  a single  disease  entity.  This  rec- 
ognition is  especially  timely  because  of  misgiv- 
ings about  the  programs  for  screening  and 
treatment  of  PKU  which  are  appearing  in  both 
the  scientific^-’  and  lay  literature.  It  is  now 
known  that  all  hyper-phenylalaninemia  is  not 
“true”  or  “classical”  PKU.®’ 

Conditions  Delineated;  The  following  conditions 
have  been  delineated  (Table  1): 

1.  True  PKU  in  which  the  serum  phenylala- 
nine is  greater  than  20  mg/100  ml  on  two  oc- 
casions, serum  tyrosine  level  is  less  than  5 mg/ 
100  ml,  and  phenylketones  and  orthohydroxy- 
phenylacetic  acid  (OHPPA)  are  present  in  the 
urine. 

2.  Hyperphenylalaninemia  with  normal  se- 
rum tyrosine  has  been  described  in  two  other 
forms.®’  They  are  presently  thought  to  repre- 
sent variant  forms  of  true  PKU  or  transient  de- 
lay of  phenylalanine  hydroxylase  activity. 

a.  Those  with  serum  phenylalanine  be- 
tween 5-15  mg/100  ml,  with  normal  serum 
tyrosine  and  no  abnormal  metabolites  in  the 
urine.  The  serum  phenylalanine  may  become 
further  elevated  and  characteristic  urinary 
metabolites  of  PKU  may  appear,  or  the  levels 
may  gradually  return  to  normal. 

b.  Those  with  serum  phenylalanine  great- 
er than  15-20  mg/100  ml  with  normal  serum 
tyrosine  and  no  abnormal  urinary  metabo- 
lites. 

3.  Hyperphenylalaninemia  with  hypertyro- 
sinemia,^®  which  is  common  in  low-birth-weight 
infants  and  found  in  approximately  1 % of  full- 
term  infants.  The  serum  phenylalanine  is  usual- 
ly greater  than  5 mg/100  ml,  but  rarely  greater 
than  15  mg/100  ml.  The  serum  tyrosine  is 
greater  than  5 mg/100  ml,  and  during  the 
early  weeks  of  life  may  be  in  the  range  of  20- 
40  mg/100  ml.  The  urinary  findings  include 
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tyrosiluria  and  parahydroxyphenylacetic  acid 
(PHPPA). 

4.  Hyperphenylalaninemia  due  to  maternal 
PKU  with  mild  elevation  of  serum  phenylala- 
nine, normal  serum  tyrosine,  and  no  abnormal 
metabolites  in  the  urine. 

These  findings  are  important  in  that  the  in- 
terpretation of  the  results  has  a strong  bearing 
on  the  indications  for  dietary  treatment. 

There  is  almost  complete  agreement  that  pa- 
tients with  true  PKU  who  are  started  on  dietary 
treatment  in  early  infancy  will  ultimately  have  a 
higher  level  of  intelligence  than  those  not  treat- 
ed or  started  on  treatment  at  a later  age.  Un- 
fortunately, much  of  the  data  is  retrospective 
and  not  proven  with  adequate  controls,  thus, 
the  efficacy  of  diet  continues  to  be  questioned 
by  some  authorities. gven  though  some  ques- 
tion the  need  for  diet,  our  experience  is  similar 
to  that  of  other  clinics  dealing  with  PKU,  and 
the  infants  with  true  PKU  are  started  on  a 
low  phenylalanine  diet  as  soon  as  possible  with 
adjustments  in  protein  intake  being  made  as 
needed.  The  patients  with  hyperphenylalanine- 
mia which  represent  variants  of  true  PKU  or 
transient  delay  in  enzyme  activity  have  been  in- 
dividualized. Those  with  serum  phenylalanine 
levels  of  greater  than  20  mg/100  ml  are  put  on 
a “modified”  low  phenylalanine  diet  with  care- 
ful biochemical  monitoring  of  weekly  or  bi- 
weekly serum  levels  and  then  challenged  with 
increased  protein  feeding  at  3,  6,  and  12 
months  of  age.  If  they  maintain  normal  levels 
with  the  challenge,  they  are  put  back  on  a nor- 
mal diet  and  monitored  at  intervals  to  assure 
that  they  are  able  to  tolerate  a normal  diet. 

Normal  levels  can  be  maintained  in  children 
with  hyperphenylalaninemia  with  levels  of  less 
than  15-20  mg/100  ml  on  “relatively  low  pro- 
tein” formulas  such  as  Similac  or  SMA. 

One  of  the  major  cautions  in  treating  any  of 
these  patients  is  to  be  extremely  careful  not  to 
overtreat  and  allow  the  child  to  become  defi- 
cient in  phenylalanine.  This  can  only  be  accom- 
plished by  frequent  monitoring  of  the  patient’s 
dietary  intake,  as  it  relates  to  biochemical 
status  and  adequacy  of  linear  growth  and  weight 


gain.  The  children  with  hyperphenylalaninemia 
with  hypertyrosinemia  receive  ascorbic  acid, 
100  mg  intramuscularly,  and  serum  studies  are 
repeated  in  48  hours.  If  their  levels  have  re- 
turned to  normal,  no  further  treatment  is  neces- 
sary. If  their  levels  have  not  returned  to  normal, 
they  need  further  studies  to  determine  if  they 
have  permanent  tyrosinosis.  This  is  extremely 
important  as  there  is  some  evidence  that  early 
treatment  of  children  with  permanent  tyrosino- 
sis^® with  diets  low  in  phenylalanine  and  tyro- 
sine may  offer  a more  favorable  prognosis. 

Certainly,  the  offspring  of  mothers  with  PKU 
who  have  positive  results  of  screening  blood 
studies  do  not  need  low  phenylalanine  diets  un- 
less they  should  also  be  homozygous  for  PKU. 
There  is  not  enough  evidence  at  present  to  war- 
rant screening  of  all  pregnant  mothers;  how- 
ever, any  pregnant  woman  who  is  known  to  be 
mentally  retarded  or  to  have  had  previous  in- 
fants who  are  retarded  should  surely  be  evalu- 
ated. With  increasing  evidence  that  phenylke- 
tonuric  mothers^'^  have  physically  and  mentally 
retarded  offspring,  there  will  be  an  even  bigger 
challenge  to  physicians  caring  for  pregnant 
women  as  the  treated  PKU  patients  reach  the 
childbearing  age. 

The  results  of  the  screening  programs  for 
PKU  created  the  need  for  a carefully  designed, 
nationwide  collaborative  study.®  Fifteen  major 
PKU  clinics  over  the  nation,  including  The  Men- 
tal Retardation  Clinic  at  The  University  of  Texas 
Medical  Branch  in  Galveston,  have  been  chosen 
for  this  study.  This  program  will  allow  a com- 
mon critical  assessment  of  patients  with  posi- 
tive tests  and  the  use  of  rigid  criteria  for  diag- 
nosis and  treatment.  This  will  provide  for  accu- 
rate data  collection  to  enhance  our  understand- 
ing of  this  disorder  and  of  the  value  of  a low 
phenylalanine  diet. 

Several  other  inborn  errors  of  metabolism  as- 
sociated with  severe  mental  retardation  have 
been  found  to  be  detectable  by  simple  qualita- 
tive urine  tests  which  can  be  performed  in  the 
physician’s  office  or  clinic  laboratory. i®'-®  These 
include  the  aminoacidurias,  galactosemia,  fruc- 
tosuria,  metachromatic  leukodystrophy,  and 
mucopolysaccharide  disorders.  As  in  other 
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screening  programs,  the  positives  should  be 
evaluated  further  by  definitive  quantitative 
studies  on  serum,  urine,  and  other  biological 
fluids  to  confirm  the  diagnosis  before  any  at- 
tempt at  treatment  or  genetic  counseling  with 
the  families. 

These  tests  are  recommended  for  screening 
healthy  newborns^^’  to  detect  those  disorders 
for  which  therapy  is  known  and  in  which  mental 
retardation  may  be  prevented.  They  are  also 
useful  in  screening  infants  being  evaluated  for 
(1)  failure  to  thrive;  (2)  apparent  retardationi^* 
(3)  irritability,  vomiting,  or  convulsions  begin- 
ning in  the  first  few  weeks  of  life  for  which  no 
apparent  cause  can  be  found,  or  which  does  not 
respond  to  conventional  therapy. 

Avoiding  Errors:  Attention  to  the  following 
guidelines  will  lessen  the  possibility  of  false- 
positive or  false-negative  results  of  tests  for 
these  disorders. 

1.  Urine  specimens  should  be  fresh  or  frozen 
in  plastic  containers  immediately  upon  collec- 
tion. No  preservative  is  needed.  The  frozen 
urine  should  be  completely  thawed  and  shaken 
before  performing  the  tests.  Use  of  fresh  urine 
produces  the  most  reliable  results. 

2.  Infants  should  be  strapped  carefully  to 
prevent  contamination  from  stool,  and  urine 
wrung  from  a wet  diaper  is  not  suitable. 

3.  Urine  specific  gravity  should  be  between 


1.010  and  1.020,  as  concentrated  urine  may 
give  false-positive  results  and  dilute  urine  may 
give  false-negative  results. 

4.  Any  weakly  positive  test  should  be  re- 
peated. Other  facts  that  should  be  noted  are: 

a.  Positive  results  found  during  an  acute 
febrile  illness  should  be  repeated,  as  some 
false-positive  results  have  been  described 
with  repeat  tests  completely  normal. 

b.  The  history  of  any  drug  ingestion 
should  be  noted,  as  certain  drugs  may  cause 
false-positive  results.  Phenothiazines,  isonia- 
zid,  and  aspirin  may  obscure  the  green  color 
because  of  a purple  reaction  with  ferric  chlor- 
ide. 

c.  Siblings  of  those  with  known  disorders 
should  have  definitive  testing  at  birth  such 
as:  (1)  the  Guthrie  Inhibition  Assay  and  Mc- 
Caman-Robins  Fluorometric  Determination, 
or  La  Du  tests  on  serum  of  those  with  known 
PKU;  and  (2)  red  cell  enzyme  studies  on 
heparinized  cord  blood  of  those  with  known 
galactosemia.  These  tests  usually  are  avail- 
able in  state  health  department  laboratories 
or  university  laboratories. 

d.  Dietary  history  should  be  carefully  re- 
corded to  assure  adequate  intake  of  sub- 
stances related  to  the  specific  deficit.  Babies 
who  have  had  no  protein  might  have  false- 
negative results  for  tests  of  amino  acid  dis- 


Tahle  1.  Classification  of  hyperphenylalaninemia. 


PA:  Phenylalanine  OHPPA:  orthohydroxyphenylacetic  acid 

+ : Normal  PHPPA:  parahydroxyphenylacetic  acid 

Marked  elevation 


Serum  (mg/100  ml) 

PA  Tyrosine 

Urine  Amino  Acids 

PA  Tyrosine  Others 

Urinary  Phenols 

OHPPA  PHPPA 

Normal 

<5  <5 

-1-  + -1- 



True  PKU 

>20  <5 

+ -f-  -l-  -l-  -l-  -P 

-p  -p  -p  -p  -P 

Hyperphenylalaninemia 

(Variant  form  of  true  PKU  or 
transient  PA  hydroxylase 
inactivity) 

5-15  < 5 

5-20  < 5 

-P  -t-  -t- 

4-  -P  -P 

+ 4- 

+ + 

Neonatal  transient  tyrosinemia 

5-15  20-40 

(>  5) 

+ + + + + + 

-p-p-p-p 

Tyrosinosis  (Rare) 

5±  >5 

-p-p  -p-p  + -p  -p-p-p-p 

-p-p-p-p 

Maternal  PKU  (untreated) 

5-10  ± <5 

+ + 

-p  -p 
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orders,  and  those  not  receiving  galactose  or 

fructose  may  give  false-negative  results  in 

tests  for  carbohydrate  disorders. 

Other  screening  tests  have  been  described 
using  blood  and  urine  on  one-dimension  paper 
chromatography;®  however,  these  should  be  con- 
ducted in  a large  central  laboratory.  Positive 
findings  on  these  screening  methods  also  re- 
quire definitive  quantitative  confirmatory  tests 
for  diagnosis  of  a specific  defect. 

As  to  the  suggestion  by  some  that  the  laws 
be  extended  to  make  screening  for  other  meta- 
bolic disorders  compulsory,  the  American  Acad- 
emy of  Pediatrics  “favors  neither  the  extension 
of  current  legislation  nor  passage  of  new  legis- 
lation for  compulsory  testing. Caution  should 
remain  the  watchword  lest  some  incidental  posi- 
tive finding  in  a screening  test  be  classified  as 
denoting  a disease. 

Summary:  As  responsible  physicians,  we  can 
avoid  the  pitfalls  of  diagnostic  screening  by  ad- 
hering to  the  following  guidelines: 

1.  Assure  accurate  timing  and  adequate 
sampling  in  performing  Guthrie  tests  on  new- 
borns. 

2.  Submit  follow-up  tests  on  presumptive 
positives  to  the  Texas  State  Department  of 
Health  Laboratory,  or  at  least  report  these  posi- 
tives so  that  our  Texas  registry  is  accurate. 

3.  Interpret  results  carefully  and  confirm  di- 
agnosis prior  to  treatment  or  genetic  counsel- 
ing. 

4.  Provide  careful  monitoring  if  treatment  is 
started. 

5.  Obtain  fresh,  uncontaminated  specimen  if 
urine  is  used  for  screening. 

6.  Beware  of  positive  results  if  the  patient 
is  taking  drugs  or  is  acutely  ill. 

7.  Beware  of  negative  results  if  patient  is  on 
a diet  deficient  in  the  product  for  which  we  are 
testing. 

8.  Test  newborn  siblings  where  known  dis- 


orders exist  or  family  history  suggests  familial 
retardation. 

9.  Support  the  nationwide  PKU  collaborative 
study. 

10.  Make  screening  an  office  procedure 
rather  than  a legislative  action. 
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HE^S  BEEN  TESTED* 


Psychological  tests  can  be  misused  either 
by  overvaluing  their  usefulness  or  by  ig- 
noring their  potential  contribution.  This 
is  less  likely  to  occur  when  professionals 
who  use  test  data  are  familiar  with  the 
rationale  of  testing  and  with  the  limita- 
tions of  test  scores.  A physician  will  re- 
ceive more  useful  psychological  data  if 
he  is  more  exact  in  his  requests  for  such 
data.  A request  for  psychological  data 
might  include  (1)  a description  of  the 
patient  to  be  tested,  (2)  specific  ques- 
tions, and  (3)  the  reason  for  needing  the 
data  in  terms  of  how  it  may  affect  the 
patient.  A physician  working  with  a re- 
tarded individual  should  be  especially 
careful  of  the  sources  of  test  data,  and 
should  expect  a psychological  report  to 
contain  both  measured  mental  ability 
and  level  of  adaptive  behavior. 

PSYCHOLOGICAL  TESTING  is  a subject  about 
which  many  psychologists  love  to  talk,  but  about 
which  many  physicians  do  not  wish  to  listen. 
Not  only  physicians,  but  also  other  professional 
persons  often  do  not  make  appropriate  use  of 
test  results  when  they  are  available.  In  admit- 
tedly exaggerated  terms,  we  can  observe  two 
divergent  perceptions  of  psychological  testing. 
On  one  extreme,  psychological  testing  is  seen 
as  a mystical  world  of  IQ  scores,  ink  blots,  ego, 
needs,  and  drives  in  which  the  soothsaying  psy- 
chologist peers  into  the  innermost  soul  and 
mind  of  a person  and  then  is  able  to  make  mar- 
velous statements  about  the  person’s  inner 
world  and  about  what  causes  him  to  do  what  he 
does.  On  the  other  extreme  are  those  who  see 
the  world  of  psychological  testing  as  being  in- 
habited by  rather  odd  people  who  play  with 
blocks  and  ask  questions  about  one's  sex  life 
and  then  express  findings  in  a report  which  no 
one  understands — probably  not  even  the  psy- 
chologist who  wrote  it. 


Although  they  know  that  both  of  these  ex- 
tremes are  exaggerations,  professional  persons 
frequently  act  as  if  they  share  one  or  the  other 
viewpoint.  When  a professional  person  is  han- 
dling a case  involving  mental  retardation,  he 
may  well  ask,  “Has  the  patient  been  tested?”  It 
is  not  rare  to  have  someone  answer,  “He’s  been 
tested — so  what?” 

“So  What  If  He  Has  Been  Tested?”  That  is  a 
good  question.  And  yet,  the  patient’s  entire  fu- 
ture may  depend  to  a large  extent  on  how  the 
question  is  answered.  In  such  an  instance,  we 
hope  that  whoever  is  in  charge  of  the  case  con- 
siders psychological  testing  in  proper  perspec- 
tive, and  neither  makes  a decision  based  solely 
on  results  of  tests,  nor  disregards  test  data  as 
having  no  practical  value. 

Testing  and  test  data  can  be  of  immense  ser- 
vice in  diagnosing,  planning,  and  counseling  as 
an  individual  works  with  a retarded  person  and 
with  his  family.  The  person  using  the  test  data 
needs  to  understand  (1)  the  rationale  behind  a 
test,  (2)  the  limitations  of  test  data,  and  (3) 
the  uses  of  such  test  data. 

Psychological  tests  are  designed  for  certain 
purposes,  and  to  use  them  for  other  purposes 
not  only  is  misleading  but  can  be  decidedly 
dangerous.  Most  psychological  tests  have  been 
designed  to  be  administered  in  a certain  speci- 
fied way;  they  may  yield  data  if  administered  in 
other  ways,  but  data  will  not  be  comparable  to 
that  which  will  be  gained  if  the  tests  are  used 
correctly. 

Standardized  psychological  tests  are  de- 
signed to  be  used  in  specified  situations,  and 
were  never  meant  to  be  used  indiscriminately 
regardless  of  the  person’s  physical,  emotional, 
or  mental  condition. 

It  is  sad  but  nevertheless  true  that  test  re- 
ports are  sometimes  used  without  any  question 
as  to  the  author  of  the  report,  his  qualifications 
for  writing  it,  or  even  his  qualifications  for 
doing  psychological  testing.  It  is  far  more  im- 
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portant  to  insist  that  a qualified  person  furnish 
test  data  than  it  is  that  a group  of  test  scores 
be  available.  Those  engaged  in  psychological 
testing  should  be  judged  in  the  same  way  that 
other  professional  persons  are:  by  their  back- 
ground and  training,  by  the  professional  organi- 
zations to  which  they  belong,  by  whether  or  not 
they  are  certified  by  an  appropriate  certifica- 
tion group,  and  by  the  reputation  which  they 
enjoy  among  fellow  professionals. 

In  order  to  use  psychological  tests  effectively 
with  the  mentally  retarded,  as  well  as  with  all 
patients,  a person  must  have  a rather  broad 
understanding  of  what  tests  are  and  what  test 
scores  indicate.  If  a test  is  not  administered  in 
a standard  manner  then  the  results  have  little 
meaning,  for  there  is  nothing  with  which  they 
can  be  compared.  Too  frequently,  even  profes- 
sional persons  are  fooled  by  the  appearance  of 
a child  or  by  his  seemingly  bright  answers 
which,  upon  comparison  with  the  answers  of 
most  children  his  age,  reveal  him  to  be  far 
below  average  in  mental  ability. 

A single  test  score  is  simply  a statement  of 
how  well  an  individual  has  done  on  a specific 
test  in  comparison  with  others.  Test  scores 
should  be  reported  only  in  terms  of  what  an  in- 
dividual actually  performed  on  the  test.  Com- 
ments such  as  “the  individual  would  not’’  or 
“the  individual  could  not’’  answer  a question 
should  not  be  included  in  a report.  It  is  almost 
impossible  to  tell  whether  a person  refuses  to 
answer  a question  or  whether  he  is  unable  to 
answer  it. 


Many  persons,  including  professional  people, 
invariably  raise  the  question  of  the  comparabil- 
ity of  test  scores  in  terms  of  a child’s  back- 
ground, opportunities,  and  extent  of  education 
and  training.  A low  test  score  frequently  is  ig- 
nored on  the  grounds  that  the  person  has  never 
really  had  a chance  or  that  he  didn’t  seem  to 
understand  the  questions.  There  certainly  are 
people  who  score  low  for  both  of  these  reasons; 
nevertheless,  tests  can  only  be  used  effectively 
if  the  results  are  reported  as  they  were  actually 
obtained.  The  situation  involving  the  patient 
who  took  the  tests  and  the  possible  reasons  for 
his  low  score  certainly  should  be  included  in 
any  report,  but  they  do  not  change  the  test 
score.  Those  who  use  the  score  as  a factor  in 
evaluating  the  patient  should  be  aware  of  what 
the  test  was  designed  to  show  and  how  the  rec- 
ords are  to  be  used.  Literally  hundreds  of  tests 
are  available  and  are  used  at  one  time  or  an- 
other, but  relatively  few  are  commonly  used  in 
testing  the  mentally  retarded. 

Tests  cannot  predict.  A skilled  professional 
person  may  use  test  data — along  with  much 
other  information — to  gain  a better  understand- 
ing of  what  may  reasonably  be  expected  in  the 
future  for  an  individual,  but  no  one  test  will 
yield  this  answer.  Test  data  are  used  along  with 
other  information  in  attempting  to  plan  for  a 
child’s  future.  Information  is  available  which 
compares  test  scores  of  individuals  with  their 
later  course  in  life.  Frequently,  however,  the 
scores  deal  with  an  entire  population  and  indi- 
vidual predictions  from  such  studies  can  be  ex- 
tremely hazardous.  Even  so,  judicious  use  of 
tests  gives  one  far  greater  chances  of  being 
correct  about  prediction  than  if  such  informa- 
tion is  never  used.  Since  physicians  and  other 
professional  persons  have  the  responsibility  to 
work  with  families  in  planning  for  the  mentally 
retarded,  they  need  to  know  how  the  results  of 
psychological  tests  can  augment  the  body  of 
knowledge  on  which  plans  are  based. 

How  To  Get  Usable  Data:  A psychological  report 
including  test  data  is  useful  to  the  physician 
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only  if  he  has  a thorough  understanding  of  the 
terms  which  psychological  examiners  use  in  re- 
porting test  data.  If  a physician  is  going  to  work 
with  the  mentally  retarded,  he  is  obligated  to  be- 
come familiar  with  the  terminology  which  is 
commonly  used  by  other  professions  in  talking 
about  retardation.  The  other  side  of  this  coin  is 
that  the  psychologist  is  obligated  to  report  data 
in  such  a way  that  it  has  meaning  to  the  person 
reading  the  report,  that  it  is  related  to  everyday 
life  situations,  and  that  recommendations  are 
made  in  terms  of  the  data  obtained. 

The  secret  to  receiving  usable  psychological 
reports  is  in  the  physician’s  knowing  what  to 
ask  the  psychologist.  Just  as  the  physician  is 
trained  to  know  what  techniques  to  use  in  a 
particular  situation  and  what  medication  to  pre- 
scribe for  a particular  illness,  so  the  psycholo- 
gist is  trained  to  use  certain  tests  on  certain 
occasions  and  for  certain  types  of  people.  Since 
each  physician  is  trained  to  provide  appropriate 
medical  care,  he  believes  that  he  should  use  his 
own  best  judgment  in  dealing  with  those  who 
need  his  services.  The  psychologist  feels  the 
same  way  about  those  needing  his  services. 
There  is  little  wonder,  then,  that  most  psycholo- 
gists resent  having  a physician  tell  them  what 
tests  to  administer. 

The  physician  can  and  should  be  explicit  in 
regard  to  the  type  of  information  he  would  like 
to  obtain  from  the  psychologist.  He  may  do  this 
by  describing  the  patient  in  such  a way  that  the 
psychologist  can  make  the  proper  selection  of 
tests  which  will  comprise  the  battery  for  the 
patient.  The  physician  may  ask  specific  ques- 
tions. This  is  a practical  consideration,  because 
neither  physicians  nor  psychologists  have  the 
time  to  gather  unnecessary  information.  The 
third  way  is  to  tell  the  psychologist  how  the  in- 
formation obtained  from  testing  will  be  used. 

Too  frequently,  the  physician  simply  asks  the 
psychologist  to  “evaluate”  a patient,  at  the 
same  time  giving  little  additional  information 
about  the  patient,  about  the  questions  that  the 


physician  would  like  answered,  or  about  how 
the  information  is  to  be  used.  The  psychologist 
is  then  in  the  position  either  of  having  to  con- 
tact the  physician  again  to  ask  him  these  ques- 
tions, or  else  having  to  make  his  own  surmise 
as  to  what  information  the  physician  might  need 
or  could  use. 

Obviously  a complete  evaluation  is  never  car- 
ried out  on  any  patient;  there  are  literally  doz- 
ens of  areas  in  which  individuals  can  be  tested. 
A mentally  retarded  person,  for  example,  might 
be  tested  for  his  ability  to  use  the  English  lan- 
guage correctly,  his  ability  to  handle  mathemat- 
ical concepts,  his  ability  to  handle  simple  tools, 
his  manual  dexterity  skills,  his  mechanical  rea- 
soning, his  spatial  orientation,  his  ability  to  rea- 
son, his  ability  to  work  with  numbers,  his  short- 
term memory,  his  speed  in  copying,  and  so 
forth. 

Accent  on  Abilities:  It  is  readily  seen  that  much 
depends  on  whether  or  not  the  person  who  asks 
for  test  data  is  accurate  and  specific  in  his  re- 
quest as  to  what  information  he  needs  about  the 
individual  being  tested.  Regardless  of  the  type 
of  information,  however,  the  physician  has  the 
right  to  expect  every  psychological  test  to  be 
focused  on  the  assets  of  the  mentally  retarded 
individual  rather  than  only  on  his  disabilities. 
All  too  frequently  the  psychological  report  is  a 
series  of  statements  of  those  things  which  the 
retarded  person  cannot  do.  Usually,  these  limi- 
tations already  are  generally  known  to  the  fam- 
ily and  to  those  who  come  in  contact  with  him. 
What  is  needed  is  a careful  appraisal  of  what 
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the  patient  can  do,  and  suggestions  as  to  how 
these  assets  can  be  exploited.  Unfortunately 
many  people,  even  some  professionals,  have  a 
poor  understanding  of  the  capabilities  of  those 
persons  who  are  referred  to  as  mentally  retard- 
ed. Lack  of  understanding  and  erroneous  think- 
ing has  been  prolonged  by  persons  tending  to 
look  at  a test  score  and  then  equating  that  score 
with  an  extremely  low  level  of  accomplishment. 

When  a child  nine  years  old  is  reported  as 
having  mental  ability  equal  to  that  of  a child  in 
the  first  grade  with  a likely  potential  of  that  of 
a child  in  the  fifth  or  sixth  grade  by  the  time  he 
finishes  school,  then  the  person  receiving  this 
report  may  close  his  mind  to  the  possibilities 
for  this  child.  This  is  particularly  true  if  he 
reads  the  word  “retarded.”  The  truth  is  that  a 
person  who  has  a sixth  grade  education  can  do 
a remarkable  number  of  tasks  in  a wide  variety 
of  occupational  situations.  This  does  not  mean 
that  the  physician  or  anyone  else  should  hold 
out  false  hopes  for  parents,  or  lead  them  to  be- 
lieve that  the  child  is  “just  as  smart  as  anybody 
else  except  for  being  a little  slow.”  It  does  mean 
that  the  parents  should  be  helped  to  take  a 
realistic  view  of  all  the  many  opportunities 
that  are  open  to  a person  who  functions  at  this 
level  of  ability,  and  that  they  be  helped  to  do 
realistic  planning  so  that  they,  too,  will  not  sell 
the  child  short. 

Test  Scores,  Labels,  and  Selection:  No  one 

should  use  a psychological  test  score  alone  in 
making  the  decision  as  to  whether  or  not  a child 
is  retarded.  It  is  extremely  unfortunate  that  the 


word  “retarded”  has  taken  on  the  connotation 
that  it  has,  even  among  professionals,  but  it  is 
even  more  tragic  that  test  scores  are  used,  fre- 
quently by  themselves,  to  label  a child.  Perhaps 
some  day  we  will  abandon  the  word  “retarded” 
and  speak  in  terms  that  will  indicate  a person’s 
abilities  in  many  areas,  for  very  few  individuals 
are  retarded  in  all  areas.  No  one  doubts  that  in 
order  to  place  children  in  special  classes  in 
school,  in  order  to  select  individuals  who  are 
most  appropriate  for  state  schools,  and  in  order 
to  group  individuals  according  to  abilities,  test 
scores  are  useful.  This  in  no  way  dictates  that 
the  use  of  a test  score  is  the  most  desirable  way 
to  reach  these  goals. 

When  a child  is  placed  in  a special  education 
class  in  Texas,  for  example,  he  is  so  placed 
partly  because  he  has  scored  below  a certain 
point  on  a mental  ability  test.  In  Texas,  an  IQ 
below  70  is  generally  used  for  a cut-off  point  for 
selecting  those  children  who  are  to  go  into  spe- 
cial education  classes  for  the  mentally  retarded. 
In  some  states  the  number  is  75.  This  IQ  num- 
ber was  arbitrarily  chosen  by  those  who  work 
with  exceptional  children,  and  is  not  directly 
related  to  a specified  handicap  which  separates 
the  child  with  such  an  IQ  from  his  peers.  No  one 
would  argue  that  there  is  little  difference  be- 
tween the  child  who  has  an  IQ  of  68  and  the 
child  who  has  an  IQ  of  71.  Increasingly  it  is 
being  recognized  that  the  IQ  score  should  be 
only  one  of  many  considerations  in  selecting 
children  for  special  education. 

The  American  Association  on  Mental  Defi- 
ciency, in  its  manual  on  terminology  and  classi- 
fication of  mental  retardation,  strongly  urged 
that  the  primary  classification  of  the  mentally 
retarded  be  in  terms  of  two  dimensions:  (1) 
measured  intelligence,  and  (2)  adaptive  behav- 
ior. Measured  intelligence  is  that  dimension 
which  is  reported  in  terms  of  test  scores  and 
IQ’s.  When  measured  intelligence  is  used  as  an 
indication  of  degree  of  retardation  in  those 
areas  which  have  been  tested,  the  Association 
suggests  that  there  be  five  levels  of  retardation. 
Borderline  retardation  is  the  level  which  is  be- 
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tween  one  and  two  standard  deviations  below 
the  mean  score  for  the  test.  In  terms  of  an  IQ, 
this  would  be  between  84  and  70.  The  second 
level,  considered  to  be  mild  retardation,  ranges 
between  two  and  three  standard  deviations  be- 
low the  mean  and  corresponds  to  an  IQ  of  69 
to  55.  Level  three,  moderate  retardation,  ranges 
from  three  to  four  standard  deviation  units  be- 
low the  mean  and  corresponds  to  an  IQ  of  54 
to  40.  Level  four,  severe  retardation,  ranges 
from  four  to  five  standard  deviation  units  below 
the  mean  and  corresponds  to  an  IQ  below  40 
down  to  where  IQ  points  have  little  meaning, 
perhaps  20.  The  fifth  level  of  measured  intelli- 
gence, profound  retardation,  is  more  than  five 
standard  deviation  units  below  the  mean  and 
IQ’s  would  be  less  than  20. 

The  second  dimension  which  should  be  used 
in  describing  the  retarded  is  that  of  adaptive 
behavior.  Adaptive  behavior  has  two  major 
facets:  (1)  the  degree  to  which  the  individual  is 
able  to  function  and  maintain  himself  indepen- 
dently, and  (2)  the  degree  to  which  he  meets 
satisfactorily  the  culturally  imposed  demands  of 
personal  and  social  responsibility.  There  is  no 
one  test  or  even  battery  of  tests  which  give  us 
good  measures  of  adaptive  behavior.  The  be- 
haviors used  to  evaluate  adaptive  behavior  are 
different  for  various  age  levels.  In  infants  and 
children,  maturational  processes  are  important 
and  are  used;  in  the  school  age  child,  academic 
performance  is  of  extreme  importance  and 
should  be  part  of  any  report  describing  adaptive 
behavior;  for  the  adult,  vocational  skills  and 
social  effectiveness  are  of  primary  importance 
and  form  the  basis  for  adaptive  behavior. 

The  American  Association  for  Mental  Defi- 
ciency has  suggested  four  levels  of  adaptive  be- 
havior: (1)  persons  who  are  totally  incapable  of 
taking  care  of  themselves  and  thus  need  com- 
plete care  and  supervision:  (2)  persons  who  are 
retarded  and  thus  face  certain  handicaps,  but, 
as  adults  can  contribute  partially  to  self  support 
if  they  are  supervised;  (3)  persons  who  can 
communicate,  have  some  difficulty  with  most 
academic  subjects,  but  are  capable  of  main- 


taining themselves  in  unskilled  or  semiskilled 
jobs  if  they  have  received  proper  training;  and 
(4)  persons  who  can  develop  both  social  and 
communication  skills,  can  learn  academic  skills 
to  approximately  the  sixth  grade  level,  and  are 
capable  of  social  and  vocational  adequacy  if 
they  have  received  proper  education  and  train- 
ing. 

A physician  should  not  be  expected  to  be 
a psychological  examiner,  nor  should  he  be  ex- 
pected to  be  an  expert  in  all  the  uses  of  psy- 
chological tests,  but  every  professional  who 
makes  decisions  that  will  affect  the  lives  of  the 
mentally  retarded  should  think  in  terms  of  adap- 
tive behavior  as  well  as  in  terms  of  measured 
intelligence.  It  is,  in  fact,  the  adaptive  behavior 
in  which  we  are  truly  interested,  for  it  is  what 
a person  does  that  will  make  the  difference,  not 
the  test  score  he  obtained. 

In  many  instances,  what  the  retarded  person 
does  will  depend  on  the  insight  and  support  of 
the  physician  who  sees  him.  With  all  due  regard 
to  others,  the  physician  will  likely  be  the  one 
most  influential  person  who  will  give  profes- 
sional service  in  their  early  years  to  those  who 
are  retarded.  The  physician  who  approaches 
mental  retardation  with  understanding  and  who 
keeps  abreast  of  present  day  approaches  to 
mental  retardation  will  not  be  the  one  who 
replies,  “So  what?’’  but  will  instead  be  that  one 
who  says,’’  “Has  he  been  tested?  I need  the 
information.’’ 


Mr.  Caldwell,  Child  Development  Clinic,  Department  of 
Pediatrics,  The  University  of  Texas  Medical  Branch, 
Galveston,  Tex  77550. 
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The  Family  as 
an  Integral  Part 
of  Management: 


The  Physician^s  Role 
in  Guidance 


CHARLOTTE  CLARKE,  ACSW 

To  best  serve  the  retarded  child,  profes- 
sionals must  include  his  family  as  an  in- 
tegral part  of  management.  They  need 
specific  answers  to  some  questions;  they 
must  be  helped  to  work  out  their  own 
answers  to  others.  They  need  help  in 
handling  their  feelings,  understanding 
their  child’s  abilities  and  limitations,  and 
in  making  constructive  plans.  How  his 
parents  feel  about  him,  about  them- 
selves, and  about  the  professionals  to 
whom  they  turn  for  help  can  have  a pro- 
found influence  on  the  child’s  chances  to 
develop  and  achieve  to  his  optimal  level. 

ONE  OF  THE  MORE  DIFFICULT  but  challenging 
aspects  of  including  the  family  as  an  integral 
part  of  management  is  the  inevitability  of  the 
unanswerable  questions  posed  to  professional 
people  by  parents.  Those  who  have  chosen  to 
work  full  time  in  the  field  of  mental  retardation 
are  faced  with  some  of  those  questions  every 
day.  Although  such  confrontation  is  not  en- 
joyed particularly,  those  questions  must  never- 
theless be  dealt  with.  For  the  pediatrician  the 
challenge  is  even  greater,  for  he  does  not  have 
the  benefit  of  consistent  exposure  to  mental 
retardation  and  its  problems,  the  latest  re- 
search, or  the  expansive  knowledge  which  nu- 
merous other  disciplines  can  contribute.  It  is 
significant  that  men  have  been  able  to  answer 
intricate  questions  associated  with  prolonging 
life  through  heart  transplants,  safe  travel  in 
space,  and  moon  landings,  yet  cannot  answer 
the  tearful  child  who  asks,  “Why  do  the  other 
kids  call  me  retarded?’’  or  the  parent  who  asks 
simply,  “Why  did  this  have  to  happen?’’ 


The  answer  may  lie  in  the  truth  that  the  sub- 
ject is  an  emotionally  charged  one.  The  ques- 
tions are  loaded  with  feelings;  they  express  the 
hurt  and  pain  parents  feel  when  they  talk  to 
their  child  or  to  others  about  the  benefits  of 
life  that  their  child  will  not  receive  because  he 
is  retarded.  Parents  do  not  seek  answers  to 
questions  nearly  as  much  as  they  seek  relief  of 
feelings  so  that  they  can  answer  the  questions 
for  themselves.  Although  they  want  advice  and 
appreciate  the  wisdom  of  others’  experience,  it 
is  only  the  answer  they  decide  on  for  them- 
selves that  is  effective  and  lasting. 

This  means  that  the  physician,  if  he  is  to  care 
for  the  retarded  at  home,  will  likely  find  it  nec- 
essary to  gain  new  knowledge,  modify  certain 
attitudes,  and  sharpen  certain  skills.  Generally, 
the  physician’s  role  is  to  give  answers  and  rep- 
resent authority,  but  his  role  with  the  parents  of 
a retarded  child  will  require  that  he  be  less 
eager  to  do  either.  Care  for  the  retarded  asks 
of  a physician  a degree  of  patience,  empathy, 
and  a “listening  and  reflecting’’  skill  that  his 
usual  practice  does  not  demand.  This  kind  of 
role  does  not  give  the  physician  any  less  re- 
sponsibility. It  requires  that  he  help  the  parents 
to  answer  some  questions  for  themselves,  han- 
dle some  feelings  that  they  should  be  expected 
to  have,  understand  the  limitations  and  abilities 
of  their  retarded  child,  and  involve  themselves 
constructively  in  planning  and  caring  for  him. 
Parents  who  can  be  involved  in  this  manner  are 
less  likely  to  become  insecure,  inadequate,  anx- 
ious, guilty,  and  over-protective. 

Feelings:  The  Parents’  and  Ours:  We  must  real- 
ize, as  professional  people,  that  the  feelings  ex- 
pressed by  these  parents  are  legitimate  and 
normal.  This  will  require  attitudinal  changes  for 
some  of  us.  We  also  must  be  convinced  that  the 
greatest  service  that  we  can  give  these  children 
is  to  allow  their  parents  to  feel  while  at  the  same 
time  gaining  assistance  with  positive  and  con- 
structive action.  Some  parents,  as  some  pro- 
fessionals, are  less  capable  of  moving  in  this 
manner.  They  cannot  be  judged  on  the  basis  of 
their  being  parents  of  handicapped  children, 
however,  but  simply  on  the  basis  of  their  being 
people. 

Let  us  look  at  those  feelings  most  often  ex- 
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pressed  by  the  parents  of  the  retarded,  and  at 
how  the  physician  may  assist  with  relieving 
these  families  of  unnecessary  burden  and  un- 
healthy stress.  Beck  has  identified  those  feel- 
ings as  guilt  and  shame,  fear  and  uncertainty, 
sorrow  and  resentment,  and  hopelessness  and 
frustration.^ 

Parents  will  feel  guilt  and  shame  when  they 
bring  into  the  world  a child  who  cannot  find  his 
place  in  this  fast  moving,  ambitious,  college- 
education-minded  society  of  ours.  They  could 
isolate  themselves,  as  they  frequently  do — 
move  to  an  island  perhaps,  where  they  are  not 
confronted  with  our  cultural  dictations  which 
say  one  must  be  something  called  “normal”  in 
order  to  be  accepted.  With  the  right  kind  of 
guidance  they  can  be  helped  to  reason  that  they 
are  not  to  blame  themselves,  and  that  they  must 
look  beyond  society  and  beyond  the  handicap 
to  the  child  who  needs  their  love  and  their  help. 

The  professional  person  sometimes  feels 
guilt  too.  It  is  perhaps  because  we  are  relieved 
that  this  is  not  our  child  and  our  total  responsi- 
bility. It  is  certain  that  we  feel  guilty  when  we 
realize  that  in  some  cases  there  is  so  little  that 
we  can  do  to  help.  The  professional  person  may 
feel  guilty,  too,  because  of  his  inexperience  and 
lack  of  knowledge. 

Parents  feel  fear  and  uncertainty  about  the 
future.  Too  little  is  known  regarding  the  causes 
of  certain  handicaps,  and  the  parents  never 
have  the  assurance  that  their  next  child  will  be 
normal.  They  are  fearful  when  the  retarded 
child’s  progress  cannot  be  predicted  and  his 
potential  estimated.  Many  need  to  seek  counsel 
from  more  than  one  source  in  order  to  be  sure 
that  they  have  “left  no  stone  unturned.” 

The  professional  is  fearful  too.  He  cannot 
always  be  sure  that  his  suggestions  will  work, 
for  the  situation  is  different  with  each  child. 
Predictions,  if  they  are  chanced,  often  prove 
wrong. 

Parents  feel  sorrow  and  resentment,  but  sad- 
ness is  expected  in  the  best  adjusted  families  in 
the  face  of  a disappointment  and  trial.  It  should 
be  expected  that  the  professional  person  also 
will  feel  sorrow  and  resentment  since  it  is  a 


natural  reaction  to  a senseless  situation.  Par- 
ents and  professionals  alike  must  recognize, 
however,  that  we  do  the  child  little  good  by 
feeling  sorry  for  him  and  “doing”  for  him.  He 
can  only  overcome  his  handicap  as  he  learns  to 
act  independently  and  is  allowed  to  achieve  a 
feeling  of  dignity  and  self-worth  and  become 
whatever  his  ability  will  allow. 

Parents  feel  hopelessness  and  frustration,  as 
do  professional  people,  when  they  consider  that 
a lifetime  of  planning  and  care  may  be  neces- 
sary. They  feel  hopeless  when  there  seems  no 
end  to  the  conflicts  and  compromises  or  to  the 
advice  of  relatives  and  friends;  and  they  feel 
frustrated  as  we  do  when  they  begin  to  seek 
facilities  for  education,  treatment,  recreation, 
and  vocational  training  and  find  them  unavail- 
able or  lacking  significantly  in  services  offered. 

The  ways  in  which  parents  deal  with  their 
feelings  and  cope  with  the  many  problems  with 
which  they  are  faced  will  vary.  Their  manner 
will  depend  largely  upon  how  they  have  always 
approached  problems  and  dealt  with  stress.  It 
would  be  naive  to  think  that  parents  can  “take 
in  stride”  the  birth  of  a handicapped  child.  It 
would  be  just  as  naive  to  assume  that  these 
families  do  not  have  additional  stress  put  upon 
them.  The  professional  who  is  aware  of  and  can 
anticipate  with  the  parents  those  periods  of 
crisis  can  be  of  profound  help  to  them. 

Times  of  Crisis;  The  Unknown:  The  first  crisis 
comes  when  the  family  is  suspicious  and  fearful 
of  the  unknown  before  diagnosis  has  been 
given.  They  suspect  the  worst  and  hope  that 
they  are  wrong.  At  no  time  do  they  need  more 
understanding.  The  physician  likely  will  be  the 
first  professional  person  they  seek  out.  By  the 
time  the  parents  have  reached  him,  they  will 
have  been  assured  by  some  relatives  and 
friends  that  they  are  silly  to  think  that  anything 
is  wrong,  while  others  will  have  told  them  that 
they  should  be  ashamed  for  having  waited  so 
long.  They  will  want  the  physician  to  take  his 
time,  to  examine  their  child  carefully  even  if 
retardation  is  obvious,  and  to  share  with  them 
honestly  his  suspicions  or  diagnosis.  They  de- 
serve to  know  everything  that  the  physician 
knows  about  their  child.  They  will  not  respond 
so  much  to  what  is  said  as  to  how  it  is  said. 
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Parents  must  at  that  point  have  the  assurance 
that  the  physician  knows  what  he  is  talking 
about  and  is  sure  of  the  diagnosis,  or  that  he 
will  help  them  to  gain  that  assurance  through 
other  resources. 

If  the  physician  or  the  parents  (and  one  has 
as  much  right  as  the  other)  feel  that  further 
evaluation  is  necessary,  the  parents  should  be 
assured  that  the  physician  will  make  the  appro- 
priate referral,  will  provide  a complete  report 
of  the  findings  to  date,  including  any  suspi- 
cions and/or  particular  concerns  that  he  or  the 
family  have.  It  is  especially  helpful  for  the  diag- 
nostic team  to  know  how  much  has  been  shared 
with  the  family  so  that  they  may  begin  working 
with  the  family  at  their  level  of  understanding 
and  awareness.  The  physician’s  action  and  man- 
ner of  communication  with  the  family  at  this 
period  before  referral  may  determine  whether 
or  not  the  diagnosis  is  accepted.  The  stage  can 
be  set  at  this  point  for  positive  or  negative  atti- 
tudes toward  future  involvement  with  helping 
professions. 

The  diagnostic  period  is  the  second  critical 
time.  It  is  difficult  to  ease  the  blow  when  par- 
ents must  be  told  that  their  child  has  deficien- 
cies. It  is  not  easy  for  parents  to  hear  such 
news  from  anyone.  It  is  even  more  difficult  for 
them  to  receive  it  from  the  distant  “ivory  tower’’ 
team  with  whom  they  have  had  only  short-term 
association.  At  this  time  it  is  essential  that  the 
child’s  physician  and  the  evaluation  team  com- 
municate effectively  with  each  other,  or  parents 
will  be  confused  and  will  not  have  the  benefit 
of  a clear  and  concise  interpretation  of  diag- 
nosis and  treatment  recommendations.  Unless 
parents  do  have  this  benefit,  they  will  be  un- 
sure of  what  is  wrong  with  their  child  and  what 
his  needs  are.  Misunderstandings  and  variance 
of  opinion  between  professional  people  on  the 
subject  of  diagnosis  and  treatment  is,  in  my 
opinion,  the  number  one  cause  of  “shopping 
around.’’  If  professional  people  fail  to  present 
findings  and  opinions  thoroughly  and  clearly,  or 
if  communication  between  the  evaluation  center 
and  family  physician  breaks  down,  then  we  can- 
not blame  parents  when  they  seek  more  definite 
information. 

It  is  hoped  that  the  child’s  physician  will  de- 
mand clarity  regarding  the  team  findings  and 
that  he  in  turn  will  allow  the  parents  to  tell  him, 
in  their  own  way,  what  their  understanding  was 
of  the  diagnosis  and  recommendations.  The 


physician  again  is  in  the  key  position  to  help 
them  come  to  terms  with  the  diagnosis  and  the 
realities  of  their  child’s  difficulties,  and  he  must 
begin  at  their  level  of  understanding.  Parents 
are  not  always  quick  to  believe  and  accept  what 
they  have  heard,  and  we  must  not  be  impatient. 
Acceptance  will  come  with  time  if  we  assure 
them  of  our  competence  through  consistency 
and  patience.  When  professional  people,  partic- 
ularly the  child’s  physician,  show  parents  that 
they  care  and  want  to  be  of  help,  and  that  they 
realize  the  impact  of  learning  the  diagnosis, 
they  have  opened  doors  that  parents  often  shut 
at  the  sound  of  the  term  “mentally  retarded.’’ 

With  this  kind  of  beginning,  parents  can  in 
turn  interpret  to  the  grandparents,  the  aunts 
and  uncles,  siblings,  and  neighbors  with  more 
confidence,  emphasizing  to  them  what  the  child 
can  do — his  strengths  and  the  nature  of  his 
treatment  program. 

The  preschool  years  are  particularly  trying  for 
parents.  This  is  the  time  that  the  child’s  dis- 
abilities become  more  obvious  as  he  begins  to 
fall  behind  his  peers.  If  the  parents  to  this  point 
have  rejected  the  diagnosis,  the  preschool  years 
offer  them  ample  opportunity  to  reappraise  their 
child  and  compare  him  with  his  normal  siblings 
and  playmates.  During  this  time  the  physician 
should  focus  on  the  child’s  accomplishments, 
emphasizing  progress  he  has  made  and  empha- 
sizing to  the  parents  the  next  stage  of  develop- 
ment for  this  particular  child.  He  can  supple- 
ment his  interpretation  and  direction  by  giving 
the  parents  easily  obtainable  and  readable 
booklets  on  normal  child  development  and  on 
training  techniques  that  are  helpful  with  the 
handicapped  child.  In  these  brief  few  years  the 
physician’s  continuing  empathy,  support,  en- 
couragement, and  suggestions  as  he  individual- 
izes this  child  and  his  family  make  it  possible 
for  the  parents  to  see  after  all  that  first  and 
foremost  this  is  a child,  handicapped  though  he 
may  be,  but  nevertheless  a child.  It  may  be  nec- 
essary to  obtain  a reevaluation  as  the  child  ap- 
proaches school  age.  If  initial  evaluation  has 
not  included  school  placement  recommenda- 
tions it  will  be  essential  that  this  be  obtained. 
Again,  the  physician’s  guidance  in  working  out 
school  plans  and  in  helping  these  parents  to 
withstand  the  possibility  that  no  educational 
facilities  are  available  for  their  child  will  be 
essential. 

In  the  elementary  school  years  it  is  necessary 
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for  the  child  to  leave  the  family  and  his  warm 
protective  home  for  a world  that  woefully  lacks 
understanding.  Children  are  said  to  be  brutally 
frank,  and  out  of  norma!  curiosity  they  will  tend 
to  embarrass  and  to  offend  the  child  who  is  re- 
tarded. For  the  parents  this  often  is  a trying 
time.  School  may  not  be  available,  and  if  it  is 
it  may  be  located  far  from  home.  The  physi- 
cian’s continued  interest  in  the  child’s  health 
care  and  school  planning  will  likely  involve  fill- 
ing out  forms,  consulting  with  teachers  and 
other  professionals  involved  in  the  child’s  treat- 
ment, and  more  than  ever  in  listening  to  the 
mother  as  she  brings  him  question  after  ques- 
tion. Questions  which  involve  factual  answers 
and  which  require  knowledge  and  skill  to  an- 
swer must  be  dealt  with  by  professional  people. 
These  involve  understanding  of  the  child’s  ca- 
pacity and  attending  to  his  care  and  manage- 
ment. It  should  be  remembered,  however,  that 
many  of  the  questions  presented  to  profession- 
als are  in  direct  relation  to  the  feelings  and 
attitudes  of  the  parents  and  the  family  and  the 
community  about  retardation.  We  can  only  offer 
suggestions  and  alternatives — parents  must  be 
helped  to  answer  the  questions  for  themselves. 
For  example,  we  should  explore  the  basis  for 
the  parent  asking,  “Flow  do  I explain  my  child 
to  my  neighbor?’’  We  can  recognize  with  this 
parent  that  it  is  difficult  to  talk  about  a defi- 
ciency which  we  are  terribly  hurt  about,  but  we 
might  also  question  this  parent’s  own  under- 
standing and  acceptance  of  the  diagnosis  and 
its  meaning.  Perhaps  she  needs  clarification 
and  even  counseling  on  this  more  than  she 
needs  us  to  tell  her  exactly  what  to  say.  It  is 
realistic  to  expect  that  she  could  best  judge 
what  she  would  be  comfortable  in  saying  if  she 
has  reached  that  stage  of  understanding  and 
has  dealt  with  the  feelings  that  make  the  an- 
swer difficult. 

At  adolescence  new  stress  comes  to  the  fam- 
ily. The  child  is  no  longer  a child,  and  the  bur- 
den of  a future  which  may  be  long  but  limited 
must  be  faced.  Retardation  is  unmistakably 
obvious.  Available  education  may  be  exhausted. 
There  may  not  be  anything  beyond  in  the  form 
of  social  contacts,  job  opportunities,  or  other 
self-gratifying  experiences.  The  adolescent  is 
concerned  about  his  self-image  and  about  being 
labeled.  Flis  interest  in  and  desire  for  sex  are 
serious  management  problems  for  parents. 
There  are  excellent  references  regarding  the 
teen-ager  who  is  retarded  which  are  available  to 


the  physician,  and  should  be  distributed  to 
parents. 

Adulthood  directly  confronts  the  family  with 
that  “future’’  which  has  been  dreaded  for  so 
long.  Decisions  must  be  made  about  who  will 
take  care  of  the  retarded  family  member  when 
the  parents  are  gone,  about  the  possibility  of 
placement  in  a residential  center,  about  impos- 
ing his  care  upon  siblings,  and  about  finances 
for  appropriate  care.  In  a goal  centered,  mate- 
rialistic, and  competitive  society,  to  have  a child 
reach  adulthood  without  independence  and 
achievement  can  be  a shattering  experience  for 
parents.  Along  the  way,  we  have  been  cautious 
to  help  parents  set  limited  goals  for  their  child 
and  take  one  step  at  a time,  in  hopes  of  keeping 
the  “future’’  in  perspective  while  not  setting  it 
aside  completely.  But  the  day  does  come  when 
there  will  not  necessarily  be  other  goals  to  set. 

Challenge  To  All  Involved:  Mental  retardation  is 
a lifetime  problem.  It  cannot  be  cured  with  a 
pill  or  a program.  It  represents  a challenge  that 
no  one  profession  and  no  single  family  can  meet 
alone.  It  says  to  professional  people  that  we 
must  involve  families  as  an  integral  part  of 
management  if  management  is  to  be  successful 
and  if  parents  are  to  feel  adequate  and  secure 
as  parents.  We  must  understand  our  own  feel- 
ings about  retardation  as  well  as  those  of  the 
family;  we  must  recognize  and  anticipate  with 
the  family  those  expected  crises  or  stress  pe- 
riods. Care  of  the  retarded  requires  that  we  gain 
and  apply  special  knowledge  and  skills  which 
we  may  not  have  needed  before;  we  cannot  hope 
to  help  a child  who  is  retarded  until  we  are  will- 
ing and  able  to  include  the  family. 

The  goal  of  the  physician,  like  that  of  other 
professionals,  must  be  to  give  the  child  every 
opportunity  to  achieve  his  optimal  potential, 
and  to  give  the  family  hope  as  well  as  realism 
as  they  attempt  to  make  life  for  their  child  and 
themselves  as  “normal’’  as  possible. 

REFERENCE 

1.  Beck,  H L:  Counselling  Parents  of  Retarded  Children, 
Children  6:225  (Nov-Dec)  1959. 


Miss  Clarke,  Child  Development  Clinic,  Department  of 
Pediatrics,  The  University  of  Texas  Medical  Branch, 
Galveston,  Tex  77550. 
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PICK  A CITY 
...ANY  CITY 

(WITH  A DECENT  AIRPORT) 


WE  GO 


3300  LOVE  FIELD  DRIVE  CALL  COLLECT  214/358-4371  DALLAS,  TEXAS,  7523f 
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FLAGYL 

brand  of  metronidazole 

Cures 

T richomonal 


Infection 
in  Both 

Although  T richomonas  vaginalis  infection 
occurs  in  only  5 to  10  per  cent*  of  men, 
careful  diagnosis  will  demonstrate  the 
condition  in  about  half  of  all  husbands  of 
infected  women.  Nine  investigators* 
reported  an  average  incidence  of  50.8  per 
cent  in  exposed  consorts. 

Many  clinicians  have  achieved  a high  degree 
of  success  in  treating  trichomonal  vaginitis 
only  after  they  have  recognized  the 
importance  of  sexual  partners  in 
perpetuating  the  infection.  Crowley* 

Indications:  Flagyl  is  indicated  in  the  treatment 
of  trichomoniasis  in  both  men  and  women. 

Contraindications:  Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history  , 
of  blood  dyscrasia. 

Precaution:  Complete  blood  cell  counts  should 
be  made  before,  during  and  after  therapy, 
especially  if  a second  course  is  necessary. 

Side  Effects:  Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste  and  furry  tongue. 
Gastrointestinal  disturbances,  flushing  and 
headache  sometimes  occur,  especially  with 
concomitant  ingestion  of  alcohol.  The  taste  of 
alcoholic  beverages  may  be  altered.  Other  effects, 
all  reported  in  an  incidence  of  less  than  1 per  cent, 
are  diarrhea,  dizziness,  vaginal  dryness  and 
burning,  dry  mouth,  rash,  urticaria,  gastritis, 
drowsiness,  insomnia,  pruritus,  sore  tongue, 
darkened  urine,  anorexia,  vomiting,  epigastric 
distress,  dysuria,  depression,  vertigo,  incoordina- 


SEARLE 


has  asserted,  “it  was  not  until  we  acted 
on  this  key  premise  that  we  were  able 
to  obtain  positive  and  lasting  results 
in  our  management  of  recurrent 
vaginal  trichomoniasis.” 

Simple  ten-day  oral  treatment  with  Flagyl 
virtually  assures  elimination  of  established 
trichomonal  infection  in  men.  In 
twenty-two  of  twenty-seven  studies*  data 
on  the  results  of  treating  male  patients 
revealed  that  all  men  treated  with  Flagyl 
were  cured. 

tion,  ataxia,  abdominal  cramping,  constipation, 
stomatitis,  numbness  or  paresthesia  of  an 
extremity,  joint  pains,  confusion,  irritability, 
weakness,  cystitis,  pelvic  pressure,  dyspareunia, 
fever,  polyuria,  incontinence,  decreased  libido, 
nasal  congestion,  proctitis  and  pyuria.  Elimination 
of  trichomonads  may  aggravate  candidiasis. 

Dosage  and  Administration:  In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten  days. 

A vaginal  insert  of  500  mg.  is  available  for  local 
therapy  when  desired.  When  used,  one  vaginal 
insert  should  be  placed  high  in  the  vaginal  vault 
each  day  for  ten  days;  concurrently  two  oral 
tablets  should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days  in 
conjunction  with  treatment  of  his  female  partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 

*Complete  list  of  references  on  request. 


Research  in  the  Service  of  Medicine 


...now  fast  relief  of  hoy  fever  symptoms  with 

nTz* 


When  pollens  fly,  just  one  or  two  squirts  of  nTz  in 
each  nostril,  followed  in  a few  minutes  by  a second 
spraying,  shrink  swollen  nasal  passages  almost  on 
contact.  And  breathing  comfort  follows.  The  anti- 
histamine component  of  nTz  helps  combat  the  al- 
lergic reaction  and  lessen  rhinorrhea,  sneezing  and 
itching;  its  antiseptic  wetting  agent  promotes  rapid 
spread  of  components. 

nTz  Nasal  Spray  affords  the  well-known  benefits  of 
Neo-Synephrine®  in  a carefully  balanced  formula 
which  includes: 


Nasal  Spray 


nasal  spray 

l/l//nfhrop 


Neo-Synephrine®  (brand  of  phenylephrine)  HCI, 
0.5%  (adult  strength),  decongestant 
Thenfadil®  (brand  of  thenyidiamine)  HCI,  0.1%, 
antihistamine 

Zephiran®  (brand  of  benzalkonium  as  chloride,  re- 
fined) Cl,  1:5000,  antiseptic  wetting  agent 
Treatments  with  nTz  should  be  repeated  every  three 
or  four  hours  as  needed.  nTz  is  for  temporary  relief 
of  nasal  symptoms  and  overdosage  should  be 
avoided.  Available  in  squeeze  bottles  of  20  ml.  and 
1 oz.  bottles  with  dropper. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  {i283M) 


'HOSPiTELITY' 


(HOS-Pi-TEL-ITY) 


Grows  on  you,  doesn't  it?  We  use  it  to  de- 
scribe the  friendliness  and  good  patient  care 
you  are  familiar  with  at  our  facilities  all  over 
Texas.  And  now  we're  using  it  to  describe  our 
new  corporate  image,  and  to  introduce  a new 
facility  in  Waco,  the  Francis  Hospitel.  Our  new 
facility  combines  the  loving  attention  and 
comfort  of  a grand  hotel  with  the  closely 
supervised  medical  attention  of  a hospital 


at  a reasonable  day  rate.  Fully  staffed,  fully 
equipped,  fully  qualified  for  all  programs  with 
the  exception  of  emergency  care  and  surgery, 
the  Hospitel  is  a new  type  of  facility  we 
think  you  will  applaud.  And,  of  course,  "hos- 
pitelity"  is  still  available  for  your  patients 
at  Francis  Convalescent  Centers  throughout 
Texas,  where  you  will  find  the  finest  nursing 
care  available. 


francisT 

HOSPiTELS 

INCORPORATED 


FRANCIS?^ 

I CONVALESCENT 
CENTERS 

• i«vK>i  notriTut,  iMC 


FRANCIS  HOSPITELS — WACO:  Francis  Hospitel,  2501  Maple  Avenue,  Ph.  752-0311  FRANCIS  CONVALESCENT 
CENTERS — AUSTIN:  Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Cen- 
ter, 1000  6th  Avenue,  Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph. 
853-9981;  LONGVIEW:  Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor,  616 
West  Russell,  Ph.  732-5181  FRANCIS  MANAGEMENT — PORT  ARTHUR:  The  Golden  Triangle  Convalescent  Center, 
3900  High\way  365,  Ph.  727-1651. 


Home  office:  2303  W.  North  Loop,  Austin,  Ph  454-2725.  C.  B.  Francis,  President. 
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A MHctorial  Review 


RADIOLOGICAL  FIXDIAGS 
lA  REAAL  TIJBERCIJLOSIS 

FRED  C.  HODGES,  MD,  MELVYN  H.  SCHREIBER,  MD 


Caleifieatioii  anti  Calculi 


Fig  1.  KUB  film  shows  obliteration  of  the  psoas 
margin  by  an  enlarged  kidney  on  the  right. 
Calcifications  are  present  within  the  mass.  This 
combination  of  findings  suggests  carcinoma  of  the  kidney 
or  renal  tuberculosis.  Pyelography  may  provide  the 
answer,  but  at  times  arteriography  will  be  required. 


Fig  2.  The  KUB  film  shows  calcifications  within  the 
left  kidney,  most  of  which  represent  calculi  within 
a dilated  hydronephrotic  collecting  system.  There  are  also 
some  calculi  in  the  pelvis.  These  lie  within  a 
ureterocele,  seen  on  the  film  dated  7-26-55.  Bizarre 
calcifications  and  calculi  associated  with 
pyelocalyceal  irregularity  and  hydronephrosis 
suggest  tuberculosis. 


From  the  Department  of  Radiology,  University  of  Texas  Medical  Branch,  Galveston,  Texas. 
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Fig  3.  The  plain  film  (left)  shows 
irregular  calcifications  in  the  mid  portion 
of  the  right  kidney.  The  pyelogram 
(right)  shows  that  the  upper  half  of  the 
collecting  system  on  the  right  has 
been  destroyed  by  the  tuberculous 
process,  and  the  lower  calyces 
show  marginal  irregularities. 


Fig  4.  The  KUB  film  (left)  shows  numerous  calcifications 
throughout  the  abdomen  in  this  child,  with  renal 
tuberculosis  on  the  left.  The  calcifications  lie  within 
mesenteric  lymph  nodes  (tuberculous  lymphadenitis). 

The  pyelogram  (right)  shows  the  deformity  and 
dilatation  of  the  tuberculous  left  kidney. 


Fig  5.  The  left  kidney  has  been  destroyed 
and  replaced  by  caseous  material 
which  has  become  partly  calcified 
(autonephrectomy).  These  putty-like 
calcifications  are  characteristic  of 
extensive  renal  destruction  caused 
by  tuberculosis. 
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ill  the  Kiiliie;^^ 


Fig  6.  Left.  Delayed  excretion 
of  intravenously  injected  con- 
trast material  and  hydroneph- 
rosis are  commonly  seen 
in  renal  tuberculosis.  Both 
changes  are  present  on  the 
right  in  this  patient. 

Fig  7.  Right.  Right  retrograde 
pyelogram  in  renal  tuberculo- 
sis. Pyelocalyceal  irregularity 
and  mild  dilatation  are  pres- 
ent throughout;  necrosis  has 
occurred  in  one  of  the  pyra- 
mids (upper  arrow)  allowing 
contrast  material  to  fill  the 
abnormal  cavity.  A lower  ure- 
teral stricture  is  also  develop- 
ing (lower  arrow). 


Fig  8.  Renal  tuberculosis  has  resulted  in  the  destruction  of 
the  tips  of  several  pyramids,  and  contrast  material  opacifies 
these  tiny  cavities  (arrows).  It  may  he  impossible  to 
distinguish  this  appearance  from  papillary  necrosis 
due  to  other  causes. 


Fig  9.  Advanced  renal  tuberculosis  on 
the  left.  The  calyces  are  dilated 
and  their  margins  are  irregular. 

Much  cortical  destruction  has 
occurred. 
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t^llall||£4^s  ill  tlic  ITri^tor 


Fig  10.  Stenosis  in  the  distal  third  of  the  ureter  is  characteristic 
of  tuberculosis  of  the  urinary  tract.  Slowly  developing  hydronephrosis 
is  seen  as  the  consequence  of  such  a stricture  in  this  patient 
(arrows). 


Fig  11.  Numerous  strictures,  with 
intervening  areas  of  dilatation,  are  seen  in 
the  distal  portion  of  the  ureter  as  a 
consequence  of  tuberculous  ureteritis. 


Com  plica  tloii 


Fig  12.  Tuberculous  ureteri- 
tis has  resulted  in  a 
long,  tight  stricture 
of  the  distal  half  of  the 
right  ureter  (arrows). 

The  collecting  system 
proximal  to  the  stricture  is 
dilated. 


Fig  13.  A psoas  abscess 
is  one  of  the  complications 
of  renal  tuberculosis. 
Though  usually  a conse- 
quence of  tuberculous 
spondylitis,  such  an 
abscess  may  result  from 
tuberculous  nephritis  and 
perinephritis.  In  this  patient, 
a large  soft  tissue  mass, 
produced  by  a tuberculous 
psoas  abscess,  is  present 
in  the  lower  abdomen  and 
iliac  fo.ssa  on  the  left, 
obliterating  the  psoas 
margin. 
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Siiiiiiiiary  of 

Bactoriologieally  Proved 

Cases  of 

Renal  Tuberculosis 


Laboratory  Findings 

% 

Elevated  BUN 

7 

Anemia 

4 

Leucocytosis 

14 

Urinalysis 

Proteinuria 

32 

WBC’s 

68 

RBC’s 

50 

Radiological  Findings 

% 

Pyelocalyceal  irregularity 

50 

Delayed  excretion 

50 

Pyelocaliectasis 

46 

Destruction 

36 

Parenchymal  calcification 

29 

Renal  enlargement 

29 

Nonvisualization 

21 

Calculi 

21 

Ureteral  obstruction  and  stenosis 

21 

Calyceal  amputation 

18 

Complications 

1.  Perinephritis 

2.  Perinephric  abscess 

3.  Psoas  abscess 

4.  Renocolic  and  other  fistulas 

5.  Hypertension 

6.  Renal  failure 

7.  Renal  amyloidosis 

Differential  Diagnosis 

1.  Nontuberculous  Pyelonephritis 

a.  More  symmetrical 

b.  Less  calcification 

c.  Less  destruction 

d.  Less  ureteral  involvement 

2.  Neoplasms 

3.  Calculi 

4.  Papillary  necrosis 

5.  Calyceal  diverticulum 

6.  Backflow 

Symptoms  % 

Dysuria  61 

Costovertebral  angle  pain  57 

Frequency  50 

Fever  39 

Hematuria  36 

Asymptomatic  7 
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In  Gastritis 


Also  available  as  Estomul  Tablets: 


Each  swallow  tablet  contains:  orphenadrine  hydrochloride, 
25  mg,;  bismuth  aluminate,  25  mg.;  magnesium  oxide,  45 
mg.;  aluminum  hydroxide-magnesium  carbonate  (as  co- 
precipitate), 500  mg. 

Indications:  Peptic  ulcer:  duodenal,  marginal,  gastric, 
esophageal;  gastroesophageal  reflux;  esophagitis  (without 
stricture);  irritable  bowel  syndrome;  hyperacidity  and  dys- 
pepsia; congenital  shortening  of  esophagus  with  esophagi- 
tis; heartburn;  spasm  of  the  cardiac  end  of  esophagus; 
gastritis;  symptomatic  hiatus  hernia;  alcoholic  gastritis; 
functional  pylorospasm. 


anticholinergic 
antacid 
demuicent 
topicai  anesthetic 


Contraindications:  Because  of  the  anticholinergic  action  of 
orphenadrine,  Estomul  should  not  be  used  in  patients  with 
glaucoma,  pyloric  orduodenal  obstruction,  stenosing  peptic 
ulcers,  prostatic  hypertrophy  or  obstruction  at  the  bladder 
neck,  achalasia  (megaesophagus),  and  myasthenia  gravis. 

Precautions:  Doses  in  excess  of  six  tablets  or  six  table- 
spoons of  liquid  daily  may  produce  minor  side  actions 
such  as  dryness  of  the  mouth  or  blurred  vision. 

Warning:  Use  of  any  drug  in  pregnancy,  lactation  or  in 
women  of  child-bearing  age  requires  that  the  potential 
benefit  of  the  drug  be  weighed  against  its  possible  hazards 
to  the  mother  and  child.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Side  Effects:  Possible  side  actions  include:  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  dry  mouth, 
blurred  vision,  dilatation  of  the  pupil,  increased  ocular  ten- 
sion, weakness,  nausea,  vomiting,  headache,  dizziness, 
constipation,  drowsiness,  and  rarely,  urticaria  and  other 
dermatoses,  infrequently,  an  elderly  patient  may  experi- 
ence some  degree  of  mental  confusion. 

Dosage:  For  adults:  One  or  two  tablespoons  of  liquid  or 
one  or  two  swallow  tablets  three  times  daily;  depending  on 
severity. 


it’s  all  here! 

Estomur 

Liquid 

Each  tablespoon  (15  cc.)  contains: 
orphenadrine  HCI,  25  mg.; 
bismuth  aluminate,  50  mg.; 
aluminum  hydroxide  — magnesium  carbonate 
(as  co-precipitate),  918  mg. 


Availability:  On  Rx  only.  12  oz.  bottles  of  liquid  and  bottles 

of  100  swallow  tablets.  Riker  Laboratories  • Northridge,  California  91324 


The  Riker  Representatives  in  your  area  are:  Bob  Jones,  Bill  Corcoran,  Al  Daniels,  Henry  Birdwell,  Jack  Mercadal, 
Tom  Tucker,  Bill  Halstead,  Bill  Newton,  Roger  Moore,  Bill  Baker,  Bob  Oliver,  Taft  Allen 
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Texas  Medical  Association 


INSURANCE  PROGRAM 


LONG-TERM’  SICKNESS  BENEFITS 

Up  to  $1200.00  monthly  benefits 
are  now  available  under  our  Group  Program 
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ASSOCIATION  NEWS 


PMHSSIOlUL  ffiSOCIAIIIM.  MEDIML  SCHOOL  AdlOHS 
AMONG  NEW  FAVORABLE  MEDICAL  LEGISUTION  M lEXAS 


When  the  61st  Texas  Legislature 
adjourned  on  June  2 it  had  consid- 
ered more  than  2,300  bills,  including 
nearly  150  related  to  medicine  and 
health  care. 

A large  number  of  important  med- 
ical bills  were  enacted,  including 
most  of  the  ones  supported  by  Tex- 
as Medical  Association.  Dr.  Joe  T. 
Nelson,  chairman,  and  members  of 
TMA’s  Council  on  Medical  Jurispru- 
dence, and  TMA’s  legislative  repre- 
sentatives, Philip  R.  Overton  and 
Sam  V.  Stone,  Jr.,  have  expressed 
their  appreciation  to  the  many  Texas 
physicians  who  worked  with  their 
representatives  during  the  session. 
This  "grass  roots”  activity,  they  felt, 
was  essential  to  the  passage  of 
many  key  bills. 

Professional  Association  Act:  Senate 
Bill  745,  the  Texas  Professional  As- 
sociation Act,  sponsored  by  Sen. 
Charles  Herring  of  Austin,  provides 
that: 

Any  one  or  more  persons  duly 
licensed  to  practice  a profes- 
sion under  the  laws  of  this 
State  may,  by  complying  with 
this  Act,  form  a professional 
association,  as  distinguished 
from  either  a partnership  or  a 
corporation,  by  associating 
themselves  for  the  purpose  of 
performing  professional  ser- 
vices and  dividing  the  gains 
therefrom  as  stated  in  articles 
of  association  or  bylaws. 

This  legislation  is  intended  to  give 
statutory  recognition  to  professional 
associations  with  the  expectation 
that  the  Internal  Revenue  Service 
(and  the  courts)  will  permit  a prop- 
erly organized  association  to  receive 
the  more  favorable  treatment  of 
being  taxed  as  a corporation. 

The  act  requires  that  an  associa- 
tion adopt  a name,  provide  for  offi- 
cers (even  if  the  association  has 
only  one  member),  adopt  articles  of 
association,  and  file  copies  of  these 
articles  with  the  secretary  of  state. 


Other  sections  of  the  act  specify 
(1)  that  an  association  member  re- 
mains subject  to  reprimand  or  disci- 
pline for  his  conduct  under  the  li- 
censing statute  by  which  he  is  li- 
censed, and  (2)  that  the  act  does 
not  alter  any  law  applicable  to  the 
relationship  between  a person  fur- 
nishing professional  service  and  a 
person  receiving  that  service,  includ- 
ing liability  laws. 

(A  future  issue  of  Texas  Medicine 
will  give  in-depth  treatment  to  the 
Texas  Professional  Association  Act.) 

Professional  Corporation  Act:  An- 
other piece  of  legislation  sponsored 
by  Senator  Herring,  S.B.  589,  pro- 
vides for  the  establishment  and  reg- 
ulation of  corporations  rendering  a 
professional  service.  Examples  of 
professionals  included  under  the 
Texas  Professional  Corporation  Act 
are  attorneys,  architects,  dentists, 
and  veterinarians.  “Physicians,  sur- 
geons, and  other  doctors  of  medi- 
cine” are  specifically  excluded  from 
the  act.  This  exclusion  was  added  at 
the  request  of  TMA  to  preserve  its 
traditional  opposition  to  any  form  of 
medical  practice  by  a corporation. 
TMA  representatives  felt  that  any 
tax  advantages  under  the  Corpora- 
tion Act  are  available  to  physicians 
under  the  Professional  Association 
Act. 

Medical  Schools:  Two  new  medical 
schools  were  created  by  the  61st 
Legislature — The  University  of  Texas 
Medical  School  at  Houston*  and  The 
Texas  Technological  College  School 
of  Medicine  at  Lubbock. 

Also  created  were  The  University 
of  Texas  Dental  School  at  San  An- 
tonio,* The  University  of  Texas  (Clin- 
ical) Nursing  School  at  San  Antonio, 
and  The  University  of  Texas  (Under- 
graduate) Nursing  School  at  El 
Paso.* 

Abortion:  The  proposed  Humane 


Abortion  Act  (House  Bill  323)  was 
withdrawn  by  its  author  after  he 
learned  that  a majority  of  the  mem- 
bers of  the  House  committee  on 
public  health  would  vote  against  its 
adoption. 

Medical  Records:  Just  one  day  be- 
fore the  close  of  the  regular  session, 
TMA  was  effective  in  helping  pass  a 
measure  protecting  the  confidenti- 
ality of  certain  medical  records  and 
proceedings.  H.  B.  1208*  provides 
that: 

The  records  and  proceedings  of 
any  hospital  committee,  medi- 
cal organization  committee  or 
extended  care  facility  commit- 
tee established  under  state  or 
federal  law  or  regulations  or 
under  the  bylaws,  rules  or  reg- 
ulations of  such  organization 
or  institution  shall  be  confiden- 
tial and  shall  be  used  by  such 
committee  and  the  members 
thereof  only  in  the  exercise  of 
the  proper  functions  of  the 
committee  and  shall  not  be 
public  records  and  shall  not  be 
available  for  court  subpoena; 
provided,  however  that  nothing 
herein  shall  apply  to  records 
made  or  maintained  in  the  reg- 
ular course  of  business  by  a 
hospital  or  extended  care  fa- 
cility. 

No  physician,  hospital,  organi- 
zation, or  institution  furnishing 
information,  data,  reports,  or 
records  to  any  such  commit- 
tee with  respect  to  any  patient 
examined  or  treated  by  such 
physician  or  confined  in  such 
hospital  or  institution  shall,  by 
reason  of  furnishing  such  in- 
formation, be  liable  in  damages 
to  any  person.  No  member  of 
such  a committee  shall  be  lia- 
ble in  damages  to  any  person 
for  any  action  taken  or  recom- 
mendation made  within  the 
scope  of  the  functions  of  such 
committee  if  such  committee 
member  acts  without  malice 
and  in  the  reasonable  belief 
that  such  action  or  recommen- 
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dation  is  warranted  by  the 
facts  known  to  him. 

Chiropractic:  House  Joint  Resolution 
3 proposes  a constitutional  amend- 
ment to  repeal  . . the  obsolete, 
superfluous  and  unnecessary  sec- 
tions of  the  Constitution.”  Not  in- 
cluded in  the  group  recommended 
for  repeal  is  Article  XVI,  Section  31, 
which  reads  “The  Legislature  may 
pass  laws  prescribing  the  qualifica- 
tions of  practitioners  of  medicine  in 
this  State,  and  to  punish  persons  for 
malpractice,  but  no  preference  shall 
ever  be  given  by  law  to  any  schools 
of  medicine."  In  a losing  effort,  Tex- 
as chiropractors  had  claimed  that 
this  section  is  discriminatory,  and 
had  made  the  repeal  of  this  section 
their  major  legislative  goal  for  1969. 

Medical  Examiner  The  state’s  medi- 
cal examiner  system  has  been 
strengthened  by  an  amendment  to 
the  Code  of  Criminal  Procedure. 
H.  B.  612*  removes  all  population 
requirements  to  enable  the  com- 
missioners court  of  any  county  to 
establish  the  office  of  medical  exam- 
iner. Where  the  office  is  established, 
all  powers  and  duties  of  justices  of 
the  peace  relating  to  the  investiga- 
tion of  deaths  and  inquests  shall 
then  come  under  the  office  of  the 
medical  examiner. 

Organ  Transplants:  Three  new  laws 
concerning  organ  transplants  have 
been  signed  by  the  governor.  H.  B. 
243  sets  forth  the  procedure  to  be 
followed  when  an  inquest  is  re- 
quired; H.  B.  245  concerns  the  es- 
tablishment of  time  of  death;  and 
H.  B.  244,  known  as  the  Texas  Ana- 
tomical Gift  Act,  defines  who  can  be 
a donor,  who  can  give  consent,  who 
can  act  as  a donee,  how  the  gift  can 
be  legally  made,  how  the  gift  can  be 
revoked,  and  what  constitutes  lia- 
bility. 

Drivers’  Breath  Test:  The  passage  of 
Senate  Bill  74*  gives  Texas  the  so- 
called  “Breathalyzer  Law.”  The  act 
provides  that: 

Any  person  who  operates  a mo- 
tor vehicle  upon  the  public 
highways  of  this  state  shall  be 
deemed  to  have  given  consent 
...  to  a chemical  test,  or  tests 
of  his  breath  for  the  purpose  of 
determining  the  alcoholic  con- 
tent of  his  blood  if  arrested  for 
any  offense  arising  out  of  acts 
alleged  to  have  been  committed 
while  a person  was  driving  or  in 
actual  physical  control  of  a mo- 
tor vehicle  while  under  the  in- 
fluence of  intoxicating  liquor. 

The  act  also  covers  (1)  situations 
in  which  a driver  might  refuse  to 


take  the  test,  (2)  the  taking  of  blood 
tests,  (3)  revocation  of  driver's  li- 
cense, and  (4)  training  and  author- 
izing persons  to  perform  the  tests. 

Welfare  of  Children:  Safeguarding 
the  welfare  of  children  is  the  subject 
of  an  amendment  to  the  “Battered 
Child”  Law,  which  strengthens  the 
voluntary  reporting  of  cases  of  child 
abuse  or  neglect  House  Bill  926 
provides  for  voluntary  reporting  of 
non-accidental  injuries  or  neglect. 
Reports  may  be  made  to  county  at- 
torneys or  to  the  Regional  Depart- 
ment of  Public  Welfare,  Child  Wel- 
fare Division.  Those  who  may  make 
reports  are  physicians,  registered 
nurses,  school  teachers,  nursery 
school  directors,  social  workers,  cor- 
oners, or  peace  officers.  Files  of  re- 
ports will  be  maintained  by  county 
attorneys  and  the  Texas  State  De- 
partment of  Public  Welfare. 

Nursing:  Two  important  bills  con- 
cerning nursing  have  become  law. 
H.  B.  358*  relates  to  the  operation, 
powers,  and  duties  of  the  Board  of 
Nurse  Examiners.  H.  B.  359*  pro- 
vides for  the  mandatory  registration 
of  all  persons  coming  within  the  defi- 
nition of  “professional  nurse”  except 
licensed  vocational  nurses,  licensed 
tuberculosis  nurses,  and  those  per- 
sons working  under  the  supervision 
and  control  of  licensed  physicians. 

Venereal  Disease:  The  passage  of 
H.  B.  681*  grants  to  minors  the  ca- 
pacity to  consent  to  examination  and 
treatment  by  a licensed  physician  for 
any  venereal  disease,  while  H.  B. 
950*  requires  clinical  laboratories  to 
report  to  the  Communicable  Disease 
Services  Section,  Texas  State  De- 
partment of  Health,  any  findings  or 
evidence  suggestive  of  venereal  dis- 
eases listed  in  the  act  (for  example, 
syphilis  and  gonorrhea).  Except 
when  acting  on  the  basis  of  informa- 
tion other  than  the  laboratory  noti- 
fication, no  state  or  local  health  offi- 
cer may  contact  a patient  until  a 
diagnosis  has  been  reported  to  the 
Department  of  Health  by  the  attend- 
ing physician.  However,  nothing  in 
the  act  precludes  the  Department  of 
Health  from  discussing  the  labora- 
tory notification  with  the  attending 
physician. 

Consent  for  Care:  The  enactment  of 
H.  B.  1452*  permits  certain  persons 
to  give  consent  for  a child  to  re- 
ceive medical  care  from  a doctor, 
hospital,  or  medical  facility.  If  the 
parents  cannot  be  contacted,  con- 
sent may  be  given  by  any  grandpar- 
ent, an  adult  brother  or  sister,  an 
adult  aunt  or  uncle,  the  child’s  legal 


guardian,  or  any  other  person  who 
has  custody  of  the  child,  provided 
that,  in  this  case,  the  person  has 
an  affidavit  signed  by  one  or  both 
parents  authorizing  the  person  to 
give  consent. 

Narcotics:  The  61st  Texas  Legisla- 
ture took  special  notice  of  the  in- 
creasing use  of  narcotics,  and 
passed  a number  of  acts  to  help 
control  this  problem.  New  laws  on 
this  subject: 

1.  Make  it  a felony  for  a person 
21  or  older  to  provide  persons  under 
21  with  narcotic  drugs,  with  penal- 
ties set  at  five  years  to  life  in  prison 
for  the  first  conviction,  and  ten 
years  to  life  for  the  second  convic- 
tion, with  no  probation  or  suspended 
sentence  on  the  second  conviction 
(H.  B.  392); 

2.  Add  certain  drugs  (for  exam- 
ple, LSD)  to  the  list  of  “dangerous 
drugs”  and  impose  penalties  for  the 
possession  or  sale  of  certain  drugs 
(H.  B.  142)*; 

3.  Provide  for  the  teaching  of  the 
evils  of  crime  and  narcotics  in 
grades  5 through  12,  and  creates 
the  Crime  and  Narcotics  Commis- 
sion (H.  B.  467)*;  and 

4.  Provide  for  the  mandatory  in- 
definite commitment  of  persons  ad- 
dicted to  the  use  of  narcotics  (H.  B. 
1005).* 

Mental  Health  and  Mental  Retarda- 
tion: Mental  health  and  mental  re- 
tardation were  the  subject  of  approx- 
imately 20  bills,  some  of  which  be- 
came law  and  provide  for:  clarifica- 
tion of  state  and  local  responsibili- 
ties as  concerns  the  MH  & MR  Act, 
transfer  of  persons  within  the  MH  & 
MR  school  and  hospital  system,  ac- 
quisition of  new  land  and  facilities 
for  the  Department  of  MH  & MR, 
and  adoption  of  an  Interstate  Com- 
pact on  Mental  Health. 

Other  Legislation:  Other  health  and 
medical  bills  acted  on  by  the  61st 
Texas  Legislature  dealt  with  the  cer- 
tification and  licensing  of  psycholo- 
gists, organization  of  the  regional 
planning  program,  financing  of  hos- 
pitals, creation  of  hospital  districts, 
care  of  exceptional  and  dependent 
children,  protection  of  medical  per- 
sons on  emergency  calls,  licensing 
of  foster  homes,  changes  to  the 
Workmen’s  Compensation  Act,  reha- 
bilitation of  certain  persons,  and 
matters  governing  optometrists,  po- 
diatrists and  veterinarians. 


*At  press  time,  these  bills  had  not  been 
signed  by  the  governor. 
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Fourth  Texas 


Medicine  Award  Presented 


Presentation  of  the  fourth  annual  Texas  Medicine  award  for  scientific  writing  took 
place  May  19  at  The  University  of  Texas  Southwestern  Medical  School.  Making  the 
presentation  was  Dr.  Don  Harrel,  left,  Dallas,  chairman  of  the  Texas  Medical  Asso- 
ciation Council  on  Public  Relations  and  Public  Service.  Others,  left  to  right,  are 
William  Bruce  Ross,  Southwestern  sophomore,  award  recipient;  Dr.  Joseph  S.  Paul 
(PhD),  assistant  professor  of  pathology  at  Southwestern,  Ross's  faculty  sponsor; 
and  Dr.  Charles  Sprague,  dean  of  Southwestern. 


The  fourth  annual  Texas  Medicine 
awariJ  for  scientific  writing  has  been 
won  by  William  Bruce  Ross,  a soph- 
omore at  The  University  of  Texas 
Southwestern  Medical  School  at 
Dallas. 

Ross  won  the  award  this  year  for 
his  article,  “Nucleolar  ‘Cap’  Forma- 
tion and  Carcinogenicity  in  4-Nitro- 
quinoline-l-Oxide  and  Related  Com- 
pounds.” He  conducted  his  original 
research  and  prepared  the  article 
under  the  direction  of  his  sponsor. 
Dr.  Joseph  S.  Paul  (PhD),  assistant 
professor  of  pathology  at  South- 
western. 

The  award,  established  by  the 
Texas  Medical  Association  Scientific 
Publication  Committee  in  1966,  is 
given  annually  to  a Texas  medical 
student  to  encourage  excellence  in 
scientific  and  medical  writing.  The 
award  consists  of  a certificate  and 
$300  cash.  In  addition,  the  winning 
scientific  article  is  published  in 
Texas  Medicine. 

Dr.  Don  Harrel,  Dallas  obstetri- 
cian and  gynecologist  and  chairman 
of  the  TMA  Council  on  Public  Rela- 
tions and  Public  Service,  presented 
the  award  to  Ross  on  Monday,  May 
19,  at  a special  ceremony  before 
the  Southwestern  sophomore  class. 

Ross,  a graduate  of  Dallas’  Wood- 
row  Wilson  High  School  with  high 
honors  in  1964  and  a high  honors 
graduate  of  Southern  Methodist  Uni- 
versity in  1967,  is  a native  of  Dal- 
las. He  is  a member  of  Phi  Beta 
Kappa  honorary  scholastic  frater- 
nity, Phi  Eta  Sigma  honorary  schol- 
astic fraternity.  Beta  Beta  Beta  hon- 
orary biology  fraternity,  and  Phi 
Alpha  Theta  honorary  history  fra- 
ternity. His  parents,  Mr.  and  Mrs. 
Winfred  G.  Ross,  live  in  Dallas. 

The  Scientific  Publication  Com- 
mittee also  selected  two  other  man- 
uscripts from  the  entries  for  publi- 
cation in  Texas  Medicine.  They  are 
“Adhesives  in  Ocular  Surgery,”  by 
Steven  H.  Cobb  and  Terry  A.  Reed, 
senior  students  at  Baylor  College  of 
Medicine,  and  “Evaluation  of  Topi- 
cal Methysergide  on  Experiment 
Cerebral  Vasospasm,”  by  Ellen  Mon- 
ey, a junior  student  at  The  Univer- 


sity of  Texas  Southwestern  Medical 
School  at  Dallas. 

Cobb  and  Reed  were  to  receive 
their  MD’s  on  June  6. 

Development  Center 
Dedicated  in  Beaumont 

The  Beaumont  State  Center  for 
Human  Development  was  formally 
dedicated  May  23,  at  a ceremony  in 
the  center’s  auditorium.  Ward  R. 
Burke,  Diboll,  Tex.,  vice  chairman 
of  the  Texas  Board  of  Mental  Health 
and  Mental  Retardation,  presided 
over  the  formal  dedication. 

The  Texas  Legislature  authorized 
the  center,  the  first  of  its  kind  in 
Texas,  in  1965  as  a demonstration 
project  to  develop  and  provide  com- 
plete services  for  the  mentally  re- 
tarded at  the  community  level. 

Also  participating  in  the  ceremony 
were  Dr.  John  Kinross-Wright,  com- 
missioner, Texas  Department  of 


Mental  Health  and  Mental  Retarda- 
tion, and  Dr.  Charles  D.  Barnett 
(PhD)  deputy  commissioner  for  men- 
tal retardation,  both  of  Austin;  and 
State  Representative  Will  Smith  of 
Beaumont. 

The  Beaumont  Association  for  Re- 
tarded Children  led  the  fund  drive  to 
purchase  the  three-acre  tract  for  the 
center.  Groundbreaking  for  the 
$697,000  facility  was  held  on  May 
20,  1967. 

The  dedication  officially  opened 
the  center,  although  day  care  and 
outpatient  services  were  initiated  in 
borrowed  quarters  soon  after  How- 
ard Morrow  became  its  director  in 
July,  1967. 

In  addition  to  the  day  care  pro- 
gram, the  staff  supervises  satellite 
services  for  preschool  children  in 
the  Texas  towns  of  Griffing  Park, 
Port  Arthur,  Vidor,  and  Kirbyville, 
and  for  adults  in  Groves,  Tex.  A 
donated  bus  provides  transportation 
for  students. 
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Art  Therapy  Culminates 
In  Successful  Exhibit 


More  than  4,000  persons  viewed 
the  first  state  showing  of  art  by  res- 
idents of  Texas’  mental  hospitals 
and  schools  for  the  mentally  retard- 
ed which  was  held  May  9-11  in  Aus- 
tin; some  200  exhibits  filled  the 
perimeter  of  the  Capitol  rotunda. 

Its  success  has  led  to  plans  for 
making  the  show  an  annual  event, 
according  to  Dr.  Gary  E.  Miller,  act- 
ing deputy  commissioner  for  mental 
health  services  of  the  Texas  Depart- 
ment of  Mental  Health  and  Mental 
Retardation. 

Entries  included  paintings,  draw- 
ings, sculpture,  woodwork,  needle- 
work, and  many  types  of  handcraft. 
Ingenuity  as  well  as  talent  was  evi- 
dent in  some  of  the  work;  a patient 
at  Rusk  State  Hospital  sculptured 
small  pieces  of  sandstone  with  a 
bent  snuff  can,  while  the  raw  mate- 
rials for  another  patient’s  sculpture 
were  plaster  of  paris  and  a generous 
measure  of  coffee  grounds. 

Dr.  Miller  suggested  a statewide 
art  exhibit  after  seeing  some  of  the 
work  done  by  Big  Spring  State  Hos- 
pital residents.  Dr.  Charles  Barnett 
(PhD),  deputy  commissioner  of  men- 
tal retardation  services,  and  Dr.  John 


Kinross-Wright,  commissioner,  ap- 
proved; Mrs.  Helen  Colburn,  chief 
of  MHMR  volunteer  services,  coor- 
dinated the  event. 

The  volunteer  councils  of  the  16 
hospitals  and  schools  arranged  local 
showings,  each  of  which  attracted 
50-200  entries.  The  Texas  Fine  Arts 
Commission  cooperated  by  supply- 
ing guidelines,  and  qualified  jurors 
were  provided  through  the  Texas 
Fine  Arts  Association. 

Gov.  Preston  Smith  was  present 
at  the  show’s  opening;  he  said, 
“This  outstanding  example  of  two 
state  agencies  working  together  to 
encourage  creativity  among  citizens 
in  residential  care  facilities  for  the 
mentally  ill  and  retarded  has  been 
applauded  by  the  Legislature  in  a 
joint  resolution.’’  One  outstanding 
painting  was  presented  to  Governor 
Smith. 

Although  the  show  was  not  for  the 
purpose  of  selling — and  indeed  most 
of  the  items  were  not  for  sale — Mrs. 
Colburn  said  that  many  people  want- 
ed to  buy  and,  with  the  artists’  per- 
mission, some  pieces  were  sold.  The 
proceeds,  of  course,  belong  to  the 
patient.  There  is  a revolving  fund  for 


expendable  supplies  for  occupation- 
al therapy,  and  when  a saleable  item 
is  produced  with  the  supplies,  part 
of  the  money  (about  the  cost  of  ma- 
terials) goes  back  into  the  fund.  The 
rest  goes  to  the  patient.  Many  sup- 
plies are  provided  by  volunteers  and 
through  donations. 

“Art  activities  allow  for  a health- 
ful and  enjoyable  expression  of 
mood  and  feelings,”  Dr.  Miller  said. 
“The  patients  also  profit  from  the 
competitive  aspect  of  the  art  shows. 
They  develop  improved  self-esteem 
and  a more  positive  self-identifica- 
tion through  participation  and  ac- 
complishment.” 

Most  of  those  who  saw  the  show 
probably  would  agree  with  Austin 
artist  Mort  Baranoff,  who  said,  “The 
significant  fact  here  is  the  creative 
activity.  It  is  commendable  that  de- 
spite certain  illness  or  genetic  re- 
strictions, these  hospital  and  school 
residents  are  capable  of  making  this 
sort  of  thrust  toward  life  rather  than 
away  from  it.  This  is  a sign  of  hope. 
It  is  obvious  they  have  had  infinite 
patience  to  work  on  something  cre- 
ative, and  what  could  be  more  worth- 
while?” 
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lacing  page:  Left,  clay  model  by  Lloyd  Ready, 
Rusk  State  Hospital;  center,  sandstone  sculpture 
ivaj  done  at  Rusk  State  Hospital;  right,  painting  by 
Barry  Padgett,  Rusk  State  Hospital. 

This  page:  Paintings  at  upper  left  and  lower  right 
are  by  Lloyd  Ready,  Rusk  State  Hospital.  The 
drawing,  middle  left,  and  painting,  middle  right, 
were  done  at  Austin  State  Hospital.  The  center 
painting  is  by  Johnny  Griscom,  Jr.,  Richmond 
State  School,  and  the  still  life,  lower  left,  is  by 
Thornton  Chisom,  Me.xia  State  School. 
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Professional  Protection  Exclusively  since  1899 


AUSTIN  OFFICE:  Robert  F.  Reiman,  Representative 
3201  Clearview,  Austin  78703  Telephone:  512-472-9603 

DALLAS  OFFICE:  Gayle  Nelson  and  Arthur  F.  Ennis,  Jr.,  Representatives 
816  Medical  Arts  Building,  Dallas  75201  Telephone:  214-742-4980 

HOUSTON  OFFICE:  Richard  B.  Ross  and  Robert  F.  Reiman,  Representatives 
327  Hermann  Professional  Bldg.,  Houston  77025  Telephone:  713-523-1127 



Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 


Mci/Ui4€ 

llcuili44nQUH^ 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
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Health  Officials  Urge 
Use  of  Safety  Belts 

Use  of  safety  belts  is  getting  vig- 
orous promotion  by  the  Texas  State 
Department  of  Health.  A recent 
Health  Department  news  release  cir- 
culated in  Texas  said  that,  with  sum- 
mer vacations  just  ahead,  now  is  the 
time  to  start  thinking  about  safety 
and  working  toward  good  seat  belt 
habits. 

Traffic  claimed  3,481  persons  in 
Texas  last  year  and  the  injury  total 
was  placed  at  216,972,  Health  De- 
partment officials  state. 

Nationally,  53,100  persons  were 
reported  killed  in  traffic  accidents 
in  1967,  the  last  full  reporting  year. 
Of  these  victims,  35,300  were  driv- 
ers or  passengers  in  automobiles.  If 
all  these  persons  had  been  using 
safety  belts,  the  National  Safety 
Council  estimates  that  at  least  8,000 
to  10,000  of  them  would  still  be 
alive. 

Some  people  feel  they  don’t  need 
safety  belts  for  low  speed,  "neigh- 
borhood” driving.  But  the  State 
Health  Department  cites  studies 
which  show  that  nearly  half  of  all 
fatal  accidents  occur  at  impact 
speeds  of  40  miles  per  hour  or  less 
and  that  three  fourths  of  all  traffic 
accidents  happen  within  25  miles  of 
home. 

The  main  advantage  to  wearing  a 
safety  belt  is  that  it  can  help  prevent 
the  “second  collision”  when  car  oc- 
cupants are  thrown  around  inside 
the  vehicle  during  an  accident. 

Laredo  Schools  Begin 
Drug  Abuse  Curriculum 

A curriculum  for  teaching  ele- 
mentary and  secondary  school  stu- 
dents the  dangers  in  the  use  and 
abuse  of  dangerous  drugs  is  being 
developed  by  the  Laredo  Indepen- 
dent School  District. 

The  federally-funded  program  be- 
gan Feb.  1 and  continues  through 
Aug.  30.  Dr.  Leonides  G.  Cigarroa, 
Laredo  surgeon,  is  consulting  inves- 
tigator for  the  project. 

Purposes  of  the  project  are  to: 

1.  Design  a course  of  study 
which  would  teach  the  dangers  of 
using  drugs  and  narcotics,  thus 
helping  to  eliminate  or  reduce  their 
indiscriminate  use; 

2.  Select  and  prepare  a corps  of 
teachers  through  the  aid  of  experts 
in  the  field  of  drugs  and  narcotics 
and  to  develop,  organize,  and  as- 
similate materials  and  services  so 
that  teachers  may  incorporate  them 
successfully  into  their  teaching  pro- 
grams: 


3.  Offer  counsel  and  guidance  to 
students  who  may  already  be  using 
some  form  of  narcotic  with  the  hope 
of  rehabilitating  them; 

4.  Make  available  to  all  districts, 
state  and  national,  which  are  ex- 
periencing a narcotic  problem  in 
their  schools,  the  benefit  of  research 
and  the  accomplishments  of  the 
program;  and 

5.  Translate  the  entire  program 
Into  Spanish  in  order  that  it  may  be 
used,  if  desired,  in  a bilingual  pro- 
gram. 

Program  planners  hope  that  local 
teachers  will  be  able  to  impart  to 
students  the  realization  that  the 
thrills  and  kicks  they  seek  in  drugs 
is  not  worth  the  price  they  will  have 
to  pay  in  crippled  minds,  broken 
bodies,  shame,  and  degradation. 

The  curriculum  development  study 
consists  of  two  parts.  Part  one  con- 
sists of  selection  of  instructors, 
training  of  teachers,  determination 
of  subject  matter  to  be  presented 
at  appropriate  grade  levels,  accumu- 
lation of  materials  and  resources, 
and  selection  of  materials  to  be 
used  in  the  courses.  Part  two  will 
be  the  implementation  of  the  pro- 
gram locally  and  dissemination  of 
the  program  to  interested  school 
districts. 


Texas  Nurses  Elec! 
Officers  for  1969-1971 

The  Texas  Nurses  Association 
elected  new  officers  for  1969-1971 
at  the  association’s  60th  convention 
in  Houston  in  April. 

New  officers  are  Dr.  William  E. 
Field,  Jr.  (PhD),  San  Antonio,  presi- 
dent; Miss  Opal  A.  Stewart,  Belton, 
Tex.,  first  vice  president;  Dr.  Virginia 
Jarratt  (PhD),  Fort  Worth,  second 
vice  president:  Miss  Jeannette  Neh- 
ring,  Lorena,  Tex.,  secretary;  and 
Hector  Gonzalez,  San  Antonio,  treas- 
urer. 

The  association’s  directors  are 
Mrs.  Betty  Condray,  Big  Spring,  Tex.; 
Capt.  Maureen  O’Brien,  San  Antonio; 
Miss  Billye  J.  Brown,  Austin;  Miss 
Elizabeth  Lehmann,  Brenham,  Tex.; 
Mrs.  Frances  Ross,  Wichita  Falls; 
and  Mrs.  Martha  Mayne,  Houston. 

Nominating  committee  serving  for 
the  period  are  Mrs.  Mary  Cantrell, 
Waco;  Mrs.  Gayle  McComb,  Lubbock; 
Miss  Dorothy  Pettigrew,  Dallas;  Sis- 
ter Christiana  Bolle,  San  Antonio; 
and  Mrs.  Ouida  Weaver,  Houston. 

Mrs.  Lillian  Taubert,  San  Antonio, 
is  association  executive  director. 


In  January  of  this  year  the  Medical  Research  Foundation  of  Texas  completed 
10  years  of  service.  The  foundation  has  given  $600,000  in  unrestricted  grants 
to  the  medical  and  dental  schools  of  Texas.  The  $600,000  mark  was  reached 
when  Dr.  Milford  O.  Rouse,  left,  foundation  executive  committee  member,  recently 
presented  Dr.  Charles  Sprague,  center,  dean.  The  University  of  Texas  South- 
western Medical  School  at  Dallas,  with  a $6,000  check  for  research.  Sloane 
Wingert,  right,  executive  vice  president  of  the  foundation  was  also  present  to 
offer  congratulations.  The  Texas  Medical  Association  House  of  Delegates  at  its 
May  meeting  in  San  Antonio  passed  a resolution  commending  the  foundation 
for  its  encouragement  of  research  in  Texas. 


Volume  65,  June,  1969 


83 


Poor  Driver  Reflexes 
Big  Accident  Factor 

Poor  driver  reflexes  are  the  single 
most  contributory  factor  in  Texas’ 
high  automobile  accident  rate,  ac- 
cording to  79%  of  persons  who  at- 
tended the  Texas  Medical  Associa- 
tion Annual  Session,  May  1-4  in  San 
Antonio.  Poor  road  conditions  were 
cited  by  only  8%  as  most  contrib- 
utory. 

With  state  auto  deaths  nearing 
3,500  in  1968,  the  TMA’s  Commit- 
tee on  Transportation  Safety  is  tak- 
ing a look  at  the  responsibility  of  the 
medical  profession  in  encouraging 
safety  legislation. 

Dr.  W.  R.  Hubler,  committee 
chairman,  said  that  the  increasing 
accident  rate  on  Texas  highways  is 
a matter  of  grave  concern  to  the 
physician  from  a professional  stand- 
point. 

"Automobile  accidents  should  be 
regarded  as  a preventable  disease 
and  creating  public  awareness  as  a 
form  of  preventative  treatment.  The 
opportunity  of  saving  lives  now,  rath- 
er than  waiting  20  years  for  medical 
research  to  succeed,  can  be  appre- 
ciated by  the  physician,”  he  said. 

From  a regulation  Bexar  County 
voting  booth,  TMA  registrants  paus- 
ed to  “Vote  On  Safety,”  a public 
service  project  of  the  Pirelli  Tire 
Corporation.  More  than  700  physi- 
cians, nurses,  and  medical  students 
voted  on  the  most  relevant  aspects 
of  auto  safety. 

The  professionals  rated  poor  car 
or  road  design  and  slippery  roads  at 
a fraction  of  the  importance  of 
“poor  driver  reflexes”  in  an  acci- 
dent-causing situation.  The  medical 
rating  exceeded  that  of  New  York 
automobile  enthusiasts  with  a me- 
dian age  of  24,  74%  of  whom  re- 
cently rated  poor  driver  reflexes 
most  important  in  a Pirelli  poll. 

In  choosing  the  “most  important 
driver  quality,”  the  TMA,  however, 
assigned  more  importance  to  “cour- 
tesy” (48%)  and  “temperance” 
(22%),  than  did  the  metropolitan 
group,  which  endorsed  “good  re- 
flexes” (44%)  as  the  vital  driver 
quality. 

Whereas  the  majority  of  the  New 
York  voters  considered  high  per- 
formance “hot”  vehicles  as  having 
no  bearing  on  traffic  safety,  the 
medical  group  strongly  indicated  its 
belief  that  such  vehicles  are  a factor 
of  reduced  safety. 

Other  results  of  the  Vote  On  Safe- 
ty poll  in  Texas  included  answers  to 
the  following  questions: 

1.  In  your  personal  experience 
which  of  the  following  has  occurred 


most  frequently?  close  brush  with 
danger,  52%;  flat  tire,  14%;  loss  of 
control  on  dry  road,  3%;  or  loss  of 
control  on  wet  road,  31%. 

2.  Which  of  the  following  safety 
factors  do  you  rate  as  most  impor- 
tant? driver’s  proficiency,  56%; 
controllability  of  vehicle,  27%;  road 
design,  27%;  or  interior  protection 
against  injury,  15%. 

3.  Regardless  of  price,  which  car 
would  you  rather  own?  the  car  you 
now  own,  49%;  a government  de- 
signed safety  vehicle,  21%;  a super- 
handling sports  car,  17%;  or  a su- 
per-deluxe limousine,  13%. 

Those  voting  included  481  men 
and  108  women,  36  of  whom  were 
under  25  years  of  age  and  551  older 
than  25. 

Physicians’,  Ciergymen’s 
Roies  Stressed  in  Fiim 

“A  Storm — A Strife”  is  a new  16 
mm  film  produced  by  the  American 
Medical  Association’s  department  of 
medicine  and  religion. 

This  28-minute,  sound-color  pro- 
duction dramatizes  a family’s  prob- 
lems with  children,  health,  and  mar- 
riage and  draws  attention  to  the 
need  for  a physician  and  a clergy- 
man to  work  together  to  serve  the 
“whole”  person  and  the  “whole” 
family  and  ways  to  do  it.  A promo- 
tional flyer  describing  the  film  in 
greater  detail  is  available  from  the 
AMA  Department  of  Medicine  and 
Religion,  535  N.  Dearborn  St.,  Chi- 
cago 60610. 

The  department  developed  “A 
Storm — A Strife”  in  order  to  (1) 
emphasize  the  concern  of  the  AMA 
to  bring  together  physicians  and 
clergymen  in  dialogue;  (2)  make 
available  to  state  and  county  com- 
mittees on  medicine  and  religion  re- 
source material  that  would  be  help- 
ful in  a program;  (3)  demonstrate 
how  the  two  professions  are  drawn 
together  through  their  common  con- 
cern for  people;  (4)  show  a situation 
in  which  different  skills  of  both  pro- 
fessions can  be  helpful  to  each  oth- 
er and  for  the  patient;  and  (5)  stim- 
ulate doctors  and  clergymen  to  think 
about  and  discuss  both  their  sep- 
arate and  combined  roles  in  treating 
patients,  particularly  those  who  have 
a faith. 

The  movie  is  intended  primarily 
for  use  in  medical  society  program- 
ming, but  also  may  be  obtained  by 
other  professional  groups  and  the 
public.  Medical  groups  may  obtain 
a print  of  the  film  from  the  AMA 
Film  Library,  535  N.  Dearborn  St., 
Chicago  60610. 


Journalists  Sponsoring 
San  Antonio  Internship 

A summer  medical  journalism  in- 
ternship will  be  sponsored  at  The 
University  of  Texas  Medical  School 
at  San  Antonio  by  the  San  Antonio 
chapter  of  Theta  Sigma  Phi,  profes- 
sional society  for  women  in  jour- 
nalism and  communication. 

The  chapter  has  presented  a 
check  for  $1,050  to  Dr.  F.  C.  Pan- 
nill,  dean  of  the  San  Antonio  medi- 
cal school,  for  the  purpose  of  pay- 
ing the  salary  of  a woman  journal- 
ism graduate  student  who  will  in- 
tern in  the  school’s  Office  of  Media 
and  Community  Information. 

The  recipient  will  be  selected 
from  women  applicants  of  the  De- 
partment of  Journalism,  The  Univer- 
sity of  Texas  at  Austin. 

Dean  Pannill  voiced  the  need  to 
attract  qualified  journalists  to  serve 
the  informational  needs  of  medi- 
cine. “Hopefully,  internship  expo- 
sure here  would  encourage  a jour- 
nalism major  to  concentrate  in  the 
area  of  medicine,  perhaps  choosing 
San  Antonio  to  seek  employment 
upon  graduation.  We  are  grateful  to 
Theta  Sigma  Phi  members  for  their 
confidence  and  vision,”  he  said. 

Pediatrics  Academy 
Backing  Head  Start 

The  American  Academy  of  Pedi- 
atrics (AAP)  has  reaffirmed  its  com- 
mitment to  Project  Head  Start,  and 
to  the  Medical  Consultation  Service 
which  the  AAP  is  currently  directing 
for  Head  Start  programs  throughout 
the  country. 

The  academy  also  emphasized  its 
continuing  commitment  to  work 
closely  with  government  to  support 
other  innovative  efforts  and  ap- 
proaches which  provide  comprehen- 
sive health  services  for  children. 

In  this  regard,  the  American  Acad- 
emy of  Pediatrics’  Executive  Board 
supported  the  recent  decision  of 
Secretary  of  Health,  Education,  and 
Welfare  Robert  H.  Finch  to  operate 
Project  Head  Start  through  a new 
Office  of  Child  Development  which 
will  be  located  in  HEW. 

The  academy’s  executive  board, 
meeting  in  Boston  during  the  organi- 
zation’s annual  spring  session  in 
April,  endorsed  the  statement  calling 
for  the  continuation  of  Head  Start 
programs  and,  where  possible,  the 
extension  of  Head  Start  to  year- 
round  programs.  The  statement  was 
submitted  by  the  Joint  Council  of 
National  Pediatric  Societies  com- 
posed of  several  pediatric  groups. 
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Texas  War  on  Measles 
Making  Rapid  Advances 

Texas  is  moving  steadily  toward 
the  goal  of  statewide  measles  (ru- 
beola) eradication,  reports  the  Tex- 
as State  Department  of  Health,  in 
"Texas  Morbidity  This  Week"  for 
the  week  ending  April  12. 

Health  officials  state  that  the  last 
measles  epidemic  year  was  1964, 
when  71,629  cases  were  reported. 
Live  attenuated  measles  vaccine  be- 
came available  in  1965.  Officials 
state  that  immunizations  with  the 
vaccine  have  definitely  reduced  the 
size  of  the  state’s  population  sus- 
ceptible to  measles. 

The  pattern  for  measles  epidem- 
ics among  urban  populations  gen- 
erally is  one  of  two-to-three-year 
periodicity;  consequently,  epidemics 
were  expected  in  1966  and  in  1968. 
These  expected  epidemics  failed  to 
materialize,  and  total  cases  report- 
ed in  Texas  for  1968  were  5,204.  If 
the  present  level  of  immunizations 
continue,  health  officials  feel,  mea- 
sles eradication  is  just  around  the 
corner. 

Total  cases  of  measles  through 
April  12  in  Texas  for  1969  were 
1,880.  Total  cases  through  the 
same  week  of  1968  were  2,392. 
Cases  reported  during  the  week  end- 
ing April  12  numbered  194. 

Counties  with  highest  reported 
incidence  of  measles  that  week  were 
Nueces,  24;  Dallas,  19;  Dimmit,  19; 
Bexar,  15;  Angelina,  13;  and  Fort 
Bend,  12. 

Cardiology  College  Begins 
Audio  Medical  Journal 

The  American  College  of  Cardiol- 
ogy began  an  audio  medical  journal 
in  mid-May  consisting  of  a 60-min- 
ute tape  cartridge  of  timely,  clini- 
cally oriented  information  exclusive- 
ly in  cardiovascular  disease. 

The  audio  tape  journal  program  is 
called  the  American  College  of  Cardi- 
ology Extended  Study  Services  (AC- 
CESS). The  subject  material  will  in- 
clude edited  highlights  of  the  col- 
lege’s annual  scientific  session  and 
of  the  one-to-three-day  postgraduate 
programs  the  college  sponsors 
throughout  the  country.  Selected 
panel  discussions  and  special  inter- 
views will  also  be  taped  on  topics 
that  will  help  the  cardiovascular 
clinician  in  his  daily  practice. 

The  editors  of  the  audio  tape 
journal  are  Dr.  E.  Grey  Dimond, 
Washington,  D.C.,  editor-in-chief;  Dr. 
Dale  Groom,  Oklahoma  City,  editor; 


and  Dr.  James  E.  Crockett,  Kansas 
City,  Kan.,  associate  editor. 

Further  information  can  be  ob- 
tained by  writing  ACCESS,  American 
College  of  Cardiology,  9650  Rock- 
ville Pike,  Bethesda,  Md.  20014. 

AMA  Applauds  HEW 
Stand  on  Chiropractic 

An  American  Medical  Association 
news  release  reports  that  the  medi- 
cal profession’s  continuing  effort  to 
educate  the  public  about  the  dangers 
of  chiropractic  was  given  powerful 
impetus  earlier  this  year  by  the  inde- 
pendent findings  of  the  US  Depart- 
ment of  Health,  Education,  and  Wel- 
fare and  the  National  Council  of 
Senior  Citizens,  Inc. 

Of  utmost  significance  to  physi- 
cians, the  report  says,  was  an  HEW 
recommendation  to  Congress  that 
chiropractors  continue  to  be  exclud- 
ed from  the  nation’s  Medicare  pro- 
gram. The  study  report  was  made  in 
response  to  a Congressional  request 
in  1967  for  HEW  to  conduct  an  "In- 
dependent Practitioners  Study”  in 
connection  with  Medicare.  It  was  an- 
nounced by  Wilbur  J.  Cohen  in  one 
of  his  final  official  actions  before 
stepping  down  as  secretary  to  HEW. 

Published  at  about  the  same  time 
was  a special  two-page  article  in  the 
Senior  Citizens  News,  bearing  a ban- 
ner headline,  “Why  Chiropractic  Cult 
Cannot  Provide  Quality  Health  Care!” 
The  newspaper  is  published  by  the 
National  Council  of  Senior  Citizens, 
Inc.,  which  says  it  has  two  and  a 
half  million  members  65  years  of 
age  and  older. 

The  HEW  study  report,  as  submit- 
ted to  Congress,  contained  among 
its  conclusions: 

1.  There  is  a body  of  basic  scien- 
tific knowledge  related  to  health,  dis- 
ease, and  health  care.  Chiropractic 
practitioners  ignore  or  take  excep- 
tion to  much  of  this  knowledge  de- 
spite the  fact  that  they  have  not 


undertaken  adequate  scientific  re- 
search. 

2.  There  is  no  valid  evidence  that 
subluxation,  if  it  exists,  is  a signifi- 
cant factor  in  disease  processes. 
Therefore,  the  broad  application  to 
health  care  of  a diagnostic  proce- 
dure such  as  spinal  analysis  and  a 
treatment  procedure  such  as  spinal 
adjustment  is  not  justified. 

3.  The  inadequacies  of  chiroprac- 
tic education,  coupled  with  a theory 
that  de-emphasizes  proven  causative 
factors  in  disease  processes,  proven 
methods  of  treatment,  and  differen- 
tial diagnosis,  make  it  unlikely  that 
a chiropractor  can  make  an  ade- 
quate diagnosis  and  know  the  appro- 
priate treatment,  and  subsequently 
provide  the  indicated  treatment  or 
refer  the  patient.  Lack  of  these  capa- 
bilities in  independent  practitioners 
is  undesirable  because:  "appropriate 
treatment  could  be  delayed  or  pre- 
vented entirely;  appropriate  treat- 
ment might  be  interrupted  or  stop- 
ped completely;  the  treatment  offer- 
ed could  be  contraindicated;  all 
treatments  have  some  risk  involved 
with  their  administration,  and  inap- 
propriate treatment  exposes  the  pa- 
tient to  this  risk  unnecessarily.” 

The  specific  HEW  recommenda- 
tion stated: 

Chiropractic  theory  and  prac- 
tice are  not  based  upon  the 
body  of  basic  knowledge  relat- 
ed to  health,  disease,  and 
health  care  that  has  been  wide- 
ly accepted  by  the  scientific 
community.  Moreover,  irrespec- 
tive of  its  theory,  the  scope  and 
quality  of  chiropractic  educa- 
tion do  not  prepare  the  practi- 
tioner to  make  an  adequate  di- 
agnosis and  provide  appropriate 
treatment.  Therefore,  it  is  rec- 
ommended that  chiropractic 
service  not  be  covered  in  the 
Medicare  program. 

The  report  also  recommended 
that  naturopaths  continue  to  be  ex- 
cluded from  Medicare. 

Both  the  HEW  report  and  that  of 
the  National  Council  of  Senior  Citi- 
zens, Inc.,  are  in  harmony  with  the 
statement  of  policy  on  chiropractic 
adopted  by  the  AMA  House  of  Dele- 
gates in  November,  1966,  which 
states,  in  part,  that  "chiropractic  is 
an  unscientific  cult  whose  practi- 
tioners lack  the  necessary  training 
and  background  to  diagnose  and 
treat  human  disease.” 

A limited  supply  of  the  chiroprac- 
tic section  of  the  HEW  report  and  of 
Senior  Citizens  News  reprints  is 
available  from  the  AMA  Department 
of  Investigation,  535  N.  Dearborn 
St.,  Chicago  60610. 
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Dallas  Student  Wins 
Science  Fair  Awards 

A 16-year-old  Dallas  girl,  Miss 
Beverly  Fordham,  a sophomore  at 
Bryan  Adams  High  School,  was 
named  one  of  the  six  winners  of 
awards  presented  by  the  American 
Medical  Association  at  the  20th  In- 
ternational Science  Fair,  May  5-9, 
in  Fort  Worth. 

She  was  selected  by  a team  of 
judges  from  the  AMA  Council  on 
Scientific  Assembly  for  her  exhibit 
on  “Differential  Encoding  of  Biologi- 
cal Electroencephalograms,”  entered 
as  a finalist  from  the  Dallas  Re- 
gional Science  Fair. 

The  announcement  was  made  at 
the  annual  AMA-hosted  Health 
Awards  Banquet  by  Dr.  Milford  O. 
Rouse,  Dallas,  immediate  past  AMA 
president,  at  Fort  Worth’s  Hotel 
Texas,  May  8.  Representing  Texas 
physicians  at  the  speakers’  table  was 
TMA  president,  Dr.  Charles  Max 
Cole,  Dallas.  Dr.  Charles  D.  Bussey, 
also  of  Dallas,  chaired  the  judging 
committee. 

The  committee  selected  Miss 
Fordham  for  AMA  honors  from  a 
field  of  391  contestants  from  re- 
gional, state,  and  foreign  science 
fairs  in  46  states,  the  District  of 
Columbia,  Canada,  Germany,  Japan, 
Peru,  Puerto  Rico,  Sweden,  and 
Switzerland.  Her  exhibit  featured  her 
invention  of  an  automobile  safety 
device  utilizing  the  characteristics 
of  the  alpha  rhythm  to  trigger  an 


Miss  Beverly  Fordham,  Dallas  high  school 
sophomore,  receives  congratulations  from 
Dr.  Milford  O.  Rouse,  also  of  Dallas,  im- 
mediate past  president  of  the  American 
Medical  Association.  Miss  Fordham  won 
the  AMA  award  of  merit  at  the  Interna- 
tional Science  Fair  held  in  Fort  Worth  in 
May.  Her  exhibit  was  entitled,  "Differen- 
tial Encoding  of  Biological  Electroence- 
phalograms.” 


alarm  to  the  driver  when  he  becomes 
too  sleepy  to  drive. 

In  addition  to  the  AMA’s  award  of 
merit.  Miss  Fordham  also  received 
awards  from  other  judging  teams; 
International  Science  Fair,  third 
award,  $50  in  scientific  equipment; 
General  Motors  Corporation,  honor- 
able mention:  Naval  Institute/Ma- 
rine Technology  Society,  fourth 
award,  $25;  Society  of  Women  En- 
gineers, first  award,  $100  US  Savings 
Bond;  US  Patent  Office,  Department 
of  Commerce,  winner  in  medical  cat- 
egory, $75;  US  Army,  certificate  and 
all-expense  trip  to  an  Army  research 
facility;  and  US  Navy,  certificate. 

Miss  Fordham  hopes  to  study  in 
the  field  of  electronics  at  Massa- 
chusetts Institute  of  Technology. 


Regents  Purchase 
Apartment  Building 

Frank  C.  Erwin,  Jr.,  chairman  of 
The  University  of  Texas  System 
Board  of  Regents,  announced  in 
May  the  purchase  by  the  Board  of 
the  Mayfair  Apartment-Hotel  in 
Houston. 

The  building  will  be  administered 
by  The  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  In- 
stitute. 

The  15-story  building,  which  is 
located  across  Holcombe  Boulevard 
from  the  units  in  The  University  of 
Texas  at  Houston  complex,  was  com- 
pleted in  March,  1957,  and  contains 
approximately  237,122  square  feet 
with  142  apartment  units  currently 
available. 

Dr.  R.  Lee  Clark,  president  of  M. 
D.  Anderson  Hospital,  said  that  this 
newest  university  extension  will  be 
used  as  housing  for  certain  central- 
ized services  of  The  University  of 
Texas  at  Houston,  as  a patient  ex- 
tended-care annex,  and  as  a tem- 
porary residential  headquarters  for 
distinguished  visiting  professors  and 
scientists. 

“In  anticipating  the  construction 
of  the  350-bed  Lutheran  Hospital 
adjacent  to  the  Anderson  Hospital, 
we  shall  utilize  the  Mayfair  as  a pilot 
operation  for  this  larger  hospital 
plan,”  Dr.  Clark  said. 

“Since  1950  we  have  been  experi- 
menting with  the  handling  of  ambu- 
latory patients  in  annex  facilities 
outside  our  main  building.  In  this 
manner  we  have  been  able  to  relieve 
from  the  patient  the  medical  ex- 
pense of  intensive  care.” 

Anderson  Hospital  presently  op- 
erates two  such  annexes  in  Houston. 


The  Anderson  outpatient  who 
stays  at  this  annex  will  be  provided 
continuous  minimal  supervision  by 
a professional  medical  house  staff 
and  nursing  personnel,  according  to 
Dr.  Clark.  Outpatients  might  include 
those  undergoing  radiotherapeutic 
treatment  at  the  Anderson  Radiology 
Center,  patients  recuperating  from 
surgery,  or  patients  requiring  only 
minimal  medical  attention. 

“The  need  for  this  additional  an- 
nex is  obvious  in  view  of  the  single 
fact  that  the  Anderson  Clinic,  orig- 
inally designed  to  accommodate  300 
outpatients  daily,  is  now  seeing 
some  600  every  day  of  the  week,” 
Regents’  Chairman  Erwin  said. 


Handbook  Traces  Decade 
Of  Psychopharmacology 

A handbook  covering  the  past  dec- 
ade of  development  in  all  areas  of 
psychopharmacology  has  been  is- 
sued by  the  Psychopharmacology 
Research  Branch,  National  Institute 
of  Mental  Health,  Health  Services 
and  Mental  Health  Administration, 
and  the  American  College  of  Neuro- 
psychopharmacology. 

The  new  publication.  Psychophar- 
macology: A Review  of  Progress 
1957-67,  contains  the  proceedings  of 
the  sixth  annual  meeting  of  the 
American  College  of  Neuropsycho- 
pharmacology held  in  San  Juan, 
Puerto  Rico,  in  December,  1967.  It 
is  designed  for  use  by  workers  in 
the  field  of  psychopharmacology  as 
a reference  for  specific  scientific, 
regulatory,  legal,  and  ethical  data. 

All  facets  of  psychopharmacology 
were  discussed  at  the  San  Juan 
meeting.  Papers  covered  12  areas: 
(1)  neuroanatomical  and  biochemi- 
cal pharmacology:  (2)  drugs  and  be- 
havior; (3)  antineurotic  drugs;  (4) 
ethical  and  legal  considerations  of 
research  in  psychopharmacology;  (5) 
electroneurophysiological  indicators 
of  drug  action;  (6)  toxicology;  (7) 
antidepressant  agents;  (8)  alcohol 
and  addiction;  (9)  memory  and 
learning;  (10)  research  methodology 
in  human  psychopharmacology;  (11) 
antipsychotic  drugs;  and  (12)  psy- 
chomimetrics. 

Dr.  Daniel  H.  Efron,  NIMH,  is  edi- 
tor-in-chief of  the  1,342-page  publi- 
cation. Copies  of  the  book.  Public 
Health  Service  Publication  No.  1836, 
are  available  at  $11.25  from  the 
Superintendent  of  Documents,  US 
Government  Printing  Office,  Wash- 
ington, D.C.  20402. 
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concern. 


Patient  comfort  in  chronic  constipation  is  enhanced 
by  restoration  of  normal  pattern  of  evacuation. 


□ Gentle  neuroperistaltic  stimulation  is  mediated 

through  the  Auerbach’s  plexus  in  the  colon 

□ Aids  in  rehabilitation  of  the  constipated  patient 

by  facilitating  regular  elimination 

□ No  laxative  tolerance  or  rebound  constipation 

reported  in  clinical 

□ Even  many  previously  intractable  cases  have  been 
successfully  treated  with  SENOKOT 

□ Virtually  free  of  side  effects  at  proper, 

individualized  dosage  levels 

□ Dosage  may  be  gradually  reduced  and 
eventually  discontinued  in  many  cases,  upon 

restoration  of  normal  pattern  of  elimination 
Dosage:  (preferably  at  bedtime)— 2 
tablets  (max.  4 tablets  b.i.d.).  Children:  (o.^. 

60  lb.)  1 tablet  (max.  2 tablets  b.i.d.).  Supplied:  Bottles 

of  50  and  100  tablets  purduc  Frcdcrick 

The  Purdue  Frederick  Company,  Yonkers,  New  York  10701 


Senokot  Tablets 


(standardized  senna  concentrate) 
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AN  AMERICAN  OPHTHALMOLOGIST  IN  VIETNAM 


PHILIP  T.  WEISBACH,  M.D. 

After  reading  the  reports 
of  physicians  who  had  previously  gone 
overseas  to  give  medical  assistance,  Dr. 
Philip  T.  Weisbach,  Beaumont  ophthalmolo- 
gist, decided  to  render  medical  service  to 
people  in  a foreign  land  himself.  The 
decision  made  and  preparations  accom- 
plished, he  and  his  wife,  who  is  also  his 
ophthalmic  assistant,  journeyed  to  Qui  Nhon, 
South  Vietnam,  to  work  for  a month 
serving  the  civilian  population  there. 
Sponsored  by  AMDOC,  Inc.,  Dr.  and  Mrs. 
Weisbach  took  their  meals  in  a US  Army 
mess  hall,  treated  30-40  patients  and 
performed  4-7  surgical  procedures  daily, 
and  returned  to  the  States  with  an  abiding 
affection  for  the  Vietnamese  people. 

Dr.  Weisbach  has  recorded  for 
Texas  Medicine  some  of  the  couple’s 
experiences  and  observations. 


Dr.  and  Mrs.  Philip  T. 
Weisbach  pause  at 
Houston  airport 
before  departure  for 
South  Vietnam  and 
volunteer  medical 
service  under 
sponsorship  of 
AmDoc,  Inc. 


In  the  latter  part  of  1967,  I de- 
cided to  volunteer  my  services  in  a 
developing  country  where  medical 
care  is  greatly  needed.  My  wife, 
upon  learning  my  intentions  to  go 
to  South  Vietnam,  volunteered  to  go 
with  me. 

I have  been  a practicing  ophthal- 
mologist in  Beaumont,  Tex.,  since 
1952.  My  wife,  an  army  nurse  dur- 
ing World  War  II,  has  been  scrub- 
bing in  with  me  for  surgery  for  17 
years  now  and  is  an  excellent  oph- 
thalmic assistant.  It  was  not  un- 
usual, therefore,  that  she  was  eager 
to  accompany  me  on  a mission  to 
South  Vietnam. 

I wrote  several  organizations  be- 
fore the  final  group,  AMDOC,  Inc., 
Santa  Barbara,  Calif.,  found  an  ur- 
gent need  for  an  ophthalmologist  in 
Qui  Nhon,  275  miles  north  of  Sai- 
gon. Before  the  war,  this  city  had 
approximately  30,000  inhabitants; 
but  war  refugees  had  swelled  the 
population  to  approximately  160,- 
000.  In  all  of  South  Vietnam  there 
were  only  five  Vietnamese  ophthal- 
mologists. So  the  only  ophthalmic 
care  that  the  people  of  Qui  Nhon 
had  had  for  many  years  consisted 
of  occasional  services  of  ophthal- 
mologists assigned  to  the  army 
evacuation  hospitals  situated  in  that 
city,  or  treatment  by  a few  Vietnam- 
ese physicians  who  do  some  eye 
work  even  though  they  have  not  had 
formal  training. 

Our  assignment  was  to  the  Pro- 
vincial Hospital  of  Qui  Nhon.  This 
is  the  only  hospital  for  Binh  Dinh 
Province  which  has  a population  of 
almost  one  million  people.  It  is  a 
400-bed  hospital  with  an  average  of 
550  to  600  patients.  The  hospital  is 
staffed  by  two  Vietnamese  doctors 
and  a New  Zealand  surgical  team 
composed  of  five  physicians,  five 
nurses,  and  one  administrator. 

From  correspondence  with  the 
chief  of  the  New  Zealand  Surgical 
Team,  I learned  that  practically  no 
equipment  for  ophthalmology  was 
available;  so  I arranged  to  take  all 
the  surgical  instruments,  eyeglass- 
es, trial  lens  set,  and  other  supplies 
which  I would  need  for  my  work 
there. 

Our  assignment  was  for  the 
month  of  October,  1968.  We  left 
Beaumont  on  Sept.  20  for  New 
York;  Athens,  Greece;  Cairo,  Egypt; 
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New  Delhi,  India;  Bangkok,  Thai- 
land: and  Saigon.  (On  our  return 
trip,  we  came  by  way  of  Manila, 
Honolulu,  and  Los  Angeles). 

After  a night  in  Saigon,  we  flew 
to  Qui  Nhon  and  were  greeted  by  an 
assistant  to  the  US  Army  chaplain 
there,  with  whom  we  had  corres- 
ponded. The  chaplain  and  a local 
Vietnamese  priest  in  Qui  Nhon  were 
quick  to  make  satisfactory  living  ar- 
rangements for  us.  They  found  us  a 
furnished  Vietnamese  quadriplex 
apartment  in  a civilian  residential 
area.  The  other  apartments  were  oc- 
cupied by  Vietnamese  families.  Ours 
was  the  apartment  of  a South  Viet- 
namese major  whose  wife  and  chil- 
dren were  on  an  extended  trip  in 
Saigon.  The  apartment  was  small 
but  adequate  for  our  needs.  The 
chaplain  arranged  for  us  to  have  our 
meals  at  a military  mess  hall  locat- 
ed about  200  yards  from  our  apart- 
ment. 

After  making  arrangements  for 
our  food  and  lodging,  we  went  to 
the  hospital  to  meet  the  chief  of 
staff.  He  was  a South  Vietnamese 
army  medical  officer  assigned  to 
run  this  large  hospital.  He  was  very 
pleasant  and  gave  us  two  rooms  in 
the  hospital  in  which  to  work.  We 
set  up  one  room  to  examine  and 
treat  those  who  could  be  handled 
as  outpatients.  The  other  room  was 
set  up  as  our  operating  room. 
Those  assigned  to  work  with  us  in- 
cluded three  Vietnamese  helpers:  an 
interpreter,  a nurse,  and  a clerk. 

The  Vietnamese  doctor  broadcast 
over  a local  Vietnamese  radio  sta- 
tion that  an  American  ophthalmolo- 
gist was  on  full-time  duty  at  the 
hospital,  and  the  crowds  began  to 


flock  in.  Each  morning  a crowd  of 
patients  squatted  on  the  floor  out- 
side the  clinic  waiting  to  be  seen. 

Whenever  I found  a patient  who 
needed  surgery,  I would  take  him  to 
the  next  room.  My  wife  would  set 
up  the  instruments  and  equipment 
while  I continued  to  see  clinic  pa- 
tients. When  she  was  ready  for  sur- 
gery, I would  go  next  door,  do  what- 
ever procedure  was  indicated,  and 
then  go  back  to  the  clinic  until 
there  was  another  patient  ready  for 
surgery.  Daily  we  would  see  30-40 
clinic  patients  and  do  4-7  opera- 
tions. 

The  operating  room  was  very 
primitive.  Since  I do  most  of  my  eye 
surgery  under  local  anesthesia  and 
since  I had  my  own  equipment,  we 
were  able  to  improvise  well  enough 
for  our  needs.  An  examining  table 
was  used  as  an  operating  table.  Ini- 
tially, we  had  no  operating  light  so 
we  placed  the  table  close  to  the 
window  and  operated  by  daylight. 
Later  we  were  able  to  borrow  a 
lamp  with  a 100-watt  bulb  from  an 
army  depot  and  subsequently  had 
better  light. 

A big  problem  was  the  lack  of 
linens  and  laundry  facilities.  We  did 
have  an  autoclave  available  and 
after  each  operation,  the  towels  and 
gowns  would  be  re-autoclaved  for 
the  next  case.  The  laundry  washed 
our  linens  twice  a week.  Until  “laun- 
dry day”  we  used  the  same  towels 
and  gowns  over  and  over  again 
even  though  they  had  blood  or  med- 
ication on  them  from  previous  sur- 
gery. Our  linens  were  sterile,  al- 
though not  as  clean  as  we  are  used 
to  in  America. 

Another  problem  in  the  operating 


room  was  the  flies:  the  windows 
had  no  screens.  During  an  opera- 
tion, flies  would  buzz  around  and 
often  light  on  the  Mayo  stand,  or 
on  our  gloves,  or  on  the  eyelid 
speculum.  Altogether  we  performed 
87  surgical  procedures  and  had 
only  one  infection;  we  were  amazed 
that  no  more  infections  occurred. 

Operating  room  personnel  con- 
sisted of  only  the  Vietnamese  in- 
terpreter, the  patient,  my  wife,  and 
myself.  However,  the  room  was 
often  crowded  with  family  members 
of  the  patient;  the  family  custom- 
arily likes  to  “watch”  what  is  going 
on  in  surgery.  Performing  surgery 
amid  the  chatter  of  Vietnamese 
voices  in  the  room  is  an  interesting 
experience,  to  say  the  least! 

Another  hindrance  in  our  operat- 
ing set-up  was  the  heat.  Qui  Nhon 
is  in  the  sub-tropics,  and  there  is 
no  air  conditioning;  consequently, 
surgery  was  a very  hot  enterprise. 

As  in  other  Vietnam  locations,  the 
hospital  was  crowded;  and  there 
was  no  such  thing  as  taking  hospi- 
tal “reservations.”  The  patients 
came  in  off  the  street  with  a prob- 
lem. If  the  problem  was  surgical, 
they  were  taken  directly  to  the  op- 
erating room  in  their  street  clothes 
and,  after  surgery,  were  sent  to  a 
ward  for  postoperative  care.  Since 
patients  outnumbered  beds,  there 
were  often  two  or  three  patients  to 
a bed.  The  Vietnamese  people  are 
small  (women  average  80  to  90  lb., 
and  men  weigh  100  to  120  lb.)  so 
this  sharing  of  beds  was  less  diffi- 
cult than  one  would  imagine. 

Hospital  patient  facilities  consist- 
ed only  of  large  wards  with  about 
50  beds  in  each  ward — no  private 


Vietnamese  patients  wait  outside  clinic  to  see 
the  ophthalmologist.  Cataracts  are  prevalent,  and 
surgery  had  to  be  restricted  to  those  who  were 

almost  totally  blind. 

On  the  way  from  apartment  to  clinic,  the  Weisbachs 
passed  numerous  Vietnamese  children  playing  in  front  of 
their  houses.  The  couple  found  the  Vietnamese 

people  “delightful.” 
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or  semi-private  rooms.  Patients  were 
not  segregated  by  age  or  sex;  and 
men,  women,  and  children  lay  in 
adjoining  beds.  The  number  of 
trained  nurses  was  limited,  so  these 
gave  injections,  started  intravenous 
injections,  and  performed  duties 
which  cannot  be  done  by  untrained 
personnel. 

Customarily,  as  other  physicians 
have  reported,  when  a patient  goes 
into  the  hospital,  some  family  mem- 
ber always  accompanies  him  to  ren- 
der whatever  personal  care  is  neces- 
sary, such  as  feeding  the  patient, 
helping  him  with  bathroom  prob- 
lems, and  making  him  comfortable. 
The  hospital  staff  does  not  render 
any  "patient  care"  as  we  know  it 
in  America.  Family  members  stay 
with  their  patient  24  hours  a day 
throughout  the  hospital  confine- 
ment. They  bring  straw  mats  with 
them,  and  at  night  they  sleep  under 
the  patient's  bed  to  be  available  for 
any  personal  care  the  patient  may 
need  during  the  night. 

I was  given  six  beds  in  one  cor- 
ner of  one  ward  and  had  as  many 
as  22  patients  at  one  time  in  those 
six  beds.  Hospital  rounds  certainly 
are  easy  when  you  have  a vast 
number  of  patients  in  one  ward  and 
you  can  dress  them  all  at  once! 

Although  the  facilities  are  quite 
limited  and  inadequate  by  Ameri- 
can standards,  the  patients  we 
treated  were  most  grateful.  After  the 
first  few  days,  so  much  blindness 
was  apparent  that  we  could  treat 
only  people  who  were  in  dire  visual 
circumstances.  Cataracts  are  ram- 
pant in  South  Vietnam.  So  many 
people  are  totally  blind  with  cata- 
racts that  after  two  days,  I had  to 
set  the  following  criteria  for  sur- 
gery; anyone  with  20/200  vision  or 
better  was  not  bad  enough  for  sur- 
gery. Consequently,  our  work  was 
almost  exclusively  confined  to  blind 
people.  We  obtained  fairly  good  re- 
sults in  spite  of  the  adverse  cir- 
cumstances, and  the  patients  were 
most  grateful.  I had  taken  along  a 
large  number  of  spectacles  with 
+ 11.00  spheres  (which  will  correct 
the  vision  of  approximately  85%  of 
all  patients  who  have  cataract  ex- 
tractions) and  as  their  eyes  healed, 
I gave  them  glasses.  Receiving  their 
gratitude  was  a very  rewarding  ex- 
perience. 

One  of  the  two  Vietnamese  doc- 
tors at  the  hospital  was  a trained 
surgeon  with  good  surgical  judg- 
ment and  technique.  He  was  inter- 
ested in  ophthalmic  surgery  and 
early  in  our  work  there,  I took  him 
under  my  wing.  After  three  weeks 
of  working  closely  with  me,  he  was 
able  to  see  to  all  the  pterygiums. 


chalazions,  and  tear  duct  problems 
which  were  seen  in  the  clinic.  And 
in  the  last  week  of  our  stay  he  per- 
formed a cataract  extraction  with 
excellent  technique;  he  has  since 
written  me  that  the  patient’s  vision 
became  20/20. 

My  wife  and  I worked  long  hours 
six  full  days  a week.  We  worked 
diligently,  conscientiously,  and  with 
a sense  of  humor;  and  the  South 
Vietnamese  doctors,  nurses,  and 
staff  were  overwhelming  in  their 
response. 

New  Zealand  had  several  volun- 
teer medical  groups  in  South  Viet- 
nam and  several  contingents  of 
combat  troops.  New  Zealand  has  a 
population  of  only  2%  million  peo- 
ple (1964  figures,  Rand  McNally 
World  Atlas,  1966  edition).  On  the 
basis  of  population,  they  were  con- 
tributing as  high  a percentage  to 
the  effort  in  South  Vietnam  as  was 
the  United  States.  The  New  Zealand 
surgical  group  at  the  hospital  was 
delightful  to  work  with. 

But  our  greatest  experience  was 
with  the  American  G.I.'s.  Eating 
three  meals  a day  in  a mess  hall, 
visiting  in  the  military  compound 
when  USO  shows  came  through, 
and  shopping  at  the  PX  brought  us 
into  close  association  with  these 
men.  All  the  soldiers  we  met  were 
friendly,  helpful,  and  enthusiastic 
about  both  our  work  and  theirs. 
The  military  men  there  are  deeply 
dedicated  to  their  work  in  the  war 
effort  and  welcome  anyone,  military 
or  civilian,  who  is  there  to  help  the 
South  Vietnamese. 

During  our  month  in  Qui  Nhon 
we  were  blessed  with  good  health. 
We  avoided  the  native  food  and 
local  water,  which  was  all  polluted, 
and  ate  strictly  at  the  military  com- 
pound. We  took  canned  soft  drinks 
to  the  hospital  for  fluids  during  the 
day  as  even  the  hospital  drinking 
water  was  polluted. 

The  Viet  Cong  infiltrated  into  Qui 
Nhon  from  time  to  time,  and  an  oc- 
casional mortar  round  landed  in  the 
city.  We  were  not  actually  exposed 
to  any  dangerous  combat  situation, 
although  we  were  close  to  busy  mili- 
tary activity. 

Because  of  military  encounters, 
we  could  not  visit  much  in  the 
countryside.  The  farthest  we  got 
from  the  city  limits  was  12  miles  to 
visit  a leprosarium  and  its  1,000 
inmates. 

The  Vietnamese  people  are  de- 
lightful. I feel  certain  that  if  they 
had  peace  and  a helping  hand,  they 
would  develop  into  a great  nation. 


Uniform  Gift  Act  Is 
Basis  of  Texas  Law 

The  Uniform  Anatomical  Gift  Act, 
drafted  by  the  National  Conference 
of  Commissioners  on  Uniform  State 
Laws,  has  gotten  strong  American 
Medical  Association  support. 

As  of  April  10,  15  state  legisla- 
tures had  enacted  the  Uniform  Ana- 
tomical Gift  Act  following  its  pro- 
mulgation in  August,  1963.  On  the 
April  date,  the  act  was  also  pending 
before  25  other  state  legislatures. 
In  May,  a Texas  Anatomical  Gift  Act, 
based  on  the  Uniform  Anatomical 
Gift  Act,  was  passed  by  the  Texas 
Legislature.  It  was  signed  into  law 
by  Gov.  Preston  Smith  on  May  29. 
Texas  Medical  Association  has  sup- 
ported this  act. 

Although  44  states  had  enacted 
laws  prior  to  1968  which  permitted 
a living  person  to  provide  for  a gift, 
after  his  death,  of  all  or  part  of  his 
body,  the  provisions  of  these  laws 
displayed  such  great  variation  that 
gifts  lawful  in  one  state  might  not 
be  valid  in  another  state. 

In  18  pre-existing  laws  which  spe- 
cifically authorized  anatomical  gifts 
by  survivors,  most  do  not  clearly  in- 
dicate who  may  make  the  gift  or 
establish  a clear  order  of  priority 
among  survivors.  The  uniform  act, 
however,  authorizes  gifts  by  surviv- 
ors according  to  a clear  order  of 
priority,  the  AMA  has  declared. 

The  uniform  act  also  gives  full 
protection  from  civil  liability  or  crim- 
inal prosecution  to  any  person  who 
acts  in  good  faith  in  accordance 
with  the  act  or  with  the  anatomical 
gift  laws  of  another  state.  The  uni- 
form act  also  leaves  the  time  of 
death  as  a matter  of  expert  medical 
judgment,  best  made  by  the  physi- 
cian attending  the  dying  patient.  If 
there  is  no  such  physician,  the  phy- 
sician who  makes  the  determination 
of  death  is  precluded  from  partici- 
pating in  the  removal  or  transplant- 
ing of  any  part  of  the  dead  body. 

In  the  Uniform  Anatomical  Gift 
Act  persons  or  institutions  which 
may  be  recipients  of  gifts  are  clearly 
specified.  And  the  gifts  are  author- 
ized for  medical  or  dental  education 
or  research,  advancement  of  medical 
or  dental  science,  therapy,  or  trans- 
plantation. Permitted  donees,  ac- 
cording to  the  AMA,  include  hospi- 
tals, surgeons,  physicians,  medical 
or  dental  schools,  banks  or  storage 
facilities,  and  individuals  who  need 
the  gift  for  therapeutic  purposes. 

The  new  Texas  law  is  based  on 
the  Uniform  Anatomical  Gift  Act,  but 
it  incorporates  some  minor  changes 
necessary  to  make  the  act  accept- 
able under  Texas  Law. 
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“anorectal 

disorders” 


This  Rectopath  Model 

may  help  you  explain 
certain  anorectal  disorders 
to  some  of  your  patients. 

It  is  yours  on  request. 


See  next  page  for  details. 


“anorectal 

disorder” 


includes  a range  of  problems. 
For  symptomatic  relief 
in  some  of  these  disorders 
consider  a member  of 
the  Anusol  Family. . . 


One  suppository  morning 
and  evening  and  after 
each  bowel  movement. 


ANUSOE 

soothing,  palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 

Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  ( 1 .7.5%),  benzyl  benzoate 
( 1 .2%),  Peruvian  balsam  ( 1 .8%),  zinc  oxide  ( 1 1.0%),  and  boric 
acid  (5.0%).  plus  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUSOL-HC* 

prompt  reduction  of  inflammation  plus  the 
soothing  effects  of  regular  Anusol. 

Each  ANUSOL-HC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula,  10  mg.  hydrocortisone  acetate. 

Precautions:  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 

ANUGESIC 

when  severe  pain  requires  prompt  relief, 
pramoxine  HCl  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains:  61  mg.  bismuth  sub- 
gallate. 47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate,  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients:  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil,  and  certified  coloring  in  a cacao  butter  base. 

Precautions:  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 

Also  available:  anusol®  ointment  and  anugesic®  ointment 


Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J. 


The  Rectopath  Model 
is  available  from  your 
Warner-Chilcott  repre- 
sentative or  upon  request 
from  Warner-Chilcott 
Labs.,  Morris  Plains, 
New  Jersey  07950. 
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GENERAL  NEWS 


Disease  in  Newborn  Gets 
Study  at  Southwestern 

Studies  delving  into  hyaline  mem- 
brane disease  are  being  done  at  The 
University  of  Texas  Southwestern 
Medical  School  at  Dallas  under  a 
$6,000  grant  from  the  Medical  Re- 
search Foundation  of  Texas. 

Under  the  direction  of  Dr.  E.  War- 
ner Ahlgren,  assistant  professor  of 
anesthesiology,  the  studies  seek  to 
define  what  is  happening  in  the 
lungs  of  the  newborn  when  hyaline 
membrane  disease  appears,  usually 
a few  hours  following  birth.  Studies 
in  experimental  animals  seek  to  re- 
create the  situation  found  in  the 
afflicted  babies.  Dr.  Ahlgren  said. 

There  probably  are  200  cases  of 
hyaline  membrane  disease  a year  in 
the  Dallas-Fort  Worth  area,  Dr.  Ahl- 
gren commented.  Untreated,  the 
mortality  rate  is  about  80%,  but 
with  prompt  diagnosis  and  treatment 
this  rate  can  be  lowered  to  20%,  he 
added. 

Initial  work  on  the  studies  was 
begun  two  years  ago  under  other 
grants. 

For  some  years  the  Medical  Re- 
search Foundation  of  Texas,  a Hous- 
ton-based organization  supported  in 
part  by  the  Dallas  United  Fund  and 
by  about  60  other  united  funds  in 
Texas,  has  channeled  research  mon- 
ies into  the  medical  and  dental  col- 
leges of  Texas. 

Emergency  Physicians 
Organize,  Plan  Future 

A nucleus  of  physicians  working 
full  or  part-time  in  emergency  care 
have  organized  the  American  Col- 
lege of  Emergency  Physicians  and 
have  begun  to  plan  the  activities  of 
the  college. 

The  new  organization  was  begun 
by  a group  of  Michigan  physicians 
in  August,  1968;  and  representatives 
of  19  states  met  in  Chicago  in  Feb- 
ruary to  further  chart  the  future  of 
the  college. 

One  of  the  main  purposes  of  the 
college  is  to  improve  emergency  ser- 
vices rendered  to  the  patient.  Other 
aims  include  encouraging  and  im- 
plementing the  training  and  continu- 
ing education  of  emergency  physi- 
cians, promoting  coordination  of 
community  emergency  care  facilities 
and  personnel,  and  advancing  the 
ethical  standards  of  the  private  prac- 
tice of  emergency  medicine  and  sur- 
gery. 

Further  information  is  available 
from  Mrs.  Jackie  Van  Deventer,  120 


W.  Saginaw  St.,  East  Lansing,  Mich. 
48823,  college  executive  secretary, 
or  Dr.  Robert  Best,  Research  Hospi- 
tal, 2316  E.  Meyer  Blvd.,  Kansas 
City,  Mo.  64132,  regional  represent- 
ative. 


Usual  Fee  Concept 
Sought  for  Medicaid 

After  Secretary  of  Health,  Educa- 
tion, and  Welfare  Robert  Finch  an- 
nounced April  15  that  HEW  is  re- 
viewing methods  used  by  states  to 
reimburse  physicians  who  treat  pa- 
tients under  Medicaid,  Texas  Medi- 
cal Association  and  other  medical 
organizations  have  been  working  in- 
tensely to  make  known  to  govern- 
ment officials  organized  medicine's 
support  of  the  usual,  reasonable, 
and  customary  fees  concept. 

In  May  the  TMA  House  of  Dele- 
gates passed  two  resolutions  affirm- 
ing its  support  of  the  usual,  reason- 
able, and  customary  fee  concept. 

1.  In  response  to  the  suggested 
possibility  of  basing  payments  on 
local  Blue  Shield  schedules  and  rela- 
tive value  scale  for  services  not  cov- 
ered by  schedules,  the  House  of 
Delegates  declared  that  this  change 
would  “represent  a flagrant  breach 
of  good  faith  on  the  part  of  the  gov- 
ernment and  would  threaten  quality 
health  care  of  indigent  citizens  un- 
der the  Medicaid  program,  and  that 
continued  physician  participation 
cannot  be  assumed  unless  physi- 
cians are  made  a party  to  consider- 
ation of  basic  changes  in  the  pro- 
gram.” 

2.  In  another  resolution  delegates 
pointed  out  that  Texas  physicians 
have  participated  and  cooperated  in 
the  implementation  and  operation 
of  PL  89-97  (Medicare-Medicaid)  and 
that  the  law  and  initial  regulations 
established  criteria  and  guidelines 
for  “reasonable  charge”  determina- 
tion, but  that  later  instructions  and 
correspondence  from  the  Bureau  of 
Health  Insurance  and  the  Social 
Security  Administration  changed  the 
initial  definition  of  reasonable 
charges.  The  House  of  Delegates 
voiced  strong  objection  to  this  re- 
vised regulation,  noting  that  the 
regulation  was  “unfair,  discrimina- 
tory, and  not  in  the  best  interest  of 
the  aged  population  of  Texas.” 

Following  the  Annual  Session  on 
May  14,  letters  went  out  from  Dr. 
Charles  Max  Cole,  TMA  President,  to 
President  Richard  Nixon,  HEW  Sec- 
retary Finch,  US  Senators  from  Tex- 
as Ralph  Yarborough  and  John  Tow- 
er, and  all  US  Congressmen  from 
Texas,  and  other  pertinent  govern- 


ment and  state  officials. 

The  letters  urged  adoption  of  “mu- 
tually-acceptable  policies  and  pro- 
cedures which  will  assure  the  ren- 
dering of  high  quality  medical  care 
to  the  beneficiaries  of  the  Medicare 
and  Title  XIX  programs.” 

Dr.  Cole  also  pointed  out  that  the 
physicians  of  Texas  have  been  most 
cooperative  in  planning  and  imple- 
menting the  Texas  Title  XIX  pro- 
gram, and  that  full  physician  parti- 
cipation can  be  assured  only  if  phy- 
sicians are  able  to  have  a role  in 
formulating  the  primary  provisions 
of  the  program,  as  they  have  been 
able  to  do  in  the  past.  Dr.  Cole  also 
assured  the  officials  that  Texas  phy- 
sicians are  mindful  of  the  high  costs 
of  the  Medicare  and  Medicaid  pro- 
grams and  of  the  responsibility  of 
all  citizens  to  contribute  to  the  sta- 
bility of  the  nation’s  economy.  But, 
he  emphasized,  the  quality  of  medi- 
cal care  rendered  to  the  benefici- 
aries of  the  federal  programs  must 
be  given  first  consideration. 

The  latest  announcement  by  Sec- 
retary Finch  indicated  that  HEW 
hopes  to  publish  new  regulations  in 
Federal  Register  by  July  1.  HEW  met 
with  representatives  of  the  American 
Medical  Association,  providers  of 
health  services,  third  party  carriers, 
and  consumers  of  health  care  ser- 
vices May  23-24  in  order  to  obtain 
opinions  on  proposed  changes. 

Insurance  Council  Issues 
Health  Planning  Report 

A revised  and  updated  edition  of 
the  report.  Inventory  of  Community 
Health  Planning  Agencies,  has  been 
issued  by  the  Health  Insurance 
Council  (HIC). 

This  second  edition  of  the  annual 
publication,  developed  as  part  of 
the  HIC’s  Community  Health  Action 
Planning  Program  (HiCHAP),  is  a 
comprehensive  listing  of  the  major 
state  and  local  organizations  parti- 
cipating in  community  health  plan- 
ning. 

Information  is  given  on  the  De- 
partment of  Health,  Education,  and 
Welfare  public  health  service  region- 
al offices:  state  health  departments, 
state  mental  health  authorities,  hos- 
pital and  medical  facilities  construc- 
tion agencies,  and  state  comprehen- 
sive health  planning  agencies.  Also 
listed  are  state  HiCHAP  coordinators 
who  do  liaison  and  communications 
work  on  health  planning  for  the  na- 
tion’s insurance  companies. 

Copies  of  the  report  are  available 
at  $2  each  through  the  HIC  at  750 
Third  Ave.,  New  York  10017. 
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Senior  Consultants 

Perry  C.  Talkington,  M.D. 
Charles  L.  Bloss,  M.D. 

Psychiatrist-In-Chief 

Howard  M.  Burkett,  M.D. 

Medical  Director 

James  K.  Peden.  M.D. 

Associate  Psychiatrists 

Jerry  M.  Lewis,  M.D. 

Ward  G.  Dixon,  M.D. 


Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  Mae  Hanke,  M.D. 
Thomas  H.  Allison,  M.D. 
Maurice  S.  Green,  M.D. 
Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 
Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Joe  W.  King,  M.D. 

Claude  R.  Nichols.  M.D. 
Larry  E.  Tripp,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 
John  T.  Gossett,  Ph.D. 
Dale  R.  Turner,  Ph.D. 
Robert  W.  Hagebak,  Ph.D. 


Social  Work 

Sally  Stansfield,  M.S.W. 
Robert  O’Connor,  M.S.S.W. 
Kathleen  Wood,  M.S.W. 
Margie  W.  Buell,  M.S.S.W. 
Robert  P.  Stewart,  M.S.S.W. 


Occupational  Therapy 

Geraldine  Skinner,  B.S., 
O.T.R.,  Director 

Recreational  Therapy 

Lois  Timmins,  Ed.D., 
Director 

Director  of  Nurses 

Mae  Belle  James,  R.N. 

Business  Manager 

Ralph  M.  Barnette,  B.B.A. 


Evergreen  1-7181 


LAWN 

PSYCHIATRIC  CENTER 


Dallas,  Texas  75223  P.  0.  Box  11288 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

Narcotic  Cases  Not  Admitted 


KELSEY-SEYBOLD  CLINIC 


6624  FANNIN  STREET 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D. 

Pulmonary  Diseases 

H.  Irving  Schweppe,  Jr., 
M.D.,  F.A.C.P. 

Stanton  P.  Fischer,  M.D., 
F.A.C.P. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif  M.D., 
F.A.C.P. 

Ralph  D.  Eichhom,  M.D., 
F.A.C.P. 

F.  Scott  O’Neil,  M.D., 
F.A.C.P. 


Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard.  M.D., 
F.A.C.P. 

Efrain  Garcia.  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D.. 
F.A.C.P. 


JA  ( 

Hypertension  and  Peripheral 
Vascular  Diseases 

Gene  E.  Burke.  M.D. 

Cancer  Chemotherapy 

Carlos  F.  Taboada,  M.D. 

General  Medicine 

Moises  Lopez,  M.D. 

OCCUPATIONAL  MEDICINE 

John  R.  Hall,  M.D.,  M.P.H., 
F.A.C.P. 

Paul  E.  Wright,  M.D., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D., 
F.A.C.Pr.M. 

Richard  M.  Fenno,  M.D., 
M.P.H.,  F.A.C.P. 

Cannon  A.  Owen,  M.D. 

Edward  A.  Anderson,  M.D. 

GENERAL  & THORACIC 

SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett.  M.D. 

OBSTETRICS  & GYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 

William  A.  Johnson,  III, 
M.D. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 

Ricardo  Daichman,  M.D. 


1-2671 

PEDIATRICS 
Rheumatology 
Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Infectious  Diseases 
Allergy 

Charles  W.  Ewing,  M.D., 
F.A.A.P. 


OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D., 
F.A.C.S. 

Joseph  S.  Weycer,  M.D. 
Bobby  R.  Alford,  M.D. 


NEUROLOGY 

Robert  R.  Pierce,  M.D., 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

J.  David  Wright.  M.D. 

ORTHOPEDIC  SURGERY 
W.  Malcolm  Granberry, 
M.D. 

Jesse  H.  Dickson,  M.D. 

OPHTHALMOLOGY 

Henry  E.  Wahlen,  M.D. 

RADIOLOGY 

Richard  G.  Fisher,  H.D. 
David  M.  Rulfg.  M.D. 

PATHOLOGY 

Robert  A.  Jordan.  M.D. 


HOUSTON,  TEXAS  77025 


DENTISTRY 

Eugene  W.  Gray.  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 
Lois  Crane,  Ph.D. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox.  Ph.D. 

Sue  Rosenzweig,  M.A. 

CONSULTANTS 
Maxillo  Facial  Surgery 
Edward  C.  Hinds,  MJD., 
D.D.S.,  F.A.C.S. 

Psychiatry 

Albert  Owers,  M.D. 

Neurosurgery 

Day  P.  McNeel,  Jr.,  M.D. 
Gerald  R.  Litel,  M.D. 

SPECIAL  FACILITIES 
Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
Vectorcardiography 
Registered  Physiotherapbt 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 
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AMERICAN  MEDICAL  ASSOCIATION 

New  York  City  will  host  the  luinierous  meetinjjs  that  compose 
the  American  Medical  Association  annual  convention,  July  13-17. 
Highlig'hts  of  the  meeting  will  include  4 general  scientific  ses- 
sions, 23  scientific  section  meetings,  special  television  broad- 
casts piped  to  physicians’  hotel  rooms,  closed  circuit  television 
presentations,  medical  motion  pictures,  250-300  scientific  ex- 
hibits, industrial  exhibits,  and  association  business  meetings. 
Much  of  the  scientific  activity  will  take  place  in  the  Coliseum 
and  the  New  York  Hilton  Hotel.  The  House  of  Delegates  will 
meet  at  the  Americana  Hotel.  The  Woman’s  Auxiliary  to  the 
AMA  will  be  headquartered  at  the  Waldorf  Astoria  Hotel. 

Dr.  Ernest  B.  Howard,  535  N.  Dearborn  St.,  Chicago  60610,  is 
AMA  executive  vice  president. 

POSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH  TEXAS 

Sixteen  guest  speakers  will  be  featured  at  the  July  21-23  meet- 
ing of  the  Postgraduate  Medical  Assembly  of  South  Texas  in 
Houston. 

Guest  speakers  are  Drs.  Robison  D.  Harley,  George  N.  Stein,  and 
Luigi  Mastroianni,  Jr.,  all  of  Philadelphia;  Drs.  Eugene  L.  Der- 
lacki,  Erl  Dordal,  Robert  E.  Condon,  Albert  B.  Gerbie,  and 
Lowell  F.  Peterson,  all  of  Chicago;  Drs.  Fenton  Schaffner  and 
William  B.  Seaman,  both  of  New  York  City;  Dr.  J.  Donald  M. 
Gass,  Miami,  Fla.;  Dr.  Paul  H.  Ward,  Los  Angeles;  Dr.  Eddy 

D.  Palmer,  East  Orange,  N.J.;  Dr.  Robert  D.  Sullivan,  Boston; 
Dr.  J.  Bradley  Aust,  San  Antonio;  and  Dr.  Harry  H.  LeVeen, 
Brooklyn,  N.Y. 

Mrs.  Betty  N.  Dahme,  209  Jesse  H.  Jones  Library  Bldg.,  Texas 
Medical  Center,  Houston  77025,  is  assembly  executive  secretary. 

OPTIMUM  SCHOOL  HEALTH  PROGRAM  CONFERENCE 

In  the  interest  of  developing  comprehensive  community-school 
health  teams  throughout  Texas,  Texas  Medical  Association  and 
Texas  Education  Agency  will  sponsor  an  Optimum  School  Health 
Program  Conference,  July  22-23,  at  Trinity  University  in  San 
Antonio.  Participating  organizations  include  the  Texas  Nurses 
Association;  Texas  State  Department  of  Health;  Texas  Congress 
of  Parents  and  Teachers;  Texas  Association  of  School  Boards; 
Texas  Association  of  School  Superintendents;  Texas  Associa- 
tion of  Secondary  School  Principals;  and  Texas  Association  for 
Health,  Physical  Education,  and  Recreation. 

Speakers  include  Dr.  Wallace  Ann  Wesley  (HsD),  school  health 
education  consultant,  American  Medical  Association;  Dr.  Robert 
S.  Ray,  chairman,  TMA  Committee  on  School  Health;  Dr.  Edwin 
L.  Rippy,  member,  Texas  State  Board  of  Education;  Dr.  Arnold 

E.  Schaefer,  chief.  Nutrition  Program,  US  Public  Health  Ser- 
vice; and  Dr.  James  E.  Peavy,  State  Commissioner  of  Health. 
Contact:  Dr.  Ray,  1801  N.  Lamar  Blvd.,  Austin  78701. 

PHYSICIANS’  SEMINAR  ON  ALCOHOLISM 

A Physicians’  Seminar  on  Alcoholism  July  13-15  will  be  part  of 
the  12th  Annual  Institute  on  Alcohol  Studies  July  13-18  at  The 
University  of  Texas  at  Austin.  Tuition  is  $30.  This  program  is 
acceptable  for  20  elective  hours  by  the  American  Academy  of 
General  Practice. 

Speakers  will  include  Dr.  Marvin  A.  Block,  Buffalo,  N.Y.;  Dr. 
David  H.  Knott,  Memphis,  Tenn.;  Dr.  Ruth  Fox,  New  York  City; 
Dr.  Gary  E.  Miller  and  Dr.  David  Wade,  both  of  Austin;  Dr. 
George  Hardie,  Longview;  and  Dr.  F.  E.  Seale,  San  Antonio. 
The  institute  is  presented  by  the  Texas  Commission  on  Alcoho- 
lism in  cooperation  with  The  University  of  Texas  at  Austin 
Division  of  Extension.  Dr.  K.  E.  Beahan,  809  Sam  Houston  State 
Office  Bldg.,  Austin  78701,  is  commission  executive  director. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 

CURRENT  MEETINGS  IN  TEXAS 

TEXAS  REHABILITATION  ASSOCIA- 
TION will  meet  July  24-26  at  El  Paso's 
Hilton  Inn-International  Airport.  Speakers 
will  include  Drs.  Richard  D.  Burk  and  Paul 
L.  Richburg,  both  of  Dallas  ; Dr.  E.  Burke 
Evans,  Galveston ; Dr.  Arthur  E.  Grant, 
San  Antonio;  Dr.  Robert  M.  Izard,  Gon- 
zales ; and  Dr.  John  E.  Healey,  Houston. 
Among  speech  topics  will  be  handicapped 
citizens  in  the  community,  community  ser- 
vices and  responsibilities  in  rehabilitation, 
rehabilitation  of  the  emphysema  patient  by 
lowering  air  pollution,  treatment  of  burns 
with  special  reference  to  the  rehabilitation 
of  the  burn  patient,  and  rehabilitation  of 
the  cancer  patient.  Other  organizations 
meeting  in  conjunction  with  the  Texas  Re- 
habilitation Association  are  Texas  Educa- 
tion Agency  Vocational  Rehabilitation  Divi- 
sion, Texas  State  Commission  for  the  Blind, 
Associated  Goodwill  Industries  of  Texas  and 
New  Mexico,  Texas  Association  of  Voca- 
tional Adjustment  Coordinators,  Vocational 
Evaluation  and  Work  Adjustment  Associa- 
tion. National  Rehabilitation  Counselors  As- 
sociation, Texas  Employers  Insurance  As- 
sociation, Liberty  Mutual  Insurance  Com- 
pany. and  Texas  Commission  on  Alcoholism. 
Dr.  Louis  W.  Breck,  1220  N.  Stanton  St., 
El  Paso  79902,  is  association  president. 

NATIONAL  ASSOCIATION  OF  SANI- 
TARIANS will  hold  its  33rd  educational 
conference  June  22-27  at  the  Rice  Hotel 
in  Houston.  Guest  speakers  will  include  the 
Hon.  Robert  Eckhardt,  Houston,  Congress- 
man, Eighth  District  of  Texas ; the  Hon. 
Ralph  Yarborough.  Austin,  US  Senator 
from  Texas  : Dr.  Herbert  L.  Ley,  Jr.,  com- 
missioner, Food  and  Drug  Administration  ; 
Dr.  Charles  A.  Berry,  Seabrook,  Tex.,  di- 
rector of  medical  research  and  operation, 
NASA  Manned  Spacecraft  Center.  Houston. 
Programs  will  be  held  on  hospital  environ- 
mental health.  National  Aeronautics  and 
Space  Administration,  solid  waste,  accident 
injury  control,  housing  for  health,  and  pro- 
tecting the  consumer  in  the  market  place. 
In  addition,  the  conference  will  feature 
business  meetings,  exhibits,  Texas  barbecue 
and  major  league  baseball  game,  visit  to 
Astroworld,  tour  of  NASA  Manned  Space- 
craft Center,  beer  party,  annual  banquet, 
and  activities  for  wives  and  children.  Con- 
tact : Deral  G.  Castle,  Director,  Health  Edu- 
cation, Harris  County  Health  Department, 
Box  4116,  Houston  77002. 

TEXAS  PHARMACEUTICAL  ASSOCIA- 
TION will  meet  July  20-23  at  the  Terrace 
Motor  Hotel  Convention  Center  in  Austin. 
Theme  of  the  meeting  is  “Public  Health — 
Pharmacy’s  Challenge."  Featured  guest 
speakers  include  Mrs.  Mary  Lou  Anderson, 
Wilmington,  Del.,  chairman  of  the  Ameri- 
can Pharmaceutical  Association  house  of 
delegates,  and  Dr.  James  L.  Goddard,  vice 
president,  Health  Sciences,  EDP  Technol- 
ogy, Inc.,  Atlanta,  Ga.  Subjects  to  be  cov- 
ered include  patient  records  (storage  and 
retrieval),  government  health  programs, 
and  drug  interactions.  Other  meeting  hlgh- 
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lights  are  meetings  of  the  TPA  house  of 
delegates,  masquerade  dance,  an  evening  at 

Fiesta  Gardens,  president’s  banquet,  spe- 

MORE 

cial  programs  and  activities  for  ladies  and 
for  children,  and  TPA  ‘permanent  home’ 
groundbreaking  ceremonies.  Contact:  Lu- 
ther R.  Parker,  Austin  Savings  Bldg.,  Aus- 

HIGHLIGHTS 

tin  78701,  Executive  Secretary. 

TEXAS  STATE  BOARD  OF  MEDICAL 

OF 

EXAMINERS  will  meet  June  20-25  to  hear 
complaints  filed  against  physicians,  to  in- 
terview graduates  of  foreign  medical 

COMING 

schools,  to  administer  examinations,  and  to 
issue  licenses  by  reciprocity.  Dr.  M.  H. 

Crabb,  1612  Summit  Ave.,  Suite  303,  Fort 

Worth,  Texas  76102,  is  board  secretary. 

MEETINGS 

CURRENT  REGIONAL  MEETING 

THE  23RD  ANNUAL  ROCKY  MOUN- 
TAIN CANCER  CONFERENCE  will  be 
held  in  Denver  at  the  Brown  Palace  Hotel 

ALSO  IN  JUNE 

July  18-19.  Cosponsored  by  the  Colorado 
Division,  American  Cancer  Society,  and  the 
Colorado  Medical  Society,  this  year’s  con- 
ference will  feature  discussions  of  thyroid 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION  (In- 
terim) Sausalito,  Calif.,  June  19-21,  1969.  Miss  Gertrude 
F.  Conroy,  1740  Broadway,  New  York  10019,  Exec. 
Officer. 

and  endocrine  cancer  and  genitourinary 
tumors.  Among  those  appearing  will  be  Dr. 

Gerald  D.  Dorman,  New  York  City,  presi- 
dent-elect of  the  American  Medical  Associ- 

AMERICAN ORTHOPAEDIC  ASSOCIATION,  Hot 
Springs,  Va.,  June  23-26,  1969.  Dr.  Sam  W.  Banks,  29 
E.  Madison  St.,  Chicago  60602,  Sec. 

ation  : Dr.  Roger  Harvey,  Chicago ; Dr. 

Philip  Rubin,  New  York  City;  Dr.  William 

A.  Meissner,  Boston  ; Dr.  Howard  R.  Bier- 
man,  Beverly  Hills,  Calif. ; and  Dr.  Oliver 

H.  Beahrs,  Rochester,  Minn.  Contact; 
American  Cancer  Society,  Colorado  Divi- 
sion, 1764  Gilpin  St.,  Denver  80218. 

CURRENT  NATIONAL  MEETINGS 

■ THE  UNIVERSITY  OF  TEXAS  AT  AUSTIN,  College 
of  Engineering,  Division  of  Extension,  and  School  of 
Nursing,  short  course  in  two  parts,  “The  Coronary  Care 
Unit”  (Part  1.  Data  Interpretation,  June  16-27,  1969; 
Part  2.  Instrumentation,  June  30-July  11,  1969),  Austin. 
Division  of  Extension,  P.O.  Box  K,  The  University  of 
Texas  at  Austin,  Austin,  78712. 

CONGRESS  OF  COUNTY  MEDICAL  SO- 

ALSO IN  JULY 

CIETIES  will  sponsor  a two-day  Sympo- 
sium on  Private  Practice  in  conjunction 
with  the  1969  general  membership  meeting 
in  Denver,  June  20-22.  Papers  and  panel 
discussions  will  cover  the  following  sub- 
jects : influence  of  fiscal  intermediaries  on 

■ TEXAS  NURSING  HOME  ASSOCIATION,  Institute 
on  Public  Relations  and  Communications,  Galveston,  July 
20-24,  1969.  Sidney  D.  Rich,  6225  US  Highway  290  E., 
Austin  78723,  Exec.  Dir. 

fees  ; health  facilities  planning  ; role  of  solo 

AUGUST 

practice ; private  group  practice ; medical 
politics — the  PAC  movement;  opportunities 
and  pressures  facing  the  future  physician  ; 
and  role  of  the  county  medical  society  in 

AMERICAN  CONGRESS  OF  REHABILITATION  MED- 
ICINE. Chicago,  Aug.  17-22,  1969.  Creston  C.  Herold,  80 
N.  Michigan  Ave.,  Chicago  60602,  Exec.  Dir. 

comprehensive  health  planning,  peer  review 
and  utilization  of  services  ; and  advantages 
and  disadvantages  of  incorporation  for  the 
private  practicing  physician.  Dr.  Joseph  F. 

AMERICAN  HOSPITAL  ASSOCIATION,  Chicago,  Aug. 
18-21,  1969.  Dr.  Edwin  L.  Crosby,  840  N.  Lake  Shore  Dr., 
Chicago  60611,  Exec.  Officer. 

Boyle,  P.  O.  Box  54571,  Terminal  Annex, 

Los  Angeles,  Calif.  90054,  is  congress  chair- 
man. 

DISEASE  DETECTION  INFORMATION 
BUREAU  will  sponsor  a workshop  on  dia- 
betes detection  at  the  New  York  Hilton, 

UNIVERSITY  OF  COLORADO  SCHOOL  OF  MEDICINE, 
postgraduate  course,  “Pediatrics,”  Aspen,  Colo.,  Aug.  3-6, 
1969.  Office  of  Postgraduate  Medical  Education,  Univer- 
sity of  Colorado  School  of  Medicine,  4200  E.  Ninth  Ave., 
Denver,  Colo.  80220. 

New  York  City,  July  12,  the  day  preceding 

SEPTEMBER 

the  opening  session  of  the  American  Medi- 
cal Association’s  annual  convention.  Con- 
centrating on  the  theme,  “Practical  Plan- 
ning for  Community  Screening  Programs,’’ 
the  meeting  is  designed  to  be  a how-to-do-it 

AMERICAN  ACADEMY  OP  GENERAL  PRACTICE, 
Philadelphia.  Sept.  26-Oct.  3,  1969.  Dr.  Mac  F.  Cahal 
(J.D.),  Volker  Blvd.  at  Brookside,  Kansas  City,  Mo., 
Exec.  Dir. 

short  course  for  individuals  interested  in 
or  involved  in  diabetes  detection  programs 
at  the  community  level.  Those  wishing  to 
attend  must  pre-register.  Morton  B.  Stone, 

AMERICAN  DIETETIC  ASSOCIATION,  Washington. 
D.C.,  Sept.  8-12,  1969.  Demi  Costas.  620  Michigan  Ave., 
Chicago  60611,  Public  Relations  Director. 

3553  W.  Peterson  Ave.,  Chicago  60645,  is 
workshop  coordinator. 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION,  Phil- 
adelphia, Sept.  18-21,  1969.  W.  Wayne  Curtis,  420  Lex- 
ington Ave.,  Suite  417,  New  York  10017,  Exec.  Officer. 

AMERICAN  RHEUMATISM  ASSOCIA- 
TION 33rd  annual  meeting  will  emphasize 
patient-oriented  research.  The  meeting  will 
be  held  at  the  Statler-Hilton  Hotel,  Boston, 

June  19-20.  Of  80  papers  to  be  given. 

AMERICAN  SOCIETW  OF  CLINICAL  PATHOLOGISTS 
and  COLLEGE  OF  AMERICAN  PATHOLOGISTS,  Chi- 
cago, Sept.  14-20,  1969.  Albert  G.  Boeck,  Jr.,  445  Lake 
Shore  Dr.,  Chicago  60611,  Exec.  Dir. 

more  than  a third  will  describe  clinical  re- 
search, diagnosis,  and  evaluation  of  treat- 
ment. Scheduled  on  June  18  is  an  ARA 
workshop  for  physicians  and  on  June  21 

MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO,  Albu- 
querque, Sept.  24-27,  1969.  Mrs.  Virginia  E.  Bryant,  333 
W.  Thomas  Rd.  #207,  Phoenix  86013. 

an  annual  meeting  of  the  Arthritis  Foun- 
dation’s board  and  governing  members. 
Margaret  M.  Walsh,  1212  Avenue  of  the 
Americas,  New  York  10036,  is  association 
executive  secretary. 

■ METHODIST  HOSPITAL  OF  DALLAS,  Symposium 
on  Acute  Myocardial  Infarction.  Dallas,  Sept.  11-13,  1969. 
Dr.  F.  A.  Bashour,  Public  Relations  Office,  Methodist 
Hospital  of  Dallas,  P.O.  Box  6999,  Dallas  76222,  Program 
Chairman. 
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■ TEXAS  HEART  ASSOCIATION,  South  Central  United 
States  Scientific  Sessions  on  Cardiovascular  Diseases, 
Houston,  Sept.  25-27,  1969.  Jim  R.  Rose,  P.O.  Box  25041, 
Houston  77005,  Acting  Exec.  Dir. 

■ TEXAS  PEDIATRIC  SOCIETY,  Corpus  Christi,  Sept. 
26-27.  1969.  Dr.  P.  A.  Cato,  1016  E.  32nd  St.,  Austin 
78706,  Sec. 

■ TEXAS  SOCIETY  OF  CHILD  PSYCHIATRY,  Hous- 
ton, September,  1969.  Dr.  John  A.  Boston,  600  W.  16th, 
Austin  78701,  Sec.-Treas, 

■ TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES.  Austin,  September,  1969.  Mrs.  Betty 
J.  Anderson,  1012  State  Office  Bldg.,  Austin  78701,  Exec. 
Sec. 

■ TEXAS  SURGICAL  SOCIETY,  Corpus  Christi,  Sept. 
28-30,  1969.  Dr.  Jesse  E.  Thompson,  3434  Swiss  Ave., 
Dallas  75204,  Sec. 

■ THE  UNIVERSITY  OF  TEXAS  SOUTHWESTERN 
MEDICAL  SCHOOL  AT  DALLAS  and  METHODIST 
HOSPITAL  OF  DALLAS,  Symposium  on  Myocardial  In- 
farction, Sept.  11-13,  1969.  Department  of  Postgraduate 
Education,  The  University  of  Texas  Southwestern  Medical 
School,  5323  Harry  Hines  Blvd.,  Dallas  75236. 


OCTOBER 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Chicago.  Oct.  12-17,  1969.  Dr.  C. 
M.  Kos,  15  Second  St.,  SW,  Rochester,  Minn.  56901,  Exec. 
Sec.-Treas. 

■ AMERICAN  ACADEMY  OP  ORTHOPAEDIC  SUR- 
GEONS, postgraduate  course,  Trauma  and  Disease  of  the 
Hand,  San  Antonio,  Oct.  22-25,  1969.  Dr.  Charles  A. 
Rockwood,  Jr.,  P.O.  Box  7190,  San  Antonio  78207,  Infor- 
mation Contact. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Chicago, 
October,  1969.  Dr.  Robert  G.  Frazier,  1801  Hinman  Ave., 
Evanston,  111.,  Exec.  Officer. 

■ AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Dallas,  Oct.  13-17,  1969.  Joseph  J.  Gar- 
vey, 4 E.  Clinton  St.,  Joliet,  111.,  60434,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  MEDICAL  ASSIST- 
ANTS, Honolulu,  Oct.  15-19,  1969.  Miss  Pauline  M. 
Hunter,  6662  N.  10th  St.,  Phoenix  86040,  Sec. 

AMERICAN  ASSOCIATION  OF  OPHTHALMOLOGY, 
Chicago,  Oct.  11-12,  1969.  Lawrence  A.  Zupan,  1100  17th 
St.  NW,  Washington,  D.C.  20036,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  Chi- 
cago, Oct.  29-Nov.  2,  1969.  Murray  Kornfeld,  112  E. 
Chestnut  St.,  Chicago  60611,  Exec.  Dir. 

■ AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Houston,  Oct.  19-22,  1969.  Daniel  Weiss,  33  W.  60th  St., 
New  York  City  10023,  Exec.  Dir. 


AMERICAN  COLLEGE  OF  SURGEONS.  San  Francisco, 
Oct.  6-10,  1969.  Dr.  John  Paul  North,  66  E.  Erie  St., 
Chicago  60611,  Dir, 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  San 
Francisco,  Oct.  25-29,  1969.  John  W.  Andes,  616  Busse 
Hwy.,  Park  Ridge,  III.  60068,  Exec.  Sec. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Cincinnati,  Oct.  30-Nov.  3,  1969.  Dr.  John  A.  D.  Cooper, 
2530  Ridge  Ave.,  Evanston,  111.  60201. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  Denver,  Oct.  9-11,  1969.  Frank  K.  Woolley, 
230  N.  Michigan  Ave.,  Suite  1000,  Chicago  60601,  Exec. 
Dir. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS, Quebec,  Canada,  Oct.  15-17,  1969.  Dr.  Arthur 
E.  Brown,  601  Boylston  St.,  Boston  02117,  Sec.-Treas. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN  AND  ADULTS  OF  TEXAS,  Dallas,  Oct.  17-18, 
1969.  William  E.  Russell,  4429  N.  Central  Expressway, 
Dallas  75205,  Exec.  Dir. 

■ INSTRUMENT  SOCIETY  OF  AMERICA,  Houston, 
Oct.  27-30,  1969.  Jerry  Graham,  Public  Relations  Dept., 
630  William  Penn  Place,  Pittsburgh  15219,  Information 
Contact. 

OKLAHOMA  CITY  CLINICAL  CONFERENCE,  Okla- 
homa  City,  Oct.  27-29,  1969.  Mrs.  Alma  O’Donnell,  2809 
NW  Expressway,  Oklahoma  City  73112,  Exec.  Sec. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lub- 
bock, Oct.  11,  1969.  Mrs.  Carlie  Umphres,  Box  3276,  Am- 
arillo 76106,  Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIA’nON,  Asheville, 
N.C.,  Oct.  6-7,  1969.  Dr.  Nat  T.  Winston,  Jr.,  300  Cor- 
dell Hull  Bldg.,  436  Sixth  Ave.  N.,  Nashville,  Tenn.  37219. 

■ TEXAS  ACADEMY  OP  GENERAL  PRACTICE,  San 
Antonio,  Oct.  12-16,  1969.  Donald  C.  Jackson,  1905  N. 
Lamar  Blvd.,  Austin  78705,  Exec.  Sec. 

■ TEXAS  DERMATOLOGICAL  SOCIETY.  Austin.  Oct. 
4-5,  1969.  Dr.  Coleman  Jacobson,  3707  Gaston  Ave.,  Dallas 
75246,  Sec. 

B TEXAS  MEDICAL  ASSOCIATION,  Austin,  Oct.  4, 
1969.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 

■ TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  Salado,  Tex.,  October,  1969.  Dr.  James 
Caldwell,  3500  Gaston  Ave.,  Dallas  76210,  Sec. 


NOVEMBER 

■ AMERICAN  ASSOCIATION  OF  BLOOD  BANKS. 
Houston,  Nov,  16-20,  1969,  Miss  Lois  J.  James,  Suite 
1322,  30  N.  Michigan,  Chicago  60602,  Exec.  Officer, 

AMERICAN  ASSOCIATION  FOR  INHALATION  THER- 
APY, Kansas  City,  Mo.,  Nov.  15-19,  1969.  Mark  T.  Bow- 
ers, 4076  Main  St.,  Riverside,  Calif.  92601,  Exec.  Sec. 
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For  musculo-skeletal  pain, 

try Norgesic first. . . 

8of  10  patients  probably  won’t 
need  anything  stronger 

Norgesic  offers  predictable  relief  in  approxi- 
mately 80%  of  patients  with  painful  musculo- 
skeletal disorders.  It  provides  both  effective 
analgesia  and  relief  of  associated  muscle 
spasm.  Norgesic  works  quickly,  usually  pro- 
ducing a high  level  of  analgesia  within  two 
hours,  and  relief  is  sustained  for  four  hours  or 
longer. 

For  the  relief  of  acute  mild  to  moderate  pain 
associated  with  musculo-skeletal  disorders, 
try  Norgesic  first. ..eight  of  ten  patients  proba- 
bly won’t  need  anything  stronger. 

Indications:  Symptomatic  relief  of  acute  mild  to  moderate 
pain  of  musculo-skeletal  origin. 

Contraindications:  Due  to  the  mild  anticholinergic  effect 
of  orphenadrine,  Norgesic  should  not  be  used  in  patients  with 
glaucoma,  pyloric  or  duodenal  obstruction,  stenosing  peptic 
ulcers,  prostatic  hypertrophy,  obstructions  at  the  bladder  neck, 
achalasia  (megaesophagus),  myasthenia  gravis  or  in  patients 
known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine.  Do 
not  use  propoxyphene  (Darvon®)  concurrently. 

Warnings:  USE  IN  PREGNANCY;  Since  safety  of  the  use  of 
this  preparation  in  pregnancy,  during  lactation,  or  in  the  child- 
bearing age  has  not  been  established,  use  of  the  drug  in  such 
patients  requires  that  the  potential  benefits  of  the  drug  be 
weighed  against  its  possible  hazard  to  the  mother  and  child. 

USE  IN  CHILDREN;  The  safe  and  effective  use  of  this  drug 
in  children  has  not  been  established;  therefore,  the  physician 
must  weigh  the  benefits  against  the  potential  hazards. 

Precautions:  Recent  studies  have  indicated  that  prolonged 
excessive  use  of  phenacetin  may  result  in  nephrotoxicity. 
Caution  should  therefore  be  exercised  when  administering 
Norgesic  to  patients  with  renal  insufficiency.  It  should  also  be 
used  with  caution  in  patients  with  tachycardia. 

Adverse  reactions:  Side  effects  of  Norgesic  are  those  usu- 
ally associated  with  APC  or  mild  anticholinergic  agents.  These 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  re- 
tention, dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  in- 
creased intraocular  tension,  weakness,  nausea,  vomiting, 
headache,  dizziness,  constipation,  drowsiness,  and  rarely, 
urticaria  and  other  dermatoses.  Infrequently,  mental  confusion 
in  the  elderly,  mild  central  excitation  and  occasional  halluci- 
nations. These  mild  side  effects  are  usually  eliminated  by  re- 
duction in  dosage.  One  case  of  aplastic  anemia,  with  no 
established  causal  relationship,  has  been  reported. 

Dosage  and  administration:  Adults  — 1 to  2 tablets  3 to  4 
times  daily. 

For  more  detailed  prescribing  inlormation, 
see  Package  Circular  or  PDR. 

NORGESIC 

(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg., 
phenacetin.  160  mg.,  caffeine.  30  mg.) 

non-narcotic  analgesic 

Riker  Laboratories,  Northridge,  California  91324 

Div.  Dart  Industries  Inc. 

Sponsors  of  Riker  Service— 

the  complimentary  classified  service  for  physicians. 


ACHROMYCIN*  V 


TETRACYCLINE  HCI 


481C-9 


T.  ROWE  PRICE 
GROWTH  STOCK 
^ FUHD,  IRC. 

Est.  1950 

4 m mu  FUND 

Investing  in  stocks 
carefully  selectetd  for  long  term 
growth  possibilities 

Individuals  & Institutions 


are  Invited  to  request  free  prospectus 


IT.  Rowe  Price  Growth  Stock  Fund,  Inc. 

One  Charles  Center,  Dept.  F-1 

Baltimore,  Md.  21201  Phone  (301)  539-1992 


H Name  — 
H Address 
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AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City, 
Nov.  6-8,  1969.  Lane  W.  Adams,  219  E.  42nd  St.,  New 
York  City  10021,  Exec.  Vice  Pres. 

■ AMERICAN  HEART  ASSOCIATION,  Dallas,  Nov. 
13-16,  1969.  Dr.  James  M.  Hundley,  44  E.  23rd  St.,  New 
York  10010,  Exec.  Dir. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION,  INC., 
Cincinnati,  Nov.  5-8,  1969.  Mrs.  Gertrude  F.  Conroy, 
1740  Broadway,  New  York  10019,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  Phila- 
delphia, Nov.  10-14,  1969.  Dr.  Berwyn  F.  Mattison,  1740 
Broadway,  New  York  City  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  Chicago,  Nov. 
6-8,  1969.  Dr.  Warren  R.  Lang,  7112  Lincoln  Dr.,  Phila- 
delphia 19119,  Exec.  Sec.-Treas. 

ASSOCIATION  OF  MILITARY  SURGEONS,  Washing- 
ton, D.C.,  Nov.  16-19,  1969.  Brig.  Gen.  Frank  E.  Wiison, 
1600  Massachusetts  Ave.  NW,  Suite  132,  Washington 
D.C.  20005,  Exec.  Sec. 

■ FLYING  PHYSICIANS  ASSOCIATION,  TEXAS 
CHAPTER,  Houston,  Nov.  3-5,  1969.  Dr.  James  R.  Old, 
3155  Stagg  Dr.,  Beaumont  77701,  Sec. 

INSTITUTE  OF  MEDICINE  OF  CHICAGO,  workshop 
for  physicians  and  other  health  leaders,  Chicago,  Nov. 
21-22,  1969.  Dr.  Walter  S.  Priest,  332  S.  Michigan  Ave., 
Chicago  60604,  Exec.  Dir. 

NATIONAL  EASTER  SEAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS,  Columbus,  Ohio,  Nov.  19-22, 
1969.  Miss  Catharine  Bauer,  2023  W.  Ogden  Ave.,  Chi- 
cago 60612,  Public  Relations  Dir. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Nov.  30-Dec.  6,  1969.  Dr.  Reynold  F.  Brown, 
433  California  St.,  San  FVancisco  94104,  Chm.  Bd.  of 
Directors. 

SOUTHERN  MEDICAL  ASSOCIATION,  Atlanta,  Ga.. 
Nov.  10-13,  1969.  Robert  F.  Butts,  2601  Highland  Ave., 
Birmingham,  Ala.  35205,  Exec.  Dir. 

■ TEXAS  NURSING  HOME  ASSOCIATION,  Houston, 
Nov.  5-7,  1969.  Sid  Rich,  6225  Hwy.  290-E.,  Austin 
78723,  Exec.  Dir. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  Bal  Har- 
bour, Fla.,  Dec.  6-11,  1969.  Mrs.  Dorothy  Compton,  2250 
NW  Flanders,  Portland.  Ore.  97210,  Exec.  Sec. 

■ PRIVATE  CLINICS  AND  HOSPITALS  ASSOCIA- 
TION OF  TEXAS,  Dallas.  Dec.  4-5,  1969.  Mrs.  Patty 
Pettigrew,  Kaufman.  Tex.  75142,  Sec. 


SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs. 
Va.,  December,  1969.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center,  Durham,  N.C.  27706.  Sec. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE. 
Houston,  Dec.  6.  1969.  Dr.  O.  R.  Hollan,  703  Nix  Pro- 
fessional Bldg.,  San  Antonio  78205,  Sec. 

■ TEXAS  DIVISION,  INC.,  AMERICAN  CANCER  SO- 
CIETY, Austin,  Dec.  10-11,  1969.  Curt  W.  Reimann,  5014 
Bull  Creek  Rd.,  Austin  78731,  Exec.  Vice  Pres. 

■ TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, Fort  Worth,  Dec.  6-6,  1969.  Dr. 

James  H.  Scruggs,  2223  Austin  Ave.,  Waco  76701,  Sec. 


JANUARY 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS. Chicago,  Jan.  17-22,  1970.  John  K.  Hart.  430  N. 
Michigan  Ave.,  Chicago  60611,  Exec.  Sec. 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS,  San  Antonio,  Jan.  26-28,  1970. 
S.  E.  Cockrell.  Jr.,  202  W.  French  PI.,  San  Antonio 
78212,  Exec.  Dir. 

SOCIETY  FOR  CRYOSURGERY.  Hollywood,  Fla.,  Jan. 
4-9,  1970.  Dr.  John  G.  Bellows,  30  N.  Michigan  Ave., 
Chicago  60602,  Sec. 

■ SOUTHERN  PROFESSORS  OF  PSYCHIATRY,  Dallas. 
January,  1970.  Dr.  Robert  Stubblefield,  6323  Harry  Hines 
Blvd.,  Dallas  75236,  Chm. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan.  17, 
1970.  C.  Lincoln  WiUiston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Galveston.  Jan. 
30-31,  1970.  Dr.  Herman  G.  Sehested,  100  Medical  Tower, 
1550  W.  Rosedale,  Fort  Worth  76104,  Sec. 

■ UNITED  GEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  Fort  Worth,  January,  1970.  Wally  Christensen. 
1010  Lavaca,  Austin  78701,  Exec.  Officer. 


FEBRUARY 

AMERICAN  ACADEMY  OF  ALLERGY,  New  Orleans, 
Feb.  14-18,  1970.  James  O.  Kelley,  756  N.  Milwaukee  St., 
Milwaukee,  Wis.  53202,  Exec.  Sec. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC.,  Atlanta,  Ga..  February,  1970.  Dr. 
Simon  Fredricks,  1103  Medical  Towers,  Houston  77025, 
Sec. 

■ SOUTHWESTERN  MEDICAL  ASSOCIATION,  El 
Paso,  February,  1970.  Bob  Reid,  723  Mills  Bldg.,  El  Paso 
79902,  Exec.  Sec. 
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TEXAS  MEDICINE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution;  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vb  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIfF 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y 


MOd  ulcerative  colitis  may  be  triggered  here... 


In  mild  ulcerative  colitis,  a number  of 
factors  can  precipitate  an  attack:  for  in- 
stance, dietary  indiscretion,  such  as  eat- 
ing raw  foods,  or  emotional  overreaction, 
such  as  that  aroused  by  financial  difficul- 
ties. No  matter  what  causes  the  patient’s 
sensitive  colon  to  “act  up,”  he  soon  suf- 
fers from  acute  discomfort ...  and  often, 
from  anxiety  and  apprehension  as  well. 
Such  patients  frequently  respond  well  to 
adjunctive  dual-action  Librax®  therapy. 

Librax  combines,  in  a single  conve- 
nient capsule,  the  well-known  antianxiety 
effect  of  Librium®  (chlordiazepoxide 
HCl)  and  the  dependable  anticholinergic 
/antispasmodic  effect  of  Quarzan®  (clidi- 
nium  Br).  Therefore,  as  Librax  helps  to 
relieve  the  patient’s  excessive  anxiety  and 
reduce  his  overreaction  to  stress,  it  also, 


at  the  same  time,  helps  to  control  hyper- 
secretion and  hypermotility,  thus  reliev- 
ing spasm  and  abdominal  discomfort. 

With  Librax,  the  dosage  schedule  is 
simple:  1 or  2 capsules,  t.i.d.  or  q.i.d., 
will  in  most  cases  bring  the  patient  sig- 
nificant relief  of  both  the  emotional  and 
physical  elements  that  contribute  to  his 
psychovisceral  disorder. 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows. 

INDICATIONS:  Indicated  as  adjunctive  ther- 
apy to  control  emotional  and  somatic  factors  in 
gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glau- 
coma; prostatic  hypertrophy  and  benign  blad- 
der neck  obstruction;  known  hypersensitivity 
to  chlordiazepoxide  HCl  and/or  clidinium 
bromide. 

WARNINGS:  Caution  patients  about  possible 


combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  cau- 
tion patients  against  hazardous  occupations  re- 
quiring complete  mental  alertness  (e.g.,  operating  j 
machinery,  driving).  Though  physical  and  psy-  i 
chological  dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering Librium  (chlordiazepoxide  hydro- 
chloride) to  known  addiction-prone  individuals 
or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use 
of  any  drug  in  pregnancy,  lactation,  or  in  women  : 
of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards. 
As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

PRECAUTIONS:  In  elderly  and  debilitated, 
limit  dosage  to  smallest  effective  amount  to  pre- 
clude development  of  ataxia,  oversedation  or 
confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  toler- 


i 


ated).  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  me  of  po- 
tentiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  {e.g.,  excitement,  stimula- 
tion and  acute  rage)  have  been  reported  in  psy- 
chiatric patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  im- 
pending depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 

ADVERSE  REACTIONS;  No  side  effects  or 
manifestations  not  seen  with  either  compound 
alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone, 
drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These 
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are  reversible  in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasional.y  ob- 
served at  the  lower  dosage  ranges  Iri  a few 
instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  erup- 
tions edema,  minor  menstrual  irregularities, 
nausM  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido  all  in- 
frequent and  generally  controlled  with  dosap 
reduction;  changes  in  EEG  patterns  (low-volt- 
age fast  activity)  may  appear  during  and  alter 
treatment;  blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally  with  chlordiaz- 
epoxide  hydrochloride,  making  periodic  blood 
counts  and  liver-function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported 
with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary 
hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics,  and/ or  low 
residue  diet. 


two  good  reasons 
for  prescribing 

UBRAX^ 

Each  capsule  contains  5 mg  chlordiaz- 
epoxide HCl  and  2.5  mg  clidinium  Br. 


ROCHE 

LABORATORIES 
iffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  I PPFR  RESPIRATORY  AI.EFRGIES  AND  INFECTIONS 

Dimetapp  Extentabs* 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg. 

UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A H ROBINS  COMPANY  A'H'DOBINS 
RICHMOND,  VA.  23220 


MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


■ TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Austin, 
Feb.  22-25,  1970.  Joseph  N.  Murphy.  Jr.,  Box  5192,  Aus- 
tin 78703,  Exec.  Officer. 


MARCH 

AMERICAN  COLLEGE  OF  ALLERGISTS.  Bal  Harbour, 
Miami  Beach,  Fla.,  March  15-19,  1970.  Eloi  Bauers,  2100 
Dain  Tower,  Minneapolis,  Minn.  55402,  Exec.  Vice  Presi- 
dent and  Counsel. 

■ AMERICAN  COLLEGE  OF  RADIOLOGY,  Dallas, 
March  3-4,  1970.  William  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Boca 
Raton,  Fla.,  March  19-24,  1970.  Dr.  Charles  Barrett  Ken- 
nedy, 1542  Tulane  Ave.,  New  Orleans  70115,  Exec.  Sec. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  16-18,  1970.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75201,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  2-5,  1970.  Mrs.  Irma  B.  Sherwood, 
1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

■ NINTH  DISTRICT  MEDICAL  SOCIETY,  Pasadena, 
Tex.,  March  19,  1970.  Dr.  William  H.  Bridges,  1105  Deck- 
er Dr.,  Baytown,  Tex.  77520,  Sec. 

SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDI- 
CINE, Oklahoma  City,  March  13-15,  1970.  Dr.  Herbert  C. 
Allen,  Jr.,  100  Hermann  Professional  Bldg.,  Houston 
77025,  Sec. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & 
GYNECOLOGISTS,  Houston,  March  6-7,  1970.  Dr.  J.  L. 
Jinkins,  Jr.,  200  University  Blvd.,  Suite  921,  Galveston 
77550,  Sec. 


APRIL 

AEROSPACE  MEDICAL  ASSOCIATION,  St.  Louis,  Mo., 
April  27-30,  1970.  Dr.  Merrill  H.  Goodman,  Washington 
National  Airport,  Washington,  D.C.,  Exec.  Vice  Pres, 
and  Sec. 

AMERICAN  ACADEMY  OF  NEUROLOGY,  Miami 
Beach.  Fla.,  April  27-May  2,  1970.  Stanley  A.  Nelson, 
4005  W.  65th  St.,  Minneapolis  55435,  Exec.  Officer. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Washington,  D.C.,  April  6-8,  1970.  Miss  Ada 
Hanvey,  7710  Carondelet  Ave.,  St.  Louis,  Mo.  63105,  Exec. 
Officer. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  New  York  City,  April  12-18,  1970. 
Dr.  Michael  Newton,  79  W.  Monroe  St.,  Chicago  60603, 
Exec.  Officer. 


AMERICAN  PEDIATRIC  SOCIETY,  Atlantic  City,  N.J., 
April  29-May  2,  1970.  Dr.  Charles  D.  Cook,  333  Cedar  St., 
New  Haven,  Conn.  06510,  Exec.  Sec. 

■ EIGHTH  DISTRICT  MEDICAL  SOCIETY.  Lake  Jack- 
son,  Tex.,  April,  1970.  Dr.  Clinton  E.  Woodson,  2100  N. 
Fhilton  St.,  Wharton,  Tex.  77488,  Sec. 

INDUSTRIAL  MEDICAL  ASSOCIATION,  Chicago,  April 
12-16,  1970.  Howard  N.  Schulz,  55  E.  Washington,  Chi- 
cago 60602,  Exec.  Dir. 

■ TEXAS  DENTAL  ASSOCIATION,  Fort  Worth,  AprU 
26-29,  1970.  Bill  B.  Howard.  3707  Gaston  Ave.,  Dallas 
75246,  Exec.  Sec. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION, 
Dallas,  April,  1970.  Dr.  Carolyn  K.  Veatch,  4837  Merri- 
mac.  Corpus  Christ!  78415,  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  DaUas,  April  30- 
May  3,  1970.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  PROCTOLOGIC  SOCIETY,  Dallas,  April.  1970. 
Dr.  James  M.  Hampton,  448  Hermann  Professional  Bldg., 
Houston  77025,  Sec.-Treas. 

■ THIRTEENTH  DISTRICT  MEDICAL  SOCIETY, 
Wichita  Falls,  Tex.,  April  11,  1970.  Dr.  William  H.  Neil, 
800  Fifth  Ave.,  Fort  Worth  76104,  Sec. 


MAY 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION,  TEXAS 
DISTRICT  BRANCH,  Dallas,  May,  1970.  Mrs.  Jeanette 
Prentice,  1801  N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

■ CONFERENCE  OF  CITY  AND  COUNTY  HEALTH 
OFFICERS,  Dallas,  May,  1970.  Dr.  J.  E.  Peavy,  1100  W. 
49th  St.,  Austin  78756,  Texas  State  Commissioner  of 
Health. 

■ INTERNATIONAL  CANCER  CONGRESS,  Houston, 
May  22-29,  1970.  Dr.  Murray  M.  Copeland,  Office  of  the 
Secretariat,  Tenth  International  Cancer  Congress,  P.O. 
Box  20465  Astrodome  Station,  Houston  77025,  Secretary- 
General. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  Dallas,  May  2, 
1970.  Dr.  C.  F.  MUler,  Box  1338,  Waco  76703,  Sec. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION,  Dallas, 
May  2,  1970.  Dr.  John  J.  Hinchey,  lA  Medical  Profes- 
sional Bldg.,  San  Antonio  78212,  Exec.  Officer. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION, 
Dallas,  May,  1970.  Dr.  James  L.  Baldwin,  712  N.  Wash- 
ington, Dallas  75246,  Sec. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  Dallas, 
May  2,  1970.  Dr.  E.  Frank  Dunton,  3434  Swiss  Ave., 
Suite  104,  Dallas  75204,  Sec. 
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—The  lowest  priced  tetracycline— nystatin  combination  available— 


I.IM. 

‘mvt  -si 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psycho- 
therapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social  ser- 
vice work  with  families,  family  therapy,  and  an  extensive  and  well  organized  activities  program,  including  occu- 
pational therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment 
program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School  Pro- 
gram is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-254-3201 


106 


TEXAS  MEDICINE 


PERSONALS 


New  officers  of  the  Texas  Indus- 
trial Medical  Association,  elected  in 
April,  are  Dr.  Charles  O.  Bruce, 
Port  Neches,  president;  Dr.  J.  G. 
Burdick,  Pasadena,  vice  president; 
Dr.  George  E.  McGlothlen,  Bridge 
City,  president-elect;  and  Dr.  Caro- 
lyn K.  Veatch,  Corpus  Christi,  sec- 
retary-treasurer. Association  board 
of  directors  are  Drs.  John  R.  Hall, 
Jr.,  Ralph  Liles,  C.  Hunter  Mont- 
gomery, and  Lee  Lloyd  Pickett,  all 
of  Houston;  Dr.  Roy  E.  Joyner,  Tex- 
as City;  and  Dr.  James  K.  Stewart, 
Beaumont. 

Dr.  Robert  W.  Lackey,  professor 
of  physiology  at  The  University  of 
Texas  Southwestern  Medical  School 
at  Dallas  since  the  school's  doors 
opened  in  1943,  retired  early  in 
June.  He  had  taught  almost  every 
graduate  of  Southwestern  and  pre- 
viously had  instructed  hundreds  of 
students  at  the  medical,  dental,  and 
pharmaceutical  branches  of  Baylor 
University  in  Dallas,  beginning  in 
1925.  Dr.  Lackey  was  honored  May 
10  at  a dinner  by  his  former  stu- 
dents and  friends.  Dr,  Milton  Davis 
was  toastmaster  for  the  program, 
during  which  a gold-plated  drum  of 
a kymograph  listing  career  high- 
lights was  presented  to  Dr.  Lackey. 

Dr.  E.  Clinton  Texter,  Jr.,  chair- 
man of  the  Department  of  Clinical 
Physiology,  Scott  and  White  Clinic, 
Temple,  was  presented  the  Wayne 
State  University  School  of  Medicine's 
Distinguished  Service  Citation,  May 
18  in  Detroit. 

Laredo  Junior  College  dedicated  a 
new  building  April  26,  the  Dr.  Leoni- 
des Gonzalez  Cigarroa  Science  Build- 
ing, named  for  Dr.  Leonides  G.  Ci- 
garroa, Laredo  surgeon. 

Dr.  Stephen  R.  Lewis,  chief  of  the 
Division  of  Plastic  Surgery  at  The 
University  of  Texas  Medical  Branch 
at  Galveston,  has  been  named  to 
the  Council  of  Academic  Societies, 
an  affiliate  of  the  Association  of 
American  Medical  Colleges. 

President  of  The  University  of 
Texas  Medical  Branch  at  Galveston, 
Dr.  Truman  G.  Blocker,  Jr.,  has  been 
elected  vice  chairman  of  the  gradu- 
ate education  committee  of  the 
American  College  of  Surgeons.  His 
term  will  expire  in  1972. 

The  Dr.  Samuel  L.  Siegler  lecture- 
ship and  award  is  given  annually  by 
the  American  Fertility  Society  in 
recognition  of  distinguished  achieve- 
ment in  the  area  of  reproductive 
study.  Recipient  for  1968-1969  is 
Dr.  Roger  Guillemin  of  Baylor  Col- 


lege of  Medicine,  Houston,  who  has 
done  research  in  the  field  of  endoc- 
rine neurophysiology.  Topic  of  his 
lecture,  presented  April  26  in  Miami 
Beach,  was  “Hypothalamic  Hor- 
mones Involved  in  the  Mechanism 
of  Ovulation.” 

Dr.  Robert  D.  Moreton  of  Houston 
has  been  named  chairman  of  the 
cancer  management  committee  of 
the  American  College  of  Radiology. 
He  has  also  been  recently  named  to 
the  board  of  directors  of  Goodwill 
Industries  in  Houston.  Dr.  Moreton 
is  assistant  director  of  The  Univer- 
sity of  Texas  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute  at  Hous- 
ton. 


POSTGRADUATE 

COURSES 


Tuberculosis:  The  National  Com- 
municable Disease  Center  will  pre- 
sent a course  in  the  “Clinical  Man- 
agement and  Control  of  Tuberculo- 
sis,” July  28-Aug.  8,  at  the  National 
Jewish  Hospital  in  Denver. 

Course  content  will  consist  of  the 
following  subjects:  pathogenesis  of 
tuberculosis,  role  of  the  patient  in 
tuberculosis  control,  treatment  of 
the  infected  and  the  diseased,  out- 
patient vs.  in-patient  care,  role  of 
the  nurse  and  practicing  physician, 
practical  epidemiology,  atypical  my- 
cobacteria, and  role  of  the  labora- 
tory in  managing  the  patient. 

Enrollment  is  restricted  to  physi- 
cians and  nurses  who  plan  or  direct 
tuberculosis  control  programs,  those 
who  teach  courses  in  tuberculosis 
and  other  pulmonary  diseases,  and 
physicians  who  are  concerned  with 
the  diagnosis  and  treatment  of  tu- 
berculosis. 

Further  information  is  available 
from  Dr.  Seth  N.  Leibler  (Ed.D.), 
Chief,  Training  Unit,  Tuberculosis 
Program,  National  Communicable 
Disease  Center,  Atlanta,  Ga.  30333. 

Internal  Medicine:  A five-day  post- 
graduate course  in  Internal  Medi- 
cine will  be  presented  by  the  Uni- 
versity of  Colorado  School  of  Medi- 
cine at  the  YMCA  Conference  Cen- 
ter, Estes  Park,  Colo.,  July  21-25. 
The  course  is  designed  specifically 
for  the  practicing  internist,  helping 
him  to  keep  abreast  of  significant 
new  developments  in  the  broad  field 
of  internal  medicine. 

Separate  days  will  be  devoted  to 
discussion  of  dermatology,  endoc- 
rinology, hematology,  infectious  dis- 
eases, and  pulmonary  diseases. 


Tuition  is  $90.  A detailed  pro- 
gram and  further  information  are 
available  from  The  Office  of  Post- 
graduate Medical  Education,  Uni- 
versity of  Colorado  School  of  Medi- 
cine, 4200  E.  Ninth  Ave.,  Denver 
80220. 

Dermatology:  Texas  physicians  may 
find  Aspen,  Colo.,  a pleasant  place 
to  pursue  postgraduate  education  in 
mid-summer.  The  third  Aspen  Con- 
ference for  Dermatologists,  cospon- 
sored by  the  Rocky  Mountain  Der- 
matologic Society  and  the  Univer- 
sity of  Colorado  School  of  Medicine, 
will  be  held  July  31-Aug.  2 in  As- 
pen, Colo. 

The  course  is  specifically  de- 
signed for  physicians  specializing  in 
dermatology.  One  day  will  be  de- 
voted to  each  of  three  topics  of  dis- 
cussion: connective  tissue  diseases, 
infectious  diseases,  and  metabolic 
diseases. 

Tuition  is  $75.  Interested  persons 
may  obtain  applications  and  addi- 
tional information  from  the  Office 
of  Postgraduate  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  E.  Ninth  Ave.,  Den- 
ver 80220. 

Pediatrics:  The  twelfth  annual  post- 
graduate course  in  pediatrics  will  be 
held  Aug.  3-6,  in  Aspen,  Colo.  The 
course  is  sponsored  by  the  Univer- 
sity of  Colorado  School  of  Medicine 
and  is  designed  for  the  practicing 
pediatrician. 

Guest  speakers  will  include  Dr. 
Keith  Drummond,  Montreal,  Quebec, 
Canada;  Dr.  Robert  J.  Glaser,  Palo 
Alto,  Calif.;  Dr.  Benjamin  M.  Kagan, 
Los  Angeles,  Calif.;  and  Dr.  Harvey 

D.  Klevit,  Portland,  Ore. 

Tuition  is  $90.  Further  informa- 
tion may  be  obtained  by  writing  the 
Office  of  Postgraduate  Medical  Edu- 
cation, University  of  Colorado 
School  of  Medicine,  4200  E.  Ninth 
Ave.,  Denver  80220. 

General  Practice:  The  University  of 
Colorado  School  of  Medicine's  15th 
Annual  postgraduate  course  for  the 
general  practitioner,  “General  Prac- 
tice Review,”  will  take  place  Aug. 
11-16  in  Denver. 

One  each  of  six  days  will  be  de- 
voted to  discussion  of  the  following 
subject  areas:  medicine,  pediatrics, 
dermatology,  surgery,  obstetrics  and 
gynecology,  and  trauma.  Physicians 
may  register  for  the  entire  course 
or  for  selected  days. 

Write  to  the  Office  of  Postgradu- 
ate Medical  Education,  University  of 
Colorado  School  of  Medicine,  4200 

E.  Ninth  Ave.,  Denver  80220,  for 
further  information  and  detailed 
program. 
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a broad-spectrum  antibiotic  for  the  diabetic 

threator 

thenu^ 


0 

0 


Disordered  metabolism 
makes  her  prone  to 
bacterial  Infection 
—and  to  moniliasis. 

When  she  needs  tetracycline, 
she  may  also  need  protection 
against  the  threat  of  fungal  over- 
growth. And  Tetrex-F  can  pro- 
vide both. 

Each  capsule  contains  250 
mg.  of  tetracycline  phosphate 
complex  to  control  sensitive  bac- 
terial pathogens. . .and  nystatin, 
250,000  units,  as  a precaution- 
ary measure  against  trouble- 
some vaginitis,  proctitis  or  other 
monilial  infections.  However, 
superinfection  with  other,  non- 
susceptible  organisms  may 
occur. 


Tetrex-F 

(tetracycline  phosphate 
complex-nystatin) 


PRESCRIBING  INFORMATION:  Tet-F.  5 
— 2/23/67.  For  complete  information 
consult  Official  Package  Circular. 
Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary  tracts 
and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms,  in  patients 
with  increased  susceptibility  to  monilial 
infections. 

Contraindications:  The  drug  is  contra- 
indicated in  patients  hypersensitive  to 
its  components. 

Warnings:  Photodynamic  reactions  have 
been  produced  by  tetracyclines.  Natural 
and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  if  skin 
discomfort  occurs.  With  renal  impair- 
ment, systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used.  Tooth 
staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period 
and  childhood). 

Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with 
bulging  fontanels.  In  gonorrheal  ther- 
apy, serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for 
3 months. 

Adverse  Reactions:  Glossitis,  stomatitis, 
nausea,  diarrhea,  flatulence,  proctitis, 
vaginitis,  dermatitis,  and  allergic  reac- 
tions may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d. 
Continue  for  10  days  in  Beta-hemolytic 
streptococcal  infections.  Administer  one 
hour  before  or  two  hours  after  meals. 
Supplied:  Capsules,  bottles  of  16  and 
100.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250 
mg.  tetracycline  HCI  activity  and  250,- 
000  units  of  nystatin. 

For  Oral  Suspension,  125  mg.  tetra- 
cycline and  125,000  u.  nystatin/5  ml., 
60  ml.  bottles.  A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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MEDICINE  IN  LITERATURE 


USE  AND  ABUSE  OF  DRUGS  DISCUSSED  IN  MEDICAL  BOOKS 


Drugs  on  the  College  Campus,  Helen 
H.  Nowlis,  144  pp.,  Garden  City, 
N.Y.,  Doubleday  & Co.,  Inc., 
1969,  95  cents. 

DR.  NOWLIS  discusses  drugs  gener- 
ally and  specifically.  She  deals  with 
such  questions  as  “What  is  a 
drug?”,  “How  do  drugs  act?”,  and 
“What  effects  do  drugs  have?”  Also 
discussed  are  such  subject  areas 
as  the  student  and  his  culture, 
drugs  and  the  law,  and  the  response 
of  educational  institutions. 

The  book  also  contains  informa- 
tion about  barbiturates,  alcohol,  am- 
phetamines, marijuana,  LSD,  and  as- 
pirin. Discussion  of  each  of  these 
substances  includes  the  historical 
background,  general  effects,  clinical 
uses,  idiosyncratic  reactions,  toxic 
patterns,  and  potential  for  tolerance 
and  dependence.  A glossary  and  a 
bibliography  are  also  included. 

MEMORIAL  LIBRARY  STAFF. 


Medical  Pharmacology;  Principles 
and  Concepts,  ed.  4,  Andres  Goth, 
749  pp.,  illus.,  St.  Louis,  The  C. 
V.  Mosby  Co.,  1968,  $13.50. 

THE  PRACTITIONER  and  undergrad- 
uate will  find  this  book  more  useful 
than  will  the  pharmacologist,  the 
extent  of  detailed  information  prob- 
ably being  insufficient  for  the  latter. 
The  information  is  current:  that  on 
outmoded  and  discarded  drugs  has 
been  removed. 

One  very  important  aspect  of  the 
book  is  that  it  places  various  drugs 
into  their  true  chemical  and  phar- 
macologic relation  within  their  re- 
spective groups.  Consequently,  the 
relative  importance  of  a given  drug 
being  represented  by  an  advertiser 
as  “new  and  unlike  any  other  avail- 
able competitive  drug”  is  clarified. 
This  is  in  itself  a considerable  ser- 
vice to  the  doctor  who  must  pick  up 
most  of  his  information  on  the  run. 

Basic  principles  fill  the  book's 
first  portion:  basic  drug  mechan- 
isms, drug  metabolism,  enzyme  in- 
duction, drug  safety  and  effective- 
ness, and  basic  groups  such  as 
cholinergic  and  adrenergic  drugs. 

Drugs  in  everyday  use  are  then 
presented.  Trade  names  accompany 


generics  frequently  enough  that  the 
reader  can  easily  keep  a grasp  on 
what  he  is  reading. 

The  poison-antidote  section  of  the 
book  is  particularly  helpful.  An  ex- 
cellent outline  of  the  basic  problem 
and  approach  is  presented,  rather 
than  the  overwhelming  mass  of 
seemingly  unrelated  details  which 
make  up  most  books  on  the  subject. 

The  prescription-writing  and  com- 
pendia section  is  unnecessary  for 
most  doctors.  A section  on  neoplas- 
tic chemotherapy  is  worthwhile  for 
reference  purposes.  The  index  is 
long  and  detailed  and,  therefore,  as 
usable  as  one  could  wish. 

This  concise  and  practical  book 
serves  as  an  excellent  antidote  for 
the  current  “information”  explosion 
on  available  drugs. 

MATHIS  BLACKSTOCK,  M.D., 
Austin. 

Drug  Responses  in  Man,  Ciba  Foun- 
dation Symposium,  Gordon  Wol- 
stenholme  and  Ruth  Porter,  eds., 
257  pp.,  illus.,  Boston,  Little, 
Brown  and  Co.,  1967,  $13. 

IS  THERE  A DIFFERENCE  between 
drug  responses  that  can  and  can- 
not be  anticipated?  Is  there  a better 
investigative  method,  not  in  use 
now,  that  would  predict  responses 
accurately?  Or  is  it  inevitable  that 
some  responses,  despite  the  most 
systematic  and  thorough  laboratory 
investigations,  will  appear  only  after 
a drug  has  been  extensively  used? 
If  the  last  is  true,  how  can  drug  ex- 
perimentation on  human  beings  be 
done  most  efficiently,  with  the  least 
danger,  and  with  the  smallest  pos- 
sible sample? 

These  questions  need  answering 
if  physicians  are  to  cope  with  the 
many  problems  that  are  being  cre- 
ated by  the  introduction  of  new 
drugs. 

To  provide  answers,  participants 
in  this  symposium  discuss  the  pre- 
dictability of  adverse  drug  responses 
in  man,  how  far  drug  responses  can 
be  foreseen  on  the  basis  of  animal 
experiments,  and  to  what  extent 
risks  can  be  calculated  when  animal 
tests  prove  inadequate.  By  consid- 
ering the  unexpected,  unanticipated. 


and  unpredictable  responses  that 
occur  even  after  a drug  has  been 
thoroughly  tested  in  man  and  ani- 
mals, the  authors  can  provide  a 
fairly  accurate  picture  of  what  drugs 
can  do. 

MEMORIAL  LIBRARY  STAFF. 

A Doctor  Discusses  Narcotics  and 
Drug  Addiction,  Louis  Relin  in 
consultation  with  Robert  L.  Shar- 
off,  90  pp.,  illus.,  Chicago,  Bud- 
long  Press  Co.,  1968,  $1.75. 

INCLUDING  THE  LATEST  and  most 
authentic  information  on  dangerous 
drugs  in  current  use,  misuse,  and 
abuse,  this  book  discusses  the  spec- 
trum of  habit-forming  and  addicting 
drugs  from  marijuana  to  heroin.  Par- 
ticular attention  is  given  to  acces- 
sible medicine  cabinet  preparations: 
sleeping  pills,  tranquilizers,  and  pep 
pills. 

The  statements  are  specifically 
directed  to  the  most  susceptible 
victims — teen  agers.  With  hard  facts 
the  book  purports  to  draw  back 
those  on  the  brink  and  to  help  those 
already  “hooked”:  “sniffers”: 

“pin-,”  “acid-,”  and  “horse-heads”; 
and  hard  core  “main  line  junkies.” 
Their  "hang  ups”  are  dealt  with  in 
patient-doctor  dialogues.  Sources  of 
help  are  listed. 

Parents,  physicians,  clergymen, 
social  workers,  and  teachers  will 
find  the  book  an  aid  in  communi- 
cating with  the  new  “emancipated” 
generation. 

MEMORIAL  LIBRARY  STAFF. 

Roentgenologic  Diagnosis,  Vols.  1 
and  2,  J.  George  Teplick,  Marvin 
E.  Haskin  and  Arnd  P.  Schimert, 
1,198  pp.,  illus.,  Philadelphia,  W. 
B.  Saunders  Co.,  1967,  $38. 

AN  EXCELLENT  COMPILATION  of 
radiographic  features  of  importance 
to  the  internal  medicine  clinician, 
this  book  presents  a pertinent  and 
practical  choice  of  topics;  the  im- 
portant x-ray  findings  of  most  of 
the  disease  states  encountered  in 
practice  are  clearly  delineated. 

The  text  regarding  radiological 
findings  is  clearly  written  and  perti- 
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nent,  and  the  x-ray  reproductions 
are  excellent.  The  discussions  of 
internal  medicine  involved  in  the 
text  are  not  as  authoritative  as  one 
might  desire;  but  on  the  whole,  it 
is  an  excellent  textbook,  bringing 
together  the  pertinent  contributions 
of  radiology  to  the  practice  of  in- 
ternal medicine. 

HALEY  KENT  BEASLEY,  M.D., 

Austin. 


NEW  BOOKS 
IN  TMA  LIBRARY 

Bartalos,  M.,  ed.:  Genetics  in  Medi- 
cal Practice,  Philadelphia,  J.  B. 
Lippincott  Co.,  1968. 

Finneson,  B.  E.:  Diagnosis  and  Man- 
agement of  Pain  Syndromes,  ed. 
2,  Philadelphia,  W.  B.  Saunders 
Co.,  1969. 

Freedman,  A.  M.,  and  Kaplan,  H.  I.: 
Comprehensive  Textbook  of  Psy- 
chiatry, Baltimore,  The  Williams  & 
Wilkins  Co.,  1967. 

Goodale,  R.  H.,  and  Widmann,  F.  K.: 
Clinical  Interpretation  of  Labora- 
tory Tests,  ed.  6,  Philadelphia,  F. 
A.  Davis  Co.,  1969. 

Harvey,  A.  M.,  et  al.:  The  Principles 
and  Practice  of  Medicine,  ed.  17, 
New  York,  Appleton  - Century - 
Crofts,  1968. 

Johnson,  W.  R.:  Human  Sexual  Be- 
havior and  Sex  Education,  Perspec- 
tives and  Problems,  Philadelphia, 
Lea  & Febiger,  1968. 
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PAMPHLETS 


As  a continuing  part  of  its  suc- 
cessful health  education  program, 
the  American  Medical  Association 
announces  two  new  “Timely  Tips,” 
Building  a Better  Mousetrap  and  Two 
In  Every  Hundred.  These  single-page 
publications  are  commonly  used  as 
health  education  inserts  for  the  doc- 
tor’s monthly  statements. 

Building  a Better  Mousetrap  dis- 
cusses the  three  dangerous  “do- 
mestic” rodents  in  the  United  States 
which  cause  at  least  a billion  dol- 
lars of  damage  annually.  The  tip 
describes  each  type  of  rodent, 
points  out  how  to  detect  them,  and 
provides  information  on  killing  them. 

Two  In  Every  Hundred  points  out 
that  at  least  two  people  in  every 
hundred  have  diabetes,  but  only  one 
of  them  is  aware  he  has  the  disease. 
In  describing  diabetes  as  the  eighth 
most  frequent  cause  of  death  and 
the  third-ranking  cause  of  blindness, 
the  tip  explains  the  nature  of  the 
disease  and  describes  its  warning 
signals. 

Each  tip  may  be  obtained  from 
AMA’s  Order  Handling  Dept,  at  20 
cents  per  100  copies. 

Allergic  Contact  Rashes  is  an  at- 
tractive, new  eight-panel  brochure 
recently  released  by  the  American 
Medical  Association’s  committee  on 
cutaneous  health  and  cosmetics. 

Reprinted  from  an  article  that  ap- 
peared originally  in  the  January, 
1969,  issue  of  Today’s  Health  mag- 
azine, the  pamphlet  deals  with  aller- 
gic contact  dermatitis — what  it 
looks  like,  its  various  causes,  and 
the  action  to  be  taken  once  an  indi- 
vidual discovers  he  has  developed  it. 

Single  copies  are  available  on  a 
complimentary  basis  from  the  AMA 
committee  on  cutaneous  health  and 
cosmetics,  535  N.  Dearborn  St.,  Chi- 
cago 60610.  Quantity  orders  are 
processed  at  various  prices.  To  ex- 
pedite handling,  orders  should  in- 
clude both  payment  and  the  code 
number,  “OP-239,”  and  be  directed 
to  the  AMA  Order  Dept. 

The  US  Public  Health  Service, 
Health  Services  Administration,  has 
published  the  ninth  pamphlet  in  its 
series  22,  Vital  and  Health  Statis- 
tics, Data  from  the  National  Vital 
Statistics  System.  This  pamphlet. 
Socioeconomic  Characteristics  of  De- 
ceased Persons,  United  States,  1962- 
1963  Deaths,  presents  statistics  on 
the  educational  attainment  and  fam- 
ily income  of  persons  who  died  dur- 
ing 1962  and  1963  by  age,  color, 
residence,  and  family  status. 


The  publication  is  for  sale  by  the 
Superintendent  of  Documents,  US 
Government  Printing  Office,  Wash- 
ington, D.C.  20402  for  50  cents. 
The  official  designation  is  Public 
Health  Service  Publication  No.  1000, 
Series  22,  No.  9. 

In  the  short  span  of  one  month 
after  its  release,  orders  for  more 
than  3,000  copies  of  the  American 
Medical  Association’s  new  book — 
Drug  Dependence:  A Guide  for  Phy- 
sicians— were  filled. 

The  Guide,  developed  by  the 
AMA's  council  on  mental  health  and 
its  committee  on  alcoholism  and 
drug  dependence,  is  a 186-page  pa- 
perback dealing  with  drug  abuse 
and  dependence.  Copies  may  be  ob- 
tained at  various  prices.  State  and 
county  medical  societies  are  eligible 
for  a 50%  price  reduction. 

Orders  should  be  coded  "OP- 
233,”  accompanied  by  payment  and 
directed  to  the  AMA’s  Order  Dept., 
535  N.  Dearborn  St.,  Chicago 
60610. 

A revised  version  of  Something 
Can  Be  Done  About  Acne  is  now 
available  from  the  American  Medical 
Association. 

The  informative  six-page  brochure 
describes  the  cause  of  blemishes 
and  includes  recommendations  for 
treatment.  Single  copies  are  provid- 
ed complimentarily  by  the  AMA’s 
committee  on  cutaneous  health  and 
cosmetics,  535  N.  Dearborn  St., 
Chicago  60610.  Quantity  orders, 
available  at  various  prices,  should 
be  coded  “OP-35”  and  directed  to 
the  AMA’s  Order  Dept. 

Mental  and  Emotional  Illnesses  in 
the  Young  Child  discusses  the  es- 
sentials (including  affection,  secur- 
ity, a feeling  of  personal  signifi- 
cance) a child  needs  in  order  to 
mature  in  a healthy  way.  Mental  and 
emotional  illnesses  which  may  beset 
children  from  infancy  to  adoles- 
cence are  also  discussed. 

Mental  and  Emotional  Illnesses  in 
the  Young  Child  is  a 12-page,  illus- 
trated pamphlet  which  first  ap- 
peared as  an  article  in  PTA  Maga- 
zine, the  official  publication  of  the 
National  Congress  of  Parents  and 
Teachers. 

Single  copies  of  this  Public 
Health  Service  Publication  No.  1877, 
are  available  free  from  the  Distribu- 
tion Unit,  National  Institute  of  Men- 
tal Health,  5454  Wisconsin  Ave., 
Chevy  Chase,  Md.  20015.  Multiple 
copies  may  be  purchased  for  25 
cents  each  from  the  Superintendent 
of  Documents,  US  Government 
Printing  Office,  Washington,  D.C. 
20402. 
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Recent 

Deaths 


DR.  T.  G.  GLASS 

Dr.  Thomas  G.  Glass,  retired  Mar- 
lin proctologist,  died  Feb.  10,  1969. 
He  was  69. 

A fellow  of  the  American  College 
of  Surgeons,  Dr.  Glass  was  on  the 
staff  of  the  Buie-Cornwell  Hospital 
and  Clinic  in  Marlin  until  his  retire- 
ment. He  had  served  Falls  County 
Medical  Society  as  president  and 
secretary  and  was  vice  president  of 
Texas  Medical  Association  in  1943 
and  secretary  of  the  Section  on  Med- 
icine in  1940-1941.  He  was  also  a 
member  of  the  American  Medical 
Association. 

A veteran  of  World  War  I,  he  was 
a senior  active  member  and  past 
president  of  the  Marlin  Rotary  Club 
and  had  served  as  a director  of  the 
Brazos  River  Authority.  He  was  a 
Scottish  Rite  Mason  and  a Shriner. 
He  was  also  a member  of  the 
Methodist  church. 

Dr.  Glass  was  born  Oct.  8,  1899, 
in  Lott,  Tex.,  the  son  of  the  late 
Thomas  Franklin  and  Alice  Hodges 
Glass.  He  attended  The  University  of 
Texas  at  Austin,  and  he  received  his 
MD  degree  from  The  University  of 
Texas  Medical  Branch  at  Galveston 
in  1924.  Internship  was  served  at 
Cleveland  Clinic  Hospital  in  Cleve- 
land, Ohio.  He  was  Falls  County 
health  officer  and  examining  physi- 
cian for  the  local  Selective  Service 
Board  for  many  years. 

Surviving  Dr.  Glass  are  his  wife, 
the  former  Dorothy  Marshall:  two 
sons.  Dr.  Thomas  G.  Glass,  Jr.,  of 
San  Antonio,  and  Edward  M.  Glass 
of  Wichita  Falls;  one  daughter,  Mrs. 
J.  P.  Robbins  of  New  Orleans;  and 
two  brothers,  Mike  Glass  of  Marlin 
and  Frank  Glass  of  Uniontown,  Ala. 


DR.  W.  T.  DAVIS 

Dr.  Walter  Thomas  Davis,  Corpus 
Christi  internist,  died  in  a San  An- 
tonio hospital  on  Feb.  19,  1969.  He 
was  64. 


Dr.  Davis,  the  son  of  Walter  Pick- 
ens and  Sadie  McCardell  Davis,  was 
born  Feb.  23,  1905,  in  Lancaster, 
S.C.  He  received  a BS  degree  from 
Davidson  College  at  Davidson,  N.C., 
in  1927.  He  then  attended  the  Uni- 
versity of  Arkansas  at  Little  Rock 
from  1930  to  1932  and  was  grad- 
uated from  Vanderbilt  University 
School  of  Medicine  in  Nashville, 
Tenn.,  in  1934  with  an  MD  degree. 
He  interned  at  Vanderbilt  University 
Hospital  in  Nashville  and  Baltimore 
City  Hospital  in  Baltimore,  Md.,  from 
1933  to  1935.  In  1940-1941,  he  did 
postgraduate  work  at  Johns  Hopkins 
Hospital  in  Baltimore  where  he  re- 
ceived a master  of  public  health 
degree. 

A member  of  Nueces  County  Med- 
ical Society,  he  also  belonged  to  the 
Texas,  the  American,  and  the  South- 
ern Medical  Associations.  He  was 
chief  of  staff  at  Memorial  Medical 
Center  in  Corpus  Christi. 

Dr.  Davis  was  an  elder  in  the 
First  Presbyterian  Church  in  Corpus 
Christi:  a member  of  the  board  of 
directors  of  and  physician  for  Boys 
City,  now  Youth  City;  and  a member 
of  the  board  of  directors  of  Kiwanis 
International  in  Corpus  Christi. 

Before  moving  to  Corpus  Christi, 
Dr.  Davis  had  worked  ten  years  for 
the  Tennessee  Valley  Authority  as 
chief  medical  officer  and  had  prac- 
ticed medicine  at  Wheeler  Dam, 
Guntersville  Dam,  and  Wilson  Dam, 
all  in  Alabama. 

Surviving  Dr.  Davis  are  his  wife, 
the  former  Lillian  Randolph,  of  Vis- 
alia, Calif.;  two  daughters  and  a son 
of  a previous  marriage,  Mrs.  J.  R. 
Tompkins  of  Midland,  Tex.,  Mrs. 
Tom  Adams  of  Los  Angeles,  and  the 
Rev.  Walter  Thomas  Davis,  Jr.,  a 
missionary  in  Africa. 

DR.  J.  C.  CARTER 

Dr.  Joseph  Callaway  Carter,  68, 
retired  El  Paso  physician,  died  in  an 
El  Paso  hospital  on  March  29,  1969. 

Born  in  Marshall,  Tex.,  on  Nov. 
17,  1900,  Dr.  Carter  was  the  son  of 
Charles  Edward  and  Mary  Callaway 
Carter.  He  was  graduated  from  The 
University  of  Texas  Medical  Branch 
at  Galveston  in  1924.  He  interned 
at  Maryland  General  Hospital  in  Bal- 


timore in  1924-1925  and  served  a 
residency  at  New  York  Post-Graduate 
Hospital  in  New  York  City  in  1925- 
1926.  Dr.  Carter  practiced  medicine 
in  Marshall,  Tex.,  from  1926  to 
1934,  practiced  briefly  in  Kerrville, 
and  moved  to  El  Paso  in  1942 
where  he  practiced  medicine  until 
his  illness  in  1965. 

During  World  War  II,  Dr.  Carter 
served  as  examining  physician  for 
the  Selective  Service  System  and  re- 
ceived a certificate  of  merit  and  a 
medal  for  this  work. 

Dr.  Carter  was  a member  of  El 
Paso  County  Medical  Society,  the 
Texas  and  the  American  Medical  As- 
sociations, Southern  Medical  Associ- 
ation, and  the  American  Heart  Asso- 
ciation. He  had  served  as  district 
consultant  for  the  Texas  Educational 
Agency,  El  Paso  Vocational  Rehabili- 
tation Division. 

Dr.  Carter  was  a charter  member 
and  past  president  of  the  El  Paso 
Riding  and  Driving  Club  and  was  a 
charter  member  of  El  Paso  Historical 
Society,  and  he  belonged  to  the  Cor- 
onado Country  Club.  He  also  be- 
longed to  the  First  Baptist  Church 
and  Masonic  Lodge  No.  22.  In  1968, 
he  became  a member  of  the  Golden 
Circle  of  Alpha  Tau  Omega  social 
fraternity.  He  was  a member  of  Phi 
Rho  Sigma  medical  fraternity. 

Surviving  Dr.  Carter  is  his  wife, 
Marie  King  Carter  of  El  Paso. 

DR.  R.  A.  BARROW,  JR. 

Dr.  Rex  Austin  Barrow,  Jr.,  42, 
Dallas  orthopedic  surgeon,  was 
drowned  in  a swimming  pool  on 
April  2,  1969.  He  had  practiced  in 
Dallas  for  12  years. 

Born  on  Oct.  6,  1926,  in  El  Do- 
rado, Ark.,  Dr.  Barrow  was  the  son 
of  Dr.  Rex  Austin  Barrow,  Sr.  (DDS), 
and  Theresa  Harper  Barrow.  He  re- 
ceived a BS  degree  in  1948  from 
Louisiana  State  University  at  Baton 
Rouge,  La.,  a BA  degree  in  1949 
from  the  University  of  Arkansas  at 
Fayetteville,  and  an  MD  degree  in 

1953  from  the  University  of  Arkan- 
sas School  of  Medicine  in  Little 
Rock.  His  general  internship  was 
served  from  1953  to  1954  and  his 
orthopedic  surgery  residency  from 

1954  to  1958,  both  at  Scott  and 
White  Memorial  Hospital  in  Temple, 
Tex.  In  1958,  Dr.  Barrow  moved  to 
Dallas  where  he  specialized  in  ortho- 
pedic surgery. 

A member  of  Dallas  County  Medi- 
cal Society,  Dr.  Barrow  belonged  to 
Texas  Medical  Association,  Ameri- 
can Medical  Association,  Southern 
Medical  Association,  and  Flying  Phy- 
sicians Association,  Inc.  A 32nd  de- 
gree Mason,  he  was  also  a member 
of  the  Methodist  Church. 
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During  World  War  II,  Dr.  Barrow 
served  with  the  US  Army  Air  Corps. 

Surviving  Dr.  Barrow  are  his  wife, 
the  former  Susan  Herring  of  Dallas; 
three  children  by  a previous  mar- 
riage, Pam,  Beth,  and  Cindy  Barrow, 
all  of  Dallas;  his  parents.  Dr.  and 
Mrs.  Rex  A.  Barrow,  and  a brother. 
Dr.  Don  Barrow,  all  of  El  Dorado, 
Ark. 

DR.  W.  G.  PHILLIPS 

Dr.  William  Guthrie  Phillips,  82, 
died  Nov.  23,  1968.  He  had  retired 
from  practice  two  months  prior  to 
his  death. 

Born  in  Grapevine,  Tex.,  on  Sept. 
8,  1886,  he  was  the  son  of  John  M. 
and  Clara  Grace  Lowrance  Phillips. 
He  received  his  MD  degree  from  Fort 
Worth  School  of  Medicine  in  1917, 
and  practiced  medicine  in  Fort  Worth 
until  his  retirement. 

A past  secretary  of  Tarrant  Coun- 
ty Medical  Society,  Dr.  Phillips  was 
elected  in  1958  to  honorary  mem- 
bership in  the  American  Medical  As- 
sociation and  to  honorary  member- 
ship in  Texas  Medical  Association  in 
1963.  He  had  been  president  and 
secretary  of  the  13th  District  Medi- 
cal Society.  He  was  also  a charter 
member  of  Oakhurst  Presbyterian 
Church  in  Fort  Worth. 

Before  his  illness.  Dr.  Phillips  was 
active  in  civic  affairs  in  Fort  Worth. 
He  had  been  president  of  the  River- 
side Civic  League  and  had  been  for 
many  years  a member  of  the  zoning 
board  of  the  City  of  Fort  Worth. 

Surviving  Dr.  Phillips  are  his  wife, 
Louise  Gillespie  Phillips;  a son,  John 
G.  Phillips;  and  daughter,  Mrs. 
Claude  Morrison,  all  of  Fort  Worth. 

DR.  G.  M.  RUSSO 

Corpus  Christ!  physician.  Dr.  Gali- 
leo Martin  Russo,  died  of  lung  can- 
cer on  March  31,  1969.  He  was  53. 

Dr.  Russo  was  born  July  25,  1915, 
in  Waco,  the  son  of  Chris  and  Maria 
Russo.  He  was  graduated  from  Bay- 
lor University  at  Waco  with  a BA 
degree  in  1937.  He  then  was  gradu- 
ated from  The  University  of  Texas 
Medical  Branch  at  Galveston  with 
an  MD  degree  in  1942.  His  intern- 
ship was  served  from  1943  to  1944 
at  Jefferson  Davis  Hospital  in  Hous- 
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ton,  and  his  residency  was  at  Spohn 
Hospital  in  Corpus  Christ!. 

After  serving  with  the  US  Medical 
Corps  in  the  European  theatre  of 
operations  from  1943  to  1946  as  a 
captain.  Dr.  Russo  was  in  private 
practice  in  Corpus  Christ!  from  1947 
until  his  death. 

Dr.  Russo  was  a member  of 
Nueces  County  Medical  Society,  Tex- 
as Medical  Association,  and  Ameri- 
can Medical  Association.  He  be- 
longed to  the  Knights  of  Columbus, 
Alhambra  Catholic  social  organiza- 
tion, and  the  Corpus  Christ!  Country 
Club.  Dr.  Russo  was  also  a member 
of  St.  Patrick  Church. 

Surviving  Dr.  Russo  are  his  wife, 
the  former  Lasche  Elizabeth  Opel, 
and  two  sons,  Christopher  and  Fred- 
erick, all  of  Corpus  Christ!;  and  three 
sisters,  Mrs.  Helen  Perdichi,  Mrs. 
Virginia  Bramlett,  and  Miss  Martha 
Russo,  all  of  Waco. 

DR.  S.  S.  BAIRD 

Dallas  urologist.  Dr.  Sydney  Sur- 
ratt Baird,  died  on  March  26,  1969. 
He  was  70. 

Born  Dec.  15,  1898,  in  Cleburne, 
Tex.,  Dr.  Baird  was  the  son  of  Walter 
Lee  and  Lalla  Surratt  Baird.  He  was 
graduated  from  Southern  Methodist 
University  in  1922  with  an  AB  de- 
gree. In  1926  he  received  his  MD 
degree  from  Baylor  College  of  Medi- 
cine, then  in  Dallas,  and  served  an 
internship  at  Baylor  Hospital  in  Dal- 
las from  1926  to  1927.  After  prac- 
ticing medicine  in  Monterrey,  Mex- 
ico, in  1927-1928,  Dr.  Baird  moved 
to  Dallas  where  he  specialized  in 
obstetrics  from  1928  to  1935.  He 
then  served  a preceptorship  in  urol- 
ogy under  Dr.  Harry  Spence  in  Dal- 
las from  1935  to  1942.  He  then 
practiced  medicine  in  Dallas,  special- 
izing in  urology,  until  his  death. 

Dr.  Baird,  a member  of  the  Dallas 
County  Medical  Society,  the  Texas 
and  the  American  Medical  associa- 
tions, of  Dallas  Southern  Clinical  So- 
ciety, and  of  American  Urological  As- 
sociation, was  a fellow  of  the  Amer- 
ican College  of  Surgeons  and  a diplo- 
mate  of  the  American  Board  of  Urol- 
ogy. He  also  belonged  to  the  Lovers 
Lane  United  Methodist  Church,  the 
Dallas  Rotary  Club,  Sigma  Alpha 
Epsilon  social  fraternity.  Phi  Chi 


medical  fraternity,  and  Phi  Beta 
Kappa  honorary  scholastic  fraternity. 

Surviving  Dr.  Baird  are  his  wife, 
the  former  Annie  Laurie  Henderson, 
of  Dallas;  two  daughters,  Mrs.  Betty 
Simmons  of  Scottsdale,  Ariz.,  and 
Mrs.  Nancy  Cutts  of  Atlanta,  Ga.;  a 
sister,  Mrs.  D.  A.  Crossley  of  Browns- 
ville, Tex.;  and  two  brothers,  J.  T. 
Baird  of  Big  Spring  and  Dr.  W.  L. 
Baird  of  Dallas. 

DR.  F.  J.  KOBERG 

Dr.  Frederick  Johnson  Koberg,  53, 
Seminole,  Tex.,  general  practitioner, 
died  in  Seminole  on  Feb.  21,  1969. 
Cause  of  death  was  coronary  throm- 
bosis. 

Born  on  Sept.  7,  1915,  in  Big 
Spring,  Tex.,  he  was  the  son  of 
Charles  William  and  Lena  Rivers 
Johnson  Koberg.  He  attended  The 
University  of  Texas  at  Austin,  ob- 
taining a BA  degree  in  1936.  In 
1940  Dr.  Koberg  was  graduated 
from  The  University  of  Texas  Medi- 
cal Branch  at  Galveston. 

After  serving  an  internship  from 
1940  to  1941,  at  Shreveport  Charity 
Hospital  in  Shreveport,  La.,  Dr.  Ko- 
berg joined  the  US  Army  Medical 
Corps,  and  attained  the  rank  of  ma- 
jor. In  1946,  after  his  discharge 
from  military  duty.  Dr.  Koberg  re- 
turned to  Shreveport  Charity  Hos- 
pital to  serve  a one-year  residency. 
He  then  practiced  medicine  in  Den- 
ver City,  Tex.,  from  1947  to  1948, 
when  he  moved  to  Seminole. 

Dr.  Koberg  was  a member  of  Daw- 
son-Lynn-Terry-Gaines-Yoakum  Coun- 
ties Medical  Society,  Texas  Medical 
Association,  and  American  Medical 
Association.  He  was  also  a member 
of  St.  James  Catholic  Church  in 
Seminole. 

Dr.  Koberg’s  wife,  the  former  Au- 
gusta Catherine  Hildebrandt  of  Bren- 
ham,  survives;  as  do  a son,  Fred- 
erick J.  Koberg,  Jr.,  a medical  stu- 
dent at  The  University  of  Texas  Med- 
ical School  at  Galveston;  a daughter, 
Hildy  Jane  of  Seminole;  his  mother, 
Mrs.  Charles  Koberg,  and  a sister, 
Mrs.  Camile  Patterson,  both  of  Big 
Spring;  and  two  brothers.  Dr.  0.  W. 
Koberg  (DDS)  of  Fort  Worth  and  Dr. 
Charles  Koberg  (DVM)  of  San  An- 
gelo. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L Knapp,  M.  D. 
Jackson  H,  Speegle,  M.  D 
Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 
John  T,  Holbrook,  M.  D. 


Psychology 

TraudI  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 

A.  N.  Griffin,  M.A, 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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—The  lowest  priced  tetracycline— nystatin  combination  available— 


Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 


SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


Established  Over  iO  Years 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


— 

STAINLESS 

STEEL  POLISH 

IM]  1 

SMR  Stainless 

Steel  Polish 

iillts 

cleans,  and  pre- 

Slid 

serves  with 

Uiiei  1 

superior  results 

EBISI 

— ends  finger- 

1 

prints,  water- 

marks  and 

surface  stains. 

22  oz.  economy 

Factory  Direct  Sales 
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REDBIRD  PROFESSIONAL 
CENTER 


4010-20  Alloy  Service  Drive 
Dallas,  Texas  75232 


IMMEDIATE  OCCUPANCY 


We  are  proud  to  offer  a new  concept  in  design  and  atmosphere  of  our  Professional  Office  Center,  located  in  the  heart 
of  the  rapidly  expanding  Redbird  Plaza  area,  adjacent  to  the  Army  & Air  Force  Exchange  Headquarters. 

Featuring  a setting  of  brick-paved  landscaped  garden  malls,  Redbird  Professional  Center  provides  14,500  sq.  ft.  of 
soundproof  office  space,  uniquely  divided  between  two  one-story  buildings. 

Each  office  is  provided  with  ample  adjacent  parking  facilities. 

Individual  climatic  controls  afford  year-round  comfort. 

Within  an  area  of  3 sq.  miles  of  Redbird  Professional  Center,  a total  of  1500  garden  type  apartment  and  one-family 
residences  are  now  in  the  process  of  erection.  The  rapidly  expanding  Redbird  Plaza  encompasses  the  Mobile  Research 
Corp.,  the  Sweetheart  Cup  Corp.,  131  unit  La  Quinta  Motel,  among  others,  making  our  office  complex  a busy  nucleus 
for  any  doctors  interested  in  expanding  its  horizons. 


REDBIRD  ENTERPRISES,  INC. 

For  Further  information  CALL  OR  WRITE:  PHONi:^'(21%^°FR°l-k°2o'^ 

Allen  M.  Fain,  M.D.,  Mr.  George  Greenberg 


ONCOLOGY 

Oscar  L.  Morphis,  M.D.,  F.A.C.R.  R.  P. 

O’Bannon,  M.D.,  F.A.C.R. 

Radiation  Therapy 

Radiation  Therapy 

Radium  Therapy 

Norris  Gilfillan,  M.D.,  F.A.C.S.  Tom  B.  Bond,  M.D.,  F.A.C.R. 

Chemotherapy 

Consultant 

Jack  M.  Morgan,  M.S.,  F.A.C.R. 

Consultant-Physicist 

1550  West  Rosedale,  Suite  620  Fort  Worth 

ED  6-2028 

HOMESTEAD 

CHILD  PLACEMENT  AGENCY 
and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

ED  5-5942  ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERN 
CAN  BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 
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HY-6674 


all  the  way  from  one  daily  tablet  to  the  next 
to  help  control  edema  and  hypertension 

Its  prolonged  action  usually  provides  smooth,  sustained  diuretic 
effectiveness;  real  one-a-day  dosage,  right  from  the  start;  convenience 
and  economy. 

Hygroton,  chlorthalidone,  can  cause  side  effects.  And  it's  contra- 
indicated in  hypersensitivity  to  the  drug  and  severe  renal  and 
hepatic  diseases. 


Check  the  prescribing  information.  It's  summarized  on  the  next  page. 


Geigy 


A little  Hygrotoif  can  work  a long  diuretic  day 

chlorthalidone 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supplements, 
which  should  be  used  only  when  ade- 
quate dietary  supplementation  is  not 
practical,  the  possibility  of  small -bowel 
lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  been 
required  frequently  and  deaths  have 
occurred.  Discontinue  enteric-coated 
potassium  supplements  immediately  if 
abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding 
occur. 

Use  with  caution  in  pregnant  women 
and  nursing  mothers  since  the  drug 
may  cross  the  placental  barrier  and 
appear  in  cord  blood  and  since  thia- 
zides may  appear  in  breast  milk.  The 
drug  may  result  in  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which 
have  occurred  in  the  adult.  When  used 
in  women  of  childbearing  age,  balance 
benefits  of  drug  against  possible  haz- 
ards to  fetus. 


Precautions:  Anti  hypertensive  therapy 
with  this  drug  should  always  be  initi- 
ated cautiously  in  postsympathectomy 
patients  and  in  patients  receiving 
ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs  or 
curare.  Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If 
potassium  depletion  should  occur  dur- 
ing therapy,  the  drug  should  be  dis- 
continued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  consti- 
pation and  cramping,  dizziness,  weak- 
ness, restlessness,  hyperglycemia, 
glycosuria,  hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 


sion, which  may  be  potentiated  when 
chlorthalidone  is  combined  with  bar- 
biturates, narcotics  or  alcohol,  aplastic 
anemia,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  impotence, 
dysuria,  transient  myopia,  skin  rashes, 
urticaria,  purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include;  jaundice,  xanthopsia,  pares- 
thesia, and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every  other 
day. 

Availability:  White,  single-scored  tab- 
lets of  100  mg.  and  aqua  tablets  of  50 
mg.,  in  bottles  of  100  and  1000. 
(B)46-230-E 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemicol  Corporation 
Ardsley,  New  York  10502 
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In  selected  cases  of  rheumatoid  arthritis 


with  acute  symptoms 

Response  to 


is  often  improved. 


(liidoinetliaGlii  MSB) 

teliiifv  I 


rarely, 

patients  need 


175  mg  to 

200 mg 


others  need 

150  mg 


some 


patients  need 


125  mg 


many 


patients  need 


100  mg 


initial  therapy 


75  mg 


‘-rf.'-? 


K- 


Mariy  patients  with  acute  rheumatoid 
arthritis  or  acute  episodes  of  chronic 
rheumatoid  arthritis  can  be  controlled 
by  increasing  the  dosage  25  mg  per 
day  (to  the  allowable  maximum)  until 
the  episode  subsides;  the  dosage 
should  then  be  reduced  gradually  to 
maintenance  levels.  Few  require  the 
maximum  (175-200  mg). 

In  the  event  the  patient  develops  ad- 
verse effects,  dosage  should  be  re- 
duced to  tolerated  levels  for  2 or  3 
days  and  then  gradually  increased  by 
25  mg  every  few  days  as  tolerated. 
G.l.  effects  may  be  minimized  by  giv- 
ing INDOCIN  with  food,  antacids,  or 
immediately  after  meals. 


Now  in  two  strengths 
25  mg  and  50  mg 


Actual  Size 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin, 
MSD)  cannot  be  considered  a simple  anal- 
gesic and  should  not  be  used  in  conditions 
other  than  those  recommended  under  Indi- 
cations. The  drug  should  not  be  prescribed 
for  children  because  safe  conditions  for 
use  have  not  been  established. 
CONTRAINDICATED: 

• in  aspirin-sensitive  asthmatics 

• during  pregnancy  or  lactation 

• in  children 

• INDOCIN  may  mask  the  signs  and  symp- 
toms of  peptic  ulcer  and  may  cause  ulcera- 
tion or  irritation  of  the  G.l.  tract. Therefore, 
do  not  give  in  active  peptic  ulcer,  gastritis, 
regional  enteritis,  ulcerative  colitis,  and 
use  with  caution  if  there  is  a history  of 
these  disorders. 

For  additional  prescribing  information, 
please  see  following  page. 
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In  selected  cases 
of  rheumatoid  arthritis 
with  acute  symptoms 

Response  to 

INDOGIN 

(IndometliaGinlMSD) 
is  oflen  improved 
by  stepping  up 
dosage  daiiy 
untii  a satisfactory 
resuit  is  obtained 


IMPORTANT  NOTE;  INOOCIN  (Indomethacin,  MSD)  cannot  be  con- 
sidered a simple  analgesic  and  should  not  be  used  in  conditions 
other  than  those  recommended  under  Indications.  The  drug 
should  not  be  prescribed  for  children  because  safe  conditions  for 
use  have  not  been  established. 

Indications:  For  the  symptomatic  treatment  of  rheumatoid  arthri- 
tis, rheumatoid  (ankylosing)  spondylitis,  degenerative  joint  dis- 
ease (osteoarthritis)  of  the  hip,  and  gout. 

Contraindications:  INOOCIN  may  mask  the  signs  and  symptoms  of 
peptic  ulcer  and  may  itself  cause  peptic  ulceration  or  irritation 
of  the  G.l.  tract.  For  these  reasons  it  should  not  be  given  to  pa- 
tients with  active  peptic  ulcer,  gastritis,  regional  enteritis,  or 
ulcerative  colitis  (use  with  caution  if  there  is  history  of  these  dis- 
orders); aspirin-sensitive  asthmatics.  Safe  use  during  pregnancy 
or  during  lactation  has  not  been  established.  Should  not  be  pre- 
scribed for  children  because  safe  conditions  for  use  have  not 
been  established.  In  a few  cases  of  severe  juvenile  rheumatoid 
arthritis  receiving  INOOCIN  along  with  other  drugs,  severe  re- 
actions, including  fatalities,  have  been  reported. 

Warnings:  Patients  who  experience  dizziness,  lightheadedness,  or 
feelings  of  detachment  on  INOOCIN  should  be  cautioned  against 
operating  motor  vehicles  or  machinery,  climbing  ladders,  etc.  Use 
cautiously  in  patients  with  psychiatric  disturbances,  epilepsy,  or 
parkinsonism  since  it  may  aggravate  these  conditions. 
Precautions:  Use  cautiously  in  patients  with  a history  of  peptic 
ulcer,  gastritis,  regional  ileitis,  or  ulcerative  colitis  because  of 
its  potential  for  causing  G.l.  bleeding.  May  cause  single  or  mul- 
tiple ulceration  of  the  esophagus,  stomach,  duodenum,  or  small 
intestine,  and,  in  a few  instances,  severe  bleeding  and  perfora- 
tion with  a few  fatalities  have  been  reported.  May  potentiate  the 
ulcerogenic  effect  of  steroids,  salicylates,  or  phenylbutazone. 
Gastrointestinal  bleeding  with  no  obvious  ulcer  formation  has 
also  been  noted;  the  drug  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  obvious  or  occult  G.l.  bleeding,  some  pa- 
tients may  manifest  anemia,  and  for  this  reason  periodic  hemo- 
globin determinations  are  recommended.  G.l.  effects  may  be 
minimized  by  giving  the  drug  with  fo9d  or  with  antacids  or  im- 
mediately after  meals.  In  common  with  other  drugs  that  have 
anti-inflammatory,  analgesic,  and  antipyretic  properties,  indo- 
methacin may  mask  the  signs  and  symptoms  of  infection;  avoid 
undue  delay  in  initiating  appropriate  treatment  of  the  infection- 
use  cautiously  in  patients  with  existing,  but  controlled,  infec- 
tions. As  with  any  new  drug,  patients  should  be  followed  care- 
fully to  detect  unusual  manifestations  of  drug  sensitivity. 
Adverse  Reactions:  Starting  therapy  with  low  doses,  with  grad- 
ual increases  when  necessary,  will  minimize  adverse  reactions. 
Central  Nervous  System:  Most  commonly,  headache  (usually  more 


severe  in  morning),  dizziness,  and  lightheadedness;  infrequently 
observed  reactions  include  mental  confusion,  drowsiness,  con- 
vulsions, coma,  depression,  and  other  psychic  disturbances, 
such  as  depersonalization;  CNS  effects  are  often  transient  and 
frequently  disappear  with  continued  treatment  or  reduced  dos- 
age. The  severity  of  these  effects  may  occasionally  require  ces- 
sation of  therapy.  Gastrointestinal Most  commonly,  nausea, 
anorexia,  vomiting,  epigastric  distress,  abdominal  pain,  and 
diarrhea;  others  that  may  develop  are  ulceration,  single  or  mul- 
tiple, of  esophagus,  stomach,  duodenum,  or  small  intestine,  in- 
cluding perforation  and  hemorrhage  with  a few  fatalities  having 
been  reported;  G.l.  bleeding  without  obvious  ulcer  formation, 
increased  abdominal  pain  in  patients  with  preexisting  ulcerative 
colitis;  less  commonly,  stomatitis;  gastritis;  bleeding  from  the 
sigmoid  colon,  occult  in  type  or  from  a diverticulum,  and  per- 
foration of  preexisting  sigmoid  lesions  (diverticulum,  carcinoma); 
G.l.  reactions  not  known  definitely  to  be  attributable  to  indo- 
methacin include  development  of  ulcerative  colitis  and  of  regional 
ileitis.  Hepatic:  Rarely,  jaundice  and  hepatitis.  Cardiovascular- 
Renal:  Infrequently,  edema,  elevation  of  blood  pressure,  and 
hematuria.  Dermatologic-Hypersensitivity:  Infrequently,  pruritus, 
urticaria,  angioneurotic  edema,  angiitis,  skin  rashes,  loss  of  hair, 
and  acute  respiratory  distress  including  sudden  dyspnea  and 
asthma.  Hematologic:  Infrequently,  leukopenia,  purpura,  and 
thrombocytopenia;  rarely,  agranulocytosis  and  bone  marrow  de- 
pression have  been  reported,  but  a definite  relationship  to  the 
drug  has  not  been  established;  since  some  patients  may  mani- 
fest anemia  secondary  to  obvious  or  occult  G.l.  bleeding,  periodic 
hemoglobin  determinations  are  recommended.  Eye-Ear:  Infre- 
quently, tinnitus,  blurred  vision,  hearing  disturbance,  and  orbital 
and  periorbital  pain.  Miscellaneous:  Rarely,  vaginal  bleeding, 
hyperglycemia,  and  glycosuria. 

Supplied:  Capsules  containing  25  mg  indomethacin  each,  in  bot- 
tles of  100  and  1000; 
capsules  containing 
50  mg  indomethacin 
each,  in  bottles  of  100. 

For  more  detailed  in- 
formation, consult  your 
Merck  Sharp  & Dohme 
representative  or  see 
the  package  circular. 


O MERCK  SHARP  & DOHME  Division  o(  Merch  & Co  Inc  West  ft)int  Pa  19A86 
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[his  ulcer  did  not  heal...until  its  surface  was  cleared  of  dead  tissue  and  debris 


FIRST  APPLICATION 

ELASE  Ointment  is  applied  to  a deep  ulceration  of  a finger. 


EIGHTEEN  DAYS  LATER 

Healing  has  progressed  rapidly  without  interruption  or 
interference  from  any  accumulated  purulence  or 
necrotic  tissue.  Greatly  reduced  size  of  lesion  and 
minimal  scar  tissue  indicate  quality  and  vigor  of 
healing  which  is  almost  complete. 


to  facilitate  healing 
in  diionic  cutaneous  ulcers... 

Elase’  Ointment 

(fibrinolysin  and  desoxyribonuclease, 
combinetifbovine]  ointment) 

PARXE-DAVIS 

By  helping  to  remove  dead  tissue  and  debris  from  the  ulcer’s 
surface,  ELASE  Ointment  creates  a better  environment  for  the 
elimination  of  infection,  for  healthy  granulation ...  for  healing. 

Its  lytic  enzymes  effectively  break  down  DNA  in  dead  leuko- 
cytes and  other  debris . . . the  fibrin  in  blood  clots,  serum,  and 
purulent  exudates . . . and  the  denatured  proteins  in  necrotic 
tissue.  Protein  elements  of  living  tissue  are  relatively  un- 
affected. ELASE  Ointment  is  indicated  in  stasis  ulcers  and  in 
other  infected  or  inflamed  ulcers  caused  by  circulatory  distur- 
bances. In  cases  requiring  skin  grafting,  it  is  used  preoperatively 
for  debridement.  For  ambulatory  patients  debridement  with 
ELASE  Ointment  is  a convenient  therapy  and  a regimen  likely 
to  be  followed.  Precautions:  Observe  usual  precautions  against 
allergic  reactions,  particularly  in  persons  with  a history  of 
sensitivity  to  materials  of  bovine  origin  or  to  mercury  com- 
pounds. Adverse  Reactions:  Side  effects  attributable  to  the 
enzymes  have  not  been  a problem  at  the  dose  and  for  the 
indications  recommended.  Discussion:  Successful  use  of 
enzymatic  debridement  depends  on  several  factors:  0)  dense, 
dry  eschar,  if  present,  should  be  removed  surgically  before 
enzymatic  debridement  is  attempted;  (2)  the  enzyme  must  be  in 
constant  contact  with  the  substrate;  (3)  accumulated  necrotic 
debris  must  be  periodically  removed;  (4)  the  enzyme  must  be 
replenished  at  least  once  daily;  and  (5)  secondary  closure  or 
skin  grafting  must  be  employed  as  soon  as  possible  after 
optimal  debridement  has  been  attained.  It  is  further  essential 
that  wound-dressing  techniques  be  performed  carefully  under 
aseptic  conditions  and  that  appropriate  systemically  acting 
antibiotics  be  administered  concomitantly  if,  in  the  opinion  of 
the  physician,  they  are  indicated.  Available:  ELASE  Ointment  is 
supplied  in  30-Gm.  tubes  containing  30  units  (Loomis)  of 
fibrinolysin  and  20,000  units  of  desoxyribonuclease  with 
0.12  mg.  thimerosal  (mercury  derivative);  and  in  10-Gm.  tubes 
containing  1 0 units  of  fibrinolysin  and  6,666  units  of  desoxy- 
ribonuclease with  0.04  mg.  thimerosal.  ELASE  Ointment  has  a 
special  base  of  liquid  petrolatum  and  polyethylene;  contains 
sodium  chloride  and  sucrose  used  during  manufacture;  is 
stable  at  room  temperature  through  the  expiration  date  stated 
on  the  package. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


PARKE-DAVIS 


48166 


the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
and  easy-to-take  as  the  first! 

Optimal  neutralization— provided  by  the  combination  of  aluminum  and  mag- 
nesium hydroxides. 


Unfailing  good  taste— confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.'' 

Concomitant  relief  of  G.  I.  gas  distress— provided  by  the  proven  antiflatulent 
action  of  simethicone. 2 

Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  two  teaspoonfuls 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

Rclcrences  1,  Danhof.  I E Report  on  file  2 Hoon,  J R ; Arch.  Surg.  93;467  (Sept.)  1966. 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
vtbile  he’s  gettii^  better 


Achrocidiri 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription- prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  5’A:iu— maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis, 
/utracran/a/— bulging  fontanels  in  young  infants. 
7’ce//i— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpum,  neutro- 
penia, eosinophilia.  Li  ver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
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The 

go-ahead-and- 
enjoy-your-vacation 
summer  cold  and 
allei^  pill. 


Novahistine  LP  lets  you  provide  effec- 
tive relief  of  summer  cold  and  allergy 
symptoms,  lets  your  patients  go  ahead 
and  enjoy  their  vacations. 

These  continuous-release,  deconges- 
tant tablets  contain  a vasoconstrictor- 
antihistamine  formulation  that  goes 
to  work  promptly  and  lasts  for  hours. 
Even  the  nasal  congestion  resulting 
from  repeated  allergic  episodes  can 
usually  be  relieved  by  Novahistine  LP. 


And,  convenient  twice-a-day  dosage 
lets  most  patients  enjoy  relief  all  day 
and  all  night.  Use  with  caution  in 
patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory 
patients  that  drowsiness  may  result. 

PITMAN-MOORE  Division  of 
The  Dow  Chemical  Company, 
Indianapolis,  Indiana. 


Novahistine" 
LR 


decongestant 


(Each  tablet  contains  25  mg.  of  phenylephrine 
hydrochloride  and  4 mg.  of  chlorpheniramine 
maleate.) 
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Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 

of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 


F.  E.  Seale,  M.D. 
Medical  Director 


Bland  Seale 
Administrator 


RADIOIOGY  ASSOCIATES  OF  FORT  WORTH 


Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
James  W.  Buice,  M.D.,  M.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
James  A.  Holland,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  D.A.B.R. 


Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


100  Medical  Tower  Bldg.  — ED  6-8681 


Offices: 


1217  West  Cannon  — ED  6-8627 


TRAVIS  CLINIC  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 


General  Surgery: 

L.  L.  Travis,  M.D. 

J.  S.  O’Hare,  M.D. 

R.  K.  Willms,  M.D. 

Orthopedic  Surgery: 

E.  L.  Mahon,  Jr.,  M.D. 
Urology : 

H.  F.  Rives,  M.D. 

Pathology : 

Harbert  Davenport,  Jr.,  M.D. 


STAFF 
Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

Mary  A.  Bone,  M.D. 

Obstetrics  and  Gynecology: 
J.  C.  Rucker,  M.D. 

J.  D.  Crawford.  M.D. 

Ophthalmology  ; 

Fred  Haberle,  M.D. 


Pediatrics : 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes : 
L.  W.  Ralston,  M.D. 

William  J.  Fowler 
Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 


MEDICAL  ARTS  CLINIC 


Box  841 

Corsicana,  Texas 


PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 


INTERNAL  MEDICINE 
ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WITTEN,  M.D.,  A.A.C.P.* 

CHARLES  I.  BILTZ,  M.D.* 

OBSTETRICS  & GYNECOLOGY 
KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

*Diplomate  of  the 


BUSINESS  MANAGER 
OWEN  G.  ELLIOTT,  M.G.M.A. 
SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 
OPHTHALMOLOGY 
ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
EAR,  NOSE,  THROAT 
PHILLIP  M.  AWTREY,  M.D.* 
DENTISTRY 

ROBERT  A.  LANG,  D.D.S. 

American  Board 
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TEXAS  MEDICINE 


PHYSICIANS'  DIRECTORY 


Allergy 


Cardiovascular  Disease 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatrie  Allergy 

216  Medical  Prof.  Bids.  San  Antonio  16,  Texas 

CA  6-7671  CA  7-6381 


GUS  SCHREIBER,  M.D.,  P\A.C.C. 

24-Hour  Reception  and  Interpretation  of 
Telephone-Transmitted  Electrocardio^ams. 

Matching  Electrocardiographs,  Transmitters, 
and  Tape  Recorders  Leased  to  Institutions. 

1430  Medical  Arts  Building  Dallas,  Texas  75201 

Telephone  214  748-3715 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 
RICHARD  L.  ETTER,  M.D..  RICHARD  H.  JACKSON,  M.D., 
F.A.CJL.  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D..  F.A.C.A. 

RAMON  GARRIDO,  M.D. 

(Certified  American  Board  of  Pediatrics) 

Suite  156,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025 


JA  6-3281 


Clinics 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO,  TEXAS 


R.  M.  Finks,  M.D.,  Pediatrica 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon.  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Elar,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chaae,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 


0 phthalmology 
H.  W.  Diserens,  M.D., 
Pediatrica 

O.  Sterling  GUlia  IIL  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall.  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  In  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


Robert  P.  Gordon,  C.P.A..  Administrator 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J,  Hasrwood,  M.D. 
Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Charles  D.  Haunschild,  M.D.  James  A.  Murray,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  PhUlips.  M.D.  C.  K.  Holsapple,  MJ). 

Wm.  L.  Asper,  Bus.  Mgr. 


ALLERGY  CLINIC 
Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 
TU  2-3487 

2530  Morgan  Corpus  Christi,  Texas 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $8.00  per  column  inch  and  must  run  six 
months.  New  listings  are  limited  to  those  specialties  rec- 
ognized by  the  American  Medical  Association.  A discount 
of  5%  is  allowed  for  six  month’s  advance  payment.  Mail 
copy  to  Advertising  Assistant,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is 
20th  of  the  month  preceding  publication  month. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 

MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout,  M.D.  Donald  S.  Gibbs.  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr..  M.D.  RADIOLOGY 

Otto  H.  Grunow.  M.D. 


CONFERENCE  ON  PUBLIC  RELATIONS 
October  A,  1969  Austin 
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THOMAS-SPANN  CLINIC 
& THOMAS-SPANN  HOSPITAL,  INC. 

1646  S.  Brownlee  Corpus  Christi,  Texas  78404 

Telephone  884-3861 

SURGERY  INTERNAL  MEDICINE 


R.  Gayle  Spann,  M.D.,  F.A.C.S. 
J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 


William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 


L.  David  Wright,  M.D.,  F.A.C.S.  RADIOLOGY 
GENERAL  PRACTICE  Crysup  Sory.  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  25,  Texas  JA  6-2061 

Internal  Medicine  and  Diagnosis 


Cardiovascular  Disease 
•Charles  D.  Reece,  M.D. 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 
Michael  B.  Raine,  M.D. 
Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 


Infectious  Diseases 

Lewie  L.  Travis,  Jr.,  M.D. 
Jack  L.  Reddin,  M.D. 

Internal  Medicine 

Jeffrey  Zatorski,  M.D. 

Oncology 


Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose.  M.D. 

C.  L.  Vemor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 


Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandiver,  M.D. 
Charles  H.  Gregory,  M.D. 

B.  Frederick  Gregory,  M.D. 


Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Pathology 

Jack  P.  Abbott,  M.D. 

Paul  B.  Radelat,  M.D. 


RUGELEY  AND  BLASINGAME  CLINIC 

A^nQT*'tTvn  T^ovqc 

2100  North  Fulton  Street  ’ 713  LE  2-1700 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

David  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

PATHOLOGY 
Hector  M.  Perches,  M.D. 

GEINERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D., 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 

R.  E.  Goelzer,  M.D.,  F.A.C.S. 


DENTISTRY 

G.  C.  Shumbera.  D.D.S. 

UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris.  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 

NEUROPSYCHIATRY 
Raleigh  R.  Gleason,  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 

3330  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-6411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S..  M.D.,  Pediatrics 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  227-2161 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 
R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


Endocrinology,  Metabolic 
Diseases  and  Director  of 
Clinical  Research 

Raymond  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 


Pulmonary  Diseases 

William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Radiology  and  Nuclear  Medicine 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 
C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 

Laboratory: 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


CONSULTATION  BY  APPOINTMENT 

•Deceased 


MALONE  and  HOGAN  CLINIC 
901  Main  Street  Phone  267-6361 

Big  Spring,  Texas  79720 


Ophthalmology  and 
O tolaryngology 

P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D.,  F.A.C.S. 
Orthopedic  Surgery 
P.  H.  Rhymes,  M.D. 

Internal  Medicine 

J.  H.  Burnett,  Jr.,  M.D. 

J.  P.  Darby,  Jr.,  M.D.,  F.C.C.P. 
W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


Obstetrics  and  Gynecology 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  WoodaU,  M.D. 

M.  W.  Talbot,  Jr.,  M.D.,  F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  DiUon,  M.D. 

Consultants  in  Pathology 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

Business  Manager 
R.  L.  Heith 


B E E L E R-M  A N S K E CLINIC 
9th  Avenue  N.  at  6th  Street  N. 
Texas  City,  Texas  77690 
AC  713,  WI  8-8621 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  6-4333 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

O.  Mendes,  M.D, 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 

J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant.  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


SURGERY 

W.  S.  Lorimer,  Jr.,  M.D., 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P. 

Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 


Mrs.  Evelyn  Farr,  Business  Manager 


USE  YOUR 


40,000  Bound  Volumes 


TEXAS  MEDICAL  ASSOCIATION  MEMORIAL  LIBRARY 


Extensive  Reprint  Collection  400  Medical  Films 


875  New  Journals  Monthly  Audio  Digest  Foundation  Tapes 


CALL  OR  WRITE  TODAYI  1801  North  Lamar  Boulevard,  Austin,  Texas  78701  512-477-6704 
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CLINIC  OF  THE  SOUTHWEST 

6437  High  Star  at  Hillcroft 

Houston,  Texas  77036  PR  4-7671 

INTEaiNAL  MEDICINE  GENERAL  SURGERY 

Wiinam  C.  BYanklin,  M.D.  Harvey  B.  Koch,  M.D. 

Charles  C.  Douglass,  M.D.  irnni  npv 

Hematology  & Oncology  UROLOGY 

Glen  E.  I^ewis,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Joy  L.  Deere,  M.D.  DENTISTRY 

Loren  B.  Goss,  M.D.  Burley  G.  Ingrram,  D.D.S. 

PEDIATRICS  RADIOLOGY 

John  R.  Dunn,  Jr.,  M.D.  Neil  B.  Longley,  M.D. 

Blanca  S.  Azios,  M.D.  Richard  E.  Schuette,  M.D. 

PHYSICAL  THERAPY  BUSINESS  MANAGER 

Richard  D.  Tinsley,  R.P.T.  C.  C.  Walker 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

1410  Medical  Arts  Bldg.  Dallas.  Texas 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X'Ray  and  Radium  in  The  Treatment  of  Skin  Malifirnancies 

714  M^ical  Arts  Bldg.  San  Antonio,  Texas 

Colon  and  Rectal  Surgery 

RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 

Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 

3610  34th  Street  Lubbock,  Texas 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 

MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Sur^ry 

Proctology 

Colon  and  Rectal  Surgery 

710  Medical  Arts  Bldg.  Riverside  2-2868 

Dallas,  Texas 

EVERETT  R.  SEALE,  M.D. 

Dermatology 

Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.  Houston  26,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

o 1 1 o G o a 

Off.  Tel.  TA  4-2673  ’ Res.  Tel.  EM  1-4500 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2716  Fannin  Street  Houston,  Texas 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg. 

Houston  26,  Texas 

C.  D.  L.  CROMAR,  M.D. 

Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 

Pasadena,  Texas  77602 

J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 

X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  6 

3817  Brown  Street  Dallas,  Texas 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

Skin  Cancer 

Radium  and  X-Ray  Therapy 

1410  Pruitt  Street  Fort  Worth  4,  Texas 

Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1601  Arizona  El  Paso,  Texas 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  600  Lubbock,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

FREDERICK  F.  CASTROW,  II,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 

Phone  JA  6-3733  Houston  26,  Texas 

Dermatology 

ROGER  W.  MANAR,  M.D. 

DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 

1400  Eighth  Street  Wichita  Falls,  Texas 

THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  Therapy  in  the 

Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  6 

800  Fifth  Ave.  Fort  Worth,  Texas 
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DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8648  Northwest  Plaza  Drive  Dallas  25,  Texas 

316  North  Shiloh  Road  Garland  40,  Texas 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 
John  W.  Fisher,  M.D. 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 
DERMATOLOGY 

HAIR  TRANSPLANTATION  & DERMOPLANING 
Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Phone:  464-6369  Houston,  Texas  77024 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 

GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

Eye,  Ear,  Nose,  Throat 

General  Surgery 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Jack  Blum,  M.D. 

Ophthalmology  and  Otolaryngology 

8216  Westchester 

Suite  136 

Dallas,  Texas 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1602  Logan  Ave.  Laredo,  Texas 

Drs.  Canon,  Watkina,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Noee  and  Throat,  Broncho-Eeophasrolojry  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S.,  A.I.C.S. 

Wm.  F.  Anderson.  M.D.,  Ernest  Nalle,  Jr.,  M.D. 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  F-A.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  623-8323  Houston,  Texas  77026 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3761 

1321  Hickory  St.  Abilene,  Texas 

Gastroenterology 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7697 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

MILFORD  0.  ROUSE,  M.D. 

announces  limitation  of  practice  to  consultation  in  hospitals. 
His  office  is  now  at  Dallas  Chamber  of  Commerce  in  Com- 
munity Health  Focus  program.  Records  of  his  patients  are 
with  Cecil  0.  Patterson,  M.D.,  and  Daniel  Polter,  M.D.,  1414 
Medical  Arts  Building,  Dallas,  RI  2-6144. 

HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77026 

JA  2-4141 

FOR  INFORMATION  ON  SUBMITTING 
MANUSCRIPTS  FOR  PUBLICATION  IN 

TEXAS  MEDICINE,  contact: 

Managing  Editor 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

CECIL  0.  PATTERSON,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 
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STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

Internal  Medicine 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-6183 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1106  Pennsylvania  Ave.  Fort  Worth,  Texas 

ALEX  K.  MUNSON,  M.D. 

Practice  Limited 
to 

Neurology,  Psychiatry  and  Child  Psychiatry 

Hours  by  Appointment 

1000  East  32nd  Street,  Suite  6 

Phone  GR  6-7371  Austin,  Texas 

HENRY  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 

Internal  Medicine  and  Diseases  of  the  Chest  and  Heart 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diaenosis 

1003  Memorial  Professional  Building 

1010  Louisiana  Houston,  Texas  77002  222-7224 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D.  •Herbert  G.  Rush,  M.D. 

1066  W,  Maernolia  Avenue  ED  6-5469 

Fort  Worth,  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurolofiry 

HOUSTON  ASSOCIATES 

IN 

Neurology/ Psychiatry 

PSYCHIATRY  AND  NEUROLOGY 

Houston,  Texas 

HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

C.  A.  lannucci,  M.D. 

Joe  C.  A.  Eckhardt,  Jr.,  M.D. 

♦Abe  Hauser,  M.D.  Clinical  Psychology 

♦Harris  M.  Hauser,  M.D.  Joanne  Borba,  M.  A. 

Alfred  H.  Vogt,  M.D. 

♦Robert  I.  Hauser,  M.D.  Robert  D.  Langston, 

George  M.  Stevens,  M.D. 

Wayne  Keller,  M.D.  PH.D.,  Consultant 

Jules  Bohnn,  M.D. 

♦Gerald  Ratinov,  M.D.  Psychiatric  Social  Work 

Leroy  Androes,  M.D. 

Ronald  J.  Hauser,  M.D.  Ethel  M.  Feinsilver, 

M.S. 

A.  R.  Martinez,  Ph.D. 

Ruth  Searls,  M.S.W. 

808  Memorial  Professional  Building 

Diana  Sheer,  M.S.W. 

Dan  DeShazo,  M.S.W. 

Houston,  Texas  77002 

CA  4-6041 

Beth  Bowman,  M.A. 

*Diplomate,  American  Board  of  Psychiatry  and  Neurolofiry 

Comprehensive  Neuropsychiatric 

Evaluation  and  Treatment 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Electroencephalography 

Howard  M.  Burkett,  M.D. 

1021  Hermann  Prof.  Bldg.  JA  9-5721 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

6812  Staffordshire  RI  8-3780 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

CHAPMAN  ISHAM,  M.D. 

Diplomatfl  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriaee  CounselinK 

Hypnotherapy  for  Smoking  and  Obesity 

3701  21st  street  Lubbock,  Texas  79410 

swift  6-4023 

Charles  G.  Markward,  M.D. 
practice  limited  to 

PSYCHIATRY 

4646  Samuell  Blvd.,  Dallas,  Texas 

MEDICAL  NEUROLOGY  AND  ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 

3434  Swiss 

Dallas.  Texas  75204  827-3610 

Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-7181 

Sheff  D.  Olinger,  M.D.  Joseph  S.  Jenike,  M.D. 

John  W.  Conwell,  M.D.  Charles  W.  Barrier,  M.D. 

Hours  by  Appointment  Only 

Volume  65,  June,  1969 


131 


Neurological  Surgery 

Nuclear  Medicine 

JAMES  GREENWOOD,  JR.,  M.D. 
Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-6373  Residence:  JA  8-4038 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1601 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77026 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1600 

Ophthalmology 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

HOUSTON  EYE  ASSOCIATES 

Texas  Medical  Center 

Richard  S.  Ruiz,  M.D.,  1121  Hermann  Professional 

F.A.C.S.  Bldg. 

Charles  E.  Russo,  M.D.  Houston,  Texas  77025 

Malcolm  L.  Mazow,  M.D.  528-1918  (A/C  713) 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

ME  7-0420 

Suite  557-Locke  Medical  Building,  6011  Harry  Hinee  Blvd. 

Dallaa,  Texas 

Drs.  Mubphy,  Alpak,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  FYanUin  Howell,  Jr..  M.D. 

Diplomates  of  the  American  Board  of  OphthalmidoKy 

2300  West  7th  Avenue  Amarillo,  Texas 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston  Avenue  Dallas,  Texas  75246 

Telephone  TA  4-2543 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building 

Dallas.  Texas  748-0968 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0651 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

BERT  C.  BRYAN,  M.D. 

Surgery  and  Diseases  of  the  Eye 

1314  Medical  Arts  Building 

RI  7-7474  Dallas,  Texas  RI  7-2481 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77026 

JAckson  3-3684 

W.  REX  HAWKINS,  M.D. 

Detachment  of  the  Retina 

Diabetic  Retinopathy 

250  Hermann  Professional  Building 

Houston,  Texas  529-6727 

WILLIAM  J.  NELSON,  M.D. 

Neurological  Surgery 

Suite  300 

University  Towers 

915-542-0643 

1900  N.  Oregon  St.  El  Paso,  Texas  79902 

SEAT  BELTS  SAVE  LIVES— 
but  only  if  you  use  them. 
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Orthopedic  Surgery 


H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 
L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 
2828  Lemmon  Ave.  Dallas  4,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 
918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr,,  M.D.  Fred  W.  Sanders,  M.D. 


Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 
ORTHOPEDIC  CLINIC 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas 


HOUSTON  ORTHOPEDIC  CLINIC 
Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 
1817  Dryden  Road  Phone:  JA  9-4389 
Houston,  Texas 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

ROYCE  C.  LEWIS,  JR.,  M.D. 

KENNETH  C.  SCHOLZ,  D.D.S.,  M.D. 

A.  CLARKE  MILLER,  M.D. 

3702  21st  St.,  Suite  9 806-763-8281 

Lubbock,  Texas  79410 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louia  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom.  M.D.  Oren  H.  Ellis.  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  633-7465  El  Paso,  Texas  79902 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 
Dallas,  Texas  75246 

ORTHOPEDIC  SURGERY 

Telephone 
TAylor  4-7883 

CHARLES  E.  GRAHAM,  M.D. 

212  South  Cottonwood  Suite  D 
Richardson,  Texas  76080 

ORTHOPEDIC  SURGERY 
AD  1-6396 


L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

HAND  SURGERY  AND 
UPPER  EXTREMITY  RECONSTRUCTIVE 
SURGERY 

3707  Gaston  Ave.  Area  Code  214 

Dallas,  Texas  76246  TA  3-6361 


THE  ARLINGTON  ORTHOPEDIC  GROUP 
II.  W.  Bendel,  Jr.,  M.D.  E.E.  Rising,  Jr.,  M.D. 

C.  Poindexter,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
801  West  Randol  Mill  Road  817  - 261-8284 

Arlington,  Texas  76010 


Otolaryngology 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 
Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 


HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Lar3mgology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 
Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 
712  N.  Washington 
Suite  614 

Dallas,  Texas  Hours  By  Appt. 

W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 


DONALD  N.  MATHESON,  M.D. 
Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Phone  ED  6-7133 
Fort  Worth,  Texas 

Plan  now  to  attend  these 
important  TMA  meetings: 
Conference  on  Public  Relations — 

October  4,  1969  • Austin 
Conference  on  Legislation — 

January  17,  1970  • Austin 
103rd  Annual  Session — 

April  30-May  3,  1970  • Dallas 
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Pathology 

NUCLEAR  MEDICINE  LABORATORIES 

OF  TEXAS 

6411  South  Main  Street 

Texas  Medical  Center 

Houston,  Texas  77026 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 

Hematology,  Th3rroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 

JAckson  6-1601 

MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

IIO5  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 

John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas.  Texas  7528S 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  (817)  336-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  0.  Box  160  Lufkin.  Texas  76901 

Phone  634-4463 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 

Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

166  Hermann  Professional  Bldg.,  JA  6-4031 

Houston  26,  Texas 

“Mailing  Containers  on  Request” 

"Office  Pickup  Service  in  Houston” 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  C3rtology 

Surgical  Pathology  Medicolegal  Consultation 

Mailing  containers  on  request 

2112  Washington  Avenue  PL  6-7226 

P-0.  Box  3160  Waco,  Texas  76707 

Physical  Medicine 
and  Rehabilitation 

ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Patholosry 

Exfoliative  Cytologry 

Surreal  and  Clinical  Patholosry 

Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 

ED  2-9437  ED  6-6297 

Mailing  Containers  on  Request 

TEXAS  REHABILITATION  HOSPITAL 

OF  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  68,  GONZALES,  TEXAS  78629 
. Facilities  for  physical  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy. 
Recreational  Therapy,  School  from  first  grade 
through  twelfth  grade. 

ROBERT  M.  IZARD,  JR.,  M.D.  LYNN  SMITH.  SR. 

Medical  Director  Adminl>tnit.«c 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race,  M.D..  M.S.  Wm.  B.  Kingsley.  M.D. 

Gwendolyn  Crass,  M.D.  Donald  D.  Van  Fossan.  Ph.D., 

Wm.  M.  Nickey,  M.D.  M.D. 

Marie  L.  Shaw.  M.D.  Norman  G.  P.  Helgeson.  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 

712  N.  Washington,  Dallas,  Texas  76246 

Phone  TAylor  4-1268  or  TAylor  6-6918 

Plastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

6419  Caroline  Street  JA  8-8131  Houston.  Texas  77004 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

S607  Gaaton  Avenue,  Room  306  209  South  Iowa  Street 

Dallaa  10,  Texaa  Irving,  Texas 

Telephone:  TA  3-6912  Telephone;  BL  3-8998 

Specimen  containers  on  request 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

630  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  76236  ME  7-4770 
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BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Hoards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3679 

Houston  26,  Texas  Res.  SUnset  2-1628 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0366 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904%  E.  Southmore 

Houston,  Texas  77026  Pasadena,  Texas  77602 

JA  3-6676  GR  3-6488 

DAVID  A.  GRANT.  M.D.,  F.A.C.S. 

MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  6-4761 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4643 

502  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rotational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

846  Clarksville  St.  SU  4-4624  Paris,  Texas 

Plastic  Surgery  Associates 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate,  American  Board  of  Plastic  Surgery 

JAMES  LEE  MOORE,  M.D. 

Practice  limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office : 272  Hermann  Prof.  Bldg. 

Houston,  Texas  77025  JA  8-2481 

Spring  Branch  Office;  1343  Blalock 

Houston,  Texas  77055  JA  8-2481 

Thoracic  Surgery 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and  Surgery  of  the  Hand 

Suite  104 

Telephone  3434  Swiss  Avenue 

TAylor  4-7290  Dallas,  Texas 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2603 

Dallas,  Texas 

Radiology 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7464  PE  8-4694 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ.  M.D..  F.A.C.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106  373-8324 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 
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Eldon  K.  Siebel,  M.D.  H.  Thomas  McSwain,  M.D. 

DRS.  SIEBEL  AND  McSWAIN 

THORACIC  AND  CARDIOVASCULAR  SURGERY 

1128  North  Bishop  Ph:  WH  3-4383 

6022  Sherry  Lane  Ph:  EM  1-0229 

Dallas  8,  Texas 

Urology 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  and 

PERIPHERAL  VASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  limited  to 

UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D. 

FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

Robert  R.  Shaw,  M.D.  John  L.  Kee,  Jr.,  M.D. 

DRS.  SHAW  AND  KEE 

THORACIC  SURGERY 

The  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas  75246 

TA  6-5184 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75236  ME  7-4833 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urolo^ 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urologry 

Hugh  Lamensdorf,  M.D. 

ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

598  Westwood,  Suite  204  OR  7-2221 

Abilene,  Texas  79603 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 

El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  332-7879 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 

UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

Have  you  investigated  the 

texas 

medical 

association 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 

UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

members' 

retirement 

trust 

Established  as  a service  for  its  members, 
this  program  is  fully  trusteed  and  is 
qualified  under  the  Keogh  Act  so  that  tax 
advantages  may  accrue  to  contributions. 

The  plan  is  designed  to  be  flexible,  offering 
the  physician  several  investment  media  to 
choose  from:  balanced  and  growth  mutual 
funds,  fixed  retirement  investments, 

US  Government  Retirement  Bonds,  common 
trust  fund,  or  savings  account. 

For  information,  write 

TMA  Members’  Retirement  Trust 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 

CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  1.  COX,  M.D. 

Diplomates  American  Board  of  Urology 

Richard  H.  Harrison  III,  M.D.  John  M.  Baird,  M.D. 

F.A.C.S.,  D.A.B.U. 

DRS.  HARRISON  AND  BAIRD 

UROLOGY 

2721  Osier  Blvd.  823-0011  Bryan,  Texas  77801 
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Physicians  Wanted 


WANTED— A GENERAL  PRACTITIONER,  but  would  consider  in- 
; to  become  salaried  associate  to  a six  man  clinic  i? roup  who  op- 
erate an  accredited  hospital  under  same  roof  with  clinic  in  a central 
Texas  town  of  10,000  ; would  be  on  salaried  basis  for  two  years  as  asso- 
ciate and  then  become  owner-partner.  Please  reply  to  Charles  A.  Garrett, 
M.D.,  216  Craie:  Street,  Hillsboro,  Texas. 


WANTED — M.D.*8  to  do  general  practice  with  surgery.  Houston  area. 
Present  doctors  netting  $4,000  to  $8,000  monthly  after  six  months  prac- 
tice. No  investment  required.  Send  resume  to  Ad-179,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIAN  WANTED : GP  moving  from  six  year  location.  Choice 
area  of  suburban  Houston.  Three  open-staff  hospitals  in  neighborhood. 
Office  and  equipment  available.  No  cash  needed.  Ideal  for  GP,  internist, 
pediatrician  or  OB/GYN.  Please  reply  to  Ad-168,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTICE — DALLAS.  Established  three  man  group.  Los- 
ing one  man.  General  medicine  and  obstetrics.  No  office  investment  need- 
ed. Beginning  salary  with  partnership  after  interval.  Regular  day  off  and 
annual  vacation  with  no  lost  income.  Write  Drs.  Smith  and  Teel,  221 
Pleasant  Grove  Shopping  Center,  Dallas,  Texas  75217. 

ORTHOPEDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  group. 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas,  Texas  75216. 

GENERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford,  Texas.  The  community’s  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals, 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  646,  Milford,  Texas  76670,  area  code  214.  493-2611. 

ANESTHESIOLOGY  RESIDENCIES  AVAILABLE— Fully  approved 
two  year  program  in  600  bed  general  hospital  includes  neurosurgery, 
thoracic,  and  cardiovascular  surgery.  Annual  anesthetics  administered — 
over  13,000.  Stipend — $8100  and  $9300.  Board  and  laundry.  A.  N.  Hein- 
richs, M.D.,  Director,  Department  of  Anesthesia,  Harris  Hospital,  1300 
West  Cannon,  Fort  Worth,  Texas  76104. 

GENERAL  PRACTITIONER  WANTED  to  join  five  man  clinic  in 
growing  town  of  Clifton,  30  miles  northwest  of  Waco  near  Lake  Whit- 
ney. 41-bed  fully  accredited  hospital  with  plans  to  expand  by  30  beds. 
Salary  to  start,  commensurate  with  present  requirements ; partnership 
later.  Good  schools,  churches  and  hunting  and  fishing  facilities.  Contact 
V.  D.  Goodall,  M.D.,  Goodall  & Witcher  Clinic,  Clifton,  Texas  76634. 

PATHOLOGY  RES^IDENCIES  AND  INTERNSHIPS  available  in  600 
bed  general  hospital.  Fully  approved  four  year  program  in  anatomical 
and  clinical  Pathology.  Average  annual  specimens  and  tests — 348,587. 
Interns — $6300 ; residents — $8100  up.  Board  and  laundry.  Charles  B. 
Mitchell,  M.D.,  Director  of  Laboratories,  Harris  Hospital,  1300  West  Can- 
non.  Fort  Worth,  Texas  76104. 

PHYSICIANS  WANTED— Alice,  Texas,  25,000  population.  Trade  area 

60,000.  Excellent  economy.  Could  use  general  practitioners  as  well  as 
specialists.  Large  modern  hospital  with  radiologist.  Contact  Physicians  & 

Surgeons  Hospital  of  Alice,  Texas  78332. 

"Dermatologist  and  eent  wanted  to  associate  with  clinic 

with  five  physicians,  two  dentists,  one  orthodontist.  Also  complete  labora- 
tory and  x-ray  facilities.  Write  John  G.  Compton,  Jr.,  M.D.,  Medical 
Center  Clinic,  Waxahachie,  Texas  75165. 

OPPORTUNITY  AVAILABLE  FOR  GENERAL  PRACTITIONER  1x) 

partially  retire  and  live  at  Lakeway,  only  20  miles  northwest  of  Austin 
on  Lake  Travis.  Office  and  practice  would  be  within  3 minutes  of  home. 
Lakeway  is  an  outstanding  resort  with  complete  country  club  living  and 
probably  has  the  most  desirable  year  around  climate  in  Texas.  Write  or 
call  Lakeway,  204  Lakeway,  Austin,  Texas  78746.  Telephone  263-2173. 

GENERAL  PRACTICE:  DALLAS-FORT  WORTH  AREA.  Join  two 
well-established  physicians  in  large  practice.  Excellent  salary  and/or 
early  partnership.  Superior  opportunity  for  the  right  person.  Reply  for 
further  information  to  Ad-232,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

PHYSICIANS  WANTED.  General  practitioners  as  well  as  specialists. 
Excellent  industrial  economy.  General  rent  allowance.  X-ray  and  labora- 
tory facilities  available.  Centrally  heated  and  air  conditioned  office  spaces. 
Inquire  P.O.  Box  2278,  Texas  City,  Texas  77590.  Will  send  complete 
resume  of  information.  

WANTED— TWO  GENERAL  PRACTITIONERS  OR  INTERNISTS^ 
222-bed  general  medical  VA  Hospital,  located  in  residential  area  of  Mar- 
lin, Texas,  a city  of  10,000;  recreation  facilities  and  schools  excellent ; 
cost  of  living  reasonable ; 5 colleges  and  universities,  including  Baylor 
and  Texas  A&M  within  commuting  distance.  Salary  range  up  to  $22,416; 
all  Federal  fringe  benefits  available ; non-discrimination  in  employment. 
Write  or  call  Hospital  Director,  VA  Hospital,  Marlin,  Texas  76661. 

WANTED:  GENERAL  PRACTITIONER,  SURGEON  OR  INTERN- 
IST  as  an  associate  with  GP  in  small  town  in  Central  Texas.  Have  pri- 
vately owned  combination  clinic  and  hospital.  Beginning  salary  $3,000 
per  month  or  may  rent  space  and  be  on  own.  Dr.  M.  A.  Childress,  Gold- 
thwaite,  Texas  76844.  Phone  648-2212. 

WANTED:  GENERAL  PRACTITIONER.  Immediate  opening  for  en- 
ergetic physician.  Partnership  available  without  investment.  Clinic  ad- 
joins good  non-profit  hospital  in  town  of  5,000,  with  15,000  drawing  area. 
Call  is  rotated.  Net  should  exceed  $30,000  annually  to  start.  Contact  Mar- 
shall Cook,  708  South  First  Street,  Muleshoe,  Texas  79347.  AC  806,  272- 
4524  days,  or  272-3352  evenings. 

INTERNIST,  board  certified  or  eligible  to  join  four  internists  in  15- 
doctor,  multi-specialty  clinic  in  West  Texas  city  of  35,000.  Life  and  mal- 
practice insurance,  disability  and  retirement  programs  provided.  Modern 
clinic  building  adjacent  to  accredited  hospital.  Starting  salary  $25,000. 
Contact  Jack  H.  Burnett,  Jr.,  M.D.,  Malone  and  Hogan  Clinic,  901  Main 
Street,  Big  Spring,  Texas  79720. 


EXCELLENT  OPPORTUNITY  FOR  PHYSICIANS  in  Carrizo 
Springs,  Texas.  Office  space  available  in  new  professional  building  ad- 
jacent to  hospital  and  nursing  home.  Excellent  schools  and  housing  in 
city.  One  general  practitioner  needed.  For  information  write  or  call  C. 
W.  Vandervoort,  500  North  Ist  Street,  Carrizo  Springs,  Texas  78834. 
Phone  876-2560. 

OBSTETRICIAN  AND  GYNECOLOGIST,  board  certified  or  eligible, 
to  associate  with  a progressive  and  expanding  multispecialty  group  in 
West  Texas.  Many  fringe  benefits  including  retirement  program.  No  in- 
vestment required.  Adjoining  accredited  hospital.  City  population  36,000. 
Contact  Ad-236,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progrres- 
sive  and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

RADIOLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST  OR  GENERAL  PRACTITIONER  to  associate  with  busy 
internist.  Partnership  available  now  or  in  near  future.  Time  off  for  both. 
Monroe  Albert,  M.D.,  3118  Clark  Avenue,  San  Antonio,  Texas  78210. 

GENERAL  PRACTITIONER  NEEDED.  Modern  clinic  and  hospital. 
Farming  and  oil  community  of  6,000  population.  Excellent  schools.  Please 
reply  to  P.O.  Box  546,  Seminole,  Texas  79360  or  call  area  code  915, 
758-3709. 

PHYSICIANS  NEEDED:  Medical  director,  staff  physicians,  general 
practitioners  and/or  board  certified  specialists,  for  staff  of  Travis  State 
School.  Fringe  benefits  include  40  hour  work  week,  vacation  and  sick 
leave.  Present  and  projected  salary  increases  make  positions  attractive. 
Contact  Acting  Medical  Director,  Travis  State  School,  P.O.  Box  430, 
Austin,  Texas  78767. 

WANTED:  M.D.  to  do  surgery  or  general  practice  in  a fully  equipped, 
modern  two  man  clinic  that  is  losing  one  man  in  the  near  future.  Be- 
ginning salary  with  partnership  after  interval.  No  investment  needed. 
Rotate  weekends  and  off  days  with  busy  general  practitioner  and  sur- 
geon who  is  clinic  owner.  Two  local  200-bed  open  staff  hospitals.  Lo- 
cated in  Beaumont-Port  Arthur  area  near  excellent  facilities  for  hunting, 
fishing,  golf,  boating  and  education.  Send  resume  to  Ad-239,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED — INTERNIST,  OB-GYN,  GP  to  join  progressive  eight-man 
multi-specialty  group  in  suburb  of  Dallas.  Guaranteed  minimum  plus 
percentage  to  start,  leading  to  partnership  later.  Contact:  M.  A.  Card- 
well,  M.D.,  2120  MacArthur  Blvd.,  Irving,  Texas  75060. 

ORTHOPEDIC  SURGEON.  PEDIATRICIAN.  OBSTETRICIAN  AND 
TWO  GENERAL  PRACTITIONERS  needed  by  19  doctor-group.  Salary 
open.  Full  partnership  in  one  year.  100-bed  fully  accredited  hospitaL 
Many  fringe  benefits  including  tax-sheltered  retirement  plan.  For  addi- 
tional details  write  Chester  Clinic  and  Hospital  Association,  3330  South 
Lancaster  Road,  Dallas,  Texas  75216,  Attn:  John  B.  Chester,  M.D. 


WANTED  YOUNG  GENERAL  PRACTITIONER  to  practice  in  group. 
Reasonable  guarantee.  Share  profits  after  expenses  in  proportion  to 
work  done  by  each  associate.  Location  Gulf  Coast  Texas.  Reply  to  Ad-240, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

District  and  emergency  room  physicians— The  Amarillo 

Hospital  District  has  positions  open  for  District  and  Emergency  Room 
physicians.  We  operate  a 275-bed  general  hospital  and  a 100-bed  adult 
psychiatric  hospital.  Compensation  is  open  and  may  be  engaged  on  a 
retainer  or  contractual  basis.  Contact:  Mr.  Don  Pipes,  Personnel  Di- 
rector, Northwest  Texas  Hospital,  P.O.  Box  1110,  Amarillo,  Texas  79105. 


$60,000  GROSS  GENERAL  PRACTICE  AVAILABLE  in  very  desirable 
Central  Texas  city  of  17,000,  trade  area  35,000,  with  new  open  staff 
hospital.  My  equipment  and  furnishings  at  fair  market  price.  Interest  in 
long  established  five-suite  clinic  with  x-ray  and  laboratory  facilities  also 
available  if  desired — easy  terms.  Two  other  GP’s  in  building  at  present. 
Practice  growth  limited  only  by  ambition  and  willingness  to  work.  Please 
reply  to  Ad-241,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


WANTED  GENERAL  PRACTITIONER  Dallas  area.  Guaranteed 
monthly  income.  Little  or  no  overhead  or  investment  initially.  Texas  li- 
cense. Send  resume  to  Ad-242,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


OB-GYN  AND  UROLOGIST  NEEDED  in  North  Central  Texas  metro- 
politan complex  of  60,000  population,  300  beds  available  within  ten  min- 
utes of  clinic.  Multi-specialty  group  without  OB-GYN  or  urologist.  Guar- 
anteed salary  first  year,  followed  by  full  participation  with  no  invest- 
ment. Contact  George  F.  Erzinger,  Clinic  Manager,  P.O.  Box  1338, 
Sherman,  Texas. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $6.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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OPHTHALMOLOGIST  NEEDED  in  South  Central  Texas  community 
located  between  Austin  and  Houston.  Seven  physicians  now  practice  in 
community  but  there  is  no  ophthalmologist.  New  million-dollar  60-bed 
hospital.  Population  of  city  4,400,  service  area  population  83,000,  Would 
prefer  full-time  service,  but  would  consider  a part-time  arrangement. 
Contact  La  Grange  Chamber  of  Commerce,  P.O.  Box  70,  La  Grange, 
Texas  78946.  Telephone  713-968-4766. 


WANTED  GP  OR  ORTHOPOD  to  sublease  and  take  over  well  equipped 
office  in  most  desirable  part  of  Austin.  No  charge  for  practice  or  records. 
Equipment  and  supplies  optional.  Will  introduce  and  turn  over  many  in- 
dustrial accounts.  Retiring.  Contact  Ad-244,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


AMBITIOUS  YOUNG  PHYSICIAN  WANTED  to  share  $250,000  gross 
industrial  practice  and  lots  of  work.  Prefer  industrial  physician,  general 
practitioner  interested  in  part-time  or  full-time  industrial  medicine,  or 
general  surgeon  interested  in  industrial  medicine  when  not  engaged  in 
surgery.  Contact  W.  U.  Giessel,  M.D.,  215  Milby,  Houston,  Texas  77003. 
Area  Code  713,  225-0463. 


WANTED:  GENERAL  PRACTITIONER.  SPECIALIST.  OR  INTERN- 
ISTS to  join  medical  staff  of  Abilene  State  School.  Base  annual  salary 
$18,000  with  supplement  of  $1000  to  $3000  if  board  certified  and  working 
full-time  in  that  capacity.  Forty-hour  week,  excellent  vacation/sick  plan 
and  about  11  holidays  a year.  Good  life  and  hospitalization  plan,  social 
security  and  excellent  State  retirement  coverage.  Lovely  community  of 
110,000  friendly  people  in  West  Central  Texas.  Texas  license  required. 
Contact  Superintendent,  L.  W.  Cain,  P.O.  Box  451,  Abilene,  Texas  79604. 


OPPORTUNITY  FOR  AMBITIOUS  GENERAL  PRACTITIONER  to 
associate  or  otherwise  with  well-established  general  practitioner  in  cen- 
tral Texas  town.  Negotiate  salary.  Have  Medicare-approved  hospital  of 
16  beds  and  32-bed  rest  home  complex.  Ideal  country  outdoor  living  with 
excellent  schools,  churches,  and  nearby  recreational  facilities.  No  initial 
capital  investment.  Must  see  to  appreciate.  For  information  reply  to 
Ad-187,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Situations  Wanted 


MD  SEEKS  OPENING  in  state,  federal,  insurance,  industrial,  college 
or  relief  work.  Experienced  in  private  practice  and  industrial  and  insti- 
tutional work.  Part  time  or  locum  tenens.  Please  reply  to  Ad-195,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


DESIRE  TWO  WEEK  LOCUM  TENENS  in  mid-September.  Finishing 
military  and  starting  residency  in  October.  Texas  license  and  graduate  of 
UTMB.  Two  years  experience  (military)  in  internal  medicine,  pedi- 
atrics, and  ob/gyn.  Prefer  North  East  Texas  or  East  Texas,  but  would 
consider  any  area.  Write  Ad-245,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


OFFICES  AVAILABLE — Highly  prosperous  suburb.  Houston,  Texas. 
New  office  suites  available  with  established  physicians.  Area  needs  oto- 
laryngology, orthopedics,  pediatrics,  general  practice,  obstetrics  and  gyne- 
cology. For  information  call  HO  4-1557  or  write  James  E.  Cook,  M.D., 
9320  Westview,  Houston,  Texas  77055.  All  new  physicians  in  this  area 
have  been  successful  in  very  short  period  of  time. 


OFFICE  SPACE  AVAILABLE.  Early  success  is  assured  acceptable 
M.D.  who  moves  into  spacious  office.  Spring  Branch  area,  Houston,  with 
prosperous  burgeoning  population  and  two  local  hospitals.  Waiting  room, 
front  office,  x-ray  equipment  furnished  and  assistance  by  established 
M.D.  Contact  J.  Siegel,  M.D.,  7410  Long  Point,  Houston,  Texas  77066. 
Phone  682-2653. 


HILLCREST  MEDICAL  & PROFESSIONAL  BUILDING  in  San  An- 
tonio. Modern  well-established  building,  northwest  heavy  populated  area, 
yet  minutes  away  from  Methodist  Hospital  complex.  On  bus  line  and 
expressway  provides  ten  minute  travel  to  downtown  hospitals.  A most 
rewarding  future  for  general  practice  (two  general  practitioners  urgently 
needed),  surgeon,  pediatrician,  eye,  ear,  nose  and  throat  specialist.  Rate 
$.35  per  square  foot  includes  all  utilities,  daily  janitor  service  with  indi- 
vidual central  heating  and  air-conditioning  units,  and  music  speakers. 
For  information  contact  Herb  Dienger,  Hillcrest  Medical  and  Professional 
Building.  114  Glenview  Drive,  West.  San  Antonio,  Texas  78228.  Telephone 
area  code  612,  PE  3-8196. 


EAST  DALLAS  SOLO  ORTHOPAEDIC  PRACTICE  FOR  SALE.  Six- 
figure  per  annum  profit  experience  in  professional  hub  of  referral 
sources.  Equipment  $9,000,  good  will  negotiable.  Reply  P.  O.  Box  19668, 
Dallas,  Texas  76219. 


CLINIC  FOR  SALE — Doctor  deceased.  Excellent  practice  for  person 
seeking  small  jobs — first  aid,  etc.  Sell  reasonable.  Beautiful  location  in 
Timpson,  Texas.  Contact  Mrs.  Jim  Simmons,  Administratrix  Devine 
Estate,  1211  SW  60th,  Oklahoma  City,  Oklahoma.  Telephone  ME  2-6362. 


OPPORTUNITY  FOR  DOCTOR  TO  REPLACE  physician  deceased 
after  thirty-seven  years  of  general  practice  and  surgery  in  small  town  in 
East  Texas  community  of  15,000.  City  owned  fifty-bed  hospital.  Brick 
clinic  building  equipped  with  x-ray  and  laboratory,  will  accommodate  two 
doctors,  for  sale  or  lease.  Please  reply  to  Ad-243,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


DALLAS,  TEXAS — beautiful  new  medical  office  complex  in  North 
Dallas.  Landscaped  interior  mall,  cutom-designed  suites.  Under  construc- 
tion— completion  August  1969.  Part  of  rapidly  expanding  30  acre  suburban 
Brookhaven  Medical  Center — only  10  minutes  from  other  major  hospitals. 
Write  James  Maser,  P.O.  Box  14356,  Dallas,  Texas  75234.  Telephone 
247-6151. 


CLASSIFIED  ADVERTISING  ORDER  FORM 
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But  before  you  prescribe  Pertofrane,  please  see 
the  full  prescribing  information  and  especially 
note  Contraindications,  Precautions,  Warning, 
Adverse  Reactionsand  Dosage.  A brief  summary 
of  that  information  is  included  here. 

Pertofrane^desipramine  hydrochloride 


What  makes  < 


Indications:  For  relief  of  depression. 
Contraindications:  Do  not  use  drugs  of  the 
M.A.0.1.  class  with  Pertofrane.  Hyperpyretic 
crises  or  severe  convulsive  seizures  may  occur; 
potentiation  of  adverse  effects  can  be  serious  or 
even  fatal.  When  substituting  this  drug  in  pa- 
tients receiving  an  M.A.O.l.,  allow  an  inten/al  of 
at  least  7 days.  Initial  dosage  in  such  patients 
should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed. 

Warnjn^g : Activation  of  psychosis  may  occasion- 
ally be  observed  in  schizophrenic  patients.  Do 
not  use  in  patients  under  1 2 years  old,  and  do  not 
use  in  women  who  are  or  may  become  pregnant 
unless  the  clinical  situation  warrants  the  poten- 
tial risk. 

Precautions:  Careful  supervision  and  protective 
measures  for  potentially  suicidal  patients  are 
necessary.  Discontinuation  of  therapy  or  adjunc- 
tive use  of  a sedativeor  tranquilizer  may  be  neces- 
sary in  the  presence  of  increased  anxiety  or  agita- 
tion, hypomania  or  manic  excitement.  However, 
phenothiazines  may  aggravate  the  condition. 
Atropine-like  effects  may  be  more  pronounced 
(e.g.  paralytic  ileus)  In  susceptible  patients  and  in 
those  receiving  anticholinergic  drugs  (including 
antiparkinsonism  agents).  Carefully  observe  pa- 
tients with  increased  intraocular  pressure.  Pre- 
scribe cautiously  in  hyperthyroid  patients  and  in 
those  receiving  thyroid  medications.  Cardio- 
vascular complications  (myocardial  infarction 
and  arrhythmias)  are  potential  risks  since  they 
have  occasionally  occurred  with  imipramine. 
the  parent  compound.  Desipramine  may  block 
the  pharmacologic  activity  of  guanethidine  and 
related  adrenergic  neuron-blocking  agents.  Hy- 
pertensive episodes  have  been  observed  during 
surgery  in  patients  on  desipramine  therapy. 
Before  prescribing  the  drug,  the  physician  should 
be  thoroughly  familiar  with  prescribing  informa- 
tion, with  the  literature,  with  all  adverse  reac- 
tions, with  the  diagnosis  and  management  of  de- 
pression, and  with  the  relative  merits  of  all  meas- 
ures for  treating  the  condition. 

Adverse  Reactions:  Dry  mouth,  constipation, 
disturbed  visual  accommodation,  anorexia,  per- 
spiration, insomnia,  drowsiness,  dizziness,  head- 
ache, nausea,  epigastric  distress,  and  skin  rash 
(including  photosensitization)  may  appear.  Since 
orthostatic  hypotension  has  occurred,  carefully 
observe  patients  requiring  concomitant  vasodi- 
lating therapy,  particularly  during  the  initial 
phases.  Other  adverse  reactions  include  tachy- 
cardia, changes  in  EEC  patterns,  tremor,  falling, 
mild  extrapyramidal  activity,  neuromuscular  in- 
coordination, epileptiform  seizures.  A confu- 
sional  state  (with  such  symptoms  as  hallucina- 
tionsand  disorientation)  occurs  occasionally  and 
may  require  reduced  dosage  or  discontinuance 
of  therapy.  Rarely,  transient  eosinophilia,  slight 
elevation  in  transaminase  levels,  transient  jaun- 
dice, or  liver  damage  have  occurred.  If  abnormal- 
ities occur  in  liver  function  tests,  discontinue 
drug  and  investigate.  Occasional  hormonal  ef- 
fects, particularly  decreased  libido  or  impotence 
and  instances  of  gynecomastia,  galactorrhea 
and  female  breast  enlargement  have  been  ob- 
served. Urinary  frequency  or  retention  may 
occur.  Thedrug  should  bediscontinued  if  agranu- 
locytosis, bone  marrow  depression,  jaundice, 
thrombocytopenia,  or  purpura  occur. 

Dosage:  25  to  50  mg.  t.i.d.  The  maximum  daily 
dose  IS  200  mg.  Continue  maintenance  dosage 
for  at  least  2 months  after  obtaining  satisfactory 
response.  Generally,  elderly  and  adolescent  pa- 
tients should  be  given  low  doses. 

Availability:  Pink  capsules  of  25  mg.  In  bottles  of 
lOOand  10(X).  (B)46-530-E 

For  complete  details,  please  see  the  prescribing 
informatiorr 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


A man? 

Another  woman? 

Three  kids? 

No  kids  at  all? 

Wrinkles? 

You  name  it. 

Is  she 

truly  depressed? 

Is  that  why  she  lets  go 
in  your  office? 

You  comfort  her. 

Talk  to  her. 

And,  if  she  is  depressed, 

consider  Pertofrane. 

Because 

in  3 to  5 days 

she  can  often  begin 

to  cope, 

work, 

maybe  play, 
even  enjoy. 


Pertofrane®  15  89^9 

desipramine  hydrochloric 
In  depression... 
when  words  are  not  enou 
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RATTLESNAKE  BITES  • HAND  AND  FOOT  SURGERY  • ARTISTS  ANONYMOUS  • 

MORE  PHYSICIANS  FOR  TEXAS 


©orbett,  Memorial  ^fospital 

AnJi  SEnrb^tt  Clintr 


306  Coleman  Street  MarHit,  Sexas  Telephone:  WE  6-3561 

Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith.  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
\^^  F.  McKiiile.v.  Jr..  M.D. 

.Tames  S.  Bussell.  M.D. 

C.  G.  Brown,  M.D. 

EYE.  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


ALI.ERGY 

Walter  S.  Smith,  M.D.* 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison,  M.D.,  F.A.C.O.G. 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 

PATHOLOGY 
W.  W.  Klatt,  M.D. 

Ronald  E.  Henderson,  Jr.,  M.D. 
Gardner  Thomas,  Jr.,  M.D. 


UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris,  Jr. 

Superintendent  of  Nurses: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 

^Expired  4-24-69. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEX.\S  Telephone  TA  3-4151 


♦Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 
P.  E.  LuecRe,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
*G.  A.  Davidson,  B.S.,  M.D.,  Dermatology 
*Wm.  H.  Potts,  B.A.,  F.A.C.P.,  Internal  Medicine 
*Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 
Richard  M.  Smith.  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 
llalcuit  Moore.  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 
Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 
Etlwin  M.  Cleveland,  M.D.,  Internal  Medicine 
John  IT  Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 
R.  M.  Burnside,  M.D.,  D.A.B.O.,  Ophthalmology 
Adam  D.  Green,  M.D.,  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 


B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics,  F.A.A.P., 

Diplomate  American  Board  Pediatrics 
John  W.  Geibel,  Jr.,  M.D.,  Internal  Medicine 
Diplomate  American  Board  Internal  Medicine 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B.R.,  Radiology 
Terry  D.  Allen,  M.D.,  D.A.B.U.,  Urology 
J.  Boyd  Hollabaugh,  D.D.S.,  General  Dentistry 
George  P.  Fosmire,  M.D.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

Daniel  L.  Maddox,  D.D.S.,  General  Dentistry 
Lewis  R.  Thompson,  Jr.,  M.D.,  D.A.B. O.S.,  Orthopedic 
Surgery 

William  N.  New,  M.D.,  Dermatology 

Donald  A.  Sutherland,  M.D.,  Internal  Medicine  (Hematology) 
Dennis  Liiedke,  M.D.,  Orthopedic  Surgery 
John  R.  Woodward,  M.D.,  Obstetrics  & Gynecology, 
Diplomate  American  Board  OB-GYN 
Masashi  Kawasaki,  M.D.,  D.A.B.O.,  Otolaryngology,  Tumor 
and  Reconstructive  Surgery  of  the  Head  and  Neck 
Miss  Billye  J,  Norris,  R.N.,  Director  of  Nurses 

C.  H.  Rosamond,  Administrator 
Arthur  L.  Cook,  Business  Manager 


Inactive  status 


TERRELL’S  LARORATORIES 

T.  C.  TERRELL,  M.D.,  F.C.A.P.,  F.A.C.P.  - DIRECTOR 


FORT  WORTH,  TEXAS 
211  Medical  Arts  Bldg. 


DEPARTMENT  OF  PATHOLOGY 
T.  C.  Terrell,  M.D,,  F.C.A.P.,  F.A.C.P. 
May  Owen,  M.D.,  F.C.A.P.,  F.A.C.P. 
Feliks  Gwozdz,  M.D.,  D.A.B.P. 
Richard  C.  Schaffer,  M.D.,  F.C.A.P. 
V.  C.  Cirone,  M.D.,  D.A.B.P. 


DEPARTMENT  OF  RADIOLOGY 
H.  W.  Banker,  M.D.,  D.A.B.R.,  M.A.C.R. 
Ernest  E.  Holt,  M.D.,  D.A.B.R.,  M.A.C.R. 
Janies  C.  Moore,  M.D.,  D.A.B.R.,  M.A.C.R 
DEPARTMENT  OF  CHEMISTRY 
LaMonte  A.  Tucker,  Ph.D. 


CONSULTING  AND  ANALYTICAL  SERVICES 


PATHOLOGY,  CLINICAL  PATHOLOGY,  FORENSIC  PATHOLOGY  & 
VETERINARY  PATHOLOGY — Bacteriology  - Parasitology  Hematology  - 
Histology  - Chemistry : SMA-12  Survey,  T-4,  T-3,  FBI  and  other  Automated 
Procedures 

TOXICOLOGY — Drugs  - Water  - Foods  - Biological  Materials 
HORMONE  CHEMISTRY — 17  Keto  - 17  Hydroxy  - Estrogen  - Gonadotrophin 
CHROMATOGRAPHY — Hormones  - Amino  Acids  - Vanillylmandelic  Acid 
ELECTROPHORESIS — Abnormal  Hemoglobins  - Serum  Proteins  - Amino  Acids 
QUALITY  CONTROL  IN  CLINICAL  CHEMISTRY 

MANUFACTURING  DEPARTMENT — Allergenic  Extracts  and  Treatment  Sets — 
Mounting  Media  - Specifically  Prepared  Reagents  and  Stains  for  Laboratory  Use 


TERRELL  MEDICAL  GROUP 

FORT  WORTH,  TEXAS 
210  Medical  Arts  Bldg. 


Emory  Davenport,  M.D.  A.  H.  Rutledge,  M.D. 

Henry  G.  Gardiner,  Jr.,  M.D.  Elizabeth  A.  Taylor,  M.D. 

John  S.  Terrell,  M.D. 

Practice  limited  to  Diagnosis,  Allergy,  Cardiology,  Internal  Medicine, 
Neuropsychiatry,  Electroencephalography  and  Physical  Medicine  & Rehabilitation 

Adolescent  Medicine  and  Pediatrics 

T.  C.  Terrell,  M.D.,  F.C.A.P.,  F.A.C.P. 

Consultant 
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(/)  36  Relief  of  Intractable 

ij  Pain  by  Percutaneous 
O Anterolateral  Radio- 
H frequency  Cordotomy 

^ Carlos  Acosta  is  chief 
O resident  in  neurological 
t surgery  at  The  University 
^ of  Texas  Southwestern 

lij  Medical  School,  Dallas. 

Q After  being  graduated  from 
</>  the  Facultad  de  Medicina 
de  la  Universidad  de 
Antioquia,  Medellin, 
Colombia,  he  was  an  intern 
for  one  year  at  the 
University  Hospital, 
Medellin,  and  one  year  at 
Providence  Hospital, 
Washington,  DC,  before 
entering  his  residency  at 
Southwestern.  His  co- 
author, Robert  G.  Gross- 
man,  is  associate  professor. 
Department  of  Neuro- 
logical Surgery,  Albert 
Einstein  School  of 
Medicine,  Bronx,  New  York. 


ACOSTA 


41  Cortisone  and  Immedi- 
ate Fasciotomy  in  the 
Treatment  of  Severe 
Rattlesnake  Bite 

Thomas  G.  Glass,  Jr., 

FACS,  San  Antonio,  is  a 
diplomate  of  the  American 
Board  of  Surgery  and  a 
member  of  the  South- 
western Surgical  Congress. 
He  is  assistant  professor 
of  surgery  at  The  University 
of  Texas  Medical  School 
at  San  Antonio,  and  is 
on  the  teaching  staff 
(surgery)  of  Santa  Rosa 
and  Robert  B.  Green 
Memorial  Hospitals. 

Dr.  Glass  has  taken  special 
interest  in  treatment  of 
poisonous  snakebites,  as 
well  as  treatment  of 
shock,  dehydration,  and 
fluid  and  electrolyte 
imbalance  in  surgery. 


GLASS 


LANKFORD  LEVY 


CAMERON 


SMITH 


48  Help  for  the 
Arthritic  Hand 

L.  Lee  Lankford  of  Dallas 
is  director  of  the  Hand 
Surgery  Service  at 
Parkland  Memorial  Hos- 
pital, and  is  clinical 
associate  professor  of 
orthopedic  surgery  at  The 
University  of  Texas 
Southwestern  Medical 
School.  He  is  a diplomate 
of  the  American  Board 
of  Orthopedic  Surgery  and 
a member  of  several 
professional  societies. 

His  private  practice  is 
limited  to  hand  surgery 
and  reconstructive 
surgery  of  the 
upper  extremity. 


60  Management  of 
Boutonniere  Deformities 

Fred  B.  Kessler,  FACS,  of 
Houston  is  a diplomate  of 
the  American  Board  of 
Surgery,  and  his  practice 
includes  general  surgery  as 
well  as  surgery  of  the  hand. 
A graduate  of  The 
University  of  Texas  Medical 
Branch,  Galveston,  he 
took  his  internship  at 
Philadelphia  General 
Hospital  and  residencies 
at  the  Hospital  of  the 
University  of  Pennsylvania, 
Philadelphia,  and  Roosevelt 
Hospital,  New  York  City. 


66  Drop  Foot  Treated  by 
Posterior  Tibial  Tendon 
Transplant  Alone 

Louis  J.  Levy,  FACS,  of 
Fort  Worth  is  a diplomate 
of  the  American  Board 
of  Orthopedic  Surgery 
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and  a fellow  of  the 
American  Academy  of 
Orthopedic  Surgeons:  he 
also  is  a member  of 
numerous  other  profes- 
sional societies.  He  is  a 
director  of  the  Fort 
Worth  Chamber  of 
Commerce,  Tarrant  County 
United  Fund  and  Com- 
munity Council,  Fort 
Worth  National  Bank, 
and  Fort  Worth  Museum 
of  Science  and  History. 

A graduate  of  The 
University  of  Texas 
Medical  Branch,  he  took 
his  residency  at 
Michael  Reese  and  Los 
Angeles  County  General 
Hospitals,  Los  Angeles, 
and  Texas  Scottish  Rite 
Hospital  for  Crippled 
Children  in  Dallas. 


70  Remolded  Cast; 

A Plaster  of  Paris 
Cast  Technic 

David  M.  Cameron,  FACS, 
of  El  Paso  is  a diplomate 
of  the  American  Board 
of  Orthopedic  Surgery. 

For  the  past  ten  years  he 
has  been  a member  of 
the  committee  that 
prepares  the  popular 
Special  Exhibit  on 
Fractures  for  AMA  meet- 
ings. Dr.  Cameron  also 
is  an  orthopedic  consultant 
to  the  Hearing  and 
Appeals  Board,  HEW.  He 
is  a past  president  of 
both  the  Texas  and 


PUBLICATION  INFORMATION 


New  Mexico  Orthopedic 
Societies,  New  Mexico 
Chapter  of  the  Western 
Orthopedic  Society,  and  the 
El  Paso-New  Mexico 
Chapter  of  the  American 
College  of  Surgeons. 

A horseback  riding 
enthusiast.  Dr.  Cameron 
also  is  a member  of  the 
El  Paso  Sheriff’s  Posse. 


78  Hemangiopericytoma, 
Mixed  Type:  Case  Report 

Herbert  T.  Smith,  general 
practitioner  and  surgeon 
in  La  Grange,  is  a 
graduate  of  Baylor  College 
of  Medicine,  Houston. 
Following  internship  at 
Brooke  Army  Hospital, 

Fort  Sam  Houston,  he  took 
his  residency  at  the 
US  Army  Hospital,  Fort 
Hood.  A past  president 
of  the  Colorado-Fayette 
County  Medical  Society, 
he  also  is  a member  of 
the  Texas  and  American 
Academies  of  General 
Practice.  In  1967,  he 
received  the  Smithwick 
Award  for  the  best 
contribution  to  the  TAGP 
journal.  His  coauthor, 

Elvin  L.  Shelton,  FACS, 
is  assistant  clinical 
professor  of  surgery, 
Baylor  College  of 
Medicine,  Houston. 


84  Clinicopathologic 
Conference 

This  is  the  first  in  a 
series  of  CPC’s  from 
The  University  of  Texas 
Southwestern  Medical 
School  and  Parkland 
Memorial  Hospital,  Dallas. 
Edwin  H.  Eigenbrodt, 
assistant  professor  in 
pathology,  is  guest  editor 
for  this  series.  Participants 
this  month  are  James 
M.  Shultz,  1968  graduate 
of  Southwestern  and  now 
an  intern  in  pathology: 
Lawrence  S.  Cohen  and 
Jack  A.  Barnett,  associate 
professors  in  internal 
medicine:  Alan  H. 

Morris,  fellow  in  internal 
medicine:  and  Bruce  D. 
Fallis,  professor 
in  pathology. 


EDITORIALS 

27  Expanding  Medical  Edu- 
cation in  Texas 

G.  V.  Brindley,  Jr. 

29  Standard  Medical  Exam- 
ination Form  For  Students 
Entering  College 

Robert  S.  Ray 

33  Looking  Down  the  Road 

Charles  Max  Cole 


DEPARTMENTS 

92  General  News 
101  Association  News 

109  Postgraduate  Courses 

110  Feature  Article: 
Doodling  by 
Anonymous  Doctors 

113  Special  Article:  The 
Usual,  Customary,  and 
Reasonable  Fee 

117  Personals 

119  Highlights  of 
Coming  Meetings 

129  Medicine  in  Literature 

130  New  Books  in 
TMA  Library 


Texas  Medicine  is  published  monthly  by  the  Texas  Medical 
Association. 

Editorial  and  Business  Offices;  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701:  Telephone:  Area  Code  512  477-6704. 
Second  Class  Postage  paid  at  Austin,  Texas,  with  additional 
entry  at  Fort  Worth,  Texas,  under  Act  of  March  3,  1879. 
Subscription  communications  should  be  sent  to  the  Busi- 
ness Offices.  $3  per  year  for  members;  $9  for  nonmem- 
bers; $10  for  foreign;  single  copy,  $1. 

Contributions,  previously  unpublished,  are  welcomed  for 
review;  suggestions  for  preparation  are  available  from  the 
Editorial  Offices.  News  and  other  items  should  be  sent  to 
the  Editorial  Offices  by  the  10th  of  the  month  preceding 
the  month  of  publication.  All  contributions  are  sent  at  the 
owner's  risk. 

Printing  Offices:  c/o  Stafford-Lowdon  Company,  1114  West 
Daggett,  Fort  Worth  76104. 


131  Pamphlets 
131  Recent  Deaths 


ON  THE  COVER 

TEXAS  MEDICINE  does  not 
wish  to  ignore  the  cultural 
art  explosion.  Try  as  we 
might  to  be  more  original 
than  the  rest  of  today’s 
frantic  originality  seekers, 
we  could  not:  but  we  hit 
upon  a bit  of  serendipity 
for  our  good-humored  read- 
ers this  month.  To  fully 
understand  this  month’s 
cover,  turn  to  pages  110 
and  111.  And  be  a critic, 
for  art’s  sake! 


NEXT  MONTH 

Remember  the  Summer 
Slump?  A few  slow,  hot  days 
when  even  the  healthiest 
crisis  just  couldn’t  generate 
enough  energy  to  happen? 
We’ve  been  keeping  a sharp 
lookout  for  The  Slump.  We 
haven’t  seen  one  in  ten 
years.  Instead,  we  see  a file 
of  articles  which,  thanks  to 
Slump’s  absence,  are  likely 
to  appear  in  the  August  is- 
sue: Treatment  of  the  Near- 
Drowning  Victim:  Primary 
Dysmenorrhea,  Combina- 
tion vs  Sequential  Therapy: 
Epidemiology  of  Pesticide 
Poisoning  in  the  Lower  Rio 
Grande  Valley  in  1968: 
Hemorrhoidectomy  by  the 
Submucosal  Resection 
Technique:  Acute  Histio- 
cytic Medullary  Reticulosis 
in  a Pubescent  Girl:  and 
perhaps  two  or  three 
others. 
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—The  lowest  priced  tetracycline— nystatin  combination  available— 


^aAomUt 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  Inrredienta : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . 0.60% 

Chlorobutanol  0.16% 

Tripelennamine  Hcl  0.60% 

In  Isotonic  Solution 


^aAomUt 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . .0.60% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


Vasomm^ 


(ANTmiSTAMfNIC) 


^^dsomiib 


'ANTIHISTAMINIQ  ' 

^ SolMlTO.  . 


USE:  Temporary  relief  of  nasal 
conKestion  due  to  colds  and  hay 
fever. 


DIRECTIONS : AdulU  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  luinK  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
insr  % fluid  oz.  and  in  dropper 
bottles  containinK  1 fluid  oa. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 


HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 

Our  Integrity  is  Your 
Guarantee 
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TEXAS  MEDICINE 


There 


Only 


the 


Big 


One 


ill 


mi 


WJl 


SfilflS 


In  the  automobile  business,  there  is  the  “Big 
Three.”  In  many  other  fields,  leadership  is  shared 
by  two  or  more. 

But  — not  in  the  field  of  hospital-medical 
protection.  Here,  there  is  only  the  Big  ONE  — 
the  GIANT  — BLUE  CROSS®  and  BLUE 
SHIELD®'.  How  big?  So  big  it  makes  all  others 
tiny.  More  than  71  million  Americans  are  pro- 
tected by  Blue  Cross! 

Well,  how  on  earth  could  this  be? 


It’s  really  simple:  Blue  Cross  with  Blue  Shield 
provide  a far  better  way  to  program  the  hospital- 
medical  expense  the  average  family  is  almost  sure 
to  have,  sometime.  And  the  feeling  of  security 
that  patient  has,  presenting  that  Blue  I.D.  card 
at  the  hospital,  and  knowing  that  Blue  Cross  has 
already  arranged  for  so  very  much  of  what  he  will 
need  there  — this  is  a medicine  that  is  very  hard 
to  beat.  And  this  is  why  — 

'"^^erybody’s 


BLUE  CROSS®and  BLUE  SHIELD 


@ Hospital  and  Health  Care  Coverage 

(GROUP  HOSPITAL  SERVICE,  INC.) 


Medical  and  Surgical  Benefits 

(GROUP  LIFE  a HEALTH  INSURANCE  COMPANY) 


OF  TEXAS 

MAIN  AT  NORTH  CENTRAL  EXPRESSWAY  ■ DALLAS.  TEXAS  75222 
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(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg 
phenacetin,  160  mg.,  caffeine,  30  mg.) 


non-narcotic  analgesic 


For  musculo-skeletal  pain, 

tryNorgesicfirst . . . 

8of  10  patients  probably  won’t 
need  anything  stronger 

Norgesic  offers  predictable  relief  in  approxi- 
mately 80%  of  patients  with  painful  musculo- 
skeletal disorders.  It  provides  both  effective 
analgesia  and  relief  of  associated  muscle 
spasm.  Norgesic  works  quickly,  usually  pro- 
ducing a high  level  of  analgesia  within  two 
hours,  and  relief  is  sustained  for  four  hours  or 
longer. 

For  the  relief  of  acute  mild  to  moderate  pain 
associated  with  musculo-skeletal  disorders, 
try  Norgesic  first. . .eight  of  ten  patients  proba- 
bly won’t  need  anything  stronger. 

Indications:  Symptomatic  relief  of  acute  mild  to  moderate 
pain  of  musculo-skeletal  origin. 

Contraindications:  Due  to  the  mild  anticholinergic  effect 
of  orphenadrine,  Norgesic  should  not  be  used  In  patients  with 
glaucoma,  pyloric  or  duodenal  obstruction,  stenosing  peptic 
ulcers,  prostatic  hypertrophy,  obstructions  at  the  bladder  neck, 
achalasia  (megaesophagus),  myasthenia  gravis  or  in  patients 
known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine.  Do 
not  use  propoxyphene  (Darvon®)  concurrently. 

Warnings:  USE  IN  PREGNANCY;  Since  safety  of  the  use  ot 
this  preparation  in  pregnancy,  during  lactation,  or  in  the  child- 
bearing age  has  not  been  established,  use  of  the  drug  in  such 
patients  requires  that  the  potential  benefits  of  the  drug  be 
weighed  against  its  possible  hazard  to  the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug 
in  children  has  not  been  established;  therefore,  the  physician 
must  weigh  the  benefits  against  the  potential  hazards. 

Precautions:  Recent  studies  have  indicated  that  prolonged 
excessive  use  of  phenacetin  may  result  in  nephrotoxicity. 
Caution  should  therefore  be  exercised  when  administering 
Norgesic  to  patients  with  renal  insufficiency.  It  should  also  be 
used  with  caution  in  patients  with  tachycardia. 

Adverse  reactions:  Side  effects  ot  Norgesic  are  those  usu- 
ally associated  with  APC  or  mild  anticholinergic  agents.  These 
may  Include  tachycardia,  palpitation,  urinary  hesitancy  or  re- 
tention, dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  in- 
creased intraocular  tension,  weakness,  nausea,  vomiting, 
headache,  dizziness,  constipation,  drowsiness,  and  rarely, 
urticaria  and  other  dermatoses.  Infrequently,  mental  confusion 
in  the  elderly,  mild  central  excitation  and  occasional  halluci- 
nations. These  mild  side  effects  are  usually  eliminated  by  re- 
duction in  dosage.  One  case  of  aplastic  anemia,  with  no 
established  causal  relationship,  has  been  reported. 

Dosage  and  administration:  Adults  — 1 to  2 tablets  3 to  4 
times  daily. 

For  more  detailed  prescribing  intormation, 
see  Package  Circular  or  PDR. 

NORGESIC' 

(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg., 
phenacetin.  160  mg.,  caffeine.  30  mg.) 

non-narcotic  analgesic 

Riker  Laboratories,  Northridge,  California  91324 

Div.  Dart  Industries  Inc. 

Sponsors  ot  Riker  Service— 

the  complimentary  classified  service  for  physicians. 


because 

relief 

means 


so  much 
to  your 


patient 


There  are  not  many  drug  combinations  in  use  to- 
day which  can  claim  to  have  served  the  medical 
profession  for  more  than  50  years.  Such  a record 
reflects  the  continued  confidence  of  physicians  in 
URISED.  This  is  not  a dramatic  “wonder  drug”  — 
but  a useful  one. 


URISED  rapidly  exerts  spasmolytic  action,  reliev- 
ing pain  and  discomfort  of  urgency,  frequency,  and 
burning  on  urination.  Rapid  acting  URISED  exerts 
antibacterial  action  against  uropathogens  susceptible 
to  methenamine  and  methylene  blue,  in  an  acid 
medium. 


URISED  is  safe  . . . especially  useful  in  long-term 
management  of  chronic  cases;  as  a prophylactic 
measure  with  catheterization  or  after  instrumenta- 
tion. No  systemic  reactions  or  bacterial  resistance 
have  been  reported. 


Each  blue-coated  tablet  contains  active: 


Atropine  Sulfate  0.03  mg.  Methylene  Blue  . . . 5.4  mg. 

Hyoscyamine  . . .0.03  mg.  Phenyl  Salicylate  .18.1  mg. 

Methenamine  . . . 40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with 
known  idiosyncrasy  to  atropine  or  cardiac  disease.  While 
under  this  therapy  the  urine  is  blue;  patients  should  be  so 
advised  to  allay  apprehension. 

SIDE  EFFECTS:  Neither  irritation  nor  other  untoward  re- 
actions have  been  reported;  however,  if  pronounced  dryness 
of  the  mouth,  flushing,  or  difficulty  in  initiating  micturition 
occur,  decrease  dosage.  If  rapid  pulse,  dizziness,  or  blurring 
of  vision  occur,  discontinue  use  immediately.  Acute  urinary 
retention  may  be  precipitated  in  prostatic  hypertrophy. 
CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults— Two  tablets,  orally,  four  times  per  day 
followed  by  liberal  fluid  intake.  Acute  cases— Initially  two 
tablets  every  hour  for  three  doses  followed  by  the  recom- 
mended daily  administration.  Children— One-half  the  adult 
dose. 

Stocked  Nationally  Through  All  Service  Wholesale  Druggists 


CZDNAL 

PMARMACeUTiCALS,  INC 
CHICAGO.  ILLINOIS  606A0, 


/ MANUFACTURERS 
f OF  URICEUTICAL® 
SPECIALTIES 
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CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety ...  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR  *_ 

EXTENTABS 


methamphetamine  HCl  15  mg. 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning;  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company  /^'|-|'|^0BINS 


A.  H.  ROBINS  COMPANY. 
RICHMOND,  VA.  23220 
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TEXAS  MEDICINE 


Design  for  an  ear  anti-infective 


Designed  to  act  promptly 
against  bacterial 
pathogens  and  pain 

Otitis  media  (when  the  tympanic  mem- 
brane is  perforated)  and  otitis  externa  both 
respond  to  the  bactericidal  action  of 
Furacin®  (nitrofurazone)  in  Furacin-HC 
(nitrofurazone-hydrocortisone)  Otic.  Its 
broad  antibacterial  spectrum  includes 
most  of  the  organisms  encountered  in 
surface  infections  (but  only  certain  strains 
of  Pseudomonas).  The  hydrocortisone 
component  in  Furacin-HC  Otic  affords 
rapid  relief  of  Gainful  swelling. 

Designed  to  let  the  ear 
drain  freely 

The  water-soluble  base  of  Furacin-HC 
Otic  permits  free  drainage  and  provides 
a hygroscopic  vehicle. 

Designed  to  please  and 
protect  the  patient 

Topical  Furacin-HC  Otic  lets  you  reserve 
systemic  preparations  for  systemic  infec- 


tions. It  rarely  irritates  inflamed  epithelial 
surfaces,  and  cross  resistance  or  cross 
sensitization  with  antibiotics  does  not 
occur.  In  addition,  nonmacerating,  odor- 
less Furacin-HC  Otic  softens  wax  to 
facilitate  removal  of  cerumen. 

Also  available:  Furacin®  Otic  (nitrofurazone  with 
nifuroxime  and  diperodon  HCI).  The  wide  anti- 
bacterial range  of  Furacin  is  augmented  by  the 
antimycotic  activity  of  Micofur®  (nifuroxime). 
Diperodon  hydrochloride,  an  efficient  local 
anesthetic,  promptly  subdues  pain  and  itching. 
Indicated  in  bacterial  otitis  externa,  otomycosis 
or  bacterial  otitis  media  (when  the  eardrum  is 
perforated). 

Precautions;  Sensitization  to  nitrofurazone  may 
occur  with  prolonged  use  and  is  more  likely  to 
develop  in  eczematous  otitis  externa.  To  mini- 
mize such  reactions  (a)  limit  applicotion  to  a 
week  or  less,  and  (b)  avoid  use  of  excessive 
amounts  which  may  run  down  the  face. 

This  preparation  is  not  indicated  for  use  in 


treatment  of  cholesteatoma,  where  surgical  in- 
tervention is  necessary. 

Contraindications:  The  usual  contraindications 
for  preparations  containing  hydrocortisone  should 
be  observed,  such  as  tuberculous  lesions  of  skin 
or  ear,  acute  herpes  simplex,  vaccinia  and 
varicella,  superficial  fungus  and  yeast  infections. 
Formula:  Furacin®-HC  Otic  contains  0.2% 

Furacin,  brand  of  nitrofurazone,  ond  1.0%  hydro- 
cortisone acetate  in  a water-soluble  hygroscopic 
base  of  glycerin  and  polyethylene  glycol. 

Furacin®  Otic  contains  0.2%  Furacin,  brand  of 
nitrofurazone,  0.375%  Micofur®,  brand  of 
nifuroxime,  and  2%  diperodon  hydrochloride 
dissolved  in  water-soluble,  nondrying,  hygro- 
scopic polyethylene  glycol. 


^rr'Originators  and  Developers  of  The  Nitrofurons 
EATON  LABORATORIES 
Division  of  The  Norwich  Phormocol  Company 
NORWICH,  NEW  YORK  13815 

Furacin-HC  Otic 

nitrofurazone  / hydrocortisone 

Furacin^Otic 


nitrofurazone  with  nifuroxime 
and  diperodon  HCI 


ori< 


ampHCTamines 


AMERICAN  MEDICAL 
ASSOCIATION 
DEPARTMENT  OF 
health  EDUCATION 
DIVISION  Of 
HEALTH  SERVICE 


WHAT  ARE  AMPHETAMINES? 

When  drug  abuse  is  meniioned,  most  people  automa- 
tically think  of  the  "hard”  drugs — opium,  morphine  and 
heroin.  Few  people  consider  the  many  non-narcoiic 
drugs  which,  when  administered  in  the  proper  doses 
under  a physician’s  carc,^3ve  a therapeutic  clTecl.  How- 
ever, when  abused — laken  without  professional  super- 
vision—these  drugs  can  aggravate  personal  and  social 
problems.  Among  the  most  widely  abused  non-narcotic 
drugs  are  amphetamines,  commonly  called  “pep-pills." 

Amphetamines  have  chemical  properties  that  stimu- 
late (speed)  the  actions  of  the  central  nervous  system. 
In  many  ways,  the  effects  of  amphetamines  contrast 
with  those  of  another  non-narcotic  drug — barbiturates; 
barbiturates  slow  down  (depress)  the  actions  of  the 
central  nervous  system. 

WHY  DO  DOCTORS  PRESCRIBE 
AMPHETA  MINES' 

Amphetamines  are  used  medically  to  ( 1 > curb  the  appe- 
tite when  weight  reduction  is  necessary;  (2)  relieve  mild 
depression;  and  (3)  keep  patients  awake  in  narcolepsy 
—a  disease  characterized  by  uncontrollable  desire  to 
sleep. 

Although  the  efficacy  of  amphetamines  in  these  cases 
has  not  been  questioned,  controversy  surrounds  their 
ultimate  value  since,  when  taken  over  a long  period  of 
time,  the  patient  might  develop  dependence  upon  the 
drug— particularly  if  he  violates  his  physician’s 
precautions. 


maRiHuana 
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WHAT  IS  MARIHUANA? 


ISO 


oduction  and  use  of  LSD  is  limited  by 
lug  Administration  to  carefully  con- 
ojccis.  However,  the  frequency  of  LSD 
i<cd  self-administration- is  increasing, 
teenagers  and  young  adults.  Attracted 
nd  excitement  surrounding  the  drug, 
unaware  of  the  hazardous  side  effects 
Tom  experimenting  (taking  a "trip") 

;.  colorless,  tasteless  drug,  is  the  most 
group  which  also  includes  dimethyl- 
T).  marihuana,  mescaline  and  psilo- 
I Hofman,  a chemist  for  the  Swiss 
irporaiion  of  Sandox  Ltd.,  synthesized 
icid  diethylamid’* — in  1938;  the  acid 
a fungus  that  grows  on  rye  and  wheat, 
overed  its  ability  to  alter  perception 
LSD  is  described  as  a hallucinogenic 
the  visual  hallucinations  reported  by 


ABUSED? 

ministration  of  LSD  by  college  and 
■nts  has  increased  rapidly  in  the  past 
of  the  drug  is  by  no  means  limited  to 
s,  representing  a wide  range  of  social 
ackgrounds.  also  experiment  with  its 

r LSD  abuse  are  as  varied  as  the  users, 
ers  are  merely  curious  about  its  effects, 
rported  ability  to  increase  sensory 
s have  heard  about  the  so-called  "con- 
■ (mind-bending)  properties  of  LSD 
greater  personal  insights.  Still  others, 
of  other  drugs,  especially  marihuana, 
nt  persons.  Another  group  uses  LSD 
y-to-day  stress.  They  take  LSD  hoping 
'magic  problem  cure” — to  make  life 


~WTJTmnrfHE  effects  of  lsd? 

Although  much  research  must  still  be  done  regarding 
the  effects  of  LSD.  important  information  has  already 
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B8RB|tUR3T6S 


WHAT  ARE  BARBITURATES? 

When  administered  under  a doctor's  direction,  barbi- 
turates have  proven  to  be  effective  therapeutic  drugs 
for  a variety  of  medical  problems.  However,  barbiiuraic 
abuse— unsupervised  scif-mcdication— presents  a dan- 
ger at  least  as  great  as  narcotic  abuse.  Extreme  mental 
and  emotional  confusion  with  eventual  tragic  conse- 
quences (death  is  not  uncommon)  may  result  from 
abuse  of  barbiturates. 

Barbiturates  are  the  main  depressant  drugs  used  in 
medical  practice  today  to  sedate  or  to  calm  patients 
and/or  to  induce  or  produce  sleep.  Their  effect  is 
opposite  to  that  of  amphetamines;  amphetamines  stim- 
ulate the  central  nervous  system  while  barbiturates  act 
as  depressants — slow  down  the  actions  of  the  central 
nervous  system. 

HOW  ARE  BARBITURATES  ABUSED' 

Some  people  have  used  the  sedative  or  hypnotic  effect 
of  barbiturates  as  a way  to  escape  serious  personal 
problems;  others  take  barbiturates  to  counteract  the 
effect  of  stimulant  drugs  such  as  amphetamines,  eslab- 
lishing  a cyclical  pattern  of  sedation-stimulation. 

Frequently,  barbiturates  are  used  in  combination 
with  other  drugs,  mainly  alcohol  and/or  opiates,  both 
by  thrill  seekers  and  chronic  drug  abusers.  Such  experi- 
mental combinations  are  extremely  hazardous  since  all 
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5f  inhaling  the  fumes  from  airplane  glue 
ttile  hydrocarbons  occurs  almost  entirely 
people  from  9 to  18  years  of  age  seeking 
" Considering  only  the  undercurrent  of 
iocialcd  with  the  practice  of  glue-sniffing, 
oose  to  ignore  or  arc  uninformed  about 
sible  hazards— emotional  and  physical — 
It. 

n has  caused  great  concern  among  parents, 
ucalors  and  others  committed  to  the  wel- 


LUE-SNIFFING? 

inhalation  of  fumes  from  model  airplane 
from  gasoline,  paint  thinner,  and  lighter 
as  "glue-sniffing.”  Model  airplane  glue 
Tipounds  contain  solvents  such  as  alcohol, 
nd  toluene  which,  through  their  rapid 
ire  readily  inhaled. 

glue  is  squeezed  onto  a piece  of  cloth  or 
m which  the  fumes  are  inhaled,  although 
paint  thinner  are  often  inhaled  directly 
cans.  Regardless  of  the  compound,  in- 
itinued  until  the  desired  effects — ranging 
Dxication  to  more  acute  disorientation — 

ECTS  RESULT  FROM 
FING? 

e symptoms  of  glue-sniffing  are  simlilar 
lated  with  alcoholic  intoxication,  includ- 
tf  muscular  coordination;  slurred  speech; 
: a ringing  in  the  cars;  mild  hallucir.a- 
and  depression.  These  intoxication-like 
for  about  30  to  43  minutes,  depending 
uni  inhaled. 

tage,  lasting  an  hour  or  more,  usually 
characterized  by  drowsiness,  stupor,  or, 
unconsciousness.  After  recovery,  the 


Millions  of  Americans  are  abusing  drugs 


D.Lg  abuse  has  emerged  into  sharp  focus  as  a 
difficLif  problem  of  growing  co.acern  to  the  medical 
profession  and  the  public.  Of  particular  concern  is 
the  fact  th.at  many  young  people  today  are  experi- 
menting with  marihuana  and  a wide  array  of  other 
drugs  AlthoL  gh  many  are  highly  sophisticated,  young 
people  are  not  truly  aware  of  the  dangers  posed  by 
abuse  of  drugs. 

ORDER  THESE  PAMPHLETS 


Because  of  the  severity  of  the  problem  and  the 
confusion  which  exists,  in  many  quarters,  about 
whether  certain  drugs  are  truly  dangerous,  there  is 
an  urgent  need  for  intensive  public  education. 

The  five  leaflets  shown  above  provide  facts  that 
will  be  eagerly  received  by  the  public.  Order  the 
quantity  you  need  today.  There  is  no  charge. 

TODAY— FREE— FROM  TMA! 


QUANTITY 


TITLE 

MARIHUANA 

LSD 

AMPHETAMINES 
BARBITURATES 
GLUE  SNIFFING 


CLIP  AND  MAIL  TO:  PUB’  IC  RELATIONS  DIVISION 
TEXAS  MEDICAL  ASSOCIATION 
lEOl  NORTH  LAMAR  BLVD. 
AUSTIN,  TEXAS  78701 

Name 


Address. 
City 


-Stats 


-Zip. 


One  of  these  disposables  connes  prefilled. 

Its  unit  dose  - in  nonreactive  glass 
cartridge  - is  premeasured. 

The  cartridge  is  clearly  labeled: 
drug  name,  strength,  control  number. 

Even  expiration  date  where  appropriate. 

You're  more  confident  that  the  patient  gets. . . 


. . . just  what  the  doctor  ordered 
with  the  Tubex  Closed  Injection  System. 


Injections  with  the  Tubex  system  are  as 
easy  as  1,  2,  3, 

1.  Select— from  an  extensive  variety  of  prefilled  Tubex 
sterile  cartridge-needle  units.*  No  multi-dose  vials  to 
bother  with;  no  unlabeled  syringes  to  cause  confusion. 

2.  Inject— with  a minimum  of  pain.  Thanks  to  the 
single-use,  stainless-steel  needle  that’s  both  ultra- 
sharpened  and  siliconized.  Aspirate  simply  and 
conveniently. 

3.  Throw  away— empty  cartridge-needle  unit.  Never 
used  again,  it  can’t  transmit  infection.  And  there’s 
no  clean-up  job. 

*For  injectables  not  yet  in  the  ever-expanding  prefilled  Tubex 
line,  empty  sterile  cartridge-needle  units  are  available. 

TUBEX® 

Closed  Injection  System 
Hypodermic  Syringe 
Sterile  Cartridge-Needle  Unit 

Wyeth  Laboratories  Philadelphia,  Pa. 


I ® 

Lactinex 

TABLETS  A GRANULES 

■ to  help  restore  and  stabilize 
the  intestinai  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  bulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.^’^-^'^-^-fi-'^'S 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


Baltimore,  Maryland  21201 


(LX-DS) 


References: 

(1)  Siver,  R.  H.;  CMD,  21:109,  September  1954.  (2)  Frykman,  H.  H.:  Minn.  Med., 
35:19-27,  January  1955.  (3)  McGivney,  J.:  Tex.  State  Jour.  Med.,  51:16-18,  January 
1955.  (4)  Quehl,  T.  M.:  Jour,  of  Florida  Acad.  Gen.  Prac.,  15:15-16,  October  1965. 
(5)  Weekes,  D.  J.:  N.Y.  State  Jour.  Med.,  55:2672-2673,  August  1958.  (6)  Weekes, 
D.  J.:  EENT  IDigest,  25:47-59,  December  1963.  (7)  Abbott,  P.  L.:  Jour.  Oral  Surg., 
Anes.,  & Hosp.  Dentail  Serv.,  310-312,  July  1961.  (8)  Rapoport,  L.  and  Levine,  W.  I.: 
Oral  Surg.,  Oral  Med.  & Or^  Path.,  20:591-593,  November  1965. 


Enjoy  your  vacation! 

Rent  a Dodge  Motor  Home 

The  whole  family  will  enjoy  your  trip  more  in  the 
comfort  of  home.  No  bags  to  pack.  . .no  motels.  . .no 
worry  about  where  to  spend  the  night.  . .when  you 
travel  in  a Dodge  Motor  Home.  It  s so  easy  to  drive. 
Mom  will  probably  want  a turn  at  the  wheel.  Great  for 
weekend  fishing  trips,  too.  Call  or  write  to  reserve 
yours  now! 

ico  Rentals 

4421  Greenville  Avenue 
Dallas,  Texas  75206 
Telephone  214-368-3679 


HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE'*^  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN, TINETEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi. 
cuiation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

473-9 


Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 


SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


Treatment  Units 
from  $130 


Patient  Chair  $265  (shown) 
Physician  Stool  $35  (shown) 
Instrument  Table  $50  (shown) 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 
22  oz.  economy 


Established  Over  iO  Years 


Factory  Direct  Sales 
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TEXAS  MEDICINE 


V6SoL«IS  VIRTUALLY  100%  EFFECTIVE  IN  SWIMMER'S  EAR  ...  BACTERIAL,  FUNGAL  OR  BOTH 


• bactericidal/fungicidal  action  so  dependable  it's  virtually  100%  effective  in  external 
otitis  • cidal  effect  is  immediate  against  all  pathogens  linked  to  external  otitis  • rapid 
antiinflammatory— antiinfective— antipruritic  action  9 no  risk  of  antibiotic  sensitivity  or 
development  of  resistant  strains  — not  an  antibiotic  — not  a sulfonamide 


For  prevention  and  treatment 
of  otitis  externa. 


When  otitis  externa  is  complicated  by 
inflammation,  seborrheic  dermatitis,  allergic 
eczema  or  psoriasis 


VoSoL® 

Otic  Solution 

Ingredients: 

1 , 2-propanedlol  djacetate  3.0% 
acetic  acid  2.0% 

benzethonium  chloride  0 02% 
in  a propylene  glycol  vehicle 
containing  0.015%  sodium  acetate. 


VoSoC 

Otic  Solution 

Ingredients  of  VoSol 
plus  1%  Hydrocortisone 


INDICATIONS:  VoSol:  For  the  treatment  and  prevention  of  otitis  externa.  VoSol  HC:  Indicated  when  the  otitis  is  com- 
plicated by  Inflammation  or  when  the  otitis  is  associated  with  seborrheic  dermatitis,  allergic  eczema,  psoriasis  or  other 
non-infectious  conditions.  PRECAUTIONS:  As  safety  of  topical  steroids  during  pregnancy  has  not  been  confirmed,  they 
should  not  be  used  for  an  extended  period  during  pregnancy.  Systemic  side  effects  may  occur  with  extensive  use  of 
steroids.  CONTRAfNDIOATIONS:  As  with  all  drugs,  sensitivity  to  any  of  the  constituents  of  these  preparations  is  a 
contraindication  to  their  use:  perforated  tympanic  membranes  are  frequently  considered  a contraindication  to  the  use 
of  external  ear  canal  medication.  AVAILABILITY.  VoSol  15cc.  VoSol  HC  7V2CC.  Both  preparations  in  measured  drop, 
safety-tip  plastic  bottles. 


May  1969  WAMPOLE  LABORATORIES  Div.  Denver  Chemical  Mfg.  Co.,  Stamford,  Ct.  06904  voad-i 
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A little  Hygrotori 

chlorthalidone 


HY.6674 


can  worica  long  diuretic  day 


all  the  way  from  one  daily  tablet  to  the  next 
to  help  control  edema  and  hypertension 

Its  prolonged  action  usually  provides  smooth,  sustained  diuretic 
effectiveness:  real  one-a-day  dosage,  right  from  the  start;  convenience 
and  economy, 

Hygroton,  chlorthalidone,  can  cause  side  effects.  And  it  s contra- 
indicated in  hypersensitivity  to  the  drug  and  severe  renal  and 
hepatic  diseases. 

Check  the  prescribing  information.  It's  summarized  on  the  next  page. 


Geigy 


A little  Hygroton^  can  work  a long  diuretic  day 

chlorthalidone 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supplements, 
which  should  be  used  only  when  ade- 
quate dietary  supplementation  is  not 
practical,  the  possibility  of  small-bowel 
lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  been 
required  frequently  and  deaths  have 
occurred.  Discontinue  enteric-coated 
potassium  supplements  immediately  if 
abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding 
occur. 

Use  with  caution  in  pregnant  women 
and  nursing  mothers  since  the  drug 
may  cross  the  placental  barrier  and 
appear  in  cord  blood  and  since  thia- 
zides may  appear  in  breast  milk.  The 
drug  may  result  in  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which 
have  occurred  in  the  adult.  When  used 
in  women  of  childbearing  age,  balance 
benefits  of  drug  against  possible  haz- 
ards to  fetus. 


Precautions:  Antihypertensive  therapy 
with  this  drug  should  always  be  initi- 
ated cautiously  in  postsympathectomy 
patients  and  in  patients  receiving 
ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs  or 
curare.  Reduce  dosage  of  concomitant 
anti  hypertensive  agents  by  at  least 
one-half.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If 
potassium  depletion  should  occur  dur- 
ing therapy,  the  drug  should  be  dis- 
continued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  consti- 
pation and  cramping,  dizziness,  weak- 
ness, restlessness,  hyperglycemia, 
glycosuria,  hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 


sion, which  may  be  potentiated  when 
chlorthalidone  is  combined  with  bar- 
biturates, narcotics  or  alcohol,  aplastic 
anemia,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  impotence, 
dysuria,  transient  myopia,  skin  rashes, 
urticaria,  purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.  I. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia,  pares- 
thesia, and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every  other 
day. 

Availability:  White,  single-scored  tab- 
lets of  100  mg.  and  aqua  tablets  of  50 
mg.,  in  bottles  of  100  and  1000. 
(B)46-230-E 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


In  Cervicitis 

Help  the  healing  process 
with  StomAseptine*  douching 


Helps  flush  away  exudates, 
maintain  internal  cleanliness, 
reduce  odor... reassures  the  patient 

StomAseptine  douching  is  a valuable  adjunct  to 
cervicitis  therapy.  These  gentle,  non-irritating 
internal  irrigations  help  maintain  a clear  field  by 
washing  away  pus  and  secretions . . . relieve 
itching  and  burning... reduce  malodor...and  offer 
the  patient  a refreshing,  reassuring  procedure 
that  can  help  speed  the  healing  process. 


Write  for  new  booklet  on  patient  douching 
instructions;  space  is  provided  for  your  specific 
recommendations.  Advise  quantity  needed. 
Write:  Harcliffe  Laboratories,  Inc.,  Dept.  1005, 
423  Atlantic  Avenu'*  Brooklyn,  N.Y.  11217 


SIOmAsepfiN[  o DOUCHE  POWDER 

Contains:  Sodium  perborate,  sodium  bicarbonate, 
sodium  chloride,  sodium  borate,  menthol,  thymol, 
eucalyptol,  methyl  salicylate  and  aromatics— Bottles  of 
6 oz.,  15  oz.,  32  oz.,  Cartons  of  12,  10  Gm.  Packets 
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TEXAS  MEDICINE 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 

Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System — 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 

Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System— 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 

While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril’ 

(Thioridazine  HCl) 

25  mg.  t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 

A 

SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  es  ua 


there  is  a Inewl  reason 
for  prescribing  Mellaril 

(Thioridazine  HCl) 

effectiveness  in 

mixed  anxiety- depression 


...now  fast  relief  of  hoy  fever  symptoms  with 

nTz* 


When  pollens  fly,  just  one  or  two  squirts  of  nTz  in 
each  nostril,  followed  in  a few  minutes  by  a second 
spraying,  shrink  swollen  nasal  passages  almost  on 
contact.  And  breathing  comfort  follows.  The  anti- 
histamine component  of  nTz  helps  combat  the  al- 
lergic reaction  and  lessen  rhinorrhea,  sneezing  and 
itching;  its  antiseptic  wetting  agent  promotes  rapid 
spread  of  components. 

nTz  Nasal  Spray  affords  the  well-known  benefits  of 
Neo-Synephrine®  in  a carefully  balanced  formula 
which  includes: 


Nasal  Spray 


nasal  spray 


\tf\/tnfhrop 


l/j^/n^rop 


Neo-Synephrine®  (brand  of  phenylephrine)  HCI, 
0.5%  (adult  strength),  decongestant 
Thenfadil®  (brand  of  thenyidiamine)  HCI,  0.1%, 
antihistamine 

Zephiran®  (brand  of  benzalkonium  as  chloride,  re- 
fined) Cl,  1:5000,  antiseptic  wetting  agent 
Treatments  with  nTz  should  be  repeated  every  three 
or  four  hours  as  needed.  nTz  is  for  temporary  relief 
of  nasal  symptoms  and  overdosage  should  be 
avoided.  Available  in  squeeze  bottles  of  20  ml.  and 
1 oz.  bottles  with  dropper. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  (i289m) 


When  it’s  more  than  a had  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidin 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Bach  tablet  contains;  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.; 

Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 

In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription  — prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 

Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceplible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  maculopapular  and 

erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial— buiging  fontanels  in  young  infants. 
Tt'c///— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  L/ver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 


thanks  to 


Buliisol— 


the  ^^daytime  sedative’’  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . ♦ . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 

Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  IDrowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (M  gr.)  to  30  mg.  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  gr.), 

30  mg.  (Ji  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 

BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)! 
15  mg.  {H  gr.),  30  mg.  (M  gr.). 


McNEIL ) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 


Although  tinea  versicolor  is  not  a seri- 
ous disease  it  is  chronic  and  recurrent 
and  specific  treatment  is  cosmetically 
important.  “Of  the  wide  variety  of 
compounds  recommended  for  the  treat- 
ment of  tinea  versicolor,  sodinm  thio- 
sulphate still  remains  the  standard.”* 
However,  when  sodium  thiosulfate  is 
administered  alone  it  decomposes 
rapidly  and  produces  an  otfensive  odor. 
These  disadvantages  have  been  largely 
eliminated  by  the  development  of 
TINVER  Lotion,  which  contains 
sodium  thiosulfate  and  salicylic  acid 
in  MICE L A®  hase.t 

TINVER— the  likable  lotion 
for  tinea  versicolor  — is  clini- 
cally effective,  cosmetically 
acceptable,  and  easy  to  apply. 

It  produces  rapid,  visible 
improvement  without  the 
objectionable  features  of  oily 
pastes  and  odorous  solutions. 

Patient  acceptability  encour- 
ages continued  therapy  with- 
out interruption.  TINVER  is 


practical  and  economical  for  long-term 
therapy. 

1 ndicat  ions : For  topical  use  in  the 
treatment  of  tinea  versicolor. 
Precautions : If  signs  of  irritation  or 
sensitivity  develop,  discontinue  use. 
Do  not  use  on  or  about  the  eyes. 
Dosage  and  Administration : Thor- 
oughly wash,  rinse,  and  dry  the  affected 
area  before  applying  medication.  Apply 
a thin  film  of  the  lotion  twice  a day,  or 
as  directed.  Although  diagnostic  evi- 
dence of  the  tinea  versicolor  may  dis- 
appear in  a few  days,  it  is  advisable  to 
continue  treatment  for  a much 
longer  period.  Clothing  should 
be  boiled  to  prevent  reinfection. 

Supply:  5 oz.  polyethylene 
squeeze  bottle. 

+ McClarin,  W.  M.,  and  Knox,  J.  M. : 
Cutis  3:619  (June)  1967. 

tTlie  MICEL  A®  base  is  a thixotropic 
gel  of  colloidal  alumina  with  uniciue 
compounding  properties.  The  base 
dries  to  an  invisible  film  that  holds 
ingredients  on  the  skin  without 
powdering  or  flaking. 


Tinver  Lotion 


Sodium  thiosulfate  USP  25%,  salicylic  acid  USP  1%,  isopropyl  alcohol 
NF  10%,  and  propylene  glycol  USP,  in  a MICEL  A base  of  menthol 
USP,  disodium  edetate,  colloidal  alumina,  and  purified  water  USP. 


BARNES-HIND  LABORATORIES 


Subsidiary  of  Barnes-Hind  Pharmaceuticals,  Inc. 
Sunnyvale,  Calif.  94086 


Darvon’ 

Compound-  65 


Each  Pulvule®  contains  65  mg.  propoxyphene 
hydrochloride,  227  mg.  aspirin,  162  mg.  phenac- 
etin,  and  32.4  mg.  caffeine. 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206. 
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EXPANDING  MEDICAL  EDUCATION  IN  TEXAS 


In  Texas,  the  need  for  additional 
physicians  is  great.  The  population 
is  increasing  rapidly,  and  the  demand 
for  good  medical  care  will  exceed 
our  supply  of  qualified  physicians 
unless  a much  larger  number  can  be 
prepared.  Texas  has  excellent 
medical  schools,  but  the  quantity  of 
medical  educational  opportunities 
is  quite  inadequate.  Many  qualified 
students  are  unable  to  gain 
admission  to  our  medical  schools, 
while  industry  offers  attractive 
inducements  for  their  services. 

The  governor  and  the  legislature 
have  just  approved  legislation  which 
will  increase  the  quantity  of  medical 
education  in  Texas: 

A new  University  of  Texas 
School  of  Medicine  in  Houston. 

In  cooperation  with  the  excellent 
institutions  in  the  Texas  Medical 
Center,  this  should  be  one  of  the 
finer  medical  schools  in  the  United 
States.  Plans  are  to  accept  50 
freshmen  students  in  1971,  100  in 
1972,  150  in  1975,  175  in  1976, 
and  200  in  1977. 

Entering  enrollments  in  the  three 
presently  established  medical  schools  of 
the  University  of  Te.xas  System  to  he 
increased.  The  entering  enrollments 
in  these  fine  schools  will  be  increased 
steadily  to  200  first-year  students 
per  unit  by  1980.  This  increase  in 
enrollment,  from  the  324  entering 
students  in  1969  to  600  in  1980, 
will  produce  additional  physicians 


in  approximately  one-half  of  the 
time  and  at  much  less  cost  than 
creating  equal  facilities  in 
new  schools. 

State  support  for  undergraduate 
medical  students  at  Baylor.  The 
Coordinating  Board  of  the  Texas 
College  and  University  System  has 
been  authorized  to  contract  with 
the  Baylor  College  of  Medicine 
in  Houston  to  establish  a program 
for  educating  Texas  resident 
undergraduate  medical  students. 

The  amount  of  state  support  will 
approximate  the  average  annual  cost 
to  the  state  per  student  in  our 
public  medical  schools.  Baylor 
officials  have  indicated  that  they  will 
expand  their  enrollment  by  10%, 
from  84  to  92  students,  in 
September  1969.  Further  expansion 
will  demand  new  facilities.  Present 
estimates  are  that  this  construction 
will  require  around  8 million  dollars. 
The  trustees  of  Baylor  College  of 
Medicine  have  indicated  that  they 
will  match  federal  construction 
grants.  When  this  construction 
(contemplated  for  the  fall  of  1972 
or  1973)  is  completed,  enrollment 
will  be  expanded  to  an  estimated  160 
freshmen  students.  State  assistance 
to  this  fine  school  not  only  will 
provide  more  Texas  physicians  but 
also  should  enhance  cooperative 
efforts  in  research  and  other  mutually 
beneficial  educational  efforts. 

A new  Texas  Tech  University  School 
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SCHOOL 

1965 

1969 

1970 

1971 

1972 

1973 

1974 

1975 

1976 

1977 

1978 

1979 

1980 

UNIVERSITY  OF  TEXAS 

SCHOOLS  OF  MEDICINE 

Galveston 

150 

163 

163 

175 

200 

200 

200 

200 

200 

200 

200 

200 

200 

Dallas 

100 

105 

105 

105 

150 

150 

150 

150 

150 

150 

150 

200 

200 

San  Antonio 

0 

56 

100 

100 

100 

100 

100 

100 

100 

100 

125 

150 

200 

Subtotal 

250 

324 

368 

380 

450 

450 

450 

450 

450 

450 

475 

550 

600 

Houston 

0 

0 

0 

50 

100 

100 

100 

150 

175 

200 

200 

200 

200 

TOTAL 

250 

324 

368 

430 

550 

550 

550 

600 

625 

650 

675 

750 

800 

BAYLOR  COLLEGE 

OF  MEDICINE 

— 

92 

92 

92 

92 

160 

160 

160 

160 

160 

160 

160 

160 

TEXAS  TECH  UNIVERSITY 

SCHOOL  OF  MEDICINE* 

0 

0 

0 

0 

0 

50 

50 

50 

75 

75 

75 

75 

100 

TOTAL 

250 

416 

460 

522 

642 

760 

760 

810 

860 

885 

910 

985 

1,060 

*When  facilities  and  faculty  are  available. 


Table  1.  Enrollment  of  freshmen  in  Texas  medical  schools,  projected  through  1980. 


of  Medicine.  A new  medical  school,  under  the 
administration  of  Texas  Tech  University,  has 
been  authorized  for  West  Texas.  Initial 
planning  funds  have  been  approved,  and 
foundations  are  being  solicited  for  contributions 
to  supplement  these  funds.  Officials  of 
Texas  Tech  University  have  indicated  that 
an  office  of  vice-president  for  medical  affairs 
probably  will  be  created  to  aid  in  directing 
the  development  of  the  medical  school. 
Tentative  plans  are  for  construction  to  begin 
in  August  1971,  and  it  is  hoped  that  a small 
class  of  perhaps  50  students  can  be  admitted 
by  the  fall  of  1973.  Medical  educators  at  the 
University  of  Texas  medical  schools,  at 
Baylor  medical  college,  and  the  staff  of  the 
Coordinating  Board  have  been  helpful  in 
planning  this  new  school. 

Various  medical  centers  can  contribute  to 
medical  education.  Many  excellent  medical 
centers  in  Texas  can  and  should  make 
significant  contributions  to  medical  education. 
The  officials  of  each  of  our  medical  schools 


have  been  urged  to  study  carefully  the  teaching 
potentials  in  these  communities  and  to  utilize 
their  capabilities  with  maximal  effectiveness. 
These  studies  are  in  progress  and  appear 
encouraging.  A splendid  spirit  of  cooperation 
has  been  demonstrated  between  the  medical 
schools  and  the  various  medical  centers. 

Enrollment  projections  for  Texas’  medical 
schools  are  shown  in  Table  1. 

We  are  about  to  take  a giant  step  forward 
in  expanding  the  facilities  for  medical  education 
in  Texas.  Each  well-qualified  student  who 
desires  to  become  a physician  should  have 
the  opportunity  and  be  encouraged  to  do  so 
and  serve  the  citizens  of  our  state.  However, 
in  our  efforts  to  increase  the  quantity  of 
medical  education,  we  must  not  jeopardize 
the  quality.  Sufficient  funds  must  be  provided 
to  permit  and  to  enhance  optimum 
excellence  in  our  medical  schools. 

G.  V.  Brindley,  Jr.,  MD,  Temple,  Immediate  Past  Pres- 
ident, Texas  Medical  Association. 
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STANDARD  MEDICAL  EXAMINATION  FORM 
FOR  STUDENTS  ENTERING  COLLEGE 


With  the  advent  of  Medicare-Medicaid  the 
busy  physician’s  already  heavy  clerical 
workload  was  increased  many  fold.  Although 
most  of  this  paper  work  is  done  by  his 
receptionist  or  secretary  (many  had  to  hire 
extra  office  help),  much  of  the  detail  of 
completing  these  and  many  other  forms, 
such  as  Workmen’s  Compensation  and  life  and 
health  insurance,  still  has  to  be  done  by  the 
physician.  As  if  this  were  not  enough  the 
year  round,  each  summer  he  is  swamped  by 
a wide  variety  of  other  forms:  the  college 
medical  examination  forms  requested  by 
students  in  his  practice  who  are  going  off 
to  college. 

Out  of  a combined  feeling  of  annoyance, 
frustration,  compassion  for  our  colleagues — 
and  pure  selfishness — the  TMA  Committee 
on  School  Health  launched  a project  to 
gain  acceptance  of  a standard  form  to  be 
used  by  Texas  colleges  and  universities  for 
medical  history  and  physical  examination 
data  on  entering  students. 

The  Committee’s  original  resolution  of 
September  1967,  endorsing  the  principle  of  a 
standard  form,  was  approved  by  the  TMA 
House  of  Delegates  in  May  1968.  Last  summer, 
contacts  were  made  with  various  physicians 
in  private  practice,  as  well  as  student 
health  directors  on  many  campuses  throughout 
the  state.  The  reaction  was  almost  universally 
favorable,  and  we  got  many  helpful  responses. 


One  of  the  most  interested  and  energetic 
respondents  was  Dr.  Paul  C.  Trickett, 
Director,  Student  Health  Center,  University 
of  Texas  at  Austin.  The  Committee  invited 
Dr.  Trickett  and  other  student  health  directors 
to  its  meeting  in  Austin  in  September  1968. 
There  a special  committee  was  appointed, 
with  Dr.  Trickett  as  chairman,  to  make  a 
searching  study  and  report  findings  together 
with  its  recommendations,  including  a 
specific  form,  to  the  Committee  on  School 
Health.  The  committee  did  its  job  well  and 
presented  some  startling  facts,  such  as 
the  wide  diversity  of  information  requested  by 
different  colleges:  some  forms  were  so 
detailed  as  to  be  ridiculous;  others  so  brief 
as  to  be  meaningless.  One  of  the  most 
disturbing  revelations  was  that  many  institu- 
tions do  not  have  a formal  student  health 
program  or  official  health  director,  even  on 
a part-time  basis.  In  these  instances,  as 
well  as  in  some  where  there  were  formal 
programs  or  medical  directors,  or  both,  the 
physician  was  instructed  to  forward  the 
completed  form  to  the  dean,  the  registrar, 
or  some  other  nonmedical  official. 

In  January  1969,  the  special  committee 
made  its  report  with  the  following 
recommendations: 

1.  That  the  Committee  on  School  Health 
strongly  recommend  a uniform  entrance 
medical  history  and  physical  examination 
form  for  all  colleges  and  universities  in 
the  State  of  Texas. 

2.  That  the  Committee  urge  the  adoption 
of  the  forms  which  were  developed  and 
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approved  by  the  Liaison  Committee  of  the 
American  Medical  Association  and  the 
American  College  Health  Association. 

3.  That  the  Committee  vigorously  oppose 
the  practice  and  policy  of  mailing  medical 
information  to  nonmedical  persons  or  offices. 

The  Committee  on  School  Health  enthu- 
siastically adopted  the  recommendations. 
Subsequently,  they  were  approved  by  the 
Council  on  Public  Relations  and  Public 
Service  and  the  Executive  Board,  and  on 
May  2,  1969,  the  TMA  House  of  Delegates 
adopted  the  uniform  entrance  history  and 
physical  examination  form  developed  by  the 
Liaison  Committee  of  the  AMA  and  the 
American  College  Health  Association. 

Each  county  medical  society  has  been 
notified  of  this  action,  and  of  the  availability 
of  the  forms.*  In  addition,  each  college 
or  university  in  Texas  has  been  notified  of 
the  House  of  Delegates’  action  in  adopting  this 
form.  With  these  two  final  actions,  the 
Committee  on  School  Health  believes  that 
within  a short  time  the  physician  will  be 
confronted  with  only  a single,  uniform 
entrance  history  and  physical  examination 
form  for  his  college-bound  patients.  The 
time  thus  saved — and  the  irritation  spared — 
will  be  beneficial  to  the  physician,  and  to 
the  sick  patients  who  need  his  care. 

Robert  S.  Ray,  MD,  Seguin,  Chairman, 

Committee  on  School  Health. 


•Sample  forms  are  available  from  the  American  College 
Health  Association,  2807  Central  Street,  Evanston,  III  60201. 
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What  business  would 
a doctor  have  with  a 
Trini’s  Mexican-American 
restaurant  franchise? 

GREAT  BUSINESS. 

a proven  success!  investment  opportunity!  excellent  income  now  and  in  the  future! 


Backed  by  well  known  businessmen 
...and  featuring  world  famous  Trini 
Lopez  as  an  organizer  and  a director 
of  the  firm. The food’sdelicious  — and 
in  demand!  The  restaurant’s  a beauty, 
offering  people  the  unique 
dining  experience  they’re 
looking  for.  And  for  as  little 
as  $32,000  the  complete 
franchise  is  yours.  Excel- 
lent locations  still  available 


in  many  cities.  Or,  be  a co-owner  and 
operate  a Trini’s  Restaurant!  (Less 
investment  required.) 

No  previous  restaurant  experience 
needed.  And  with  asolid  organization 


of  know-how  men  behind  you,  pro- 
viding expert  assistance  all  along  the 
line,  a Trini’s  Restaurants,  Inc.  fran- 
chise is  the  investment  opportunity 
you’ve  been  waiting  for.  Fill  in  the 
coupon  below  and  discov- 
er why  more  and  more  suc- 
cessful businessmen  are 
associating  daily  with  this 
young,  dynamic  company. 
Join  their  ranks! 


Trini’s  Restaurants,  Inc. 

Noel  Page  Building 
Dallas,  Texas  75206 

Trini:  Please  send  me  all  available  information  about  your  new 
restaurant  franchise  program. 

Name 

Address  — 

City. Phone 

MAIL  IT  TODAY-OR  CALL  US,  AC  214-369-8131! 


Ikwi's 

RESTAURANTS,  INC. 
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—The  lowest  priced  tetracycline— nystatin  combination  available— 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psycho- 
therapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social  ser- 
vice work  with  families,  family  therapy,  and  an  extensive  and  well  organized  activities  program,  including  occu- 
pational therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment 
program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School  Pro- 
gram is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-254-3201 
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Looking  Down  the  Road 


It  has  been  said,  “Either  plan  for 
the  future  or  be  run  over  by  it.”  We 
practitioners  of  medicine  have  the 
marks  to  show  that  we  have  been 
run  over  several  times  in  recent  years, 
and  we  will  have  to  do  some  artful 
dodging  to  avoid  additional  marks  in 
the  months  and  years  ahead.  The 
social  and  political  changes  that  are 
occurring  in  our  generation  have 
brought  extreme  pressure  to  bear  on 
the  traditional  concepts  of 
administering  medical  care  to  the 
public.  We  have  been  forced  to  accept 
changes  that  we  believe  to  be  threats 
not  only  to  ourselves  but,  more 
importantly,  to  our  patients  and  to 
the  quality  of  medical  care  they  will 
receive  in  the  years  to  come.  It  seems 
unlikely  that  the  demand  for  even 
greater  changes  will  lessen,  and 
almost  certainly  the  strength  of  our 
profession  will  be  tested  again  and 
again. 

We  will  continue  to  defend  the 
incentive  system  of  medical  care 
against  erosion,  but  we  must 
recognize  realistically  the  problems  as 
they  now  exist  and  as  they  are  likely 
to  develop  in  the  near  future.  Only 
long-range  planning  on  a 
comprehensive  scale  will  enable  us 
to  counter  the  socialistic  and 
governmental  approaches  with 
constructive  solutions  of  our  own. 

One  clear  example  of  the  need  for 
long-range  planning  is  the  shortage 
of  health  personnel.  Our  population 
is  increasing  at  an  astounding 
rate.  In  Texas  alone,  it  is  estimated 
that  the  population  will  increase  by 
1,800,000  in  the  next  six  years.  Our 
rate  of  production  of  physicians  and 
paramedical  health  personnel. 


already  short  of  present  need,  will 
not  keep  pace  with  the  increase  in 
population  even  with  the  great  efforts 
that  are  now  being  put  forth.  We 
must  ask  ourselves  not  only  how  we 
can  increase  our  numbers,  but  how 
our  professional  efforts  can  be  made 
more  efficient  so  that  we  can  meet 
the  growing  demands  for  health 
services. 

I am  asking  each  committee  and 
council  of  our  Association,  where 
appropriate  to  its  function  and 
purpose,  to  include  a time  during  its 
meetings  that  will  permit  recognition 
of  impending  problems,  assessment 
of  long-range  goals,  and  laying  plans 
for  solving  the  problems  and 
achieving  the  goals.  Perhaps  in  this 
way  we  can  avoid  some  of  the 
trauma  from  a future  that  is  rushing 
toward  us  at  an  ever-quickening  pace. 

/hj), 

Charles  Max  Cole,  MD,  President, 
Texas  Medical  Association. 
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But  before  you  prescribe  Pertofrane.  please  see 
the  full  prescribing  information  and  especially 
note  Contraindications,  Precautions,  Warning, 
Adverse  Reactionsand  Dosage.  A brief  summary 
of  that  information  is  included  here, 

Pertofrane*desipramlne  hydrochloride 


What  makes  a 


Indications:  For  relief  of  depression. 
Contraindications:  Do  not  use  drugs  of  the 
M,A.O.I,  class  with  Pertofrane.  Hyperpyretic 
crises  or  severe  convulsive  seizures  may  occur; 
potentiation  of  adverse  effects  can  be  serious  or 
even  fatal.  When  substituting  this  drug  in  pa- 
tients receiving  an  M.A.O.I.,  allow  an  interval  of 
at  least  7 days.  Initial  dosage  in  such  patients 
should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed. 

Warning : Activation  of  psychosis  may  occasion- 
ally be  observed  in  schizophrenic  patients.  Do 
not  use  in  patients  under  1 2 years  old,  and  do  not 
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Before  prescribing  thedrug,  the  physician  should 
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tion, with  the  literature,  with  all  adverse  reac- 
tions, with  the  diagnosis  and  management  of  de- 
pression, and  with  the  relative  merits  of  all  meas- 
ures for  treating  the  condition. 

Adverse  Reactions:  Dry  mouth,  constipation, 
disturbed  visual  accommodation,  anorexia,  per- 
spiration, insomnia,  drowsiness,  dizziness,  head- 
ache, nausea,  epigastric  distress,  and  skin  rash 
(including  photosensitization)  may  appear.  Since 
orthostatic  hypotension  has  occurred,  carefully 
observe  patients  requiring  concomitant  vasodi- 
lating therapy,  particularly  during  the  initial 
phases.  Other  adverse  reactions  include  tachy- 
cardia, changes  in  EEC  patterns,  tremor,  falling, 
mild  extrapyramidal  activity,  neuromuscular  in- 
coordination, epileptiform  seizures.  A confu- 
sional  state  (with  such  symptoms  as  hallucina- 
tionsand  disorientation)  occurs  occasionally  and 
may  require  reduced  dosage  or  discontinuance 
of  therapy.  Rarely,  transient  eosinophilia.  slight 
elevation  in  transaminase  levels,  transient  jaun- 
dice, orliver  damage  have  occurred.  If  abnormal- 
ities occur  in  liver  function  tests,  discontinue 
drug  and  investigate.  Occasional  hormonal  ef- 
fects, particularly  decreased  libido  or  impotence 
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Dosage:  25  to  50  mg,  t.i.d.  The  maximum  daily 
dose  IS  200  mg.  Continue  maintenance  dosage 
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Relief  of  Intractable  Pain 

by  Percutaneous  Anterolateral  Radiofrequency  Cordotomy 


Percutaneous  cordotomy  is  an  effective  pro- 
cedure for  relief  of  intractable  pain.  The 
morbidity  and  mortality  of  percutaneous 
cordotomy  are  lower  than  those  of  open  sur- 
gical cordotomy.  The  surgical  technique,  in- 
cluding the  use  of  electrical  stimulation  of 
the  lateral  spinothalamic  tract,  is  described, 
and  the  postoperative  results  and  complica- 
tions of  the  procedure  are  discussed. 


CARLOS  ACOSTA,  MD 
ROBERT  G.  GROSSMAN,  MD 


SURGICAL  INTERRUPTION  of  the  lateral  spino- 
thalamic tract  in  the  thoracic  area  to  relieve 
pain  in  the  trunk  and  lower  extremities  was  de- 
scribed by  Spillerand  Martin  in  1912. ^ In  1931 
Stookey  described  high  cervical  cordotomy  for 
the  relief  of  pain  in  the  upper  extremities  and 
chest. 2 Many  authors  have  reported  on  the  ef- 
fectiveness of  these  procedures  for  the  relief  of 
intractable  pain,  most  frequently  caused  by  lo- 
cally invasive  or  metastatic  carcinomas.  How- 
ever, three  sources  of  dissatisfaction  have 
arisen  from  cordotomy  performed  by  means  of 
a laminectomy  and  direct  cutting  of  the  spino- 
thalamic tract:  (1)  an  operative  mortality  of  3 
to  4%  for  unilateral  thoracic  cordotomy,  and 
of  9 to  12%  for  unilateral  cervical  cordotomy; 
(2)  postoperative  complications  including  pare- 
sis of  the  limbs,  loss  of  bladder  control,  and 
other  somatic  and  visceral  disturbances  in  4 to 
8%  of  the  cases;  and  (3)  failure  to  obtain  a 
satisfactory  level  of  analgesia,  or  failure  to 
maintain  it.^  Since  many  of  the  patients  whose 
pain  could  be  alleviated  by  cordotomy  are 
chronically  ill  and  often  have  undergone  several 
surgical  procedures  for  treatment  of  their  pri- 
mary disease,  they  are  frequently  reluctant  to 
seek  relief  of  pain  by  undergoing  an  operation 
which  has  a moderately  high  morbidity. 

In  1963  Mullan  and  associates  introduced 
the  technique  of  percutaneous  cervical  cordot- 
omy, using  a strontium  source  to  produce  a 
radiation  lesion  of  the  cord.^  Mullan  subse- 
quently described  direct  puncture  of  the  antero- 
lateral quadrant  of  the  spinal  cord  with  a fine 
electrode,  and  the  production  of  a lesion  in  the 
cord  with  a direct  current.®  In  1965  Rosomoff 
and  others  described  their  modification  of  the 
procedure,  and  the  use  of  radiofrequency  cur- 
rent to  make  the  spinothalamic  tract  lesion;® 
and  in  1966  Lin  and  associates  described  an 
anterior  percutaneous  approach  to  the  spino- 
thalamic tract,  in  which  the  electrode  was  intro- 
duced through  an  intervertebral  disc.'^  These 
reports  indicated  a considerable  reduction  in 
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the  morbidity  of  cordotomy  when  it  was  per- 
formed with  a percutaneous  technique. 

Our  experience  in  the  past  two  years  with 
performing  percutaneous  anterolateral  cordot- 
omy, the  operative  technique  which  we  have 
developed,  and  our  results  in  alleviating  intract- 
able pain  with  this  procedure,  are  the  basis  for 
this  report. 

Patients:  Cordotomies  were  performed  for  the 
relief  of  chronic,  severe  pain  which  was  not  con- 
trolled by  narcotics  or  other  pain-relieving  medi- 
cation. Unilateral  percutaneous  cordotomies 
were  performed  in  15  patients,  and  bilateral 
cordotomies  were  performed  in  3 patients.  The 
conditions  causing  pain  were  metastatic  carci- 
noma of  the  lung,  breast,  or  cervix  with  bone 
and  visceral  pain,  12  cases;  traumatic  para- 
paresis with  residual  sensation  and  pain  in  the 
lower  extremities,  3 cases;  chronic  lumbar  and 
sciatic  pain  following  multiple  laminectomies 
and  spinal  fusions  for  lumbar  disc  disease,  1 
case;  and  tabes  dorsalis  with  lightning  pains  of 
the  legs,  1 case. 

Technique:  The  spinal  puncture  needle,  the 
electrodes,  and  the  ancillary  surgical  equipment 
used  for  performing  the  procedure  are  shown 
in  Fig  1.  The  operative  procedure  can  be  divid- 
ed into  three  stages:  (1)  lateral  puncture  of  the 
subarachnoid  space  between  the  neural  arches 
of  the  Cl  and  Ca  vertebrae  1 mm  anterior  to  the 
origin  of  the  dentate  ligament,  with  radiograph 
to  assure  correct  needle  position;  (2)  insertion 
of  the  lesion-making  electrode  into  the  antero- 
lateral quadrant  of  the  cord  and  testing  its  posi- 
tion with  electrical  stimulation;  and  (3)  produc- 
tion of  the  lesion  with  radiofrequency  current, 
while  testing  the  changes  produced  in  the  sen- 
sory level  to  painful  stimulation.  Thorough  dis- 
cussion of  the  procedure  with  the  patient  is  es- 
sential to  assure  cooperation  during  the  opera- 
tion. The  steps  which  produce  pain  should  be 
discussed  preoperatively,  and  mentioned  again 
before  they  are  carried  out. 

Stage  1:  The  patient  is  placed  in  the  supine 
position  on  an  x-ray  table  equipped  with  cas- 
sette holders  for  taking  anteroposterior  (AP) 
and  lateral  radiographs,  using  Polaroid  film. 
The  head  is  held  immobile  in  a neutral  position 
with  tape  passed  across  the  forehead.  The  skin 
on  the  side  of  the  neck  is  prepared  with  iodine. 
Three  25-gauge,  V4-inch  hypodermic  needles 
are  placed  in  a triangular  pattern  over  the  Ci-Co 


Fig  1.  Equipment  used  for  performing  percutaneous 
cordotomy.  An  18-gauge  spinal  puncture  needle  is 
shown  with  a lesion-making  electrode  inserted  in 
the  needle.  A lightweight  clip  lead  used  for  connecting 
the  electrode  to  the  stimulator  and  lesion  generator 
is  shown  attached  to  the  electrode.  The  needle  is 
held  in  a ball  and  joint  manipulator.  This  equipment 
is  sterilized  with  gas  prior  to  use.  The  equipment  tray 
also  includes  two  additional  electrodes,  a ruler, 
a forceps,  and  cotton  balls  which  can  be  inserted 
into  the  hub  of  the  spinal  needle,  after  the  electrode 
is  placed,  to  prevent  spinal  fluid  drainage. 


Fig  2.  Lateral  radiograph  showing  lateral  puncture 
of  the  subarachnoid  space  1 mm  anterior  to  the 
denticulate  ligament  at  Cj.  The  anterior  border 
of  the  spinal  cord  is  outlined  with  air  (upper  arrow),  and 
the  denticulate  ligament  is  outlined  with 
Pantopaque  (lower  arrow). 
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area,  through  skin  wheals  raised  with  1%  Xylo- 
caine.  One  needle  is  placed  3 mm  caudal  to  the 
tip  of  the  mastoid;  the  second  5 mm  caudal  and 
5 mm  posterior  to  the  tip  of  the  mastoid;  and 
the  third  5 mm  caudal  and  5 mm  anterior  to 
the  tip  of  the  mastoid.  A lateral  radiograph  is 
taken,  and  the  positions  of  the  needles  with  re- 
spect to  the  neural  foramen  between  Ci  and  Co 
are  noted.  The  site  for  lateral  puncture  of  the 
subarachnoid  space  is  determined  from  the  po- 
sitions of  the  three  needles  and  the  foramen  on 
the  lateral  radiograph.  The  site  of  puncture  is 
infiltrated  with  5 cc  of  Xylocaine.  An  18-gauge, 
3y2-inch  spinal  needle  is  directed  to  puncture 
the  subarachnoid  space  midway  between  the 
neural  arches  of  Ci  and  C2,  and  10  mm  poste- 
rior to  the  posterior  margin  of  the  body  of  Co 
(Fig  2).  When  the  spinal  needle  reaches  the 
ligamentum  flavum,  increased  resistance  is  felt. 
A lateral  radiograph  is  taken,  and  if  the  punc- 
ture is  not  in  the  correct  position,  the  needle  is 
redirected.  When  the  needle  is  directed  properly 
it  is  advanced  very  slowly  until  the  characteris- 
tic pop  is  felt  as  the  dura  is  penetrated.  The 
stylet  is  removed,  and  cerebrospinal  fluid 
should  drain  freely.  An  open-mouth  AP  radio- 
graph centered  on  the  odontoid,  and  a lateral 
radiograph  are  taken.  Cn  the  AP  film  the  tip  of 
the  needle  should  appear  just  medial  to  the 
pedicle  of  Co,  and  on  the  lateral  film  it  should 
appear  at  the  midpoint  of  the  AP  diameter  of 
the  spinal  canal.  Ten  cc  of  air  is  slowly  injected 
into  the  subarachnoid  space,  followed  by  0 5 
cc  of  Pantopaque.  The  air  will  fill  the  subarach- 
noid space  and  outline  the  anterior  border  of 
the  spinal  cord,  and  the  Pantopaque  will  layer 
out  on  the  denticulate  ligament  (Figs  2,  3).  The 
tip  of  the  needle  lies  1 to  2 mm  anterior  to  the 
denticulate  ligament  (Fig  2).  When  the  puncture 
is  considered  to  lie  at  the  right  point,  the  hub 
of  the  needle  is  held  immobile  with  the  alligator 
clip  on  the  ball  and  joint  manipulator,  which  is 
mounted  on  the  x-ray  table  next  to  the  patient’s 
neck.  We  have  found  this  type  of  fixation  of  the 
needle  to  be  stable  and  easy  to  use. 


Stage  2:  The  lesion-making  electrode  is  made 
from  stainless  steel  wire  0 6 mm  in  diameter 
and  four  inches  long.  We  insulate  these  elec- 
trodes with  five  coats  of  lsonel-31  resin.  The 
final  3 mm  of  the  electrode  is  left  bare  of  insu- 
lation. A sharp  conical  tip  is  ground  on  the  elec- 
trode to  facilitate  its  passage  into  the  spinal 
cord.  Note  is  made  of  the  distance  that  the 
shaft  of  the  electrode  protrudes  from  the  hub 
of  the  spinal  needle  when  the  electrode  tip  lies 
at  the  tip  of  the  spinal  needle.  The  electrode  is 
introduced  through  the  spinal  needle  and  when 
it  touches  the  spinal  cord,  resistance  is  felt.  The 
distance  the  shaft  protrudes  from  the  hub  of 
the  spinal  needle  is  measured,  and  this  mea- 
surement usually  indicates  that  the  spinal  cord 
lies  1-2  mm  medially  to  the  tip  of  the  spinal 
needle.  The  patient  will  have  been  forewarned 
that  the  insertion  of  the  electrode  into  the  spinal 
cord  will  cause  a brief  stabbing  pain  in  the  C1-C2 
sensory  root  distribution,  which  is  thought  to 
be  due  to  traction  on  these  roots.  The  electrode 
is  inserted  to  a measured  depth  of  4 mm  into 
the  spinal  cord  (Figs  3,  4).  AP  and  lateral  ra- 
diographs are  again  taken  to  check  the  position 
of  the  electrode.  If  the  electrode  is  inserted  1 
to  2 mm  anterior  to  the  denticulate  ligament, 
the  initial  lesion  made  around  its  tip  will  pro- 
duce loss  of  pain  sensation  in  the  sacral  and 
lumbar  dermatomes.  As  the  lesion  is  enlarged, 
lateral  spinothalamic  fibers  from  the  trunk, 
and  then  from  the  arm,  will  be  destroyed.  How- 
ever, if  the  spinal  needle  and  electrode  are  orig- 
inally directed  3 to  4 mm  anterior  to  the  denti- 
culate ligament,  a selective  lesion  of  the  arm 
and  shoulder  fibers  can  be  produced  without 
destroying  pain  sensation  in  the  trunk  or  leg. 

The  position  of  the  electrode  in  the  lateral 
spinothalamic  tract  is  then  confirmed  by  pro- 
ducing sensations  of  warmth  and  pain  by  deliv- 
ering electrical  stimuli  through  the  electrode. 
Unipolar  electrical  stimulation  of  the  spinal  cord 
is  carried  out  through  the  lesion-making  elec- 
trode with  negative-going  square-wave  pulses 
generated  by  a Grass  S-4  stimulator,  making  the 
electrode  the  cathode,  and  using  a large  elec- 
trode placed  on  one  shoulder  as  the  reference 
(ground)  electrode.  Stimulation  is  started  with 
pulses  of  0.5  msec  duration,  at  a frequency  of 
1 per  second,  and  at  0.1  volts.  The  voltage  is 
slowly  increased,  and  when  it  reaches  0.3  to 
0.5  V,  contractions  of  the  ipsilateral  neck  mus- 
cles will  be  felt  and  seen  as  the  stimulating  cur- 
rent spreads  to  the  cell  bodies  and  motor  roots 
of  the  C1-C2  segments  (Fig  4).  When  this  thresh- 
old has  been  established,  indicating  that  the 
electrode  is  delivering  current  properly,  the 
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stimulating  frequency  is  switched  to  100  per 
second,  and  again  starting  at  0.1  v the  voltage 
is  slowly  increased.  Only  a brief  twitch  of  the 
neck  muscles  is  produced  by  stimulating  at  this 
frequency,  but  at  1 to  1.5  v sensations  of 
warmth  and  pain  are  produced  which  are  local- 
ized to  the  contralateral  side  of  the  body.  There 
has  been  good  correlation  of  the  site  at  which 
pain  is  perceived  and  the  first  area  to  lose  pain 
sensation  when  the  lesion  is  made. 

Stage  3:  The  lesion  is  produced  with  a radio- 
frequency current  generator  (Radionics  RFG-2). 
A current  of  110  to  150  ma  is  applied  in  10- 
second  increments.  The  indifferent  electrode  is 
a gauze  pad  saturated  with  ECG  paste  placed 
under  one  shoulder.  The  patient  will  have  been 
forewarned  that  the  passage  of  current  will 
cause  a severe  burning  sensation  in  the  Ci-Co 
sensory  root  distribution. 

After  each  10-second  increment  of  current 
the  sensory  level  to  a prolonged  (3-4  seconds), 
painful  pinprick  is  tested,  starting  at  the  feet 
and  moving  upward,  and  the  ability  to  lift  each 
leg  off  the  table  is  also  tested.  Ten  to  20  sec- 
onds of  current  will  produce  a lesion  of  suffi- 
cient size  to  produce  loss  of  pain  perception  up 
to  the  thigh.  With  successive  increments  of  cur- 
rent, the  loss  of  pain  perception  can  be  extend- 
ed to  any  level  up  to  Ci.  A total  duration  of  60 
to  70  seconds  of  current  usually  will  produce  a 
lesion  giving  a sensory  level  to  painful  stimuli 
up  to  Ta.  In  24-28  hours  postoperatively,  the 
loss  of  pain  perception  usually  rises  two  to  four 
dermatomes  as  a result  of  growth  of  the  size  of 
the  lesion  and  edema  in  the  cord.  In  some  cases 
the  loss  of  pain  perception  has  remained  at  this 
higher  level,  while  in  most  cases  it  has  fallen 
over  several  weeks  to  the  level  made  at  surgery. 
Total  operative  time  averages  40  minutes.  If 
bilateral  cordotomy  is  to  be  performed,  the  op- 
erations are  carried  out  three  weeks  apart  and, 
because  of  the  possibility  of  postoperative  ap- 
nea, the  patient’s  pulmonary  function  is  tested 
before  the  contralateral  lesion  is  made. 

Results:  Satisfactory  relief  of  pain,  as  evidenced 
by  the  ability  to  withdraw  narcotic  medication 
after  the  cordotomy,  has  been  obtained  in  the 
patients  in  our  series  for  periods  of  follow-up 
ranging  at  this  time  from  three  months  to  two 
years.  In  two  of  our  cases  the  cordotomy  had 
to  be  repeated,  in  one  case  after  a year  and  in 
another  after  six  months.  Both  of  these  were 
among  early  cases  in  our  series  when  the  le- 
sions were  made  with  0.3  mm  rather  than  0.6 
mm  electrodes.  The  lesions  were  undoubtedly 
smaller  than  the  ones  we  are  making  now.  In 


Fig  3.  Anteroposterior  radiograph,  in  the  same  patient, 
showing  lateral  puncture  of  the  subarachnoid  space 
with  the  tip  of  the  spinal  needle  medial  to  the 
pedicle  of  Cg  (lower  arrow),  the  droplet  of  Pantopaque 
on  the  denticulate  ligament  (upper  arrow)  and 
the  electrode  inserted  into  the  spinal  cord. 

Fig  4.  Schematic  drawing  of  a cross  section  of  the 
spinal  cord  at  C j-C^  to  show  the  relative  positions 
of  the  denticulate  ligament,  the  lateral  spinothalamic 
tracts,  the  corticospinal  tracts,  and  the  central  gray. 
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the  immediate  postoperative  period  all  of  the 
patients  have  experienced  headache  and  suboc- 
cipital  burning  pain  for  two  to  three  days.  The 
neurological  deficits  produced  following  the 
percutaneous  cordotomies  in  this  series  have 
been  of  the  same  type  as  those  produced  by 
open  cordotomy,  but  they  have  been  transient. 
Three  patients  had  urinary  retention,  and  two 
had  ataxia  and  slight  weakness  of  the  ipsilateral 
limbs.  These  deficits  cleared  in  the  first  week 
after  surgery.  Horner’s  syndrome  lasting  one  to 
three  months  occurred  in  about  one-half  of  the 
cases,  as  the  pupillodilator  fibers  occupy  a su- 
perficial position  in  the  anterolateral  funiculus 
of  the  spinal  cord  and  are  damaged  by  the  le- 
sion.® In  one  case  of  unilateral  cordotomy 
hoarseness  was  produced,  and  in  this  case  ap- 
nea during  sleep  developed.  Respiratory  insuf- 
ficiency and  sleep  apnea  have  been  the  major 
complications  reported  after  bilateral  cordot- 
omy.®- Wakefulness  is  normally  a powerful 
stimulant  to  respiration.”  Following  large  bi- 
lateral or  unilateral  Ci-Co  lesions,  the  effective- 
ness of  carbon  dioxide  in  driving  respiration  is 
decreased,^®  and  apnea  may  occur  when  the 
stimulant  effect  of  wakefulness  is  removed. 

In  our  patients  who  developed  sleep  apnea,  a 
large  lesion  was  made  extending  up  to  the  Ci 
level.  This  patient  awoke  with  gasping  respira- 
tions several  times  each  night  for  three  nights. 
Because  sleep  apnea  can  result  from  large  le- 
sions, such  patients  should  be  observed  with 
special  care  during  the  first  three  nights  after 
the  operation;  sleep  apnea  usually  develops 
one  to  two  nights  after  surgery. 

In  one  case  we  were  unable  to  produce  relief 
of  pain.  Probably,  failure  to  produce  pain  relief 
will  most  often  be  caused  by  improper  position- 
ing of  the  electrode  (particularly  by  inserting 
the  needle  too  deeply  into  the  cord),  or  by  tech- 
nical failures  in  delivering  the  radiofrequency 
current  to  the  spinal  cord  due  to  small  breaks 
in  the  insulation  of  the  electrode.  The  insula- 
tion always  should  be  checked  with  an  ohmme- 
ter  before  the  electrode  is  sterilized. 

Discussion:  The  use  of  electrical  stimulation  to 
confirm  the  position  of  the  lesion-making  elec- 
trode deserves  special  comment.  Previous  re- 
ports on  percutaneous  cordotomy  have  not  de- 
scribed this  method,  which  is  of  great  value  in 
localizing  the  lesion  site,  and  the  physiological 
information  obtained  about  the  transmission  of 
activity  in  the  spinothalamic  pathways  is  rele- 


vant to  theories  of  the  neurophysiological  basis 
of  pain  perception.  The  parameters  of  electrical 
stimulation  which  produce  pain  sensation  are  of 
interest  because  even  strong  (1.5  v)  stimuli, 
delivered  at  low  frequencies  (up  to  10  per  sec- 
ond), do  not  produce  pain.  At  higher  frequen- 
cies (80-90  per  second)  contralateral  sensations 
of  warmth  or  stinging  are  produced,  and  then 
if  the  voltage  or  the  frequency  is  increased,  pain 
is  produced.  These  findings  indicate  that  a con- 
siderable temporal  summation  of  impulses  as- 
cending in  the  lateral  spinothalamic  pathway 
must  be  required  at  the  terminations  of  the 
pathway  to  produce  pain  sensation,  as  undoubt- 
edly low-frequency  high-voltage  stimulation  of 
the  spinothalamic  tract  does  not  produce  pain 
sensation,  while  high-frequency  stimulation  of 
the  tract  at  a lower  voltage  does  produce  pain. 

It  is  our  belief  that  because  of  its  low  mor- 
bidity, and  because  the  extent  of  loss  of  pain 
perception  can  be  controlled  during  the  proce- 
dure, percutaneous  cordotomy  will  replace  open 
surgical  cordotomy  as  the  procedure  of  choice 
when  interruption  of  the  lateral  spinothalamic 
tract  is  considered  for  the  relief  of  intractable 
pain. 
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Cortisone  and 
Immediate  Fasciotomy 
in  the  Treatment 
of  Severe 


RATTLESNAKE  B TE 


The  effects  of  severe  envenomation  by 
the  western  diamondback  rattlesnake  (C 
atrox),  the  treatment  of  these  bites  with 
antivenin,  Solu-Cortef,  and  fasciotomy, 
and  the  results  of  this  type  of  treatment 
are  presented. 

IN  THE  SAN  ANTONIO  AREA,  20  to  30%  of  the 

diamondback  rattlesnake  bites  result  in  mini- 
mal or  no  envenomation.  This  requires  little  or 
no  treatment  and  none  should  be  given.  The 
remainder  of  the  bites  result  in  varying  degrees 
of  envenomation.  Some  cause  only  severe  local 
symptoms,  whereas  others  may  cause  severe 
systemic  symptoms  and  even  death. 

Therapy  in  severe  rattlesnake  bite  is  directed 
first  toward  saving  life,  and  second  toward  pre- 
venting long-term  disabilities  due  to  loss  of 
skin,  muscle,  tendons  and/or  extremities. 

Mechanisms  of  Action  of  Venom  (C  atrox):  The 
venom  of  the  rattlesnake  is  injected  into  the 
victim  through  hollow  fangs  which  may  be  up 
to  7/8  inch  long.  The  venom  is  activated  after 
injection  by  the  pH  and  temperature  of  the  vic- 
tim. When  the  venom  is  activated  in  muscle  or 
fatty  tissue,  powerful  enzymes  (such  as  pro- 
teases, esterases,  acetylcholinesterase,  and  he- 
molysins) destroy  the  cells,  disrupt  the  blood 
vessels,  and  dissolve  the  interstitial  tissues  in 
the  area  of  the  bite.  Proteins  released  from  the 
cells  are  hydrolyzed  by  these  enzymes  and  pow- 
erful protein  hydrolysates  (such  as  bradykinin) 
are  formed.  These  hydrolyzed  proteins,  along 
with  the  venom,  are  absorbed  by  dilated  blood 


vessels  in  the  area  and  are  distributed  system- 
ically. 

Extravasation  of  blood  and  fluid  into  the  area 
of  the  bite  causes  rapid  swelling  and  distention 
of  the  tissues.  When  this  occurs  in  a closed 
muscle  compartment  the  pressure  in  the  com- 
partment rises,  obstructing  the  blood  flow  into 
the  area  and  damaging  all  of  the  muscle  in  the 
compartment. 

Clinical  Signs  and  Symptoms  of  Severe  Rattle- 
snake Bite:  Locally  there  is  pain  of  a severe 
burning  type.  Swelling  is  rapid,  present  almost 
immediately  after  the  bite,  and  extends  in  all 
directions  at  the  same  rate.  Ecchymosis  is  pres- 
ent, and  is  characteristically  a pale  blue  colora- 
tion around  the  fang  marks.  Erythema  is  not 
seen  in  these  bites. 

Systemically  the  signs  and  symptoms  are 
caused  by  absorption  into  the  blood  vessels  of 
both  the  venom  and  hydrolyzed  proteins  of  the 
cells.  They  are,  in  order  of  the  severity  of  the 
bite,  nausea,  vomiting,  bradycardia  or  tachy- 
cardia, hypotension,  convulsions,  delirium, 
coma,  and  death. 

The  typical  victim  of  severe  rattlesnake  bite 
is  a child  who  appears  at  the  emergency  room 
of  the  hospital  with  a history  of  having  been 
bitten  by  a large  rattlesnake  only  a short  time 
before.  He  is  stuporous  with  hypotension,  nau- 
sea, and  vomiting.  The  limb  is  usually  blue  and 
swollen,  and  the  child  complains  of  severe  pain. 
All  of  this  may  lead  to  death  within  24  hours  if 
adequate  treatment  is  not  given. 


Treatment:  Treatment  of  severe  rattlesnake  bite 
must  be  directed  tov^ard  saving  life  and  prevent- 
ing disabilities.  The  general  methods  of  treat- 
ment are: 

Mechanical  removal  of  the  venom — incisions, 
suction,  excision,  irrigation. 

Localization  of  the  venom — tourniquets  and 
ice  packs. 

Neutralization  of  the  venom — antivenin  and 
EDTA. 

Dilution  of  venom — irrigation  after  incision. 

Protection  of  organs  remote  from  the  bite — 
cortisone. 

The  following  discussion  does  not  include  the 
various  first-aid  and  emergency  room  measures 
used  in  minor  bites. 

In  1959  and  1960,  at  the  Aerospace  School 
of  Medicine,  Dr.  William  Mallette*  and  I per- 
formed a well  controlled  study  in  dogs,  in  which 
supralethal  doses  of  venom  (12  mg/kg  body 
weight  of  the  dog)  were  injected  into  the  hind 
leg.  The  lives  of  these  dogs  were  saved  by  in- 
jecting large  doses  of  antivenin  (100  cc  or 
more)  intra-arterially  into  the  femoral  artery  of 
the  envenomated  extremity.  These  dogs  lived 
and  did  well  except  for  skin  and  muscle  slough 
at  the  site  of  the  “bite."  This  study  demon- 
strated that  the  antivenin  was  of  benefit  in  se- 
vere rattlesnake  envenomation  when  given  in 
adequate  amounts. 

Antivenin:  Since  1960,  severe  rattlesnake 
bites  have  been  treated  with  large  doses  of  anti- 
venin; the  following  case  is  an  example: 

A four-year-old  boy  was  admitted  to  the  Rob- 
ert B.  Green  Memorial  Hospital  at  10:30  am, 
April  7,  1962,  having  been  bitten  on  the  left 
arm  about  one  hour  earlier  by  a large  rattle- 
snake. The  arm  was  blue,  greatly  swollen,  and 

•Now  at  the  University  of  Louisville  School  of  Medicine  Louis- 
ville, Ky. 


Fig  I . a.  A nine-year-old  hoy  was  bitten  by 
a large  rattlesnake:  this  picture  was  taken 
12  hours  later,  b.  Fasciotomy,  13  hours  after  bite, 
c.  Appearance  five  days  after  bite.  d.  At  three 
weeks,  the  patient  has  full  function 
of  the  leg  and  ankle. 


painful.  The  child  was  normotensive  with  vomit- 
ing. Antivenin,  20  cc  into  the  bite  area  and  20 
cc  intramuscularly,  was  given.  At  2 pm  (3V2 
hours  later)  hypotension  (40/0)  and  stupor  de- 
veloped. Aramine  and  Neo-Synephrine  were 
given  and  blood  pressure  was  maintained  at 
about  normal  level.  At  8 pm  the  hypotension 
recurred,  and  anuria  had  been  present  for  the 
previous  three  hours.  By  9 pm  the  child  was 
comatose.  At  9;30  pm,  60  cc  of  antivenin  were 
given  intravenously.  At  10:30  pm  the  child  was 
alert,  blood  pressure  was  normal  without  vaso- 
pressors, and  15  cc  of  urine  had  been  excreted. 
The  child  survived  with  only  a severely  crippled 
left  arm.  A total  of  100  cc  of  antivenin  had  been 
given.  Using  this  treatment  for  the  past  ten 
years  in  severe  rattlesnake  bite  has  resulted  in 
no  deaths. 

Hydrocortisone:  Five  years  ago,  after  some 
experience  using  massive  doses  of  hydrocorti- 
sone in  bacteremic  shock,  I began  giving  large 


Fi^  2.  a.  Appearance  of  the  lea  hours  after 

severe  rattlesnake  hite.  The  patient 

is  a man  aae  50.  h.  Faseiotomy  was  performed 

50  hours  after  the  hite.  e.  Fa.sciotomy  dressinas 

absorb  much  blood  and  fluid,  d.  Appearance 

of  the  lea  two  weeks  after  the  bite  at  the 

time  of  skin  araft  to  the  fa.sciotomy  site. 

c.  At  one  month,  the  patient  has 

full  function  of  the  limb. 


doses  of  hydrocortisone  intravenously  in  severe 
rattlesnake  bite  as  soon  as  systemic  signs  and 
symptoms  appeared. 

In  the  event  of  a severe  bite  with  the  develop- 
ment of  systemic  problems,  I have  given  1 gm 
(1,000  mg)  of  hydrocortisone  intravenously  im- 
mediately and  every  six  hours  for  72  hours,  and 
then  have  discontinued  the  hydrocortisone  with- 
out giving  ACTH.  This  dose  has  been  given  in 
humans  from  age  2 to  80,  and  no  untoward 
effects  have  occurred. 

The  following  example  of  a child  treated  with 
cortisone  will  answer  many  questions  that  might 
arise; 

A two-year-old  boy  was  admitted  to  the  Santa 
Rosa  Hospital  at  7 pm,  June  6,  1966,  with  a 
severely  swollen  right  hand  and  arm.  The  moth- 
er thought  the  child  had  slammed  his  hand  in 
a truck  door  (a  large  rattlesnake  was  found 
later)  and  the  orthopedist,  alarmed  at  the  swell- 
ing, and  assuming  the  history  was  correct,  per- 
formed a volar  fasciotomy  on  the  hand  and  fore- 
arm. Eighteen  hours  later  the  child  was  semi- 
comatose,  convulsing,  vomiting  blood,  hypoten- 
sive, and  had  been  anuric  for  three  or  four 
hours.  I was  called  to  see  the  child,  and  at  that 
time  it  was  obvious  he  had  a severe  snakebite. 
Solu-Cortef,  1,250  mg,  was  given  straight,  intra- 
venously, and  within  45  minutes  the  child  was 
alert,  began  excreting  urine,  became  normo- 
tensive,  and  ceased  convulsing.  He  survived 
with  minimal  disabilities. 

These  large  doses  of  hydrocortisone  have 
been  as  effective  as  the  antivenin  in  protecting 
the  individual  from  the  effects  of  the  venom  and 
hydrolyzed  products  from  the  tissues. 

More  than  20  patients  with  severe  envenoma- 
tion  have  been  given  these  large  doses  of  hydro- 
cortisone which  has  maintained  normal  blood 


pressure,  stopped  nausea  and  vomiting,  and 
created  a sense  of  well-being  in  the  patient. 

The  hydrocortisone  is  metabolized  rapidly 
and  must  be  given  at  least  every  six  hours  and 
preferably  every  four  hours,  otherwise  hypoten- 
sion will  recur.  It  is  not  necessary  to  continue 
the  hydrocortisone  for  more  than  72  hours. 

Fasciotomy:  Prior  to  the  fasciotomy  described, 

I do  not  believe  the  cortisone,  antivenin,  cross 
cuts,  and  other  measures  prevented  lasting  dis- 
abilities, prolonged  swelling  of  the  extremity, 
loss  of  skin,  muscle,  and  tendon,  or  loss  of  ex- 
tremities— all  of  which  are  caused  by  the  local 
destructive  effects  of  the  venom  and  are  irre- 
versible. However,  when  following  the  case  in 
which  fasciotomy  had  been  performed,  it  was 
amazing  to  note  the  rapid  resolution  of  discol- 
oration and  swelling  of  the  hand  and  forearm. 
The  skin  was  closed  the  eighth  day  after  the 
bite,  and  full  function  of  the  wrist  and  hand 
resulted. 

Since  this  case  in  1966,  immediate  fasciot- 
omy has  been  performed  on  15  patients  with 
severe  envenomation;  no  loss  of  skin,  muscle, 
tendon,  or  function  has  occurred  except  for 
minimal  skin  loss  at  the  site  of  the  injection  of 
venom.  No  other  treatment  has  been  this  bene- 
ficial, and  it  has  been  gratifying  to  see  these 
severely  envenomed  extremities  return  to  nor- 
mal function  three  weeks  after  the  bite. 

Discussion:  Antivenin:  There  is  no  doubt  that 
the  Wyeth  polyvalent  antivenin  is  of  great  bene- 
fit in  severe  rattlesnake  bite  when  given  in  ade- 
quate doses  of  100-130  cc  intravenously.  It  has 
caused  serum  sickness  of  some  degree  in  al- 
most every  case,  but  it  must  be  given  in  large 
doses  even  in  children.  It  is  estimated  that  3 
mg  of  venom  are  “neutralized”  by  each  cc  of 
antivenin,  and  a large  rattlesnake  may  inject  up 
to  300  mg  of  venom  into  the  victim.  CAUTION : 
If  a skin  or  conjunctival  test  is  positive,  do  not 


give  antivenin.  It  is  senseless  to  try  to  desensitize 
a patient,  since  such  small  doses  of  antivenin  can 
be  given  in  this  fashion. 

Cortisone:  Hydrocortisone  when  given  in  ade- 
quate doses  (1,000-2,000  mg  intravenously 
every  six  hours)  seems  to  protect  all  of  the  body 
organs  from  the  effects  of  the  venom  and  ab- 
sorbed toxic  by-products  of  the  cellular  destruc- 
tion process.  It  certainly  is  the  treatment  of 
choice  in  those  allergic  to  horse  serum.  It  is 
safe  to  administer  when  out  in  the  field,  and  to 
date  no  serum  sickness  from  this  drug  has  oc- 
curred. When  it  has  been  given  concurrently 
with  the  antivenin  it  has  not  prevented  serum 
sickness;  however,  when  serum  sickness  has 
developed  it  has  responded  to  Solu-Cortef  treat- 
ment. 

Fasciotomy:  When  a severe  bite  is  recognized 
the  victim  is  taken  to  the  operating  room  and, 
under  general  anesthesia  and  sterile  conditions, 
the  skin  and  subcutaneous  tissue  are  incised 
longitudinally  in  the  area  of  the  bite.  If  no  evi- 
dence of  penetration  into  the  muscles  is  noted, 
the  skin  is  incised  to  the  joint  above  and  below, 
and  the  extremity  is  then  wrapped  with  Kerlex 
gauze.  If  the  fascia  has  been  penetrated  it  is 
opened  from  joint  to  joint,  areas  of  necrosis  are 
debrided,  and  a dressing  applied. 

The  early  opening  of  the  skin  and  subcu- 
taneous tissues  in  the  area  of  the  bite  allows 
one  to  examine  the  muscle  fascia  to  determine 
whether  venom  has  been  injected  into  one  of  the 
muscle  compartments,  and  to  open  the  fascia  if 
this  has  occurred.  When  the  skin  is  left  open 
large  amounts  of  fluid,  blood,  debris,  and  ven- 
om flow  out  into  the  dressing,  and  this  serves 
to  both  dilute  and  mechanically  remove  the 
venom  and  toxic  products  of  hydrolysis.  The 
high  pressure  in  the  closed  compartment  is  re- 
leased and  the  muscle  almost  immediately  im- 
proves in  color. 


Immediate  pain  relief  has  been  one  of  the 
most  notable  effects  of  fasciotomy. 

Indications  for  Fasciotomy:  Immediate:  When 
the  bite  is  recognized  immediately  by  history, 
local  signs,  and  systemic  symptoms  as  being 
severe,  the  skin  and  subcutaneous  tissues 
should  be  opened  and  left  open  along  with  the 
fascia  if  the  underlying  muscle  is  involved. 

In  all  severe  bites  in  children  (history  of  a 
large  rattlesnake  inflicting  the  bite)  there  is 
almost  certainly  penetration  of  the  fascia,  and 
fasciotomy  must  be  done. 

Early:  It  may  be  difficult  in  some  cases  to 
determine  whether  or  not  a severe  bite  has  oc- 
curred, and  this  may  not  be  recognized  for  up 
to  72  hours.  In  these  cases,  fasciotomy  is  indi- 
cated when  the  bite  is  recognized  as  being  se- 
vere and  venom  has  probably  been  injected 
into  the  muscle. 

Late:  Four  or  five  days  after  a bite  the  tis- 
sues around  the  ankle  may  be  so  tense  as  to 
cause  a tourniquet-like  action,  and  the  skin 
must  be  opened  to  improve  circulation  to  the 
foot. 

Results  of  Fasciotomy  Treatment:  In  15  cases 
in  which  fasciotomy  was  done  early,  seven 
showed  injection  of  the  venom  into  the  muscle. 
None  of  these  patients  lost  skin,  muscle,  or  ten- 
dons; all  have  full  function  of  the  involved  ex- 
tremity; and  none  have  been  hospitalized  for 
more  than  three  weeks.  Skin  graft  of  the  fasci- 
otomy site  (four  cases)  usually  was  done  two 
weeks  after  the  bite.  The  scars  and  skin  grafts 
are  not  cosmetically  appealing;  however,  it  has 
been  gratifying  to  see  that  all  of  the  patients 
who  had  fasciotomy  now  have  full  function  of 
the  envenomed  extremity.  The  illustrations  show 
the  appearance  of  bitten  limbs  at  various  stages 
of  treatment  in  three  cases. 


F/V?  3.  a.  A two-year-old  child,  eiftht  hours  after 
bite  by  a large  rattlesnake,  h.  Fasciotomy, 
performed  at  ten  hours,  c.  Appearance  of  dressings, 
d.  Appearance  five  days  after  the  bite.  e.  Four 
weeks  after  being  bitten,  the  child  has 
full  function  of  the  limb. 


3e 


In  cases  treated  prior  to  1966,  severe  rattle- 
snake bite  caused  loss  of  the  entire  muscle 
group  in  the  anterior  leg  compartment  in  two 
cases;  loss  of  Achilles  tendon  and  portions  of 
the  posterior  leg  compartment  muscles  in  two 
cases;  loss  of  large  masses  of  skin  and  tendons 
of  the  dorsum  of  foot  in  three  cases;  and  other 
less  severe  disabilities  such  as  stiff  fingers, 
wrists  and  ankles.  Fasciotomy  done  early  has 
eliminated  these  problems. 

Complications  of  Fasciotomy:  Infection:  The  rat- 
tlesnake (C  atrox)  venom  contains  powerful 
bacteriolysins,  and  this  may  account  for  lack  of 
infections  in  these  large  open  wounds.  The  ma- 
terial in  the  dressing  will  contain  Pseudomonas, 
but  the  wound  itself  will  be  perfectly  clean.  All 
of  the  patients  that  have  had  fasciotomy  have 
been  given  antibiotics  and  no  infections  have 
occurred. 

Inability  To  Close  Skin:  In  50%  of  the  adults, 
the  fasciotomy  site  has  been  closed  with  skin 
graft,  and  healing  has  been  prompt. 

Severe  Hemorrhage  From  the  Fasciotomy  Site: 
The  venom  of  C atrox  in  some  manner  causes 
a severe  depletion  of  the  plasma  fibrinogen  with 
an  accompanying  prolongation  of  the  clotting 
time.  The  fibrinogen  level  has  fallen  to  below 
50  mg  per  100  ml  (normal,  250%  rng)  in  sev- 
eral cases.  Whole  blood  does  not  seem  to  pro- 
vide enough  fibrinogen  to  correct  this,  and  when 
the  fibrinogen  level  has  fallen  to  below  100  mg/ 
100  ml,  I have  given  up  to  8 gm  of  plasma 
fibrinogen  intravenously,  which  controlled  the 
bleeding.  The  Solu-Cortef  and  the  antivenin  do 
not  seem  to  prevent  this  fibrinogen  depletion  in 
the  severe  bites. 

Necrosis:  It  has  been  reported  that  extensive 
opening  of  the  skin  in  the  area  of  the  bite  may 
extend  the  area  of  necrosis;  however,  when  the 
fasciotomy  has  been  done  on  those  victims  re- 


ceiving cortisone,  no  extension  of  necrosis  has 
been  noted. 

Conclusions:  Antivenin,  when  given  in  adequate 
doses  (100  cc  or  more)  intravenously  saves 
lives  in  severe  rattlesnake  bite.  Solu-Cortef 
given  in  doses  of  1 or  2 gm  every  six  hours 
straight  intravenously  seems  to  be  as  effective 
as  antivenin,  without  the  allergic  reactions  and 
serum  sickness  so  common  to  antivenin  therapy. 

Immediate  fasciotomy  has  prevented  crip- 
pling disabilities  and  has  shortened  the  recovery 
period  in  severe  rattlesnake  bites. 
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HELP  FOR  THE  ARTHRITIC  HAND 


Treatment  of  rheumatoid  disease  is  a 
team  problem  requiring  close  coopera- 
tion of  specialists  in  several  fields.  Med- 
ical management  should  continue  wheth- 
er surgery  is  done  or  not.  Use  of  splints 
helps  prevent  deformities,  and  should 
be  started  before  they  occur.  If  medical 
treatment  does  not  suppress  rheumatoid 
synovia  within  a few  months,  synovec- 
tomy is  necessary  to  prevent  irreparable 
damage.  If  deformities  develop,  recon- 
structive surgery  may  keep  them  from 
becoming  worse,  and  may  improve  the 
existing  function. 

OF  THE  12  TO  15  MILLION  people  in  this  coun- 
try who  have  arthritis,  approximately  one-fourth 
probably  have  rheumatoid  arthritis.  Worldwide, 
the  incidence  is  fairly  uniform  regardless  of  geo- 
graphic, climatic,  or  population  differences,  and 
it  is  equally  prevalent  among  the  white  and 
Negro  races.’  The  incidence  of  new  cases  ap- 
pears greatest  in  the  fourth  decade,  and  rheu- 
matoid arthritis  is  about  four  times  more  com- 
mon in  women  than  in  men.  In  approximately 
three-fourths  of  all  cases,  synovitis  develops  in 
the  hands.  Some  degree  of  ulnar  deviation  of 
the  fingers  develops  in  one-half  of  all  cases, 
boutonniere  deformities  in  one-third,  and  “swan 
neck’’  deformities  in  one-fifth. 

Since  hand  deformities  are  such  a prominent 
part  of  rheumatoid  arthritis,  and  since  function 
of  the  hand  is  so  important  to  the  well-being  of 
the  individual,  the  treatment  of  rheumatoid 
arthritis  in  the  hand  should  be  pursued  with 
great  urgency.  Rheumatoid  arthritis  is  a pro- 
gressive disease,  and  all  too  often  the  patient 
and  his  physician  are  content  to  accept  the  de- 
formity at  its  present  level  without  realizing  that 


the  condition  is  not  static,  but  gets  worse.  A 
“wait  and  see’’  attitude  is  ill-advised. 

Many  severe  hand  deformities  can  be  pre- 
vented by  adopting  an  aggressive  attitude  to- 
ward the  treatment  of  the  condition.  It  is  diffi- 
cult both  for  the  patient  and  the  physician  to 
maintain  an  energetic  therapeutic  program 
against  such  a progressive  and  chronic  disease, 
but  such  an  attitude  is  imperative  if  severely 
disabling  hand  deformities  are  to  be  prevented. 

Manifestations:  Usually  the  first  indications  of 
rheumatoid  arthritis  in  the  hand  are  pain  and 
stiffness,  especially  in  the  early  mornings. 
Swelling  is  most  likely  to  occur  over  the  dorso- 
ulnar  aspect  of  the  wrist  and  around  the  ulnar 
styloid.  This  represents  synovial  proliferation 
which,  when  allowed  to  continue  untreated,  will 
destroy  the  ligamentous  supporting  structures 
of  the  distal  radio  ulnar  joint  and  the  ulnar  col- 
lateral ligament  of  the  wrist  which  allows  the 
carpus  to  shift  toward  the  ulnar  side  and  prox- 
imally.  The  distal  end  of  the  ulna  is  displaced 
dorsally  and  there  is  instability  in  this  joint.  The 
hand  usually  drifts  into  radial  deviation  at  the 
wrist.  Many  factors  are  responsible  for  the  ulnar 
drift  of  the  fingers  which  soon  follows.  The 
swelling  in  the  metacarpophalangeal  (MP)  and 
interphalangeal  (IP)  joints  of  the  fingers  and 
thumb  results  from  invasion  of  the  joints  by  the 
rheumatoid  synovia.  The  synovial  proliferation 
distends  the  joint  and  causes  relaxation  of  the 
capsule  and  collateral  ligaments  by  stretching 
these  structures,  which  have  been  softened  by 
the  excessive  synovial  fluid.  Also,  at  times  the 
rheumatoid  synovia  actually  invades  and  de- 
stroys the  collateral  ligaments.  It  invades  the 
bone  and  undermines  the  cartilage  and  erodes 
the  cartilage  surface  by  pannus  formation.  In 
addition,  the  joint  cartilage  is  thinned  by  the 
dissolution  action  of  chondrolysin  enzymes 
from  the  rheumatoid  synovitis.  Pain  and  irrita- 
tion in  the  arthritic  joints  cause  spasms  in  the 
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Fig  I.  Early  use  of  splints  helps  prevent  deformities, 
a.  Functional  splints  are  worn  during  the  day  while  the 
hand  is  in  use.  b.  Resting  splints  are  used  at  night, 
c.  Dynamic  splints  produce  a gentle  but  constant 
active  force  to  correct  contractures. 


extrinsic  and  intrinsic  muscles,  which  pull  the 
relaxed  joints  into  subluxations  and  disloca- 
tions. The  base  of  the  proximal  phalanx  usually 
dislocates  to  the  volar  and  ulnar  side  of  the 
metacarpal  head.  The  intrinsic  muscles  tighten 
and  pull  the  MP  joints  into  flexion^  and  the 
proximal  interphalangeal  (PIP)  joints  into  ex- 
tension, causing  the  appearance  of  a “flipper 
hand.”  Once  the  fingers  start  into  ulnar  drift, 
the  extensor  tendons  slide  off  the  high  point 
of  the  center  of  the  metacarpal  head  to  the 
ulnar  side,  and  become  strong  ulnar  deviators; 
a vicious  cycle  ensues.  When  the  extensor  ten- 
dons slip  far  enough  to  be  volar  to  the  center 
of  axis  of  rotation  around  the  MP  head,  they 
then  become  flexors  of  the  MP  joint.  Due  to 
intrinsic  tightness,  the  thumb  develops  a char- 
acteristic deformity  which  is  hyperflexion  at  the 
MP  joint  and  hyperextension  at  the  IP  joint. 

The  rheumatoid  synovia  in  the  wrist  may 
erode  the  joint  surface,  destroy  the  carpal 
bones,  and  produce  volar  dislocation  of  the 
carpus  on  the  radius. 

Since  the  rheumatoid  synovia  invades  and 
destroys  soft-tissue  structures  such  as  tendons 
and  ligaments  as  well  as  the  joint  surface,  it 
really  should  be  called  rheumatoid  disease 
rather  than  rheumatoid  arthritis,  which  implies 
that  it  is  strictly  a joint  disease.  The  rheuma- 
toid synovia  more  commonly  invades  and  rup- 
tures the  extensor  tendons^  than  the  flexor  ten- 
dons, but  both  are  affected  more  often  than 
was  formerly  suspected.  Tendon  rupture  is 
partly  caused  by  actual  invasion  and  destruc- 
tion from  the  rheumatoid  synovia,  but  also  by 
the  avascularity  which  results  when  the  synovia 
completely  surrounds  the  tendon  and  cuts  off 
its  blood  supply.  Some  of  the  ruptures  also  may 
be  due  to  attrition^  against  a bony  prominence 
which  has  become  sharp  from  erosion.  Later 
in  the  disease,  rheumatoid  nodules  sometimes 
are  found  about  the  hand,  wrist,  forearm,  and 
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elbow.  These  are  more  commonly  found  over 
pressure  points. 

Etiology:  While  the  etiology  of  rheumatoid  dis- 
ease is  not  known,  much  information  has  been 
discovered  in  the  past  few  years.  Former  theo- 
ries of  etiology  such  as  “focus  of  infection” 
toxicity,  deficiency  disease,  specific  micro- 
organism, allergy,  heredity,  and  endocrine  dis- 
ease have  been  discarded.  The  autoimmune 
disease  explanation  has  a great  deal  of  scien- 
tific basis  and  is  generally  accepted.  There  def- 
initely is  some  alteration  in  the  immune  mech- 
anism of  the  body  in  rheumatoid  disease.  Re- 
cently it  has  been  discovered  that  the  rheuma- 
toid factor  is  a protein  (globulin)  which  in  itself 
is  an  antigen,  and  this  combines  with  the  pa- 
tient’s own  gamma  globulin  which  then  becomes 
an  antigen  against  which  it  is  possible  for  the 
body  to  form  antibodies. 

Diagnosis:  The  American  Rheumatism  Associa- 
tion in  1956  formulated  diagnostic  criteria  for 
rheumatoid  disease  which  included  morning 
stiffness,  pain,  swelling,  symmetrical  swelling, 
subcutaneous  nodules,  typical  roentgenographic 
findings,  rheumatoid  factor,  poor  mucin  clot, 
characteristic  synovial  histology,  and  character- 
istic rheumatoid  nodule  histology.  The  ARA  has 
classified  the  types  of  rheumatoid  disease  as: 
(1)  classic  rheumatoid  arthritis  when  the  pa- 
tient meets  seven  of  the  eleven  diagnostic  cri- 
teria; (2)  definite  rheumatoid  arthritis  when 
five  of  the  eleven  are  met;  and  (3)  probable 
rheumatoid  arthritis  when  only  three  of  eleven 
are  met. 

The  diagnosis  may  be  made  solely  on  the 
basis  of  the  characteristic  appearance  of  the 
hand,  which  has  been  described.  Sedimentation 
rate,  mucin-clot  test,  sheep  cell  agglutination 
test,  and  the  findings  of  rheumatoid  arthri- 
tis cells  (intraleukocytic  inclusion  bodies)  in 
fresh  synovial  fluid  are  helpful  laboratory  diag- 
nostic studies.  The  histological  appearance  of 


the  rheumatoid  synovia  shows  the  hypertrophic 
villous  synovitis  with  the  infiltrates  of  inflam- 
matory cells  such  as  lymphocytes  and  plasma 
cells.  These  infiltrates  are  most  commonly 
perivascular. 

Management:  The  approach  to  the  therapy  of 
rheumatoid  arthritis  must  be  multidisciplinary 
in  order  to  treat  the  patient’s  many  problems. 
The  internist  or  rheumatologist  should  be  the 
central  figure  in  the  therapeutic  team.  The  ser- 
vices of  the  physical  medicine  department,  oc- 
cupational therapist,  the  orthopedist,  and  the 
hand  surgeon  should  be  sought  early  and  uti- 
lized as  frequently  as  the  activity  of  the  disease 
demands.  It  is  important  for  the  internist  to 
call  for  an  early  evaluation  of  the  patient  by 
these  members  of  the  team  so  that  the  progres- 
sion of  the  disease  will  be  watched  by  each 
specialist  and  there  will  be  less  chance  of  crip- 
pling deformities  occurring. 

The  treatment  of  rheumatoid  disease  must 
be  active  and  aggressive  as  well  as  persistent 
in  order  to  salvage  as  much  function  for  the 
patient  as  possible. 

Treatment  can  best  be  explained  by  dividing 
the  management  into  three  phases.  Phase  1 
includes  primarily  the  medical  management; 
phase  2 encompasses  the  early  surgery,  and 
phase  3 primarily  concerns  the  reconstructive 
surgical  procedures.  While  phase  1 is  usually 
carried  out  first,  and  phase  3 last,  all  phases 
may  be  undertaken  at  the  same  time  in  any 
one  patient  because  of  the  different  stages  of 
the  disease  in  different  joints. 

Phase  1:  Medical  management  includes  the 
treatment  of  the  general  debility,  anemia,  and 
osteoporosis  by  providing  a nourishing  diet  high 
in  proteins,  iron,  and  vitamins.  Supplementary 
iron  or  vitamins  may  need  to  be  prescribed. 
Osteoporosis  is  helped  by  an  adequate  diet  high 
in  proteins  and  by  regular  exercise,  but  these 
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measures  may  have  to  be  supplemented  by 
anabolic  hormones.  Adequate  rest  is  impera- 
tive, and  it  is  suggested  that  a program  of 
specific  rest  periods  be  followed  throughout 
the  day. 

Anti-inflammatory  agents  used  are  salicy- 
lates, phenylbutazone,  corticosteroids,  and  in- 
domethacin.  Most  rheumatologists  consider 
salicylates  to  be  the  most  valuable  although 
not  the  most  potent  of  the  anti-inflammatory 
agents,  and  they  usually  are  given  even  when 
other  anti-inflammatory  agents  are  also  used. 
Great  care  and  restraint  must  be  used  when 
prescribing  corticosteroids  because  of  their  po- 
tentially dangerous  side  effects,  and  overtreat- 
ment can  produce  steroidism  which  may  be  as 
distressing  as  the  disease  itself. 

Although  chrysotherapy  (gold  salts)  has  been 
used  sporadically  since  1927,  it  recently  has 
gained  in  popularity  and  stature.  The  toxic  re- 
actions to  gold  are  serious  enough  to  warrant 
careful  observation  and  frequent  reappraisal. 
The  antimalarial  drugs  such  as  chloroquine  and 
hydroxychloroquine  also  have  proven  to  be  of 
value,  but  the  dosage  and  duration  of  treat- 
ments must  be  closely  controlled. 

Physical  treatment  of  the  rheumatoid  dis- 
ease consists  of  measures  to  decrease  muscle 
spasm,  prevent  muscle  atrophy  with  subse- 
quent fibrosis,  prevent  and  relieve  contractures, 
decrease  swelling,  relieve  pain,  and  teach  the 
patient  how  to  function  better  with  the  physical 
means  at  his  disposal.  The  development  of 
muscular  strength  and  endurance  is  gained  by 
a system  of  therapeutic  exercises  which  are 
repeated  many  times  a day  and  gradually  in- 
creased as  the  patient  is  able  to  tolerate  them. 
Isometric  resistance  exercises  are  commonly 
used.  When  the  patient  is  not  able  to  move  the 
joint  through  a full  range  of  motion,  gentle  pas- 
sive assist  exercises  are  used  in  order  to  help 


Fig  2.  Synovectomy  of  MP  joints.  If  medical 
management  does  not  control  proliferative  synovitis 
within  four  to  six  months,  surgical  synovectomy 
should  be  done.  Removal  of  the  destructive 
tissue  helps  save  the  joint  from  damage  and 
deformity,  a.  Preoperative  synovial  proliferation 
of  the  MP  joints,  b.  "Bag”  of  synovia,  c. 
Destruction  of  bone  by  rheumatoid  synovia, 
d.  Postoperative  results  show  less  swelling 
in  the  entire  hand. 
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preserve  joint  motion,  reduce  joint  effusion,  and 
prevent  contractures. 

Massage  is  often  used  to  reduce  joint  ef- 
fusion and  muscle  edema,  and  to  relax  muscle 
spasm.  Many  forms  of  heat  can  be  applied  for 
the  same  purpose.  Infrared  heat,  microwave, 
and  ultrasound  are  all  used,  but  the  paraffin 
bath  and  the  electric  heating  pad  are  most 
commonly  used. 

Braces,  splints,  and  casts  are  used  early  in 
the  disease  to  rest  the  joint,  protect  the  muscle 
from  fatigue,  reduce  joint  effusion,  and  relieve 
pain  (Fig  1).  Later,  resting  splints  should  be  used 
at  night  to  hold  the  hand  in  functional  posi- 
tion to  prevent  deformities.  If  deformities  begin 
to  occur,  functioning  splints  should  be  used  in 
addition  in  the  daytime  to  help  prevent  the  de- 
formities from  becoming  worse.  Functioning 
splints  usually  are  lighter  and  allow  the  hand 
to  perform  some  of  the  simpler  hand  functions. 
It  cannot  be  expected  that  bracing  or  splints 
will  do  a great  deal  toward  correcting  deform- 
ities, but  they  should  be  prescribed  early  to 
prevent  deformities.  There  is  no  justification  for 
the  practice  of  delaying  the  use  of  the  splints 
until  deformities  have  already  occurred. 

Self-help  devices  enable  the  rheumatoid  pa- 
tient to  become  more  self-sufficient  by  increas- 
ing the  mechanical  advantage,  compensating 
for  reduced  joint  motion  or  muscular  strength, 
and  otherwise  making  his  life  easier. 

Intra-articular  injection  of  steroids  will  sup- 
press the  rheumatoid  synovia  temporarily  so 
that  there  is  a pause  in  the  degree  of  destruc- 
tion that  is  occurring  in  the  joint.  These  joint 
injections  are  primarily  temporary  measures  to 
cause  the  regression  of  synovial  proliferation  in 
joints  that  have  not  responded  to  systemic 
therapy.  They  are  also  used  to  delay  joint  de- 
struction while  surgical  procedures  are  being 


done  on  other  joints.  Thio-TEPA  intra-articular 
injections  often  will  provide  a longer  period  of 
synovial  suppression  than  will  the  steroids. 
Nitrogen  mustard  also  may  be  used,  but  it  is 
much  harder  to  handle  and  the  complication  of 
getting  any  extrusion  out  of  the  joint  is  greater. 
The  injection  of  these  latter  two  medications 
often  has  been  called  “chemical  synovectomy,” 
but,  unfortunately,  this  is  not  the  case. 

Phase  2:  Since  it  is  generally  accepted  that 
the  rheumatoid  synovia  causes  almost  all  of  the 
destruction  and  deformities,  the  complete  re- 
moval of  the  synovia  would  be  nearly  tanta- 
mount to  a cure.  If  the  medical  management 
and  intra-articular  injections  cannot  suppress 
the  destructive  action  of  the  synovia,  early  sur- 
gical synovectomy  should  be  done  (Fig  2).  The 
earlier  the  synovectomy  is  done,  the  less  joint 
destruction  and  deformity  will  be  present;  four 
to  six  months  is  long  enough  to  wait  for  med- 
ical means  to  produce  effective  suppression. 
Rarely  does  one  ever  do  a surgical  synovectomy 
without  finding  more  joint  destruction  than  had 
been  anticipated.  A special  x-ray  view  some- 
times is  helpful  in  discovering  early  erosion  of 
the  bone  underneath  the  collateral  ligaments 
in  the  MP  joint.  This  is  a posteroanterior  view, 
with  the  palm  of  the  hand  facing  the  x-ray  cas- 
ette  and  with  the  MP  joints  flexed  as  much  as 
possible  and  the  IP  joints  extended  as  much  as 
possible  (the  tent  view). 

The  paramount  objective  of  surgical  syno- 
vectomy is  to  prevent  the  disease  from  becom- 
ing worse  rather  than  to  correct  some  deform- 
ity that  has  already  occurred.  Removing  the 
synovia  from  the  joint  halts  the  progression  of 
the  disease,  at  least  for  a time.  It  also  is  quite 
successful  in  relieving  pain  and  in  improving 
strength  and  function.  A decrease  in  the  ag- 
gressiveness of  the  overall  disease  in  other 
joints  has  been  observed  frequently  after  syno- 
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vectomy  has  been  carried  out  in  some  other 
areas. 

Dorsal  wrist  and  extensor  tendon  synovec- 
tomies are  done  through  a dorsal  S-shaped  in- 
cision, followed  by  reflection  of  the  dorsal  re- 
tinaculum beginning  on  the  ulnar  side  and 
hinging  it  on  the  radial  side  as  it  is  removed 
in  one  piece  by  elevating  it  from  the  attach- 
ments to  the  bone  (Fig  3).  The  tenosynovia  is  re- 
moved systematically  by  making  a longitudinal 
incision  through  the  synovia  down  to  the  tendon, 
peeling  it  off  of  the  tendon  on  either  side,  and 
then  proceeding  to  the  next  adjacent  tendon.  The 
synovia  is  then  removed  in  one  mass.  Follow- 
ing this,  the  dorsal  capsule  of  the  wrist  is  ex- 
cised and  the  synovia  in  between  the  carpal 
bones  is  removed  by  sharp  dissection.  A 2 mm 
rongeur  and  a 000  curette  is  necessary  to  do  a 
complete  synovectomy  between  the  carpal 
bones.  A dorsal  capsule  of  the  wrist  is  recon- 
structed by  laying  the  dorsal  retinaculum  back 
down  underneath  the  tendons  and  sewing  it 
proximally  and  distally  to  act  as  the  new  wrist 
capsule.  If  the  distal  radio-ulnar  joint  has  been 
partially  destroyed  by  the  synovia,  the  distal 
end  of  the  ulna  is  resected  subperiosteally  and 
a portion  of  the  retinaculum  is  used  to  recon- 
struct a new  ulnar  collateral  ligament  of  the 
wrist.  In  so  doing,  the  retinaculum  is  looped 
around  the  extensor  carpi  ulnaris  to  prevent  it 
from  becoming  displaced  anteriorly  and  acting 
as  a flexor  of  the  wrist.  If  an  extensor  tendon 
has  been  eroded  and  there  is  a “dropped”  fin- 
ger, this  should  be  repaired  by:  (1)  suturing  the 
distal  end  of  the  tendon  into  an  adjacent  intact 
tendon,  (2)  transferring  one  of  the  accessory 
extensor  tendons,  such  as  the  extensor  indicis 
proprius  or  the  extensor  digiti  quinti  proprius 
tendon,  into  the  distal  end  of  the  ruptured  ten- 
don, (3)  a direct  free  tendon  graft,  or  (4)  trans- 
ferring the  extensor  carpi  ulnaris  tendon  to  act 
as  the  motor  for  the  ruptured  tendon. 


Synovectomies  of  the  MP  joints  should  be 
done  through  a transverse  incision  directly  over 
the  joints,  even  if  only  one  joint  is  to  be  done 
at  that  time,  because  it  is  likely  that  further 
synovectomies  will  have  to  be  done  later  and 
the  old  incision  can  be  continued  on  across  the 
dorsum  of  the  hand.  The  joint  is  entered  by 
opening  the  extensor  hood  just  to  the  radial 
side  of  the  extensor  tendon.  The  veins  and 
nerves  in  between  the  metacarpal  heads  must 
be  carefully  protected  from  damage  during  the 
exposure  and  the  retraction  of  the  dorsal  ex- 
tensor hood.  The  “bag”  of  synovia  is  seen 
underneath  the  hood,  and  this  is  excised  by 
peeling  it  up  from  the  dorsum  of  the  neck  of 
the  metacarpal  head  and  proceeding  distally 
with  sharp  dissection.  The  collateral  ligaments 
are  spared  if  possible,  and  the  synovia  is  ex- 
cised down  to  the  base  of  the  proximal  phalanx. 
A 2 mm  rongeur  and  a 000  curette  are  needed 
to  clean  out  the  synovia  from  the  ligaments  and 
in  the  sulcus  in  between  the  anterior  side  of  the 
metacarpal  head  and  the  volar  plate.  Occa- 
sionally, it  is  necessary  to  sever  one  of  the  col- 
lateral ligaments  in  order  to  do  a more  complete 
synovectomy.  The  collateral  ligament  may  then 
be  repaired  by  two  or  three  mattress  sutures 
using  a fine  nonabsorbable  suture.  If  the  col- 
lateral ligament  has  been  overstretched  by  a 
distended  capsule,  it  should  be  severed  from 
its  attachment  on  the  metacarpal  head  and  re- 
sutured in  a tighter  position.  The  extensor  ten- 
don should  then  be  relocated  over  the  center 
of  the  metacarpal  head  by  plicating  the  radial 
side  of  the  hood.  Usually,  there  has  been 
enough  distention  of  the  hood  so  that  it  is  not 
necessary  to  cut  the  ulnar  side  of  the  hood  to 
allow  the  extensor  tendon  to  displace  enough 
radially  to  lie  in  the  center  of  the  head.  If  there 
has  been  considerable  tightness  of  the  intrinsic 
tendon,  producing  an  intrinsic  plus  contracture, 
a Littler  release  can  be  done  through  the  trans- 
verse incision  used  for  the  synovectomy  by  re- 
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tracting  distally,  exposing  the  proximal  one- 
half  of  the  proximal  segment  of  the  finger.  The 
triangular  portion  of  the  extensor  mechanism, 
which  is  made  up  of  the  oblique  fibers,  is  ex- 
cised by  sharp  dissection.  This  should  be  done 
first  on  the  ulnar  side;  then,  if  there  is  still  con- 
siderable intrinsic  contracture,  it  can  be  re- 
peated on  the  radial  side.  A more  complete 
release  of  the  tight  intrinsic  muscle  may  be 
done  by  a Zancolli^  release,  severing  the  intrin- 
sic tendon  in  between  the  necks  of  the  meta- 
carpals  at  the  level  of  the  musculotendinous 
junction.  Again,  this  should  be  done  first  only 
on  the  ulnar  side  unless  it  is  insufficient  to  pro- 
duce the  desired  release  of  the  intrinsic  con- 
tracture. When  the  intrinsic  release  has  been 
done,  it  is  necessary  to  immobilize  the  MP 
joints  in  extension  and  the  PIP  joint  in  flexion. 
To  facilitate  this,  the  small-size  Kirschner  wire 
is  used  obliquely  across  the  joints.  This  is  re- 
moved in  ten  days  and  motion  on  all  joints  is 
started.  In  either  case,  a light  compressive 
dressing  of  a spongy  material  is  used,  and  the 
dressing  is  reinforced  with  volar  and  dorsal 
plaster  slabs  to  provide  better  immobilization. 
The  arm  is  elevated  for  several  days  postopera- 
tively  until  all  swelling  has  diminished. 

Synovectomy  of  the  IP  joints  can  be  done 
through  two  mid-lateral  line  incisions  on  either 
side  of  the  joint,  going  in  between  the  central 
slip  of  the  extensor  tendon  and  the  collateral 
ligaments  after  elevating  the  lateral  band  dor- 
sally.  The  transverse  retinacular  ligament  must 
be  severed  longitudinally  in  order  to  raise  the 
lateral  band  to  get  at  the  joint.  A more  com- 
plete synovectomy,  however,  may  be  done 
through  a slightly  longer  mid-lateral  line  incision 
on  the  ulnar  side  of  the  joint  (except  for  the 
small  finger),  and  the  collateral  ligament  and  a 
portion  of  the  volar  plate  incised  in  a transverse 
manner  according  to  the  technique  of  Lipscomb. 
The  joint  is  opened  up  like  a book,  and  all  re- 
cesses of  the  joint  are  accessible  to  do  a com- 


plete synovectomy.  The  collateral  ligament  is 
reattached  with  three  mattress  sutures  of  a fine 
nonabsorbable  suture. 

Synovectomy  of  the  thumb  at  both  the  MP 
joint  and  IP  joint  can  be  done  easily  with  the 
Lipscomb  technique.  It  is  necessary,  on  the  MP 
joint,  to  immobilize  this  with  a small  Kirschner 
wire  obliquely  through  the  joint.  There  is  not 
enough  stress  on  the  IP  joints  to  require  this 
type  of  immobilization. 

Synovectomies  of  the  flexor  tendons  may  be 
necessary  to  prevent  rupture  or  to  treat  “trig- 
ger finger”  or  carpal  tunnel  syndrome.  The 
flexor  tendons  are  most  apt  to  rupture  spon- 
taneously at  the  level  of  one  of  the  fibrous  flexor 
retinacula  or  the  annular  ligaments  in  the 
phalanges.  A “trigger  finger”  may  be  caused 
by  thickened  synovia,  swelling  of  the  tendon, 
or  invasion  of  the  tendon  with  the  destructive 
synovia  at  the  level  of  the  flexor  retinaculum  in 
the  palm.  A “double  trigger  finger”  may  be 
caused  by  an  additional  obstruction  of  the  flexor 
tendon  by  proliferative  synovia  of  the  flexor  pro- 
fundus tendon  as  it  slides  through  the  chiasm 
of  the  flexor  superficialis  tendon.  Synovectomy 
of  the  flexor  tendons  in  the  palm  may  be  done 
through  a transverse  incision  in  the  line  of  the 
distal  palmar  crease.  Care  must  be  taken  not 
to  cut  too  much  of  the  flexor  retinaculum,  and 
the  incision  must  be  made  on  the  radial  side  or 
else  a tendency  for  ulnar  drift  of  the  fingers  will 
be  caused.  Extensive  synovial  proliferation  along 
the  flexor  tendons  in  the  finger  should  be  re- 
moved through  a mid-lateral  line  incision,  but 
small  amounts  of  proliferative  synovia  in  the 
proximal  segment  of  the  finger  may  be  removed 
by  an  oblique  incision  over  the  palmar  aspect 
of  the  proximal  segment.  Synovial  thickening 
in  the  volar  aspect  of  the  wrist  may  produce  a 
carpal  tunnel  syndrome  if  not  erosion  and  rup- 
ture of  the  flexor  tendon  at  this  level.  A syno- 
vectomy of  the  flexor  tendons  may  be  done 
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Fig  3.  Dorsal  synovectomy  of  the  extensor  tendons 
and  wrist.  Rheumatoid  synovia  may  invade  the 
tendons,  causing  subsequent  rupture.  Synovectomy 
of  the  dorsal  wrist  helps  to  preserve  motion  and 
function,  and  helps  prevent  pain.  a.  Preoperative 
appearance  of  synovial  proliferation  about  the  wrist, 
b.  Destructive  synovia  invading  the  extensor  tendon. 
Note  the  attrition  of  the  extensor  pollicis  longus 
tendon,  c.  The  synovia  has  been  removed  from 
the  extensor  tendons,  and  the  extensor  pollicis  longus 
tendon  has  been  repaired,  d.  Postoperative 
appearance  of  the  wrist. 


through  the  usual  incision  for  carpal  tunnel  re- 
lease, which  is  an  S-shaped  incision  over  the 
volar  aspect  of  the  proximal  palm  and  volar 
wrist.  Removal  of  the  synovia  is  facilitated  by  a 
longitudinal  incision  through  the  synovia  down 
to  the  tendon  and  peeling  it  off  of  either  side  of 
the  tendon.  The  profundus  tendons  usually  have 
more  synovial  proliferation  than  the  superficial 
tendons.  The  transverse  carpal  ligament,  which 
is  severed  in  order  to  do  the  carpal  tunnel  re- 
lease, is  not  resutured.  To  prevent  the  flexor 
tendons  from  “falling  out”  of  the  carpal  canal, 
the  wrist  is  put  up  in  mild  extension  when 
splinted.  Here  again,  a light  compressive  dress- 
ing reinforced  with  volar  and  dorsal  plaster 
slabs  is  used. 

Phase  3:  When  early  synovectomies  have  not 
been  done,  or  when  the  progression  of  the  de- 
formities has  been  unaffected  by  treatment  and 
fixed  deformities  have  resulted,  reconstructive 
measures  will  still  produce  a measure  of  im- 
proved function.  Reconstructive  surgery  should 
not  be  delayed  until  the  hand  is  so  deformed 
that  it  is  virtually  useless.  Most  of  the  recon- 
structive measures  will  help  prevent  the  de- 
formities from  getting  worse  for  several  years 
to  come,  and  therefore  should  be  undertaken 
as  soon  as  the  deformities  begin  to  materially 
affect  function. 

The  most  common  reconstructive  procedure 
is  a Fowler-type  arthroplasty®  of  the  MP  joints, 
done  for  volar  dislocation  of  the  base  of  the 
proximal  phalanx  with  shortening  (Fig  4).  Us- 
ually, there  has  been  so  much  erosion  and  un- 
dercutting of  the  head  that  it  would  not  be  a 
satisfactory  joint  even  if  there  was  not  enough 
tightness  to  prevent  the  relocation  of  the  dis- 
placed proximal  phalanx.  The  metacarpal  head 
is  resected  short  enough  to  allow  easy  reloca- 
tion. It  is  also  shaped  into  a transverse  wedge'^, 
which  faces  slightly  toward  the  radial  side,  in 
an  effort  to  help  prevent  ulnar  drift.  At  times. 
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the  volar  plate  may  be  stuck  down  so  tightly 
that  it  must  be  freed  up  to  allow  the  easy  re- 
location of  the  proximal  phalanx.  The  collateral 
ligaments  have  been  stretched,  and  must  be 
reattached  to  provide  stability  for  the  new  joint. 
This  is  done  by  drilling  two  small  Kirschner 
wire  holes  in  the  margin  of  the  newly  formed 
metacarpal  head.  The  intrinsic  release  of  Littler 
or  Zancolli  is  done  on  the  ulnar  side,  before  the 
head  is  resected,  so  that  it  can  be  determined 
how  much  head  resection  will  be  necessary. 
The  extensor  tendon  is  recentered  accord- 
ing to  the  technique  described.  It  is  not  fixed 
down  to  the  base  of  the  proximal  phalanx.  Med- 
ium-size Kirschner  wires  are  drilled  obliquely 
across  the  new  joint  to  maintain  it  in  slight 
radial  deviation.  These  pins  are  removed  after 
two  weeks  and  motion  is  started. 

Recently,  several  types  of  silicone  rubber 
prostheses®  for  the  MP  joint  have  been  designed 
to  provide  easy  motion  and  lateral  stability.  At 
this  time,  they  appear  to  have  overcome  the 
main  complication  of  the  metal  Flatt  pros- 
thesis,® which  at  times  eroded  into  the  bone 
causing  shortening  of  the  fingers  and,  even- 
tually, reduced  motion. 

“Swan  neck”  deformities  caused  by  tight 
intrinsic  muscles  are  handled  separately  by  the 
Littler  or  Zancolli  release  or  in  conjunction  with 
other  types  of  reconstructive  procedures  (Fig  5). 
When  hyperextension  of  the  PIP  joint  is  fixed  and 
flexion  is  not  possible,  a more  radical  intrinsic 
release  operation  is  done;  it  includes  cutting 
through  the  dorsal  capsule  and  severing  the 
attachment  of  the  central  slip  of  the  extensor 
tendon,  as  well  as  cutting  the  oblique  fibers.  It 
is  also  necessary  to  incise  the  contracted  col- 
lateral ligaments  and  to  free  up  the  volar  plate 
from  the  neck  of  the  proximal  phalanx.  This 
procedure  is  done  through  mid-lateral  line  in- 
cisions on  either  side  of  the  finger.  It  is  only 
practical  to  do  this  radical  operation  when  there 
is  still  some  cartilage  left  on  the  head  of  the 
proximal  phalanx.  If  the  joint  has  been  de- 
stroyed, then  fusion  in  40  to  45°  of  flexion  is 
the  preferred  operation.  In  the  radical  “swan 
neck”  operative  procedure,  the  joint  is  im- 
mobilized in  about  60°  of  flexion  with  a small 
Kirschner  wire  drilled  obliquely  across  the  joint. 
This  wire  is  left  in  for  three  weeks  before  re- 
moval. The  fusion  is  done  using  the  chevron 
cut  technique  and  immobilized  with  retrograde 
drilled  crossed  wires. 

Ulnar  drift  may  be  treated  separately,  but 
is  most  often  treated  in  conjunction  with  other 


reconstructive  procedures.  The  technique  in- 
volves cutting  the  tight  ulnar  intrinsic  tendons, 
re-centering  the  extensor  tendon  over  the  cen- 
ter of  the  metacarpal  head  and  plicating  the 
radial  side  of  the  extensor  hood,  and  immobi- 
lizing in  slight  radial  deviation  with  a Kirschner 
wire  drilled  obliquely  across  the  metacarpal 
joint.  Transferring  the  extensor  indicis  proprius 
tendon  to  the  radial  side  of  the  base  of  the 
proximal  phalanx  of  the  index  finger  is  still 
justified  in  cases  of  severe  ulnar  drift,  even 
though  this  frequently  reduces  the  strength  of 
the  extension  of  the  index  finger  MP  joint. 

Boutonniere  deformities  are  caused  by  the 
erosion  of  the  insertion  of  the  central  slip  of 
the  extensor  tendon,  which  causes  a flexion  de- 
formity of  the  PIP  joint  and  a hyperextension 
deformity  of  the  distal  interphalangeal  (DIP) 
joint.  Treatment  of  the  boutonniere  injury  is 
often  disappointing.  The  Fowler  procedure  is 
simple  and  can  be  done  as  an  office  procedure, 
using  local  anesthesia.  This  operation  is  simply 
cutting  the  entire  extensor  tendon  obliquely 
near  the  insertion  at  the  DIP  joint  through  a 
small  mid-lateral  line  incision.  The  PIP  joint  is 
then  manipulated  into  extension,  which  gen- 
erally causes  the  tearing  of  the  contracted  prox- 
imal attachment  of  the  volar  plate.  The  PIP  is 
then  immobilized  in  very  slight  flexion  with  a 
small  Kirschner  wire  drilled  obliquely  across  the 
joint.  Usually  it  is  not  necessary  to  immobilize 
the  DIP  joint,  because  the  tightness  of  the  dor- 
sum of  the  joint  capsule  will  inhibit  the  develop- 
ment of  “mallet  finger.”  The  Kirschner  wire  is 
left  through  the  PIP  joint  for  four  weeks  before 
removal  and  starting  motion.  The  Littler  op- 
eration for  the  boutonniere  deformity  is  done 
through  a curved  dorsal  incision,  and  the  lateral 
bands  are  elevated  by  cutting  the  transverse  ret- 
inacular  ligament  and  folding  the  lateral  bands 
over  the  top  of  the  joint,  suturing  them  with  a 
fine  nonabsorbable  suture.  Before  this  is  done, 
the  lumbrical  tendon,  which  is  found  on  the  ra- 
dial margin  of  the  lateral  band,  is  freed  up  prox- 
imally  and  distally  so  that  it  becomes  a separate 
tendon.  To  prevent  this  tendon  from  remaining 
volar  to  the  transverse  axis  of  the  rotation  of 
the  head  of  the  proximal  phalanx,  the  lateral 
band  which  was  severed  on  the  radial  side  is 
separated  for  a few  millimeters  proximally,  and 
then  looped  around  the  lumbrical  tendon  before 
the  lateral  band  is  brought  over  the  top  of  the 
joint  and  sutured  at  the  midline.  This  acts  as 
a sling  to  keep  the  lumbrical  tendon  from 
dropping  back  down  and  becoming  a flexor. 
Also,  it  is  necessary  to  sever  the  oblique  retinac- 
ular  ligament  on  both  sides,  since  it  also  acts 
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Fig  4.  Arthroplasty  of  MP  joints.  When  early 
synovectomy  has  not  been  done  and  fixed  hand 
deformities  have  developed,  recon.striictive  measures  may 
produce  a more  functional  hand.  a.  Preoperative 
appearance  of  right  hand  showing  typical  deformities, 
b.  Destruction  of  the  articular  cartilage  is  seen  in 
the  metacarpal  heads,  c.  Postoperative  extension, 
d.  Postoperative  flexion. 


as  a flexor  deforming  force  of  the  PIP  joint.  It 
is  necessary  to  drill  two  small  Kirschner  wire 
holes  in  the  dorsal  base  of  the  midphalanx  and 
resuture  the  lateral  bands  to  the  bone  in  order 
to  create  a new  attachment  for  the  central  slip. 
A synovectomy  of  the  joint  should  be  done  in 
conjunction  with  this  procedure.  If  the  deformity 
recurs,  or  if  the  joint  has  been  virtually  de- 
stroyed, fusion  in  40°  of  flexion  is  the  preferred 
operation.  This  is  done  using  the  chevron  cut 
technique. 

Repairs  of  ruptured  flexor  and  extensor  ten- 
dons are  most  often  done  in  conjunction  with 
a synovectomy.  When  the  flexor  tendons  have 
ruptured  in  the  volar  wrist^“,  the  distal  ends 
may  be  sutured  into  an  adjacent  functioning 
tendon.  Occasionally,  this  can  also  be  done  in 
the  palm  if  the  rupture  has  been  in  the  mid- 
portion of  the  palm.  Unfortunately,  however, 
this  is  not  the  usual  case,  and  the  rupture  of 
the  flexor  tendon  at  the  flexor  retinaculum  of 
the  MP  joints  or  at  any  point  in  the  finger  must 
be  replaced  by  a free  tendon  graft.  The  pal- 
maris  longus  tendon  usually  is  adequate  for 
this  graft. 

Thumb:  Fixed  deformities  of  the  thumb  most 
often  occur  with  the  MP  joint  in  flexion  and  the 
IP  joint  in  hyperextension. Most  of  the  time, 
the  IP  joint  cannot  be  passively  or  actively 
flexed.  This  deformity  is  caused  by  tight  in- 
trinsic muscles.  If  the  joints  are  correctable 
passively,  a Fowler-type  incision  of  the  extensor 
tendon  near  the  IP  joint  of  the  thumb  can  be 
done  to  release  the  hyperextension  of  the  IP 
joint  and  allow  the  extensor  mechanism  to  slip 
proximally  and  relieve  some  of  the  tightness  of 
the  intrinsic  muscle.  This  would  allow  the  MP 
joint  to  come  up  into  more  extension.  If  this  pro- 
cedure is  not  enough,  then  a Littler  release  pro- 
cedure is  necessary  on  both  sides  of  the  hood 
of  the  extensor  tendon  at  the  level  of  the  base 
of  the  proximal  phalanx.  After  this  procedure, 
the  MP  joint  is  immobilized,  in  only  slight  flex- 
ion, with  a Kirschner  wire.  Occasionally,  the  IP 
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joint  will  have  relaxation  of  the  ulnar  collateral 
ligament,  and  the  distal  phalanx  of  the  thumb 
will  deviate  to  the  radial  side.  If  the  joint  carti- 
lage is  still  in  fair  shape,  it  is  worthwhile  to  try 
to  repair  the  collateral  ligament  rather  than  to 
do  an  arthrodesis,  but  the  latter  is  necessary  if 
the  joint  cartilage  is  of  poor  quality.  Usually, 
an  attempt  is  made  to  preserve  the  joint  in  the 
thumb  which  has  the  best  cartilage,  whether  it 
is  the  IP  or  the  MP  joint.  Fusing  the  worst  joint 
in  the  functional  position  will  shorten  the  entire 
thumb  and  lengthen  the  intrinsic  muscles,  and 
this  will  materially  improve  the  function  of  the 
remaining  joint.  The  chevron  cut  technique  is 
used  for  arthrodesis  in  either  joint.  Destruction 
of  the  carpo-metacarpal  joint  of  the  thumb  is 
less  common  in  rheumatoid  than  in  hypertrophic 
arthritis.  However,  when  this  joint  is  involved, 
the  metacarpal  of  the  thumb  is  commonly  ad- 
ducted by  the  spasm  of  the  adductor  and  the 
first  dorsal  interosseous  muscle.  This  usually 
causes  a hyperextension  deformity  of  the  MP 
joint  and  a flexion  deformity  of  the  IP  joint. 
Releasing  the  tight  muscles  on  the  metacarpal 
and  shortening  the  thumb  by  removing  the 
trapezium^^  js  quite  helpful.  Recently,  replace- 
ment of  the  trapezium  with  an  interposed  sili- 
cone rubber  prosthesis®  has  been  suggested. 
It  may  be  necessary  to  do  a Z-plasty  on  the  skin 
in  the  web  space  between  the  thumb  and  index 
finger  for  long-term  adduction  contractures. 

Wrist:  Reconstructive  procedures  on  the  wrist 
are  not  as  common  as  synovectomies.  Severe 
extrinsic  spasm  from  the  wrist  flexors  dislocates 
the  carpus  to  the  volar  aspect  of  the  radius.  To 
reestablish  the  more  functional  position,  it  is 
necessary  to  resect  at  least  the  proximal  row  of 
carpal  bones  and  to  reattach  the  insertion  of 
the  radial  wrist  extensors,  which  usually  have 
been  eroded  in  the  case  of  the  dislocated  wrist. 
Thorough  synovectomy  and  resection  of  the 
proximal  row  of  carpal  bones  arrests  the  dis- 
ease in  the  wrist  enough  to  provide  substantial 
relief  of  pain.  There  is  enough  stability  for 
moderate  function.  Motion  of  the  wrist  is  ma- 
terially reduced,  but  this  is  thought  to  be  a 
satisfactory  price  for  stability  and  relief  of  pain. 
In  rheumatoid  disease,  it  is  seldom  necessary 
to  fuse  the  wrist.  It  is  much  better  to  try  to  cor- 
rect the  deformity  and  maintain  a few  degrees 
of  motion  than  to  accept  a completely  stiff  wrist. 
On  the  other  hand,  if  the  wrist  has  spontan- 
eously fused  in  a poor  position  of  extreme  flex- 
ion, function  can  be  improved  by  fusing  it  in 
a more  acceptable  position  of  mild  flexion. 
Usually  it  is  necessary  to  resect  the  proximal 


row  of  carpal  bones  and  sever  the  wrist  flexor 
tendons  in  order  to  accomplish  this. 

Summary:  The  primary  lesion  in  rheumatoid  dis- 
ease is  the  destructive  rheumatoid  synovia.  In 
order  to  preserve  the  maximum  function,  the 
hand  surgeon  should  see  the  patient  early  and 
make  a baseline  evaluation.  Medical  manage- 
ment should  continue  throughout  the  course  of 
the  disease,  regardless  of  whether  or  not  sur- 
gery is  done  on  any  part  of  the  body.  Resting 
splints  and  functional  splints  should  be  started 
early  to  help  prevent  deformities.  Do  not  wait 
until  the  deformities  have  occurred  to  start 
splinting.  Early  synovectomy  is  necessary  to 
prevent  irreparable  damage  should  medical 
management  not  be  sufficient  to  suppress  the 
aggressive,  destructive  rheumatoid  synovia.  The 
patient  should  be  seen  periodically  by  the  sur- 
geon, and  if  fixed  deformities  occur,  reconstruc- 
tive measures  should  be  done  in  order  to  help 
keep  the  deformities  from  becoming  worse  and 
in  order  to  improve  the  existing  function.  Al- 
though reconstructive  procedures  are  not  de- 
signed to  make  normal  hands,  even  a small 
increase  in  function  is  quite  worthwhile  to  the 
severely  incapacitated  patient. 

Finally,  the  treatment  of  rheumatoid  disease 
is  a team  problem  and  requires  the  close  co- 
operation of  the  internist  and  rheumatologist, 
the  physical  medicine  department,  the  ortho- 
pedist, and  the  hand  surgeon. 
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Fig  5.  “Swan  neck"  and  boutonniere  deformities 
are  caused  by  imbalance  of  extensor  pull  on 
the  IP  joints,  and  may  be  helped  by  correcting 
the  imbalance,  a.  Preoperative  appearance 
of  “swan  neck”  deformity,  b.  Postoperative 
appearance  after  arthroplasty  and  intrinsic 
release  on  the  ulnar  side.  c.  Preoperative 
appearance  of  boutonniere  deformity,  showing 
flexion  of  the  MP  joint  and  hyperextension  of 
the  DIP  joint,  d.  Operative  appearance  of  the 
deformity  after  the  lateral  bands  have  been 
.separated  from  the  transverse  retinacular 
ligament,  folded  back  on  themselves  over  the 
dorsum  of  the  joint,  and  sutured  together. 
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BOUTONNIERE 
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The  boutonniere  deformity  may  result 
from  various  etiological  factors  and  is 
caused  by  interruption  of  the  central 
part  of  the  central  mechanism  over  the 
proximal  interphalangeal  joint,  with  sub- 
sequent volar  displacement  of  the  lateral 
bands.  We  have  treated  several  cases 
satisfactorily  by  diligent  efforts  to  obtain 
proximal  interphalangeal  joint  passive 
extension  and  distal  interphalangeal 
joint  active  flexion  preoperatively,  fol- 
lowed by  the  use  of  a free  tendon  graft 
to  bridge  the  central  slip  defect  and  to 
support  the  lateral  bands. 

DISRUPTION  OF  THE  EXTENSOR  mechanism 
over  the  proximal  interphalangeal  joint  (PIPJ) 
can  result  in  hyperextension  of  the  metacarpal 
phalangeal  joint  (MPJ),  flexion  of  the  PIPJ, 
and  hyperextension  of  the  distal  interphalangeal 
joint  (DIPJ),  or  v\/hat  we  colloquially  know  as 
the  “boutonniere”  or  “buttonhole”  deformity 
(Fig  1). 

The  interruption  of  the  extensor  hood  over 
the  PIPJ  removes  the  antagonist  to  the  flexor 
sublimus  tendon  and  causes  this  joint  to  flex. 
The  lateral  bands  lose  their  support  above  the 
flexion  axis  of  this  joint  and  slip  below  it,  con- 
tributing to  the  flexion  deformity.  The  lateral 
bands  and  the  oblique  retinacular  ligaments 
become  shortened  and  tightened,  resulting  in 
hyperextension  of  the  DIPJi-^  (Fig  2). 

There  are  various  etiological  factors  for  this 
deformity.  Lacerations  may  sever  the  extensor 
tendon  mechanism  dorsally  without  injuring 
the  lateral  bands.  Blunt  trauma  involving  a sub- 
luxation of  the  joint  may  cause  a tear  of  the 


central  portion  of  the  hood  overlying  the  joint. 
Rheumatoid  arthritis  can  disrupt  this  portion  of 
the  tendon  by  the  eroding  activity  of  the  syno- 
vial pannus.  Also,  prolonged  flexion  of  the  PIPJ 
by  Dupuytren’s  contracture  or  other  contraction 
forces  can  cause  boutonniere  deformity  by 
stretching  and  thinning  of  the  central  slip  and 
the  hood  fibers.  There  are  congenital  bouton- 
niere deformities  which  usually  are  bilateral 
and  involve  the  little  finger.  The  mechanism  for 
this  is  not  associated  with  a defect  in  the  ex- 
tensor mechanism  and  these  therefore  may  be 
misnamed. 

In  most  instances  the  early  laceration  injury 
can  be  repaired  primarily  with  the  anticipation 
of  good  results. s The  other  factors  mentioned 
cause  sufficient  tissue  disruption  to  prevent 
simple  approximation,  although  occasionally  the 
early  case  associated  with  blunt  trauma  can  be 
corrected  by  adequate  and  prolonged  splinting 
of  the  finger  in  extension.®' 

In  our  experience,  some  boutonniere  deformi- 
ties associated  with  blunt  trauma  have  relative- 
ly large  areas  of  extensor  mechanism  injury 
over  the  PIPJ,  and  therefore  require  greater  re- 
constructive effort  than  approximating  divided 
tendon  ends  or  prolonged  splinting. 

Several  ways  of  repairing  this  deformity  have 
been  described,  and  none  have  been  completely 
satisfactory.  Kaplan  depicted  suturing  the  sep- 
arated central  slip  to  the  base  of  the  mid- 
phalanx and  tacking  the  lateral  bands  to  the 
slip.  Verdan  described  a reefing  technique  to 
make  use  of  the  scar  formation.  Littler  sug- 
gested using  a lateral  band  to  reconstruct  con- 
tinuity of  the  central  slip  and  recently  elaborated 
on  a tendon  release  operation  which  redistrib- 
utes the  forces  acting  on  the  involved  joints. 
Flatt  mentions  the  various  methods  of  sewing 
the  lateral  bands  over  the  PIPJ,  but  goes  on  to 
describe  his  free  tendon  graft  techniques. 2- 
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When  possible,  surgical  repairs  adhering 
closely  to  the  original  architectural  pattern  have 
the  best  chance  of  success.  With  this  precept  in 
mind,  we  approached  the  problem  with  the  de- 
sire to  re-establish  satisfactory  PIPJ  function  by 
bridging  the  defect  in  the  central  slip  and  by 
supporting  the  lateral  bands  above  the  flexion 
axis  of  the  joint.  To  accomplish  this,  we  be- 
lieved that  a free  tendon  graft  would  be  neces- 
sary. 

There  have  been  several  techniques  de- 
scribed for  the  use  of  a free  tendon  graft  in  the 
reconstruction  of  this  deformity.  Probably  the 
most  well  known  is  that  described  by  Fowler;  a 
free  graft  is  passed  either  through  an  osseous 
tunnel  at  the  base  of  the  mid-phalanx  or  be- 
neath the  extensor  mechanism  over  the  mid- 
phalanx and  sutured  to  the  lateral  bands. 

Flatt  described  the  use  of  a segment  of  pal- 
maris  longus  tendon  with  attached  flanges  of 
surrounding  fascia.  The  palmaris  longus  bridges 
the  defect  of  the  central  portion,  and  the  at- 
tached flanges  support  the  lateral  bands. The 
technique  we  describe  borrows  from  both  of 
these  as  well  as  from  Nichols',  which  involves 
bridging  the  central  slip  defect  with  a free  ten- 
don graft. 

Before  surgical  reconstruction,  several  cri- 
teria need  be  satisfied.  The  usual  ones  of  satis- 
factory skin  through  which  to  work  and  good 
sensibility  in  the  fingers  are  mentioned  for 
completeness.  The  ones  that  are  peculiar  to 
this  problem  relate  to  joint  mobility  and  con- 
traction of  the  lateral  bands.  The  PIPJ  should 
be  passively  extensible  and  the  DIPJ,  simul- 
taneously, actively  and/or  passively  flexible  be- 
fore repair  is  done.  If  these  motions  cannot  be 
accomplished  it  is  useless  to  insert  a graft,  as 
this  will  not  activate  motion  which  is  otherwise 
prohibited  because  of  tightened  tendons  and 
adherent  joint  capsule  structures.  Joint  surface 
abnormalities  in  some  rheumatoid  or  trauma- 
tized hands,  and  tightened  scarred  collateral 


Fig  1.  Typical  boutonniere  deformity. 

Fig  2.  Interruption  of  the  e.xtensor  hood  over  the  PIPJ 
removes  the  antagonist  to  the  flexor  sublimus  tendon 
and  the  support  of  the  lateral  bands  above  the 
flexion  axis,  both  of  which  cause  a flexion  deformity. 
Progressive  tightening  of  the  lateral  hands  and 
oblique  retinacular  ligaments  results  in 
hyperextension  of  the  DIPJ . 

Fig  3.  Through  a lazy-S  incision  over  the  PIPJ,  a 
segment  of  tendon  graft  is  passed  beneath  the 
extensor  mechanism  distal  to  the  central  slip  insertion, 
and  then  above  each  lateral  band  through  two  small 
incisions,  crisscrossing  the  PIPJ,  and  woven  into  the 
extensor  digitorum  communis  with  fine-wire 
fixation  at  this  point. 
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ligaments  or  joint  capsules  as  in  old  flexion  de- 
formities, may  preclude  passive  motion;  these 
situations  may  be  correctable  only  by  arthro- 
plasties or  by  attempting  to  convert  these  into 
mallet  fingers  by  transsection  of  the  insertion 
of  the  extensor  mechanism  over  the  distal 
phalanx. 

Patients  Nwith  boutonniere  deformities  caused 
by  blunt  trauma  usually  are  seen  some  time 
following  the  injury,  perhaps  because  it  takes  a 
while  for  the  deformity  to  become  completely 
manifest.  If  seen  early,  the  fingers  often  are  so 
swollen  that  operative  treatment  has  to  be  post- 
poned and  as  a result  early  surgery  is  seldom 
accomplished.  In  either  instance  a situation  pre- 
sents where  passive  joint  motion  must  be  either 
maintained  or  regained.  To  do  this  the  patient 
needs  to  use  a rubber-band  dynamic  extensor 
splint  or  a static  tension  extensor  splint,  each 
of  which  can  extend  the  PIPJ.  Also,  he  must 
passively  and  actively  flex  the  DIPJ  while  the 
PIPJ  is  extended.  This  is  done  to  stretch  the 
lateral  bands  and  oblique  retinacular  ligaments 
which  usually  are  contracted.  Patience  is  of 
great  importance,  as  sometimes  several  weeks 
of  this  treatment  are  needed  before  the  finger  is 
ready  for  surgery. 

Technique:  Surgical  repair  is  carried  out  through 
a double  flap  S-shaped  incision  overlying  the 
PIPJ.  The  fine  attachments  between  the  lateral 
bands  and  the  flexor  tendon  sheath  are  often 
contracted  because  of  the  prolonged  volar  posi- 
tion of  the  bands,  and  these  have  to  be  freed 
to  allow  the  bands  to  come  dorsal  to  the  flexion 
axis  of  the  joint.  There  is  frequently  a thick 
sheet  of  fibrous  tissue  or  remnant  of  the  cen- 
tral slip  overlying  the  PIPJ.  This  usually  is  not 
disturbed  so  as  to  avoid  injury  to  the  joint  cap- 
sule which  may  be  adherent  to  it.  Lacerations 
or  blunt  injury  often  disrupt  the  capsule  which 
then  becomes  part  of  this  sheet  by  scar  forma- 
tion. In  rheumatoid  arthritis,  however,  this  must 
be  entered  to  allow  for  the  performance  of  a 


synovectomy.  A segment  of  palmaris  longus 
tendon  about  10  cm  long  is  removed  from  the 
forearm  through  two  small  transverse  incisions. 
The  tendon  is  too  broad  to  use  in  toto,  so  a 
strip  about  2 to  3 mm  wide  is  cut.  In  the  first 
case  of  this  series,  a tunnel  was  made  trans- 
versely in  the  mid-line  through  the  proximal 
portion  of  the  mid-phalanx.  A tendon  graft  was 
passed  through  this  and  then  fixed  proximally. 
Since  then,  we  have  been  passing  the  graft  be- 
neath the  extensor  mechanism  distal  to  the  site 
of  the  central  slip  insertion  of  the  mid-phalanx, 
whether  it  be  intact  or  not.  This  gives  better  ex- 
tensor leverage  on  the  PIPJ.  Each  graft  end  is 
then  passed  above  its  respective  lateral  band 
through  two  small  incisions  in  the  hood,  just 
dorsal  to  the  band,  so  as  to  pull  them  above  the 
flexion  axis  and  also  to  secure  the  graft  to  the 
extensor  mechanism  if  the  central  slip  insertion 
is  torn.  The  ends  are  crisscrossed  over  the 
PIPJ  and  then  woven  into  the  extensor  digitor- 
um  communis  under  proper  tension,  and  fixed 
with  mattress  sutures  of  fine  braided  merseline 
(Fig  3).  When  this  is  completed,  the  defect  be- 
tween the  extensor  central  slip  and  the  con- 
joined part  of  the  extensor  mechanism  is 
bridged  and  the  lateral  bands  are  back  in  their 
normal  position. 

These  fingers  are  splinted  in  extension  for 
four  weeks  and  then  are  released  from  all  ex- 
ternal support.  Active  exercise  of  the  finger  is 
started  at  that  time,  and  passive  exercise  is 
begun  a week  later.  Usually  within  two  weeks  a 
satisfactory  range  of  flexion  and  extension  re- 
turns. 

Each  case  in  which  this  technique  was  used 
presented  its  own  associated  problems: 

Case  Reports:  Case  1:  The  patient  sustained  a 
buzz-saw  injury  to  the  dorsum  of  his  right  ring 
finger  in  October  of  1964.  He  was  treated  by  a 
primary  tendon  repair  over  the  PIPJ,  and  the 
finger  was  splinted  for  only  three  weeks.  Within 
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a short  time  a boutonniere  deformity  developed 
because  of  stretching  of  the  scar  tissue.  When 
we  first  examined  him  there  was  a 60°  flexion 
deformity  at  the  PIPJ  and  hyperextension  at  the 
DIPJ.  Through  the  use  of  exercise  and  an  ex- 
tensor dynamic  splint  for  eight  weeks,  the  PIPJ 
became  passively  extendable  to  180°,  and  the 
DIPJ  actively  flexible  to  60°.  At  surgery  the 
graft  was  passed  through  an  osseous  tunnel  at 
the  base  of  the  mid-phalanx  and  woven  into 
position  as  previously  described.  At  the  end  of 
four  weeks  his  splint  was  removed  and  exercise 
started.  A normal  range  of  motion  returned 
within  four  weeks,  although  it  was  noted  that 
after  several  more  weeks  a 30  to  40°  flexion 
deformity  began  to  recur  at  the  PIPJ.  The  finger 
was  re-splinted  for  two  weeks  and  a similar 
course  of  events  occurred.  It  was  thought  that 
the  sublimus  tendon,  which  had  been  unop- 
posed for  more  than  a year,  was  overpowering 
the  graft.  The  sublimus  was  then  resected,  and 
the  patient  immediately  developed  the  ability  to 
extend  to  170°  and  to  flex  to  95°  at  the  PIPJ. 
Extension  at  the  DIPJ  was  normal  and  flexion 
was  to  45°.  It  was  also  our  opinion  that  the  ten- 
don graft  passing  through  the  osseous  tunnel 
did  not  afford  satisfactory  leverage  for  exten- 
sion, but  acted  more  in  the  line  of  opposing  the 
base  of  the  mid-phalanx  against  the  head  of  the 
proximal  phalanx.  As  a result,  in  our  subsequent 
cases  we  did  not  pass  the  graft  through  an  os- 
seous tunnel,  but  merely  slipped  it  beneath  the 
extensor  mechanism  as  has  already  been  de- 
scribed. 

Case  2:  An  iron  gate  fell  on  the  patient’s  left 
ring  finger.  The  finger  was  splinted  for  three 
weeks.  Shortly  after  he  started  using  it,  he  be- 
gan to  get  pain  in  the  DIPJ  and  noted  an  inabil- 
ity to  flex  it.  Also,  he  could  not  completely  ex- 
tend the  PIPJ.  On  examination  he  was  found  to 
have  a boutonniere  deformity  and  could  not  ex- 
tend the  PIPJ  more  than  140°.  Exercise  and  dy- 
namic splinting  were  required  for  five  weeks 
before  surgery  could  be  performed.  He  was 


Fig  4.  Boutonniere  deformity  caused  by  blunt  trauma, 
with  a normal  range  of  motion  resulting  from  free  tendon 
graft  reconstruction. 
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back  at  work  five  weeks  after  surgery,  and 
within  four  more  weeks  a completely  normal 
range  of  extension  and  flexion  was  present  in 
both  interphalangeal  joints. 

Case  3:  The  patient  dislocated  the  PIPJ  of  his 
left  ring  finger,  tearing  the  extensor  hood,  when 
he  fell  from  a ladder.  When  seen  four  months 
later,  he  could  extend  the  PIPJ  to  135°  and 
could  not  flex  the  DIPJ.  After  four  weeks  of 
splinting  and  exercise,  he  was  operated  on.  At 
the  end  of  four  months  he  could  extend  the 
PIPJ  to  160°  and  could  flex  the  DIPJ  to  15°. 
Seven  months  after  his  surgery  he  was  able  to 
extend  the  PIPJ  to  180°  and  flex  the  DIPJ  to 
60°. 

Case  4:  When  he  slipped  off  the  tail  gate  of  a 
truck,  the  patient  subluxed  his  PIPJ  tearing  the 
extensor  hood  over  the  joint.  His  finger  was 
originally  splinted  on  a tongue  blade  for  six 
days,  and  then  he  was  allowed  to  use  it.  He 
immediately  noticed  an  inability  to  extend  the 
PIPJ.  Because  of  the  short  interval  between  his 
injury  and  the  time  we  first  saw  him,  we  re- 
splinted his  finger  with  the  hope  that  motion 
would  return  if  satisfactory  healing  would  occur. 
At  the  end  of  five  weeks  he  could  flex  and  ex- 
tend the  PIPJ  with  only  a slight  lag  of  complete 
extension.  Four  days  later  he  jammed  his  finger 
and  again  lost  the  ability  to  extend  the  PIPJ. 
Subsequently,  he  was  operated  on  with  a free 
tendon  graft  inserted  as  described.  Six  months 
after  his  surgery  he  had  complete  flexion  and 
extension  of  the  PIPJ,  but  did  have  a 15°  flex- 
ion drop  at  the  DIPJ  which  we  believe  was  a 
result  of  excessive  tension  on  the  graft. 

Discussion:  Fresh  boutonniere  injuries  associ- 
ated with  lacerations  are  readily  repaired  by 
primary  suturing.  Postoperative  immobilization 
must  relieve  tension  on  the  suture  line  by  ex- 
tending the  finger  at  all  joints,  and  this  should 
be  maintained  for  at  least  four  weeks  to  allow 
enough  maturing  of  the  scar  to  prevent  its 


stretching  and  recurrent  deformity.  Providing 
that  proper  immobilization  is  maintained,  the 
return  of  function  in  these  cases  is  good. 

Acute  injuries  involving  blunt  trauma  should 
be  similarly  immobilized.  This  will  keep  the  torn 
fibers  in  close  approximation  and  will  also  pre- 
vent the  volar  displacement  of  the  lateral  bands 
which  comes  with  prolonged  PIPJ  flexion. 

The  old  deformities  which  may  be  secondary 
to  trauma,  rheumatoid  arthritis,  or  any  type  of 
prolonged  PIPJ  flexion  contracture,  are  per- 
plexing. Some  of  these  are  correctable  only  by 
conversion  of  the  boutonniere  into  a mallet  fin- 
ger, or  by  arthroplasty  or  by  fusion  of  the  in- 
volved joint. 

In  those  that  are  amenable  to  reconstruction, 
the  tissues  involved  present  their  own  problems. 
The  skin  overlying  this  area  is  comparatively 
thin  and  will  not  tolerate  undue  dissection,  par- 
ticularly if  it  has  been  involved  with  scar  for- 
mation, or  stretched  by  an  underlying  prolifera- 
tive inflammatory  process  or  by  prolonged  flex- 
ion deformities.  The  tendon  is  difficult  to  suture 
because  of  its  longitudinal  fibers  and  flat,  band- 
like formation.  In  cases  associated  with  blunt 
trauma,  the  tendon  is  usually  stretched  to  a 
thin,  fibrous  sheet  which  further  accentuates 
the  difficulty  of  its  surgical  manipulation. 

The  extensor  mechanism’s  action  in  the  re- 
gion of  the  PIPJ  is  complicated,  and  slight 
changes  in  its  position  or  tension  can  cause 
changes  functionally.^^  As  flexion  deformity  oc- 
curs at  the  PIPJ,  the  lateral  bands  accentuate  it 
by  slipping  below  the  joint’s  flexion  axis.  Their 
pull  is  then  directed  to  the  DIPJ  and  as  they  con- 
tract the  profundus  is  pulled  distally,  breaking 
the  balance  between  the  profundus  and  the  dor- 
sal apparatus  and  causing  hyperextension  of  the 
DIPJ.  The  impairment  associated  with  this  de- 
formity is  variable.  There  is  occasionally  dis- 
comfort in  the  joints  due  to  their  malposition. 
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especially  at  the  DIPJ.  The  flexion  of  the  PIPJ 
may  not  be  unduly  troublesome  unless  the  pa- 
tient's activity  requires  complete  extension  of 
the  finger.  The  hyperextended  distal  phalanx 
usually  is  a nuisance  to  the  manual  worker  as  it 
continually  gets  in  his  way.  To  correct  this  de- 
formity, we  have  found  the  use  of  a free  tendon 
graft  to  be  quite  satisfactory  in  reconstructing 
the  injured  tissues,  providing  that  proper  pre- 
operative care  and  postoperative  management 
are  given. 
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LOUIS  J.  LEVY,  MD 


DROP  FOOT 


TREATED  BY 
POSTERIOR 
TIBIAE  TENDON 
TRANSPLANT 
ALONE 


TRIPLE  ARTHRODESIS  AND  TENDON  transfer 
to  the  dorsum  of  the  foot  are  standard  proce- 
dures for  correction  of  drop  foot.  Triple  arthro- 
desis is  a painful  procedure,  especially  in  the 
adult,  and  the  convalescence  time  is  consider- 
ably longer  than  that  required  for  tendon  trans- 
plant alone.  Although  drop  foot  is  fairly  com- 
mon, there  have  been  relatively  few  reports  on 
the  effectiveness  of  posterior  tibial  tendon 
transplant  alone,  without  foot  stabilization,  in 
the  treatment  of  this  condition.  In  1954  Wat- 
kins and  associates  reported  on  26  patients  in 
whom  the  posterior  tibial  tendon  had  been 
transplanted  to  the  dorsum  of  the  foot.^  Four- 
teen of  these  patients,  primarily  children,  did 
not  have  foot  stabilization.  These  children  were 
considered  too  young  for  triple  arthrodesis,  and 
it  was  thought  that  foot  stabilization  could  be 
done  later  if  necessary.  In  1955  Stubbins  and 
associates  reported  on  26  cases  of  damage  to 
the  peroneal  nerve  treated  with  transfer  of  the 
posterior  tibial  tendon  through  the  interosseous 
membrane  to  the  dorsum  of  the  foot  without 
triple  arthrodesis.-  These  patients  apparently 
regained  satisfactory  function.  In  1957  Gunn 
and  Molesworth  reported  on  a similar  procedure 
in  54  lepers,  ages  10  to  64,  in  which  posterior 
tibial  tendon  transfer  to  the  dorsum  of  the  foot 
was  done  without  mention  of  triple  arthrodesis.^ 
In  1961  Lipscomb  and  Sanchez  reported  on  10 
cases  in  adults  in  which  the  posterior  tibial  ten- 
don was  transferred  around  the  medial  side  of 
the  tibia  to  the  dorsum  of  the  foot,  but  in  these 
cases  foot  stabilization  was  also  used.^ 

It  was  our  impression  that  in  cases  of  para- 
lytic or  spastic  drop  foot,  transfer  of  the  pos- 
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Thirteen  patients  with  drop  foot  were 
treated  by  transplanting  the  posterior 
tibial  tendon  to  the  dorsum  of  the  foot. 
No  foot  stabilization  procedures  were 
done.  The  technique,  and  results  seen 
after  follow-up  for  an  average  of  four 
years,  are  described. 


terior  tibial  tendon  through  the  interosseous 
membrane  to  the  dorsum  of  the  foot,  after  the 
manner  of  Watkins  and  associates,  would  im- 
part sufficient  stability  to  obviate  the  additional 
pain  and  prolonged  convalescence  incurred  with 
triple  arthrodesis.  There  were  three  questions: 
Would  the  transplant  function  properly  and  cor- 
rect the  disability?  Would  the  foot  have  suffi- 
cient stability?  Would  there  be  an  increasing 
talipes  valgus  deformity  after  several  years  of 
function? 

Originally,  we  thought  that  posterior  tibial 
tendon  transplant  without  foot  stabilization 
should  be  reserved  primarily  for  children  too 
young  to  have  an  arthrodesis  at  the  same  time; 
if  instability  developed  later,  a foot  stabilization 
could  be  done  when  the  child  was  older.  After 
the  age  of  11  or  12  years,  the  bone  structure 
of  the  foot  is  well  formed  and  there  is  consider- 
able inherent  stability.  In  these  patients,  if  the 
transplant  of  the  posterior  tibial  tendon  to  the 
dorsum  can  yield  dorsiflexion  power  and  keep 
the  foot  plantigrade  or  in  slight  valgus,  ar- 
throdesis should  not  be  necessary.  For  this 
reason,  we  thought  that  the  posterior  tibial  ten- 
don transplant  to  the  dorsum  without  foot  sta- 
bilization in  the  adult  would  be  even  more  apt 
to  give  continued  satisfactory  function  than  in 
the  child. 

From  1957  to  1966,  tibialis  posterior  trans- 
plant to  the  dorsum  without  foot  stabilization 
was  done  in  13  patients  (14  feet).  Table  1 
shows  the  conditions  for  which  the  procedure 
was  done.  Ages  of  these  patients  varied  from 
11  to  54  years,  with  the  majority  in  the  sec- 


ond and  third  decades.  The  average  age  was 
24.8  years. 

Technique:  Any  fixed  deformity  must,  of  course, 
be  corrected  before  the  posterior  tibial  tendon 
transplant  is  performed.  The  procedure  de- 
scribed by  Watkins  and  associates  was  utilized 
in  all  of  these  cases.  A small  incision  was  made 
over  the  posterior  tibial  tendon  insertion  on  the 
medial  side  of  the  foot;  the  tendon  was  severed 
at  the  navicular,  and  dissected  proximally  for 
a short  distance.  A four-inch  longitudinal  mid- 
line incision  was  made  at  the  junction  of  the 
middle  and  lower  thirds  of  the  anterior  aspect 
of  the  leg.  Dissection  was  deepened  just  lateral 
to  the  tibia,  retracting  the  muscles  of  the  an- 
terior compartment  laterally.  A longitudinal  in- 
cision of  the  interosseous  membrane  was  made 
adjacent  to  the  posterolateral  border  of  the 
tibia;  at  the  edges  of  this  incision,  small  right- 
angle  cuts  were  made  to  prevent  binding  of  the 
tendon  as  it  passes  through  the  opening.  The 
posterior  tibial  tendon  was  identified  and  drawn 
into  the  anterior  wound.  A small  incisiori  was 
then  made  on  the  dorsum  of  the  foot  and  a 
drill  hole  was  made  just  lateral  to  the  mid- 
dorsum (usually  in  the  middle  or  lateral  cunei- 
form bone).  The  posterior  tibial  tendon  was 
then  passed  subcutaneously  to  the  wound  on 
the  dorsum  of  the  foot,  and  a #1  chromic  cat- 
gut suture  was  laced  through  the  end  of  the 
tendon.  This  suture  was  then  passed  through 
the  drill  hole  in  the  cuneiform  bone  and  brought 
out  through  a non-weight-bearing  portion  of  the 
sole.  By  dorsiflexing  the  foot  and  making  trac- 
tion on  this  suture,  the  posterior  tibial  tendon 
was  drawn  into  the  hole  in  the  cuneiform,  and 
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the  suture  was  then  tied  over  a button.  After 
closure,  a short  leg  cast  was  applied  and  main- 
tained for  six  weeks.  Partial  weight  bearing  on 
a walking  heel  was  allowed  during  the  last  three 
weeks  of  immobilization. 

In  most  cases  a protective  ankle  brace  was 
used  postoperatively  for  six  weeks  to  three  or 
four  months.  Five  patients  had  sufficient  sta- 
bility and  dorsiflexion  strength  so  that  no  brace 
was  deemed  necessary. 

Discussion:  These  patients  were  followed  for 
seven  months  to  ten  years,  with  an  average 
follow-up  of  approximately  four  years.  All  cases 
were  reviewed  by  personal  follow-up  examina- 
tion except  three;  two  of  the  three  patients  re- 
sponded to  questionnaires,  and  information 
about  one  was  obtained  by  personal  report.  The 
results  in  these  cases  had  to  be  evaluated  as 
follows: 

Improvement  in  gait  and  function.  This  is 
based  on  elimination  of  drop  foot  (or  spastic 
equinus),  restoring  dorsiflexor  power  to  the 
foot,  and  developing  a more  normal  gait  to  re- 
place the  steppage  gait  seen  preoperatively. 

Stability.  In  most  of  these  cases,  the  foot  was 
in  a varus  as  well  as  equinus  position.  After 
eliminating  the  inversion  action  of  the  posterior 
tibial  tendon,  it  was  important  to  note  the  res- 
idual inversion-eversion  stability  of  the  foot  as 
it  functioned.  Also  important  was  whether  or 
not  the  foot  had  sufficient  lateral  stability  to 
allow  adequate  function  without  causing  ad- 
verse symptoms  or  limp. 


Occurrence  of  subsequent  deformity.  In  re- 
moving the  adduction-inversion  power  of  the 
posterior  tibial  tendon,  there  was  concern  that 
weight  bearing  and  unopposed  eversion  power 
of  other  muscle  groups  might  ultimately  cause 
a progressive  talipes  valgus  deformity. 

Follow-up  examination  showed  that  the  drop 
foot  was  corrected  in  every  case.  In  all  of  the 
cases  of  paralytic  drop  foot,  the  transplanted 
posterior  tibial  tendon  definitely  functioned 
during  the  swing  phase  and  could  function  in- 
dependently and  voluntarily  as  a dorsiflexor. 
In  all  of  the  patients,  sufficient  stability  was  ob- 
tained to  allow  them  to  carry  out  activities  of 
daily  living  satisfactorily.  In  addition,  most  of 
the  patients  were  able  to  return  to  such  sports 
as  golf,  tennis,  and  baseball,  but  they  were  not 
sufficiently  agile  to  compete  on  a college  varsity 
level.  Two  of  the  patients  wished  to  play  foot- 
ball again,  but  were  advised  against  trying  to 
compete  in  body  contact  sports  that  required 
sudden  turns.  All  of  the  paralytic  drop  feet  with 
posterior  tibial  tendon  transplant  could  be  dor- 
siflexed  voluntarily  to  90°  or  more.  Range  of 
plantar  flexion  was  restricted  from  10  to  30° 
in  four  cases,  but  offered  no  functional  impair- 
ment. 

In  the  cases  with  spastic  equinus  (cerebral 
palsy,  post-traumatic  spastic  paralysis)  the 
transplant  acted  primarily  as  a dynamic  type 
of  tenodesis.  The  transplanted  posterior  tibial 
tendon  contracted  simultaneously  with  the  gas- 
trocnemius during  the  swing  phase,  helping  to 
counterbalance  the  plantar  flexion  effect  of  the 
latter  and  holding  the  foot  in  a 90°  position. 
This  allowed  the  patient  to  walk  placing  the 
heel  down  first,  or  placing  the  whole  foot  down 
at  the  same  time,  rather  than  the  usual  spastic 
equinus  gait.  None  of  these  patients  were  able 
to  exhibit  voluntary  independent  contraction  of 
the  transplanted  posterior  tibial  tendon,  or  vol- 
untary dorsiflexion  ability. 

Only  two  of  the  patients  show  any  increased 
talipes  valgus  deformity.  In  both  cases  the 
transplant  had  been  placed  farther  laterally 
than  is  thought  to  be  advisable.  One  of  these 
patients  was  treated  for  post-traumatic  spastic 
equinus,  and  although  the  resultant  talipes 
valgus  is  not  desirable,  the  foot  functions  well 
and  there  are  no  symptoms.  The  other  patient 
had  peroneal  palsy  following  dislocation  of  the 
hip.  This  foot  is  now  stable,  but  the  increased 
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talipes  valgus  causes  slight  discomfort  beneath 
the  lateral  malleolus  on  weight  bearing. 

One  patient  had  a dislocated  hip,  with  drop 
foot  resulting  from  paralysis  of  the  anterior 
tibial  tendon.  The  common  extensors’  strength 
was  fair  and  peroneal  strength  was  good.  Due 
to  the  strength  of  the  peroneals,  it  was  thought 
advisable  to  transplant  the  posterior  tibial  ten- 
don through  the  interosseous  membrane  into 
the  anterior  tibial  insertion  rather  than  into  the 
mid-dorsum  of  the  foot.  Active  dorsiflexion 
power  was  obtained  with  good  stability  and  no 
limp.  It  is  interesting,  however,  that  during  the 
swing  phase  the  contraction  of  the  transplanted 
posterior  tibial  tendon  actually  pulls  the  foot 
into  slight  varus,  but  on  resumption  of  weight 
bearing  the  foot  returns  to  a proper  plantigrade 
position  and  is  quite  stable. 

Conclusion;  This  series  is  much  too  small  to  be 
a basis  for  definite  conclusions.  However,  from 
the  follow-up  study  of  these  cases,  suggestions 
regarding  therapy  can  be  made: 

1.  One  may  expect  good  dorsiflexion  power, 
and  function  during  the  swing  phase,  in  trans- 
planting a strong  tibialis  posterior  through  the 
interosseous  membrane  to  the  dorsum  of  the 
foot. 

2.  In  spastic  equinus,  a dynamic  type  of 
tenodesis  can  be  obtained,  but  not  active  dorsi- 
flexion as  a voluntary  power. 

3.  Satisfactory  stability  results  following 
such  a transplant  of  the  posterior  tibial  ten- 
don to  the  dorsum  of  the  adult  foot,  without 
the  necessity  of  performing  a triple  arthrodesis. 

4.  If  the  tibialis  posterior  is  transplanted  to 
the  middle  or  lateral  cuneiform,  there  is  no  pro- 
gressive talipes  valgus  deformity. 
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Post-Poliomyelitis,  2 Cases 


Peripheral  Injury  to  Peroneal  Nerve,  4 Cases 

1.  Direct  blow  over  peroneal  nerve 

2.  Power  saw  injury  to  peroneal  nerve 

3.  Complete  dislocation  of  the  knee 

4.  Torn  lateral  knee  ligaments  (football  injury) 


Herniated  Intervertebral  Disc,  2 Cases 

1.  Drop  foot  for  15  years  after  onset  of  back  pain 
Herniated  disc  removed  surgically  six  weeks  before  posterior 
tibial  transplant  was  done 

2.  Herniated  disc  removed  elsewhere  17  months  previously,  fol- 
lowed by  permanent  peroneal  palsy  requiring  brace 


Fracture  Dislocation  of  the  Hip,  2 Cases 

1.  Complete  peroneal  palsy  with  no  return  of  function  16  months 
following  injury 

2.  Drop  foot  due  to  paralysis  of  the  anterior  tibial  tendon  and 
weak  common  extensors  with  no  return  of  power  after  one 
year 


Post-Traumatic  Spastic  Paraplegia  or  Hemiplegia,  2 Cases 

1.  Fracture  dislocation  C-5  vertebra  from  football  injury  result- 
ing in  partial  spastic  paraplegia 

2.  Head  injury  in  automobile  accident  five  years  previously  re- 
sulting in  spastic  hemiplegia 


Cerebral  Palsy,  1 Case  (bilateral) 


Table  1.  Conditions  treated  by  posterior  tibial  tendon 
transplant. 
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A Piaster  of  Paris  Cast  Technic 


Remolded  Cast 


DAVID  M.  CAMERON,  MD 

A modification  of  the  standard  cylinder 
plaster  of  paris  cast  is  described.  This 
is  a specialized  cast  to  be  applied  by  the 
orthopedic  surgeon,  for  it  is  a technical 
procedure  as  far  as  anatomy,  physiology, 
and  basic  orthopedic  principles  are  con- 
cerned, and  there  is  some  risk  involved. 

MODIFICATIONS  of  the  standard  plaster  of 
paris  cylinder  cast  are  used  commonly,  and  the 
remolded  cast  is  simply  another  means  of  im- 
proving the  final  fixation  of  certain  small  frac- 
tures. It  should  not  be  used  if  a dynamic  un- 
balanced muscle  force  prevents  reduction,  or 
if  there  is  much  soft  tissue  between  the  fracture 
and  the  skin.  Occasionally,  a well-reduced  frac- 
ture shows  some  displacement  radiographically 
after  the  cast  is  complete  because,  as  the  cast 
sets,  part  of  the  original  deformity  can  recur. 
In  analyzing  the  x-ray,  it  appears  that  better  re- 
duction could  be  accomplished  simply  by  a little 
extra  “push”  over  the  fractured  area.  In  this 
situation  the  surgeon  has  had  three  choices: 
accept  the  residual  deformity;  remove  the  cast, 
remanipulate  the  fracture,  apply  another  cast, 
and  hope  for  a better  fixation;  or,  operate  upon 
the  fracture. 

The  remolded  plaster  of  paris  cast  provides 
fixation  that  tends  to  reduce  this  displacement 
under  the  cast.  It  is  helpful,  for  example,  in 
holding  an  anteriorly  displacing  medial  malleo- 
lus in  an  ankle  joint  fracture,  as  well  as  mini- 
mal diastasis  of  the  joint;  holding  a reduced 
fracture  of  the  os  calcis,  particularly  when 
broadening  of  the  heel  is  a problem;  in  fractures 
of  the  distal  end  of  the  fifth  metacarpal,  as  well 
as  at  the  base  of  the  first  metacarpal  bone;  and. 


if  amenable  to  manipulation  and  reduction,  a 
displaced  medial  humeral  epicondylar  epiphy- 
sis. These  are  small  fractures  where  reduction 
is  relatively  easy  but  difficult  to  retain;  usually 
they  are  near  joints  close  to  the  skin  and  have 
no  muscle  attachments  to  create  a dynamic  dis- 
placing force. 

This  is  a procedure  for  the  orthopedic  sur- 
geon and  not  the  plaster  technician;  it  must  be 
assumed  that  any  person  who  finds  merit  in 
this  procedure  will  be  qualified  to  use  it. 

Technique:  Following  reduction  of  the  fracture, 
a well-molded  cast  is  applied  to  the  part  in  the 
standard  manner,  using  a safe  minimum  of 
homogeneous  cotton  or  cotton-like  padding  in- 
stead of  an  irregularly  ribbed  padding  like 
stockinette.  Extra  padding  is  placed  over  the 
fractured  area  on  the  direct  and  often  on  the 
contra  coup  side  (Fig  la).  A %-inch  piece  of 
felt  is  best,  but  generous  folds  of  cast  padding 
can  be  used.  The  pad  should  be  tailored  accu- 
rately to  cover  the  part  by  skiving  and  feather- 
ing the  edges  (if  felt  is  used)  to  allow  further 
remolding  without  wrinkling.  Accurate  applica- 
tion and  smoothness  of  the  primary  cast  is  es- 
sential (Fig  lb).  An  inaccurately  fitted  cast  can- 
not be  tolerated  by  the  patient’s  tissues,  nor 
can  it  be  accepted  for  remolding. 

Immediately  after  the  primary  cast  has  set, 
a window  is  cut  over  the  fractured  area  (or 
areas)  to  be  remolded,  sufficiently  large  to 
allow  new  plaster  to  be  remolded  into  it  at  the 
proper  time  (Fig  Ic).  A surprising  amount  of 
further  manipulation  by  compression  can  be 
carried  out  through  the  window  over  the  pad. 
The  reduction  is  held  with  fresh  plaster  of  paris. 
This  stage  is  lost  if  the  plaster  is  laid  too  tightly 
over  the  window;  it  must  be  loose  enough  to 
slide  during  the  remolding  process.  To  accom- 
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Fig  1.  a.  Homogeneous  cotton  padding  in  place, 
with  pad  over  the  heel  to  prevent  heel  pressure  and 
placement  of  pad  over  area  to  be  remolded.  In  this  case 
(os  Calais  fracture),  a similar  pad  is  placed  over 
the  opposite  side  of  the  os  calcis,  since  molding  will 
be  carried  out  over  both  areas  simultaneously, 
b.  Accurately  applied  primary  plaster  cast.  c.  Cast 
windowed  over  pad  and  area  for  remolding. 

In  remolding  a fractured  os  calcis,  a similar  window 
is  made  over  the  opposite  side  so  that  molding 
goes  on  simultaneously. 

Fig  2.  Back-and-forth  plaster  is  laid  over  the 
prepared  window.  This  allows  slipping  and  sliding  of  the 
pla.ster  patch  during  remolding.  In  a fractured  os  calcis, 
a similar  patch  is  laid  over  the  contra  coup  window. 


By  taking  one  or  two  circular  rolls  with  the  plaster, 
the  patch  can  be  molded  to  the  entire  mass. 

Fig  3.  Remolding  by  strong  pressure  of  the  thenar 
eminences  over  the  plaster  patch  in  each  of  the  windows. 
With  the  elbows  on  the  thighs,  reinforced  pressure 
is  added  by  adduction  of  the  legs,  giving  in  e,ssence  a 
permanent  Forrester  or  Yergason  clamp. 

Fig  4.  Completed  remolding  cast.  With  the  exception 
of  the  controlled  "dents"  or  inverted  "derby  hats,"  the 
cast  should  remain  as  handsome  as  the  primary  cast. 

Fig  5 a.  Completed  remolded  cast  for  fracture  of 
os  calcis.  b.  Completed  remolded  cast  for  fracture  of 
di.^tal  end  of  fifth  metacarpal  (knocked-down  knuckle). 
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plish  this  the  plaster  roll  is  reversed  over  the 
window  area  in  a back-and-forth  maneuver  to 
form  a patch  (Fig  2).  The  last  few  rolls  are  laid 
on  loosely  in  a circular  manner  to  unite  the  en- 
tire plaster  mass.  The  plaster  patch  tends  to 
give  and  slide  with  the  final  remolding  as  the 
thenar  and  hypothenar  eminences  of  the  opera- 
tor's hands,  as  well  as  the  thumb  and  fingers, 
are  used  to  fit  the  plaster  patch  accurately  to 
the  remanipulated  area  during  the  setting  phase 
(Fig  3).  Here  a rapidly  setting  plaster  is  needed 
as  the  plaster  tends  to  bulge  away  from  the  re- 
molded area  unless  it  is  held  until  set.  Too 
much  plaster  is  difficult  to  mold  in  a sensitive 
manner  and  should  be  avoided  (Fig  4).  A poorly 
applied  primary  cast  does  not  lend  itself  to  re- 
molding. The  incidence  of  pressure  necrosis  at 
the  remolding  site  is  negligible,  and  is  in  the 
superficial  layer  of  the  skin  only  if  it  has  oc- 
curred. The  procedure  requires  the  skill  of  the 
orthopedic  surgeon,  as  well  as  careful  attention 
to  details. 

Remolding  is  not  always  anticipated  at  the 
time  the  original  cast  is  applied.  If,  upon  check- 
ing the  x-rays,  remolding  is  considered  neces- 
sary, it  can  be  done  by  opening  the  cast  over 
the  required  spot  and  fitting  a tailored  felt  pad 
directly  on  the  underlying  area,  and  continuing 
the  technique  as  described. 

The  finished  cast  should  remain  as  handsome 
as  the  primary  cast,  and  the  fracture  requires 


the  same  aftercare  given  to  any  other  type  of 
cast-fixed  fracture.  There  should  be  no  hesi- 
tancy to  split  the  cast  and  padding  to  the  skin 
in  a nonvital  area  if  swelling  becomes  uncontrol- 
lable, although  it  is  seldom  necessary. 

Immediate  check  of  x-rays  usually  shows  a 
well-reduced  fracture  maintained  in  the  reduced 
position.  Later,  as  physiological  shrinking  or 
atrophy  occurs  beneath  the  cast,  the  remolded 
plaster  continues  to  deter  loss  of  position.  As 
indicated,  a second  cast,  with  or  without  re- 
molding, should  be  applied  if  too  much  shrink- 
age from  the  reduction  of  edema  or  from 
atrophy  threatens  loss  of  position  before  the 
fracture  has  had  a chance  to  gel. 


Dr.  Cameron,  1501  Arizona,  El  Paso,  Tex  79902. 
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Let’s  be  specific  about  Campbell’s  Soups... 

and  /ledeiclr^ 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. ' 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to:  sopr 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 


The  new  mother  needs  time . . . 
to  adjust  to  motherhood, 
to  give  her  new  baby  all  the  love 
and  attention  he  requires. 

She  needs  time  for  her  husband . . . 

and  for  herself  as  well . . . 
so  that  she  can  come  to  terms 
with  the  increased  cares 
and  responsibilities  now  facing  her. 
She  needs  time  to  decide 
when  she  will  have  additional  children 
and  how  many  she  will  have. 


Your  prescription  for  Ovuien-21  gives  the  new  mother  time  to 
Tieet  her  family's  present  needs ...  to  plan  for  her  family's  future. 

She  can  take  Ovulen-21  confidently  and  comfortably  month 
after  month,  fts  dependability  is  enhanced  by  its  simplicity  of 
use.  A woman  needs  little  or  no  time  to  learn  the  simple  Ovulen- 
21  regimen:  three  weeks  on— one  week  off.  And  the  automatic 
record-keeping  of  the  petite,  virtually  "patient-proof"  Ovulen- 
21  Compack®  helps  to  maintain  her  schedule ...  helps  put  time 
on  her  side. 

Immediately  post  partum  is  the  time 

It  is  the  time  when  motivation  is  highest— when  a new  mother 
needs  expert  advice  for  the  future,  so  she  can  space  her  chil- 
dren and  limit  her  family. 

It  is  also  the  most  opportune  time,  since  she  is  conveniently 
present  in  the  hospital,  for  her  to  be  given  both  instructions 

and  a prescription.  i.  i : 

Non-nursing  mothers  may  begin  Ovulen-21  immediately  after 
delivery,  on  the  day  of  departure  from  the  hospital  or  at  the 
first  postpartum  visit,  as  desired.  It  is  recommended  that  nurs- 
ing mothers  begin  Ovulen-21  four  weeks  after  delivery. 

A small  fraction  of  the  hormonal  agents  in  oral  contracep- 
tive pills  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long-range  effect  on  the  nursing  infant  cannot 
be  determined  at  this  time. 

Indication-Oral  contraception. 

Contraindicotions-Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Wornings-Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis);  it  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  1968''^  estimate  there  is  a seven- to 
tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  cantraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic"  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below; 

Comparison  of  Mortality  and  Hospitalization  Ratos  Duo  to  Thromboom- 
bolic  Disoaso  in  Usors  and  Non-Usors  of  Oral  Controcoptivos  in  Britoin. 


Category 


Mortality  Rates 


Hospitalization  Rates 

(Morbidity) 


Age  20-34  Age  35-44 


Age  20*44 


Users  of  Ora!  Cor^troceptives 
Non-Users 


1,5/100,000 

0.2/ 100,000 


3.9/100,000 

0.5/ 100,000 


47/100,000 

5/100,000 


No  comparable  studies  are  yet  available  in  the 
United  States.  The  British  data,  especially  as  they 
indicate  the  magnitude  of  the  increosed  risk  to  the 
individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences 
of  spontaneously  occurring  thromboembolic  dis- 
eose  moy  differ. 

Discontinue  medication  pending  examination  if 
there  is  sudden  partial  or  complete  loss  of  vision, 
or  sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. Withdraw  medication  if  papilledema  ar 
retinal  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
pregnancy  be  ruled  out  for  any  patient  who  has 
missed  two  consecutive  periods  before  continuing  the 
contraceptive  regimen.  If  the  patient  has  not  ad- 
hered to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  first  missed  period 

A small  fraction  of  the  hormone  agents  in  oral  contra- 


ceptives has  been  identified  in  the  milk  of  mothers  receiving  these 
drugs.  The  long-range  effect  on  the  nursing  infant  cannot  be  deter- 
mined at  this  time. 

Precautions-Pretreatment  physical  examination  should  include  spe- 
cial reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 

smear.  a . j u 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal  be 
repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  refention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  ob- 
servation. . , , I j- 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study, 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  (udiciously  in  young  patients  in  whom  bone  growth 

is  not  complete.  . 

The  age  of  the  patient  constitutes  no  absolute  limiting  tactor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climocteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  rel- 
evant specimens  ore  submitted. 

Adverse  Reactions-A  statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-acu- 
lar  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  re- 
ceiving oral  contraceptives;  nausea,  vomiting,  gastrointestinal  symp- 
toms (such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding, 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after 
treatment,  edema,  chloasma  or  melasma,  breast  changes  (tenderness, 
enlargement,  secretion),  change  in  weight,  changes  in  cervical  ero- 
sion ond  cervical  secretions,  suppression  of  lactation  when  given  im- 
mediately post  partum,  cholestatic  jaundice,  migraine,  allergic  rash, 
rise  in  blood  pressure  in  susceptible  individuals,  mental  depression. 

Although  the  following  adverse  reactions  hove  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  pre- 
menstrual-like syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  ner- 
vousness, dizziness,  fatigue,  backache,  hirsutism,  loss 
of  scalp  hair,  erythema  multiforme  and  nodosum, 
hemorrhagic  eruption,  itching.  The  following  laboratory 
results  may  be  altered  by  oral  contraceptives;  hepatic 
function:  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests:  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase 
in  PBI  and  butanol  extractable  protein  bound  iodine, 
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CASE  REPORT 


Mixed  type  hemangiopericytoma  is 
relatively  infrequent.  In  this  case,  the 
presenting  symptom  was  bleeding  from 
the  gastrointestinal  tract.  Diagnosis  was 
made  difficult  because  the  patient 
was  obese  and  also  had  hiatal  hernia  and 
severe  diverticulosis.  At  surgery,  two 
masses  were  found  in  the  abdomen. 


IN  1942  STOUT  AND  MURRAYi^  reported  57 
cases  of  this  tumor.  Mujahed^  reported  4 more 
cases  in  1959;  since  then,  about  350  cases 
have  been  identified  by  the  Laboratory  of  Sur- 
gical Pathologists,  Columbia  University,  College 
of  Physicians  and  Surgeons  in  New  York.  No 
doubt  many  more  occur  and  are  not  reported. 
Many  of  these  tumors  are  small  and  occur  on 
extremities,  which  probably  accounts  for  the 
paucity  of  material  in  the  general  literature 
since  they  usually  are  treated  by  general  prac- 
titioners or  dermatologists.  Fisher,  in  1960,  re- 
ported 20  cases  of  which  only  5 did  not  occur 
on  an  extremity. 

Pathology:  The  hemangiopericytoma  of  Stout  is 
a solid  cystic  tumor  occurring  in  bone  or  con- 
nective tissues  and  may  be  found  anywhere  in 
the  body.  Though  it  has  a moderate  consistency 
in  morphology  and  histogenesis,  the  clinical 
picture  is  varied.  It  occurs  most  frequently  in 
the  40-60  age  group,  but  has  been  found  in  pa- 
tients from  2 months  to  90  years  of  age. 

The  tumor  arises  from  the  pericyte  of  Zim- 
mermann,  a modified  smooth-muscle  cell  lying 
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close  to  the  wall  of  the  capillary,  which  helps 
to  regulate  the  size  of  the  capillary  lumen.  This 
same  cell  gives  rise  to  the  epithelioid  cell  of 
the  glomus  tumor.  Stout  differentiated  this 
tumor  from  the  glomus  tumors  as  it  lacks  cell- 
ular organization,  yet  has  a neuromyoarterial 
component.  It  can  infiltrate  tissue  and  may 
recur  with  local  or  distant  metastases.  It  can 
be  differentiated  from  hemagiomata  in  that  this 
tumor  arises  from  pericytes  outside  the  capil- 
lary lumen,  while  the  hemangioma  arises  from 
cells  inside  the  lumen.  This  is  demonstrated  by 
silver  reticulum  stain  which  blackens  the  capil- 
lary sheath  and  separates  the  cells  within  the 
lumen  from  those  without. 

The  microscopic  appearance  of  this  blood- 
vessel tumor  is  distinguished  from  angiosar- 
coma and  hemangioendothelioma^-"  by  the  nor- 
mal-appearing endothelial  lining  of  the  con- 
stituent capillaries,  while  lying  outside  it  are 
the  proliferating  pericytes.  There  may  be  an 
isolated  capillary  with  many  layers  of  prolif- 
erating pericytes,  or  the  pericytes  of  two  or  more 
capillaries  may  fuse  into  a large  cellular  area. 
Further  proliferation  may  produce  vascular 
round-cell  sarcoma,  vascular  spindle-cell  sar- 
coma, or,  in  a slowly  growing  tumor,  it  may 
have  a myxomatous  type  of  stroma  such  as  in 
the  case  reported  here.  There  are  few  definite 
histologic  criteria  for  differentiating  benign 
from  malignant  hemangiopericytoma.  This  is 
unfortunate  in  view  of  the  wide  variations  in 
natural  history  and  clinical  behavior  of  this 
lesion.  The  natural  life  history  of  many  of  these 
tumors  is  so  prolonged  that  a five-year  follow- 
up may  be  too  short  for  accurate  evaluation  of 
the  effect  of  surgery  or  irradiation.  In  a cured 
patient,  one  can  never  be  sure  if  the  tumor  was 
benign  or  malignant. 

Clinical  Features:  This  tumor  has  a wide  dis- 
tribution throughout  the  body.®-“  In  Stout’s 
series  of  34  cases,  6 were  in  the  upper  extrem- 
ity: 6 in  the  lower  extremity;  6 in  the  head  and 
neck;  5 in  the  trunk;  5 in  the  retroperitoneum, 
mesentery  and  omentum;  and  1 each  in  the 
orbit,  tongue,  pericardium,  diaphragm,  ileum, 
and  meninges.  The  presenting  symptom  usually 
is  a mass  from  1.0  cm  to  10-20  cm  in  diameter. 
It  is  usually  firm,  round,  and  nodular.  Although 
it  appears  encapsulated,  this  sheath  is  not 
easily  recognized  microscopically;  and,  if  it  is, 
it  may  be  infiltrated  with  proliferating  pericytes. 
Usually  there  is  no  change  in  color  over  the 
lesion  when  it  occurs  outside  the  body  to  in- 
dicate its  vascularity.  Compression  of  surround- 


Fig  1.  Roentgenogram  of  the  gastrointestinal  tract 
shows  the  gallbladder  to  be  normal,  and  the  stomach  to 
be  compressed  upward  by  an  apparent  cystic  mass. 
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ing  nerves  may  be  the  only  source  of  pain.  A 
case  in  the  omentum,  similar  to  the  one  pre- 
sented herein,  was  reported  by  Stout  and  Cas- 
sel^2  to  have  been  present  60  years. 

Case  Report:  A white  woman,  age  74,  was  hos- 
pitalized for  work-up  because  of  blood  in  her 
stool  five  to  six  weeks  earlier.  She  weighed  197 
lb,  and  had  a large,  protruding  abdomen.  Her 
history  included  mild  hypertension  and  one 
episode  of  acute  angina  with  coronary  ischemia 
in  1963. 

She  also  had  been  treated  for  a mass  in  her 
vagina  in  January  1958.  This  mass  had  been 
present  and  growing  for  some  time,  and  sitting 
was  becoming  uncomfortable.  She  was  seen  by 
another  physician  who  operated  on  her  and  gave 
this  report:  “Examination  under  anesthesia  re- 
vealed a large,  dark  maSs  presenting  at  the  va- 
ginal orifice  and  nearly  filling  the  vagina.  The 
mass  was  covered  by  a membrane  and  was 
composed  of  dark  liquid  blood,  dark  clots,  and 
grayish  material,  the  latter  being  organized 
clots.  The  cervix  could  not  be  visualized,  so  the 
membranes  covering  the  mass  were  perforated 
and  a large  portion  of  the  contents  evacuated, 
after  which  the  cervix  was  identified.  The  mass 
had  a pedicle  emerging  from  the  uterine  cavity 
and  attached  high  on  the  posterior  wall.  The 
mass  was  excised  close  to  its  origin  and  the 
corpus  was  curetted.  Because  of  the  cellularity 
of  the  mass  and  the  inability  to  exclude  malig- 
nancy, planned  hysterectomy  was  postponed. 
The  mass  was  reported  pathologically  as  being 
a myomatous  polyp  of  uterus  with  degenera- 
tion, benign.”  This  history  raises  a question  in 
later  diagnosis  and  treatment. 

In  January  1967,  the  patient  was  seen  be- 
cause of  pain  in  the  left  lower  abdomen.  Sig- 
moidoscopy showed  no  abnormalities,  but  bar- 
ium enema  revealed  extensive  diverticulosis 
and  the  patient  was  treated  medically  at  her 
request.  On  Dec  8,  1967,  the  patient  noted 


bright  and  dark  blood  mixed  in  her  stool  and 
after  her  bowel  movement.  Examination  re- 
vealed large,  inflamed  hemorrhoids,  and  the 
patient  refused  further  treatment  or  work-up 
until  after  the  Christmas  holidays.  On  admis- 
sion in  January  1968  the  patient  complained 
of  belching,  indigestion  (worse  at  night  and 
when  lying  down),  intermittent  cramping  in  the 
mid-abdomen,  and  pain  and  pressure  in  the 
lower  abdomen.  She  did  not  note  any  more 
blood  in  her  stool,  but  did  not  feel  well.  Phys- 
ical examination  was  essentially  normal  except 
for  the  large,  protuberant  abdomen  in  which  a 
mass  could  be  felt,  but  the  exact  location  and 
consistency  could  not  be  ascertained.  Other 
examiners  questioned  the  presence  of  a mass 
at  times,  as  the  amount  of  fat  made  the  iden- 
tification of  any  mass  difficult. 

Laboratory:  Results  of  routine  blood  tests,  urine, 
blood  sugar,  BUN,  and  liver  function  studies, 
were  all  normal,  as  was  an  intravenous  pyelo- 
gram.  Barium  enema  showed  diverticulosis. 
Studies  of  the  gallbladder  and  gastrointestinal 
tract  showed  evidence  of  a large  mass  in  the 
left  side  of  the  abdomen,  compressing  the  left 
colon,  displacing  the  small  intestine  toward 
the  right,  and  displacing  the  stomach  supe- 
riorly. A large  hiatal  hernia  was  also  present; 
the  gallbladder  was  normal. 

The  patient  was  transferred  to  another  hos- 
pital for  possible  surgery.  Repeat  studies  con- 
firmed the  mass  in  the  left  lower  quadrant  of 
the  abdomen  and  the  hiatal  hernia  and  diver- 
ticulosis, but  there  was  no  compression  of  the 
stomach  upwards  nor  outlining  of  a cystic  mass 
in  the  upper  abdomen  as  seen  on  the  first  films, 
suggesting  the  mass  had  become  smaller  or 
had  moved. 

Surgical  Findings:  In  the  abdominal  cavity  two 
large,  semisolid,  cystic  tumors  were  found  at- 
tached to  the  intestine.  The  larger  of  the  two 
tumors  was  a left  upper  quadrant  tumor  which 
measured  20  x 15  x 15  cm.  This  tumor  was 
approximately  50%  solid,  yellow-appearing  tis- 
sue and  50%  cystic,  containing  dark  brown 
fluid.  The  tumor  in  the  left  gutter  was  adherent 
to  the  sigmoid  colon  and  its  mesentery.  A sec- 
ond tumor,  measuring  15  x 10  x 10  cm  and 
similar  in  solid-cystic  consistency,  was  found 
adherent  to  the  omentum  of  the  jejunum,  ap- 
proximately 18  cm  distal  to  the  ligament  of 
Treitz.  The  solid  portion  of  the  tumor  involved  a 
portion  of  the  jejunum,  with  apparent  direct  in- 
vasion, and  a 10-inch  segment  of  jejunum  was 
removed  along  with  the  cystic  portion. 
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Fig  2.  Barium-filled  stomach  and  small  bowel  are 
displaced  to  the  right  of  the  midline  and  compressed 
by  a mass  filling  the  left  mid-gastric  area. 


Fig  3.  Roentgenogram  from  24-hour  gastrointestinal 
series  shows  diverticulosis  of  the  sigmoid  colon  that  is 
compressed  laterally  from  a mass  in  the 
left  lower  quadrant. 


Fig  4.  The  first  presenting  mass,  seen  at  surgery, 
is  attached  to  the  omentum  and  protrudes  from  a 
large  left  rectus  incision. 


Fig  5.  Most  of  the  first  cystic  mass,  attached  to  the 
omentum,  is  shown  just  before  final  resection. 


Volume  65,  July,  1969 


81 


Tissue  Report:  The  specimen  is  a large,  mul- 
tiloculated,  cystic  mass  weighing  1,500  gm  and 
measuring  25  x 15  x 15  cm.  A sheet  of  omen- 
tum measuring  10  x 17  cm  is  attached  to  this 
tumor.  A large  portion  of  the  tumor  is  solid. 
The  main  solid  area  measures  15  x 9 x 8 cm. 
The  solid  area  is  related  to  the  area  of  attach- 
ment with  the  omentum.  It  is  red-tan  in  its  cen- 
tral zone  but  there  is  a gradual  transition  to 
pale  yellow  with  a major  portion  of  the  solid 
area  being  of  this  color.  On  cut  surface  it  is 
homogeneous,  with  a fine  granular  character, 
and  has  the  consistency  of  gelatin.  The  cystic 
areas  measure  10  x 15  cm  in  maximum  diam- 
eter, are  filled  with  a clear  yellow  fluid,  and 
have  smooth  walls.  In  two  of  the  smaller  cysts, 
the  walls  appear  hemorrhagic  and  shaggy. 

A segment  of  small  intestine  is  submitted; 
it  is  45  cm  long  and  has  a uniform  circumfer- 
ence of  6 cm.  In  the  mid-portion  of  this  seg- 
ment there  is  a large,  multiloculated,  partially 
solid  tumor  which  is  grossly  adherent  to  the 
wall  of  the  small  intestine  and  the  adjacent 
mesentery.  This  tumor  measures  30  x 15  x 25 
cm.  The  surface  is  smooth  and  glistening  on 
the  inner  aspects.  The  solid  area  measures  ap- 
proximately 8x6x5  cm.  This  area  is  imme- 
diately adjacent  to  the  intestinal  wall  and  ap- 
pears to  infiltrate  the  serosa  and  muscularis 
externa.  On  cut  section  this  solid  area  has  a 
lobulated  appearance  and  varies  in  color  from 
red-tan  to  pale  yellow.  The  intestinal  mucosa  is 
grossly  normal  throughout  except  in  the  area 
covering  the  solid  portion  of  the  tumor,  where 
the  mucosa  has  a mottled,  pale  yellow  color  in 
contrast  to  the  rather  uniform  light  tan  color  in 
the  remaining  portion  of  the  intestine.  This 
tumor  does  not  extend  grossly  into  the  mucosa. 
No  grossly  enlarged  lymph  nodes  are  present. 

Both  of  the  tumors  submitted  have  the  same 
histologic  pattern.  This  consists  of  a densely 
cellular  lesion  with  a prominent  vascular  pat- 
tern. The  vessels  have  thick  walls,  and  a cuff 


of  tumor  cells  surrounding  the  vessels  extends 
outward  to  make  up  the  bulk  of  tumor.  The 
endothelial  lining  is  normal  and  there  are  no 
tumor  cells  lying  within  these  capillaries.  The 
cystic  areas,  seen  grossly,  seem  to  be  degen- 
eration within  the  tumor. 

Summary:  In  this  case  of  mixed  type  hemangio- 
pericytoma, diagnosis  was  difficult  because  of 
coexisting  obesity,  hiatal  hernia,  and  severe 
diverticulosis.  Thorough  work-up  is  needed  in 
cases  of  both  explained  and  unexplained  gas- 
trointestinal bleeding.  Nine  months  postoper- 
atively  the  patient  is  well,  has  regained  her  pre- 
operative weight,  and  is  eating  as  usual  with- 
out evidence  of  recurrence. 

The  history  of  a previous  cellular,  cystic  mass 
containing  brownish  bloody  fluid  raises  the 
question  of  whether  the  excised  omental  intes- 
tinal lesions  were  primary  or  secondary.  Al- 
though the  tissue  was  reported  to  be  an  intrau- 
terine polyp,  one  wonders  if  the  amount  of  de- 
generation precluded  an  accurate  pathological 
report.  Although  no  other  masses  were  found  in 
the  abdomen  at  the  time  of  hysterectomy 
(March  1959),  it  raises  the  question  of  whether 
radiation^^-i^  would  have  been  of  any  benefit 
in  preventing  the  lesions  excised  at  this  time. 
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Fig  7.  Gross  specimen  of  second  mass  attached  to 
jejunum  and  omentum. 


Fig  6.  Gross  specimen  of  solid-cystic  mass  with  attached 
omentum. 


Fig  8.  Microscopic  section  (high  power)  of  solid  portion 
of  tumor  shows  dense  cellularity  surrounding  a 
capillary,  with  intact  endothelial  lining. 


Fig  9.  Microscopic  section  (low  power)  of  solid  portion 
of  tumor  shows  numerous  small  capillaries  surrounded  by 
dense,  cellular  tissue  which  seems  to  arise  from  the 
pericyte  layer  of  the  capillaries. 
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The  patient  had  been  syphilitic  for  nearly 
30  years,  and  had  neurogenic  bladder  and 
organic  heart  disease.  The  question  in  this 
case  was  whether  the  cardiac  condition 
which  caused  her  death  was  the  result  of 
syphilis  or  of  subacute  bacterial  endocardi- 
tis, since  blood  cultures  grew  Streptococcus 
viridans. 


Edwin  H.  Eigenbrodt,  MD,  Guest  Editor 

James  M.  Shultz,  MD 

Lawrence  S.  Cohen,  MD 

Jack  A.  Barnett,  MD 
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Bruce  D.  Fallis,  MD 


CASE  PRESENTATION:  Dr.  Morris:  This  was 
the  last  of  many  Parkland  Memorial  Hospital 
admissions  for  this  chronically  obese,  59-year- 
old  Negro  woman.  She  was  known  to  have  had 
syphilis  for  30  years,  the  complications  of  which 
led  to  her  death.  Her  major  medical  problems 
were: 

Syphilis:  In  1941  a Wassermann  test  was 
positive,  and  in  1942  and  1943  tabes  dorsalis 
was  diagnosed  on  the  basis  of  loss  of  position 
and  vibratory  sense  in  the  lower  extremities, 
positive  Romberg’s  sign,  normal  myelogram, 
first-zone  rise  in  the  cerebrospinal  fluid  (CSF) 
colloidal  gold  curve,  CSF  pleocytosis,  and  ele- 
vated CSF  protein.  She  has  since  complained 
of  shooting  pains  in  the  posterior  aspect  of  both 
legs.  She  was  treated,  around  1940,  with  a large 
series  of  unknown  injections,  and  again  in  1948 
with  8 million  units  of  penicillin  parenterally 
given  over  a ten-day  period.  Although  results 
of  blood  and  CSF  studies  were  frequently  nega- 
tive, in  1962  a Reiter  protein  complement  fixa- 
tion test  was  reactive  twice,  a fluorescent  trep- 
onemal antibody  test  was  reactive,  and  a Trep- 
onema pallidum  immobilization  test  was  reac- 
tive. In  1968  a fluorescent  treponemal  antibody 
test  was  negative. 

Neurogenic  Bladder:  In  1942  residual  urine 
was  noted.  The  patient  developed  dribbling  in 
1944,  and  tabetic  neurogenic  bladder  was  diag- 
nosed and  a bladder  neck  resection  was  per- 
formed. She  intermittently  carried  an  indwell- 
ing Foley  catheter  and  has  used  one  since 
1962.  A cystometrogram  showed  evidence  of  a 
neurogenic  bladder.  In  1962  an  intravenous 
pyelogram  (not  a rapid  sequence  study)  showed 
delayed  excretion  on  the  right.  In  1965  an  ade- 
noma was  removed  from  the  right  kidney  and 
the  specimen  revealed  evidence  of  chronic  py- 
elonephritis. The  patient  has,  for  25  years,  had 
nocturia,  dysuria,  pyuria,  foul-smelling  urine. 
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hematuria,  recurrent  bacteriuria,  and  several 
episodes  of  flank  pain  with  tenderness. 

Organic  Heart  Disease:  Elevated  blood  pres- 
sures were  first  recorded  in  1941  and  hyper- 
tension has  since  been  present,  although  sev- 
eral normal  blood  pressures  have  been  recorded 
as  well.  Diastolic  blood  pressures  as  high  as 
110-120  have  been  noted  several  times.  In 
1956  no  cardiac  murmurs  were  present  and 
her  heart  size  was  roentgenologically  normal. 
In  1961  an  aortic  diastolic  blowing  murmur  was 
well  established  and  cardiomegaly  was  present. 
By  1962  an  aortic  ejection  systolic  murmur 
was  heard  as  well.  For  several  years  prior  to 
her  death  she  was  treated  with  digitoxin  0.1  mg 
po  daily,  Naqua  4 mg  po  daily,  and  potassium 
chloride  (20%  solution)  5 cc  po  tid,  but  had 
many  periods  of  cardiac  decompensation. 

In  spite  of  her  large  tongue  and  cretin-like 
face,  her  protein  bound  iodine,  T4,  and  iodine 
131  uptake  values  were  normal  in  1962.  A 
rectal  biopsy  specimen  showed  no  amyloid. 

The  final  admission  was  prompted  by  a three- 
week  period  of  increasing  shortness  of  breath, 
orthopnea,  paroxysmal  nocturnal  dyspnea, 
cough,  and  anterior  chest  pain.  At  the  time  of 
admission  she  was  obese,  alert,  and  coopera- 
tive. Her  blood  pressure  was  200/70/40  mm 
of  mercury,  and  her  pulse  rate  was  60  and  ir- 
regularly irregular.  She  had  “water  hammer” 
pulses,  Duroziez’s  murmur  over  both  femoral 
arteries,  and  positive  Quincke’s  sign.  The  thy- 
roid was  enlarged  and  the  neck  veins  were  dis- 
tended at  30°.  Her  liver  was  enlarged  8 cm 
below  the  right  costal  margin  and  was  tender. 
A hepatojugular  reflux  was  present.  The  heart 
was  enlarged  beyond  the  anterior  axillary  line. 
A holodiastolic  decrescendo  murmur  along  the 
left  sternal  border,  a systolic  ejection  murmur 
radiating  to  the  neck,  and  an  apical  holosystolic 
murmur  radiating  to  the  left  axilla  were  heard. 


At  the  time  of  admission  the  laboratory 
values  were:  hemoglobin  11.7  gm/100  ml; 
hematocrit  35  volumes  %;  erythrocyte  sedi- 
mentation rate  116  mm/hour;  fasting  blood 
sugar  79  mg/100  ml;  electrolytes  within  nor- 
mal limits;  blood  urea  nitrogen  26  mg/100  ml; 
creatinine  3.3  mg/100  ml.  Results  of  urinalysis 
were  unremarkable.  The  peripheral  venous  pres- 
sure was  13  cm  of  water,  and  the  arm-to-tongue 
circulation  time  was  27  seconds.  A chest  roent- 
genogram indicated  cardiomegaly  and  pulmon- 
ary congestion,  and  the  electrocardiogram  re- 
vealed atrial  flutter  at  300/minute  and  a ven- 
tricular rate  of  60/minute.  The  patient  had  been 
taking  digitoxin  0.1  mg,  Naqua  4 mg,  and  po- 
tassium chloride  15  cc  po  daily,  and  the  medi- 
cation was  continued. 

Spontaneous  conversion  to  sinus  rhythm  with 
first-degree  atrioventricular  block  occurred  the 
day  after  admission.  On  the  eighth  hospital  day 
a second-degree  atrioventricular  block  devel- 
oped, and  digitoxin  was  discontinued.  Two  days 
later,  third-degree  atrioventricular  block  super- 
vened and  a transvenous  demand  pacemaker 
was  inserted.  Her  blood  pressure,  throughout 
the  hospital  course,  remained  stable  at  140- 
160/70-90  mm  of  mercury  and  was  uninflu- 
enced by  the  placement  of  pacemakers.  Her 
recorded  daily  urine  output  from  the  time  of 
admission  to  the  17th  hospital  day  varied  be- 
tween 750  and  2,300  cc  and  was  uninfluenced 
by  the  placement  of  this  pacemaker.  Her  blood 
urea  nitrogen  and  creatinine  levels  progres- 
sively rose  from  the  admission  values  to  68 
and  6.2  mg/100  ml,  respectively,  on  the  26th 
day,  and  seemed  to  be  equally  uninfluenced  by 
the  pacemaker.  The  pacemaker  functioned  well 
and  was  removed  on  the  17th  hospital  day,  13 
days  after  the  digitoxin  was  discontinued.  The 
cardiac  rhythm  varied  between  first-  and  sec- 
ond-degree atrioventricular  block,  with  a slow 
ventricular  response,  often  as  low  as  40/min. 
The  daily  recorded  urine  volumes  fell,  and 


Volume  65,  July,  1969 


85 


varied  betv\/een  425  and  800  cc.  On  the  26th 
hospital  day,  16  days  after  the  digitoxin  was 
discontinued,  a second  transvenous  demand 
pacemaker  was  inserted  through  an  external 
jugular  cutdown.  A remarkable  improvement  in 
mental  state  followed  immediately,  and  urine 
volume  rose  to  1,450  cc  the  following  day. 
Digoxin,  0.125  mg  po  daily,  was  administered 
from  the  26th  day  until  the  time  of  death.  Her 
urine  volumes  remained  stable  between  1,300 
and  1,600  cc  per  day  for  the  next  five  days,  and 
during  this  time  she  followed  the  pacemaker 
well.  The  pacemaker  then  failed  to  capture  in- 
termittently, and  for  the  five  following  days  she 
maintained  a spontaneous  sinus  rhythm  be- 
tween 60  and  80  beats/minute.  Her  blood  urea 
nitrogen  and  creatinine  levels  remained  stable 
at  approximately  60  and  4.5  mg/100  ml,  re- 
spectively, but  her  daily  recorded  urine  volumes 
fell  and  varied  between  550  and  900  cc.  On 
the  34th  hospital  day,  atrial  flutter  with  a vari- 
able block  developed.  In  preparation  for  im- 
plantation of  a permanent  pacemaker,  and  be- 
cause of  a slow  progressive  fall  in  hemoglobin 
to  9.6  gm/100  ml,  she  was  given  one  unit  of 
whole  blood.  She  was  found  dead  in  bed  a few 
hours  later  with  bloody  froth  about  her  mouth. 

Her  temperature  on  admission  was  102  F,  and 
Keflin,  2 gm  intravenously  daily,  was  admin- 
istered for  five  days  because  of  bacilluria.  She 
became  afebrile.  Four  (of  four)  cultures  of  blood 
drawn  at  the  time  of  admission  had  grown 
Streptococcus  viridans,  not  bile  soluble,  and  non- 
reactive with  antisera  for  groups  A,  B,  C,  D, 
F,  and  G.  On  the  13th  hospital  day,  fever  de- 
veloped without  localizing  signs,  and  a roent- 
genogram revealed  pulmonary  infiltrate  on  the 
right  side.  She  was  treated  with  6 million  units 
of  penicillin  intramuscularly  daily,  and  0.5  gm 
streptomycin  intramuscularly  daily,  after  a load- 
ing dose  of  1 gm.  Eight  (of  eight)  cultures  of 
blood  drawn  on  the  13th  day  were  sterile.  She 
improved  clinically  and  subjectively,  and  be- 


came afebrile  within  three  days,  with  occasional 
temperatures  between  100  and  101  F during 
the  next  week  but  none  thereafter.  The  strep- 
tomycin was  discontinued  after  four  days  be- 
cause of  the  rising  blood  urea  nitrogen  and 
creatinine  levels.  She  continued  to  receive  peni- 
cillin until  the  time  of  death. 

During  the  hospitalization  pulmonary  rales 
were  noted  on  several  occasions  but  the  chest 
was  clear  about  half  of  the  time.  The  day  before 
death  she  had  bilateral  inspiratory  rales,  al- 
though after  her  blood  transfusion  her  chest 
was  clear.  No  change  in  the  character  of  her 
cardiac  murmurs  was  described,  and  no  clinical 
evidence  of  embolization  or  phlebitis  was  noted. 
On  the  32nd  hospital  day,  two  days  before 
death,  the  electrolytes  were  within  normal 
limits.  At  the  time  of  admission  the  sputum 
grew  Streptococcus  viridans  and  Neisseria  spe- 
cies and  a light  gro\A4h  of  Klebsiella,  but  sub- 
sequently grew  only  S viridans  and  Neisseria 
species.  Bacteriuria  was  always  present  and 
the  organisms  recovered  throughout  hospitali- 
zation included  Pseudomonas,  Proteus,  Entero- 
coccus, Serratia,  and  Escherichia  coli. 

Clinical  Discussion:  Dr.  Cohen:  This  lady  had 
many  problems  related  to  her  syphilitic  infec- 
tion. She  had  both  tabes  dorsalis  with  neuro- 
genic bladder  and  cardiovascular  disease. 

As  long  ago  as  1941,  she  had  a positive  re- 
action to  a Wassermann  test  and  was  treated 
with  arsenicals  and  bismuth  at  that  time.  Again 
in  1948,  she  received  8 million  units  of  peni- 
cillin. This  should  have  been  sufficient  therapy 
for  eradication  of  a luetic  infection.  The  Public 
Health  Service  and  Communicable  Disease  Cen- 
ter indicate  that  8 to  10  million  units  of  pro- 
caine penicillin  given  over  a 10-day  period  is 
adequate  therapy  for  even  tertiary  lues.  In 
1962,  results  of  a fluorescent  treponemal  anti- 
body test  and  of  a T pallidum  immobilization 
test  were  positive.  The  question  of  whether  or 
not  she  did  have  reinfection  after  her  1948 
therapy  can  be  raised,  but  I think  that  it  is 
unlikely. 

The  first  evidence  of  tertiary  lues  of  the 
cardiovascular  system  was  seen  in  1961.  In 
1956,  she  is  said  to  have  had  no  murmurs 
whatsoever.  However,  in  1961,  an  aortic  dias- 
tolic blowing  murmur  was  heard,  and  cardio- 
megaly  was  present.  Presumably  the  murmur 
was  due  to  luetic  aortitis.  On  her  final  admis- 
sion, the  holodiastolic  descrescendo  murmur 
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along  the  left  sternal  border  was  increased  in 
intensity,  and  in  addition,  she  had  a systolic 
murmur  at  the  apex.  However,  the  murmurs 
associated  with  aortic  regurgitation  may  be 
quite  misleading.^ 

As  aortic  regurgitation  becomes  increasingly 
severe,  there  are  certain  patients  whose  car- 
diac murmurs  become  softer  rather  than  louder, 
and  whose  pulse  pressures  narrow  rather  than 
widen.  This  has  been  called  the  “changing  mur- 
mur of  aortic  regurgitation. As  aortic  regurgi- 
tation reaches  its  terminal  stages  and  conges- 
tive heart  failure  becomes  severe,  the  end-dias- 
tolic pressure  in  the  ventricle  and  the  end-dias- 
tolic  pressure  in  the  aorta  become  equal.  This 
limits  the  period  when  there  is  a diastolic  pres- 
sure gradient  between  the  central  aorta  and  left 
ventricle  and  shortens  the  time  and  amount  of 
regurgitant  flow,  which  is  the  cause  of  the 
murmur.  Similarly,  as  the  cardiac  output  falls 
and  heart  failure  supervenes,  the  wide  pulse 
pressures  so  characteristic  of  aortic  regurgita- 
tion may  diminish.  It  is  not  uncommon  to  see 
a patient  with  end-stage  aortic  regurgitation,  a 
large  heart,  and  terminal  congestive  heart 
failure,  with  only  a minor  diastolic  murmur  and 
relatively  narrow  pulse  pressure  as  compared 
to  those  at  a time  when  his  condition  was  com- 
pensated. 

This  woman’s  final  admission  was  precipi- 
tated by  subacute  bacterial  endocarditis  with  a 
S viridans  organism.  Her  death  was  most  closely 
related  to  increasing  congestive  heart  failure 
due  to  subacute  bacterial  endocarditis  engrafted 
upon  an  aortic  valve  which  was  already  abnor- 
mal. There  is  also  the  possibility  of  an  aortic 
valve  perforation  due  to  the  S viridans  organism. 
The  poor  prognosis  of  patients  with  subacute 
bacterial  endocarditis  causing  aortic  regurgi- 
tation has  been  reported  previously. ^ This  pa- 
tient’s rhythm  disturbances  might  have  been 
caused  by  digitalis  intoxication  or  by  interstitial 
myocarditis  as  a complication  of  subacute  bac- 
terial endocarditis. 

Because  of  tabes  dorsalis  and  neurogenic 
bladder,  her  kidneys  probably  will  show  acute 
and  chronic  pyelonephritis,  and  possibly  super- 
imposed focal  glomerulonephritis  resulting  from 
subacute  bacterial  endocarditis. 

Death  was  temporally  related  to  a blood 
transfusion  which  probably  precipitated  con- 
gestive failure  in  a heart  already  severely  com- 
promised. 

In  summary  then,  this  patient  shows  many 


of  the  characteristic  manifestations  of  lues  and 
luetic  heart  disease,  and  her  terminal  illness 
was  precipitated  by  subacute  bacterial  endo- 
carditis of  the  aortic  root  or  aortic  valve  lead- 
ing to  increasing  aortic  regurgitation,  increas- 
ing congestive  heart  failure,  heart  block,  and 
changing  cardiac  rhythms. 

Dr.  Barnett:  This  lady  seems  to  have  paid  a 
terrible  price  for  her  modest  social  indiscretion. 
I agree  with  Dr.  Cohen  that  lues  was  probably 
her  basic  disease. 

She  was  only  31  years  old  when  tabes  dor- 
salis was  diagnosed  — a young  age  for  full- 
blown neurosyphilis.  The  evidence  gained  in 
evaluation  of  her  at  that  time  seems  incontro- 
vertible, however.  The  development  of  neuro- 
genic bladder  in  association  with  tabes  dorsalis 
is  to  be  anticipated  and,  as  a consequence,  re- 
curring pyelonephritis  would  not  be  unexpected. 

A little  more  speculative  is  the  nature  of  her 
underlying  heart  disease.  The  first  signs  of 
aortic  insufficiency  were  seen  13  years  after 
her  course  of  penicillin  therapy.  That  would  be 
a little  late  for  cardiovascular  syphilis  to  first 
manifest  itself  and  would  suggest,  as  it  did  to 
Dr.  Cohen,  the  possibility  of  reinfection  lues. 
The  latter  seems  unlikely,  however,  since  the 
immunity  of  late  lues  is  reasonably  good.  Ex- 
perimental studies  have  shown  that  reinfection 
can  be  accomplished  in  some  subjects  in  whom 
lues  has  been  treated  in  the  primary  or  secon- 
dary stage.  The  patients  with  late  lues,  however, 
were  shown  to  resist  reinfection  irrespective  of 
previous  treatment.  The  T pallidum  immobiliza- 
tion test  and  the  fluorescent  treponemal  anti- 
body tests  would  be  expected  to  remain  positive 
throughout  life,  and  cannot  be  used  to  distin- 
guish between  remote  and  recent  infection  in 
this  patient.  Autopsy  series  of  people  who  have 
luetic  aortitis  diagnosed  during  life  show  that 
about  15%  of  “adequately”  treated  patients 
will  have  signs  of  active  infection  at  the  time  of 
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death.  Thus,  it  would  be  my  premise  that  this 
patient  probably  did  have  luetic  aortitis,  but 
from  an  infection  early  in  life  rather  than  from 
reinfection. 

The  probability  is  that  this  patient  did  have 
endocarditis  as  a terminal  event.  She  obviously 
had  underlying  heart  disease  with  recent  de- 
compensation and  fever  on  admission  — fea- 
tures commonly  seen  in  persons  found  to  have 
bacterial  endocarditis.  However,  she  presum- 
ably had  luetic  basis  for  her  valvular  disease 
and  she  also  had  chronic  congestive  heart  fail- 
ure; bacterial  endocarditis  is  rarely  seen  in 
either  condition.  Despite  these  circumstantial 
points  against  the  diagnosis,  she  did  have  S vir- 
idans  organisms  in  her  blood.  This  observation 
unequivocally  means  one  of  two  things:  the  pa- 
tient has  endocarditis  irrespective  of  the  pres- 
ence or  absence  of  other  signs,  or  the  culture 
is  contaminated.  It  is  reasonably  certain  that 
viridans  streptococci  cause  no  disease  other 
than  endocarditis:  unfortunately,  they  are  also 
a common  inhabitant  of  skin  and  may  contami- 
nate blood  cultures  which  are  improperly  done. 
We  have  emphasized  the  “need  to  break”  tech- 
nique involved  in  the  acquisition  of  one  blood 
culture  before  obtaining  another.  The  exact 
amount  of  time  between  cultures  is  immaterial 
and  waiting  for  temperature  spikes  is  unneces- 
sary. 

On  admission  the  patient  was  treated  with 
Keflin  on  the  basis  of  a presumed  urinary  tract 
infection  and  became  afebrile  after  five  days, 
at  which  time  the  medication  was  stopped;  she 
remained  afebrile  for  eight  days.  When  she 
spiked  fever  again  multiple  blood  cultures  were 
taken,  all  of  which  were  negative.  Unfortunately, 
negative  blood  cultures  at  this  point  are  mean- 
ingless in  evaluating  the  possibility  of  endo- 
carditis. It  is  clear  that  the  most  common  cause 
of  negative  blood  cultures  in  people  with  endo- 
carditis is  the  prior  use  of  suboptimal  anti- 


microbial therapy,  and  this  effect  is  known  to 
last  for  at  least  two  weeks  after  discontinuance 
of  treatment. 

It  was  ultimately  decided  to  treat  this  patient 
with  penicillin  and  streptomycin,  despite  the  fact 
that  her  infection  was  with  S viridans,  an  organ- 
ism which  is  almost  universally  exquisitely  sen- 
sitive to  penicillin  alone.  In  collected  series  of 
patients  with  5 viridans  endocarditis,  there  is  a 
relapse  rate  of  5 to  10%  constantly  appearing 
in  those  who  were  treated  with  penicillin  alone. 
The  reasons  for  these  relapses  are  not  clear, 
but  perhaps  the  most  attractive  postulate  is 
that  during  the  course  of  treatment  with  peni- 
cillin, protoplasts  are  produced  within  the  rela- 
tively osmotically  protected  area  of  the  heart 
valve.  After  cessation  of  therapy,  the  protoplasts 
presumably  revert  to  their  original  form.  It  has 
been  observed  that  the  addition  of  streptomycin 
diminishes  the  relapse  rate  of  viridans  endo- 
carditis to  virtually  zero.  Had  this  patient  sur- 
vived, a reasonable  therapeutic  program  would 
have  been  penicillin  and  streptomycin  for  two 
weeks,  followed  by  penicillin  alone  for  an  addi- 
tional two  weeks. 

In  summary,  I would  say  she  probably  did 
have  luetic  heart  disease;  rheumatic  heart  dis- 
ease can  be  excluded  only  on  circumstantial 
grounds.  The  patient  almost  certainly  also  had 
S viridans  endocarditis.  While  there  are  intrigu- 
ing possibilities  for  the  cause  of  death,  such  as 
the  rupture  of  an  aortic  valve  cusp  and  loss  of 
diastolic  pressure,  I think  it  is  more  likely  that 
she  died  simply  as  a consequence  of  rapid  ex- 
pansion of  blood  volume  at  a time  when  cardiac 
reserve  was  nil. 

Pathological  Findings:  Drs.  Shultz  and  Fallis:  At 
the  time  of  necropsy  this  woman  had  healed 
syphilitic  aortitis. 

There  was  an  irregular  patchy  destruction  of 
the  media  of  the  aorta  (Fig  1)  with  loss  of  the 
elastica  and  replacement  with  collagenous  scar 
tissue.  In  addition,  there  was  thickening  of  the 
vasa  vasorum  and  adventitial  fibrosis.  This  is 
the  typical  lesion  of  medial  aortitis  and  prob- 
ably results  from  ischemia  of  the  media,  sec- 
ondary to  changes  in  the  vasa  vasorum. 

This  type  of  aortitis,  in  effect,  replaces  the 
elastic  tissue  of  the  aorta  with  fibrous  scar 
tissue.  The  collagenous  scar  is  nonelastic  and 
stretches  with  each  systolic  thrust  of  the  heart; 
this  leads  to  the  formation  of  the  saccular  syph- 
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Fig  2.  Gross  photograph  of  aortic  valve,  with 
probes  through  perforations  of  leaflet  involved  with 
erosive  process  of  subacute  bacterial  endocarditis. 


Fig  1.  Photomicrograph  of  aorta,  low  magnification, 
shows  healed  syphilitic  medial  aortitis  with  patchy 
destruction  of  elastic  fibers. 


Fig  4.  Photomicrograph  of  urinary  bladder  mucosa,  low 
magnification,  shows  chronic  cystitis  with 
extensive  squamous  metaplasia. 


Fig  i.  Photomicrograph  of  spinal  cord,  transverse 
section,  dorsal  midline,  low  magnification,  shows 
typical  demyelinating  lesion  of  tabes  dorsalis. 
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ilitic  aortic  aneurysm,  particularly  in  the  proxi- 
mal portion  of  the  ascending  thoracic  aorta. 
Such  a lesion  was  present  in  this  patient. 

The  aortic  valve  can  show  two  types  of  le- 
sions: the  aortic  ring  can  simply  dilate,  produc- 
ing a relative  insufficiency  of  the  valve,  or  there 
can  be  adhesion  of  the  aortic  leaflets  to  the 
aortic  wall,  separation  of  the  aortic  valve  com- 
missures, and  severe  aortic  insufficiency.  This 
woman  had  the  former  lesion  — simple  dilation 
of  the  ring  and  relative  incompetence  of  the 
aortic  valve.  The  congestive  failure  which  she 
suffered  on  numerous  occasions  obviously, 
then,  was  a combination  of  hypertension  and 
aortic  insufficiency. 

The  terminal  event  was,  indeed,  subacute 
bacterial  endocarditis  due  to  S viridans  and 
there  were  two  perforations  of  an  aortic  valve 
leaflet  (Fig  2).  The  areas  of  vegetative  endo- 
carditis were  seen  on  both  the  aortic  valve  and 
the  chordae  tendineae  of  the  mitral  valve. 
The  subacute  bacterial  endocarditis  extended 
through  one  perforation  and  pointed  right  into 
a small  bulging  aneurysm  of  the  adjacent  mitral 
leaflet.  While  this  aneurysm  had  not  yet  per- 
forated, the  endocarditis  had  almost  eaten 
through. 

The  second  perforation  had  produced  an  in- 
flammatory reaction  immediately  overlying  the 
basal  ventricular  myocardium  approximately  at 
the  site  of  the  atrioventricular  node  and  bundle. 
The  infection  had  not  actually  severed  com- 
pletely through  the  atrioventricular  node  and 
bundle,  but  the  inflammatory  reaction  around 
this  process  of  endocarditis  was  responsible 
for  the  atrioventricular  conduction  deficits. 

The  spinal  cord  showed  the  classic  lesion  of 
tabes  dorsalis  with  complete  demyelination, 
gliosis,  and  loss  of  axons  of  the  fasciculus  gra- 


cilis tracts  on  each  side  of  the  dorsal  midline 
of  spinal  cord  (Fig  3). 

Related  to  this  lesion  was  the  chronic  cys- 
titis with  extensive  squamous  metaplasia  of  the 
urinary  bladder  mucosa.  The  prolonged  use  of 
a Foley  catheter  for  a number  of  years  had,  in 
effect,  converted  the  epithelium  of  urinary  blad- 
der mucosa  to  skin  (Fig  4). 

Obviously,  this  woman  should  have  had  ex- 
tensive and  severe  pyelonephritis,  but  curiously 
enough,  it  was  only  minimal.  She  did,  however, 
have  focal  embolic  glomerulonephritis.  There 
was  no  other  evidence  of  embolic  phenomena. 

In  summary,  the  patient  had  syphilitic  aortitis 
with  dilatation  of  the  aortic  root.  Her  initial 
heart  failure  was  the  result  of  mild  to  modest 
aortic  insufficiency  and,  apparently,  hyperten- 
sion as  well.  The  heart  was  enlarged,  weighing 
900  gm,  and  was  dilated.  This  disease  was  then 
complicated  by  subacute  bacterial  endocarditis, 
with  perforation  of  an  aortic  leaflet  and  termi- 
nal severe  pulmonary  edema. 
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WELFARE  COMMISSIONER  DISCUSSES  PROPOSED  ADMENDMENT  NO.  5 


On  Aug.  5 Texans  will  vote  on 
proposed  Constitutional  Amendment 
No.  5,  which  would  raise  the  ceiling 
on  annual  welfare  assistance  pay- 
ments by  the  State  of  Texas. 

Specifically,  the  proposed  Consti- 
tutional Amendment  would  raise  the 
annual  ceiling  on  assistance  pay- 
ments by  $20  million  and  immedi- 
ately make  available  an  additional 
$15  million  per  year  for  the  next 
two  years  for  welfare  payments.  The 
extra  money  would:  (1)  raise  the 
amount  for  Old  Age  Assistance  from 
$48,200,000  to  $50,000,000  a year; 
(2)  raise  the  amount  for  Aid  to  the 
Permanently  and  Totally  Disabled 
from  $4,250,000  to  $5,500,000  a 
year;  and  (3)  raise  the  amount  for 
Aid  to  Families  with  Dependent  Chil- 
dren from  $6,150,000  to  $18,- 
100,000. 

Burton  G.  Hackney,  Commission- 
er, Texas  Department  of  Public  Wel- 
fare, reports  that  the  outcome  of 
this  special  election  may  affect  the 
state’s  Medicaid  program.  Although 
assistance  payments  go  to  recipients 
of  Old  Age  Assistance,  Aid  to  the 
Blind,  Aid  to  the  Disabled,  and  Aid 
to  Families  with  Dependent  Children, 
this  assistance  money  has  also 
served  as  a “cushion”  for  Medicaid. 
Whenever  the  appropriation  for  Med- 
icaid runs  short,  some  assistance 
money  can  be  transferred  and  used 
to  pay  for  medical  coverage.  This 
has  been  necessary  every  year  of 
the  Medicaid  program  so  far. 

Last  September,  in  an  effort  to 
make  the  same  budget  stretch  to 
serve  more  people,  the  Welfare  De- 
partment lowered  its  maximum  grant 
to  families  with  four  or  more  de- 
pendent children  from  $135  to  $123 
per  month.  To  avoid  further  reduc- 
tions, the  Legislature  made  a special 
transfer  of  $350,000  to  AFDC  in  the 
first  week  of  the  1969  session.  In  a 
further  attempt  to  spread  funds 
fairly,  the  Department  changed  May 
1 to  a new  method  of  distributing 
AFDC.  This  meant  higher  grants  to 
some  families  and  lower  grants  to 


others;  2,470  families,  most  of 
whom  are  partially  self-supporting, 
were  dropped  from  AFDC  rolls.  The 
problem  is  intensified  each  month 
when  3,000  children  alone  are  add- 
ed to  the  welfare  rolls. 

To  be  eligible  for  Medicaid  a per- 
son must  be  on  the  welfare  rolls  of 
his  state.  The  Department  has  set 
a minimum  grant  of  $1  in  the  AFDC 
program.  This  minimum  grant  lets 
some  who  would  otherwise  be 
dropped  from  the  rolls,  but  who  are 
still  in  need  of  assistance,  at  least 
remain  eligible  for  Medicaid.  Also,  if 
Texas’  welfare  funds  become  insuf- 
ficient to  meet  the  cost  of  Medicaid, 
which  under  federal  law  cannot  be 
cut  back,  the  program  will  have  to 
be  abandoned  entirely.  Hackney  sees 
this  inability  to  mach  funds  as  an 
impending  possibility.  It  is  also  fore- 
seeable, he  says,  that  in  the  next 
biennium,  the  levels  of  assistance  to 
the  disabled  and  to  the  elderly  will 
have  to  be  cut  back,  though  these 
programs  are  not  immediately  in 
danger. 

Approximately  90%  of  Texas  wel- 
fare expenditures,  including  medical 
assistance,  goes  to  the  elderly,  the 
disabled,  and  the  blind;  and  10% 
goes  to  families  with  dependent  chil- 
dren (AFDC). 

The  Texas  Constitution  now  limits 
public  assistance  money  payments 
by  the  Welfare  Department  to  $60 
million  annually.  Federal  funds  are 
added  to  these  state  funds  to  sup- 
plement available  money  for  assist- 
ance payments.  The  amount  of  fed- 
eral money  available  is  determined 
by  the  amount  of  state  money  avail- 
able. 

The  new  method  of  appropriating 
payments  includes  provisions  to  en- 
courage AFDC  recipients  to  work  if 
they  can,  because  certain  exemp- 
tions are  given  on  earned  income 
and  credit  for  work-related  expenses. 
The  new  program  removes  the  limit 
of  four  children  in  calculating  a 
family’s  monetary  needs,  and  there 


is  no  ceiling  on  grant  amounts  ex- 
cept the  availability  of  funds. 

AFDC  rolls,  the  Department  re- 
ports, have  been  growing  at  the  rate 
of  approximately  3,000  recipients 
per  month.  The  average  family  size 
is  4.6  people.  The  average  monthly 
payment  to  an  AFDC  family  of  a 
mother  and  four  children  is  $94.25. 

According  to  Hackney,  Texas,  with 
average  payments  of  $18.89  a 
month  per  person,  ranks  close  to  the 
bottom  in  the  scale  of  average  pay- 
ments per  recipient  in  Aid  to  Fam- 
ilies with  Dependent  Children.  “We 
are  48th.  We  fit  just  a few  notches 
above  Mississippi,  with  its  $8.40  a 
month.  New  York  stands  at  the  top, 
with  $60.75  a month.” 

Commissioner  Hackney  also  broke 
down  percentages  on  people  who  re- 
ceive welfare  assistance  in  Texas: 
mothers  or  caretakers  of  needy  chil- 
dren, 7%%;  needy  children, 
26%%;  needy  blind  persons,  1%; 
needy  disabled  persons,  4%;  and 
needy  elderly  persons,  61%.  The 
AFDC  program  is  funded  by  only 
10%  of  the  allocated  funds,  yet 
must  support  one  third  of  the  per- 
sons on  welfare  rolls. 

Of  AFDC  children  recipients,  86% 
are  being  reared  by  their  mothers. 
Fathers  are  not  in  the  home  for 
these  reasons:  dead,  8%;  divorced, 
15.3%;  separated,  10.7%;  deserted, 
19.3%;  in  prison,  5.2%;  not  mar- 
ried to  mother,  26%;  and  other  rea- 
sons, .9%.  Another  14%  live  with 
fathers  who  are  incapacitated  and 
may  or  may  not  be  living  at  home; 
and  .2%  of  the  children  are  living 
with  their  father  but  are  deprived  of 
the  care  of  their  mother.  Concerning 
AFDC  children,  the  commissioner 
stressed  that  “only  one  out  of  every 
four  of  these  children  is  illegiti- 
mate.” 

Of  all  AFDC  mothers,  90.5% 
either  work  full  or  part-time,  are  in- 
capacitated and  unable  to  work,  are 
needed  full  time  in  the  home,  have 
no  marketable  skills  to  be  able  to 
work,  or  are  seeking  employment. 
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Those  needed  full  time  in  the  home 
and  possessing  no  marketable  skills 
constitute  27.4%  of  AFDC  mothers. 

More  than  96%  of  the  people  de- 
pendent upon  public  assistance  in 
Texas  are  unemployed  or  unemploy- 
able, according  to  Welfare  Depart- 
ment reports.  When  broken  down 
into  categories  the  rolls  contain 
29.35%  children  under  working  age, 
1.03%  children  18-20  who  are  in 
school;  54.13%  retired  elderly  per- 
sons; 5.19%  disabled  or  blind  per- 
sons; .95%  disabled  "second  par- 
ents" of  AFDC  children;  and  5.46% 
mothers  of  dependent  children. 


New  Facilities  Dedicated 
At  UT  M.  D.  Anderson 

The  Gimbel  Building,  Research  In- 
stitute and  Warren  S.  Bellows  Lab- 
oratory of  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor 
Institute  at  Houston  was  dedicated 
on  June  21. 

Dedicatory  proceedings  took  place 
in  the  Anderson  auditorium  at  11 
a.m.  Tours  of  the  new  areas  and 
Main  Building  were  conducted  from 
9 a.m.  to  3 p.m. 

Featured  dedicatory  speakers  in- 
cluded Dr.  Kenneth  M.  Endicott, 
Bethesda,  Md.,  director  of  the  Na- 
tional Cancer  Institute,  and  Sen. 
A.  M.  Aikin,  Jr.,  Paris,  Tex.,  chair- 
man of  the  education  committee, 
Texas  Senate. 

The  dedication  marked  the  offi- 
cial opening  of  230,000  sq.  ft.  of 
new  facilities  for  research,  educa- 
tion, and  patient  care.  Total  con- 
struction costs  were  $10,000,000. 

The  new  units  alleviate  a critical 
shortage  of  space  for  the  University 
cancer  hospital.  They  provide  hous- 
ing for  physicians  and  scientists  who 
have  been  previously  housed  in  rent- 
ed space  outside  the  Texas  Medical 
Center  and  in  temporary  buildings 
adjacent  to  the  hospital. 

Included  in  the  new  area  is  a 25 
million  volt  medical  linear  accelera- 
tor, the  first  of  its  kind  to  be  plan- 
ned for  clinical  treatment  in  this 
country.  This  accelerator  is  also  the 
first  unit  of  such  voltage  to  produce 
easily  interchangeable  electron  and 
photon  beams  without  time-consum- 
ing adjustment  procedures. 

The  Warren  S.  Bellows  Laboratory 
houses  cardiopulmonary  function 
testing  and  measuring  equipment. 
The  laboratory  is  a gift  of  the  M.  D. 
Anderson  Foundation  of  Houston  in 
commemoration  of  Warren  S.  Bel- 
lows, prominent  Texan  and  Hous- 
tonian and  former  trustee  of  the 
foundation. 


Dallasite,  Houstonian 
Receive  UT  Awards 

Eugene  McDermott,  Dallas,  has 
been  named  as  recipient  of  the  1969 
Santa  Rita  Award  of  The  University 
of  Texas  System  Development 
Board. 

Hines  H.  Baker,  former  president. 
Humble  Oil  & Refining  Co.,  Houston, 
also  received  the  1969  Santa  Rita 
Award,  in  ceremonies  at  Austin  on 
May  31. 

The  award  is  the  board’s  highest. 
It  is  made  to  individuals  who  dem- 
onstrate great  concern  for  higher 
education  generally  and  who  give 
unusual  personal  assistance  to  the 
UT  System. 

McDermott  received  the  specially 
designed  Santa  Rita  gold  medal  dur- 
ing commencement  exercises  of  The 
University  of  Texas  Southwestern 
Medical  School  at  Dallas  June  2.  UT 
System  Chancellor  Harry  Ransom 
gave  the  citation,  and  Dan  C.  Wil- 
liams, Dallas  insurance  executive 
and  UT  System  Regent,  made  the 
presentation. 

McDermott  is  one  of  the  founders 
of  Texas  Instruments,  Inc.  He  has 
been  that  company’s  president  and 
board  chairman.  For  the  past  10 
years  he  has  served  as  executive 
committee  chairman. 

A gift  from  Mr.  and  Mrs.  McDer- 
mott, made  through  the  Southwest- 
ern Medical  Foundation,  supplement- 
ed by  state  and  federal  funds,  will 
finance  the  new  $5  million  McDer- 
mott Basic  Sciences  Research  Center 
at  Southwestern.  Bid  opening  for  the 
building  was  scheduled  for  June  5. 
Through  Southwestern  Medical  Foun- 
dation, the  McDermotts  established 
the  Margaret  Milam  McDermott  Chair 
in  Anesthesiology. 

McDermott  is  a member  of  the 
Coordinating  Board,  Texas  College 
and  University  System.  His  wife  is  a 
member  of  the  UT  System’s  Develop- 
ment Board  and  Fine  Arts  Advisory 
Council.  Their  personal  service  and 
extensive  philanthropy  include  many 
other  institutions  and  projects. 

Baker  has  served  as  trustee  and 
vice  president  of  Texas  Medical  Cen- 
ter, Houston;  as  chairman  of  the 
Texas  Research  League;  as  chairman 
of  the  UT  Development  Board;  as 
president  of  the  UT  Ex-Students  As- 
sociation; as  member  of  the  National 
Petroleum  Council;  and  as  director 
of  the  Standard  Oil  Company  of  New 
Jersey. 

Recipient  of  the  first  Santa  Rita 
Award  last  year  was  Miss  Ima  Hogg, 
Houston. 

The  award  is  named  for  Santa 
Rita  No.  1,  the  discovery  well,  on 


University  lands  in  West  Texas. 

The  UT  System  Development 
Board,  originators  of  the  Santa  Rita 
Award,  is  a group  chiefly  composed 
of  UT  volunteer  alumni  who  seek 
improvement  of  education  through- 
out the  System  by  securing  private 
funds  from  individuals,  corporations, 
and  foundations  to  supplement  state 
and  federal  funds.  Joe  M.  Dealey, 
president  of  the  Dallas  Morning 
News,  is  board  chairman. 


Rehabilitation  Nursing 
Workshops  Scheduled 

Texas  Woman’s  University  College 
of  Nursing,  Denton,  will  present  a 
series  of  four-week  workshops  for 
professional  nurses  in  rehabilitation 
nursing.  Workshops  will  be  held  at 
the  TWU  Houston  Center. 

Workshop  dates  are  Sept.  29-Oct. 
24;  Jan.  12-Feb.  6,  1970;  March  2- 
27,  1970;  April  20-May  15,  1970; 
and  June  1-26,  1970. 

These  workshops  will  provide  an 
opportunity  for  a nurse  (1)  to  ex- 
amine her  own  philosophy  and  atti- 
tude toward  the  patient  with  long- 
term illness  or  disability;  (2)  to  ex- 
pand her  knowledge  and  to  increase 
her  skill  in  rehabilitation  nursing 
techniques;  (3)  to  identify  and  ana- 
lyze the  needs  and  problems  of  a 
specific  patient  and  to  learn  how  to 
develop  and  implement  a nursing 
care  plan;  and  (4)  to  recognize  the 
need  for  the  team  approach  to  pro- 
vide continuity  of  care  through  ac- 
tually working  with  the  members  of 
various  disciplines. 

Program  of  instruction  will  include 
lectures,  demonstrations,  discus- 
sions, and  clinical  practice  in  the 
basic  elements  of  preventive  and 
restorative  nursing  measures. 

Traineeships  are  available  through 
a grant  from  the  United  States  Pub- 
lic Health  Service  covering  the  cost 
of  tuition  and  a stipend.  Tuition  is 
covered  for  participants  whose  tui- 
tion is  not  paid  by  any  other  source. 
Stipends  are  also  available  to  par- 
tially cover  living  expenses. 

Priority  will  be  given  to  teachers 
in  basic  programs  in  nursing,  to 
teachers  in  in-service  education  in 
hospitals  and  health  agencies,  and 
to  head  nurses  and  supervisors  in 
hospitals,  public  health  agencies, 
and  nursing  homes. 

Further  information  is  available 
from  Miss  Ana  M.  Valadez,  Pro- 
gram Director,  Rehabilitation  Nurs- 
ing Workshops,  Texas  Woman’s  Uni- 
versity College  of  Nursing,  1130 
M.D.  Anderson  Blvd.,  Houston 
77025. 
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a broad-spectrum  antibiotic  for  the  diabetic 


threat  or 

thocipy? 


Disordered  metabolism 
makes  her  prone  to 
bacterial  infection 
—and  to  moniliasis. 

When  she  needs  tetracycline, 
she  may  also  need  protection 
against  the  threat  of  fungal  over- 
growth. And  Tetrex-F  can  pro- 
vide both. 

Each  capsule  contains  250 
mg.  of  tetracycline  phosphate 
complex  to  control  sensitive  bac- 
terial pathogens ...  and  nystatin, 
250,000  units,  as  a precaution- 
ary measure  against  trouble- 
some vaginitis,  proctitis  or  other 
monilial  infections.  However, 
superinfection  with  other,  non- 
susceptible  organisms  may 
occur. 


Tctrex-F 

(tetracycline  phosphate 
complex-nystatin) 


PRESCRIBING  INFORMATION:  Tet-F.  5 
— 2/23/67.  For  complete  information 
consult  Official  Package  Circular. 
Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary  tracts 
and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms,  in  patients 
with  increased  susceptibility  to  monilial 
infections. 

Contraindications:  The  drug  is  contra- 
indicated in  patients  hypersensitive  to 
its  components. 

Warnings:  Photodynamic  reactions  have 
been  produced  by  tetracyclines.  Natural 
and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  it  skin 
discomfort  occurs.  With  renal  impair- 
ment, systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used.  Tooth 
staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period 
and  childhood) . 

Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with 
bulging  fontanels.  In  gonorrheal  ther- 
apy, serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for 
3 months. 

Adverse  Reactions:  Glossitis,  stomatitis, 
nausea,  diarrhea,  flatulence,  proctitis, 
vaginitis,  dermatitis,  and  allergic  reac- 
tions may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d. 
Continue  for  10  days  in  Beta-hemolytic 
streptococcal  infections.  Administer  one 
hour  before  or  two  hours  after  meals. 
Supplied:  Capsules,  bottles  of  16  and 
100.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250 
mg.  tetracycline  HCI  activity  and  250,- 
000  units  of  nystatin. 

For  Oral  Suspension,  125  mg.  tetra- 
cycline and  125,000  u.  nystatin/5  ml., 

60  ml.  bottles.  A.H.F.S.  Category  8:12 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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UT  REGENTS  VOTE  EXPANSION  OF  FACILITIES,  CURRICULA 


The  Austin  architectural  firm  of 
Brooks,  Barr,  Graeber,  and  White 
was  named  June  20  as  project  archi- 
tect for  the  new  University  of  Texas 
Medical  School  at  Houston. 

The  UT  System  Board  of  Regents 
appointed  the  firm  and  authorized 
it  to  proceed  with  preliminary  plans 
for  the  medical  school  which  was 
authorized  recently  by  the  61st  Tex- 
as Legislature. 

An  initial  appropriation  of  $250,- 
000  was  approved  to  cover  archi- 
tects’ fees  through  the  preliminary 
plan  stage. 

Brooks,  Barr,  Graeber,  and  White 
previously  had  been  retained  by  the 
Board  of  Regents  to  make  master 
plan  studies  in  the  Texas  Medical 
Center  where  the  UT  Medical  School 
at  Houston  is  to  be  located. 

In  other  action  related  to  UT 
Houston,  the  Board: 

— Appointed  the  Houston  archi- 
tectural firm  of  Wilson,  Morris,  Crain 
& Anderson  as  project  architect  to 
increase  the  amount  of  usable  space 
at  the  UT  Dental  Branch.  The  $1.6 
million  project  calls  for  converting 
into  usable  space  approximately 

25.000  sq  ft  of  partially  excavated 
ground  floor  space  in  the  Dental 
Branch  building  and  remodeling  an 
additional  12,000  sq  ft.  The  gain  in 
space  and  facilities  will  enable  the 
Dental  Branch  to  increase  its  enroll- 
ment of  dental  students  at  least 
20%  and  its  dental  technicians  by 
the  same  amount. 

— Appointed  Cameron  Fairchild  & 
Associates  of  Houston  as  project 
architect  to  remodel  approximately 

50.000  sq  ft  of  floor  space  in  the 
Mayfair  Apartment-Hotel,  recently 
acquired  by  the  University.  The 
$500,000  remodeling  project  will 
provide  administrative  office  space 
for  the  various  institutions  compris- 
ing The  University  of  Texas  at  Hous- 
ton. The  15-story  hotel,  now  known 
as  Anderson-Mayfair,  is  administered 
by  UT's  M.  D.  Anderson  Hospital  and 
Tumor  Institute  at  Houston. 

Also  a new  dental  school  for  The 
University  of  Texas  System  was 
established  officially  in  San  Antonio 
June  20  during  the  Galveston  meet- 
ing of  the  System’s  Board  of  Re- 
gents. 

The  University  of  Texas  Dental 
School  at  San  Antonio  will  be  located 
adjacent  to  the  UT  Medical  School 
at  San  Antonio  in  the  northwest  part 
of  the  city. 

The  Dental  School  was  authorized 
by  the  61st  Texas  Legislature,  with 


the  location  to  be  selected  by  the 
UT  System  Regents. 

The  Regents  at  their  meeting  also 
announced  the  selection  of  the  San 
Antonio  architectural  firms  of  Bart- 
lett Cooke  & Associates  and  Phelps 
& Simmons  & Associates  as  project 
architects  for  the  new  school.  An 
appropriation  of  $150,000  to  cover 
miscellaneous  expenses  and  archi- 
tects’ fees  through  the  preliminary 
plan  stage  also  was  authorized. 

Southern  Methodist  University  and 
The  University  of  Texas  Southwest- 
ern Medical  School  at  Dallas,  part- 
ners in  a biomedical  engineering 
master’s  degree  program  since  1964, 
are  expanding  their  cooperative  stu- 
dies to  include  a program  leading  to 
a PhD  degree  in  that  area. 

The  UT  System  Board  of  Regents 
June  20  approved  an  agreement  be- 
tween the  two  institutions  setting  up 
the  curriculum  to  be  followed  by 
students:  establishing  the  adminis- 
trative offices  for  the  program;  and 
outlining  entrance,  registration,  and 
graduation  requirements. 

Under  the  new  agreement  the 
master’s  degree  and  the  PhD  de- 
gree in  engineering  or  applied  sci- 
ence with  a specialization  in  biomed- 
ical engineering  will  be  awarded  by 
"Southern  Methodist  University  in  a 
cooperative  Bio-Medical  Engineering 
Program  with  The  University  of  Tex- 
as Southwestern  Medical  School  at 
Dallas.’’ 

The  curriculum  will  include  re- 
quired engineering,  biology,  and  phy- 
siology courses,  and  will  culminate 
in  a research  project  for  each  stu- 
dent. Each  school  will  appoint  a di- 
rector of  the  biomedical  engineering 
program,  and  the  directors  will  de- 
termine the  required  course  work 
by  consultation. 

In  general,  admission  and  other 
academic  requirements  and  proce- 
dures associated  with  the  program 
may  be  found  in  the  current  issue 
of  the  SMU  Institute  of  Technology 
bulletin.  SMU  will  supervise  each 
student’s  program,  keep  all  records, 
award  credit  for  courses  taken,  and 
grant  the  degree. 

Although  certain  courses  must  be 
taken  at  the  master’s  level,  the  PhD 
level  program  will  be  planned  to  fit 
the  student’s  particular  needs  and 
to  conform  with  the  degree  require- 
ments. 

Students  desiring  to  enter  the 
program  must  have  received  a bach- 
elor of  science  degree  in  some  area 
of  engineering  before  applying  for 


admission  to  the  Graduate  Division 
of  the  Institute  of  Technology,  SMU. 

Admission  requirements  will  be 
set  by  SMU,  but  both  program  di- 
rectors must  be  notified  by  the  di- 
rector of  the  SMU  Graduate  Division 
of  any  changes  in  admissions  to  the 
program.  In  addition,  doctoral  can- 
didates must  be  approved  by  both 
program  directors  and  Graduate  Di- 
vision director. 

Each  school  will  handle  the  reg- 
istration and  assessment  of  fees  for 
students  depending  on  the  courses 
the  students  must  take.  Three  hours 
of  vertebrate  biology  are  offered  at 
SMU,  whereas  the  required  six  hours 
of  engineerng  physiology  and  engi- 
neering principles  of  biological  in- 
strumentation are  offered  at  the 
medical  school.  Thesis  research  may 
be  done  at  either  SMU  or  South- 
western. 

The  University  of  Texas  System 
Board  of  Regents  at  its  Galveston 
meeting  retained  a planning  con- 
sultant to  assist  in  the  campus 
development  plan  and  design  of 
authorized  buildings  at  The  UT 
Southwestern  Medical  School  at 
Dallas. 

The  firm  is  E.  Todd  Wheeler  and 
the  Perkins  and  Will  Partnership  of 
Chicago,  ML,  an  experienced  con- 
sultant group  in  the  field  of  medical 
education  program  planning. 

The  Chicago  group  will  work  with 
the  UT  System’s  Office  of  Facilities 
Planning  and  Construction  on  the 
initial  phase  of  originating  planning 
and  design  and  at  the  subsequent 
stage  of  reviewing  schematic  and 
preliminary  design  developments. 

The  firm  was  recommended  due 
to  the  need  for  analysis  and  evalua- 
tion of  solutions  proposed  by  the 
staff  of  the  Office  of  Facilities  Plan- 
ning and  Construction  and  various 
project  architects  for  buildings  on 
the  Dallas  medical  school  campus. 

The  E.  Todd  Wheeler  and  Perkins 
and  Will  firm  also  is  expected  to 
work  with  the  Office  of  Facilities 
Planning  and  Construction  in  con- 
nection with  the  planning  of  the  new 
UT  Medical  School  at  Houston  and 
the  UT  Dental  School  at  San  An- 
tonio, both  of  which  were  authorized 
by  the  61st  Legislature. 

Regents  also  approved  an  affilia- 
tion agreement  between  the  UT 
Medical  School  at  San  Antonio  and 
the  Santa  Rosa  Medical  Center  of 
San  Antonio. 

The  agreement  establishes  “a 
broad  framework  of  policy  to  facili- 
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tate  cooperation”  between  the  San 
Antonio  Medical  School  and  the 
hospital. 

Under  the  agreement,  the  initia- 
tive for  establishing  “definitive  re- 
lationships” is  vested  in  the  respec- 
tive heads  of  departments  within  the 
medical  school  and  the  correspond- 
ing departments  or  divisions  of  the 
hospital. 

Included  are  provisions  for  certain 
hospital  staff  members  to  have  fac- 
ulty appointments  in  the  medical 
school.  In  turn,  the  hospital  will 
provide  research  facilities  for  physi- 
cians who  are  full  time  medical 
school  faculty  members. 

The  agreement  says: 

“In  recognition  of  contemporary 
trends  and  likely  future  require- 
ments, University  and  Hospital  agree 
on  the  desirability  of  establishing  a 
closer  working  relationship  between 
the  two  institutions,  who  share  a 
common  commitment  to  offer  the 
people  of  San  Antonio,  Texas,  and 
the  Southwest  a program  of  excel- 
lence in  medical  education  and  also 
share  the  desire  to  coordinate  all 
medical  care  resources  for  the  bene- 
fit of  improved  patient  care  and  fur- 
ther development  of  San  Antonio  as 
a medical  center.” 

And  finally,  the  initial  step  in 
providing  a modern  and  permanent 
home  for  The  University  of  Texas 
Nursing  School  (System-wide)  was 
taken  by  the  UT  System  Board  of 
Regents  at  its  June  20  meeting. 

The  Austin  architectural  firm  of 
Simpson  and  Lackey  was  appointed 
by  the  Regents  to  prepare  plans  for 
a new  $2.4  million  building  to  house 
the  Nursing  School  at  UT  Austin. 

The  Nursing  School,  which  pres- 
ently supervises  UT  nursing  pro- 
grams at  Austin  and  at  the  Galves- 
ton Medical  Branch,  now  occupies 
half  of  C.  P.  Hall,  a World  War  II 
wooden  barracks  that  has  stood  on 
the  Austin  campus  since  1947,  and 
four  rooms  in  a nearby  office 
building. 

Tentative  site  approval  for  the 
new  Nursing  School  building  has 
been  given  to  a location  on  the  west 
side  of  Red  River  Street  between 
17th  and  18th  Streets.  The  building 
will  contain  approximately  87,000 
gross  sq  ft  of  floor  space. 

Under  the  nurse  training  provision 
of  the  Health  Manpower  Act  of  1968, 
the  University  plans  to  apply  for  a 
federal  grant  to  aid  in  construction 
of  the  building. 

Dr.  Marilyn  Willman,  Nursing 


School  dean,  said  the  new  building 
will  provide  badly  needed  classroom 
and  office  space.  The  school  now 
has  a 30-member  faculty  and  a stu- 
dent body  of  487  graduate  students 
and  undergraduates  who  are  enrolled 
either  at  UT  Austin  or  at  Galveston. 
Further  expansion  of  the  nursing 
school  has  been  authorized  by  the 
61st  Texas  Legislature  which  ap- 
proved the  establishment  of  a clin- 
ical nursing  program  in  San  Antonio 
and  an  undergraduate  nursing  pro- 
gram in  El  Paso. 

Dean  Willman  pointed  out  that  the 
new  building,  in  addition  to  meeting 
the  needs  of  an  increasing  enroll- 
ment, will  provide  laboratory  space 
where  students  can  practice  nursing 
skills. 

The  UT  Nursing  School  had  head- 
quarters for  70  years  in  Galveston; 
but,  under  a reorganization  that 
took  place  in  1967,  its  administra- 
tive offices  were  relocated  at  UT 
Austin. 


Dr.  LeMaistre  Named 
UT  Deputy  Chancellor 

On  the  recommendation  of  Chan- 
cellor Harry  Ransom,  the  Board  of 
Regents  of  The  University  of  Texas 
System  June  20  approved  the  ap- 
pointment of  Dr.  Charles  A.  LeMais- 
tre as  deputy  chancellor  of  the  UT 
System. 

As  deputy  chancellor.  Dr.  Le- 
Maistre, formerly  executive  vice 
chancellor  for  health  affairs,  as- 
sumes the  day-to-day  administrative 
responsibility  for  the  entire  UT  Sys- 
tem. 

Dr.  Ransom  will  continue  as  the 
chief  executive  officer  for  the  UT 
System.  His  primary  responsibilities 
will  be  in  the  area  of  development, 
general  policy,  and  general  academic 
planning. 

Dr.  LeMaistre’s  vacated  post  of 
executive  vice  chancellor  for  health 
affairs  will  be  filled  later. 

As  deputy  chancellor.  Dr.  Le- 
Maistre is  authorized  by  the  Board 
of  Regents  and  the  chancellor  to 
exercise  all  the  power  and  authority 
possessed  by  the  Board  in  the  gov- 
ernance of  the  component  institu- 
tions in  the  UT  System. 

The  chief  executive  officers  of  the 
component  institutions  will  report 
only  through  the  executive  vice  chan- 
cellors and  through  them  to  the 
deputy  chancellor. 


Drug  Abuse  Materials 
Available  from  TMA 

As  part  of  its  continuing  program 
to  inform  the  public  on  drug  abuse, 
the  Texas  Medical  Association  has 
made  available  several  materials  on 
the  subject. 

Five  pamphlets,  originally  pre- 
pared by  the  American  Medical  As- 
sociation’s department  of  health  ed- 
ucation, are  available  in  quantity  at 
no  cost.  Topics  of  the  pamphlets 
are  marihuana,  LSD,  barbiturates, 
amphetamines,  and  glue  sniffing. 
Orders  should  be  sent  to  Public  Re- 
lations Division,  Texas  Medical  As- 
sociation, 1801  N.  Lamar  Blvd.,  Aus- 
tin 78701.  The  exact  quantity  need- 
ed should  be  stated. 

Also  available  on  drug  abuse  are 
a list  of  films  available  in  the  TMA 
Memorial  Library,  suggested  speech- 
es for  presentation  to  both  young 
people  and  parents,  newspaper  and 
radio  materials,  and  reprints  from 
the  Journal  of  the  American  Medical 
Association  on  drug  abuse. 

County  medical  societies  who  se- 
cure public  service  space  for  their 
use  from  outdoor  advertising  com- 
panies in  their  area  may  obtain  a 
five-color  billboard  on  drug  abuse. 
Fifty  of  these  posters  have  already 
been  placed  in  Austin,  Amarillo,  Lub- 
bock, San  Antonio,  Waco,  and  Wich- 
ita Falls. 


Health  Insurance  Council 
Publishes  Survey  of  Costs 

The  Health  Insurance  Council  has 
announced  publication  of  Survey  of 
Hospital  Charges  as  of  December, 
1968,  an  itemized  breakdown  of  hos- 
pital expenses  throughout  the  na- 
tion. 

The  book  details  costs,  including 
those  of  x-ray,  drugs,  and  labora- 
tory, in  terms  of  average  hospital 
charges.  It  divides  the  United  States 
into  census  division,  state,  and 
Standard  Metropolitan  Statistical 
Areas  including  the  nation’s  25  larg- 
est counties. 

The  national  survey  also  reports 
on  charges  for  intensive  care  and 
extended  care  units  as  well  as  av- 
erage daily  service  charges  in  both 
voluntary  and  proprietary  hospitals. 
It  was  prepared  by  the  American 
Hospital  Association  tor  the  council. 

Copies  are  available  from  William 
W.  Reinertson,  Health  Insurance 
Council,  750  Third  Ave.,  New  York 
10017.  Price  is  $10  for  the  first 
copy  and  $5  for  each  additional 
copy. 
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Dallas  Stages  Successful 
Health  Education  Focus 

County  medical  societies  seeking 
to  improve  public  education  in 
health  matters  may  find  some  use- 
ful ideas  in  a program  recently  car- 
ried out  in  Dallas. 

In  May  the  Dallas  Chamber  of 
Commerce  sponsored  a Community 
Health  Focus  which  concentrated  on 
reminding  the  citizens  of  Dallas 
County  that  health  is  of  great  sig- 
nificance in  a happy,  successful 
community. 

Sponsored  by  the  public  health 
committee  of  the  Dallas  Chamber 
of  Commerce,  Community  Health 
Focus  activities  were  concentrated 
mainly  during  the  week  of  May  Il- 
ly; but  some  of  the  projects  in- 
volved took  place  during  the  entire 
month  of  May.  Active  promotion  was 
done  by  dozens  of  committees  and 
hundreds  of  individuals  of  the  health 
professions  and  health-minded  citi- 
zens, according  to  Dan  M.  Cole, 
chairman  of  the  chamber  of  com- 
merce public  health  committee. 

Dr.  Milford  0.  Rouse  of  Dallas, 
immediate  past  president  of  the 
American  Medical  Association,  serv- 
ed as  general  chairman  for  Com- 
munity Health  Focus,  volunteering 
his  time  and  maintaining  an  office 
at  the  chamber.  Chief  consultant  for 
the  project  was  H.  D.  Carmichael, 
director  of  the  Dallas  Health  & Sci- 
ence Museum  & Planetarium. 

Organizations  which  contributed 
to  the  effort  were  Dallas  County 
Medical  Society,  Dallas  Hospital 
Council,  Dallas  Health  & Science 
Museum  & Planetarium,  Dallas 
County  Dental  Society,  and  more 
than  100  other  health  and  citizen 
groups. 

Cole  listed  some  of  the  activities 
which  took  place. 

1.  During  the  entire  month  of 
May  Dallas  television  and  radio  sta- 
tions ran  frequent  “spots”  on  Com- 
munity Health  Focus,  including  in 
broadcast  programming  coverage  on 
news  broadcasts  and  three  special 
interviews. 

2.  The  Dallas  Morning  News  and 
the  Dallas  Times  Herald  published 
special  Community  Health  Focus 
sections  on  Sunday,  May  11. 

3.  Dallas  churches  and  syna- 
gogues ran  special  health  week  com- 
ments in  their  weekly  bulletins,  and 
several  ministers  featured  health 
subjects  from  their  pulpits. 

4.  The  transit  system  displayed 
bus  cards,  many  stores  had  special 
window  displays,  and  commercial 
billboards  spoke  of  the  dangers  of 
drug  abuse. 


5.  The  hospitals  in  the  county 
had  special  displays:  and  physicians, 
dentists,  and  pharmacists  used  in- 
dividual “tent  cards”  on  desks  and 
counters. 

6.  Dr.  George  W.  Graham,  Sche- 
nectady, N.Y.,  president  of  the  Amer- 
ican Hospital  Association,  spoke  at  a 
Community  Health  Focus  luncheon 
on  May  12. 

7.  Service  clubs  and  women’s 
study  clubs  featured  programs  on 
health  at  their  regularly  scheduled 
meetings. 

8.  The  Dallas  Health  & Science 
Museum  & Planetarium  provided 
special  reading  lists  on  health  sub- 
jects in  materials  available  at  the 
museum  and  at  the  main  Dallas  Pub- 
lic Library;  and  featured  exhibits, 
pamphlets,  and  special  health  pro- 
grams. 

9.  Three  shopping  center  malls 
featured  health  fairs. 

10.  The  city’s  public  schools  fea- 
tured special  health  programs. 

11.  Members  of  the  health  pro- 
fessions and  voluntary  health  agen- 
cies spoke  to  students  on  area  col- 
lege campuses. 

12.  Hospitals  sponsored  tours  for 
high  school  students  and  presented 
special  health  education  features  for 
patients  and  visitors. 

13.  A county  judge  and  several 
mayors  in  the  county  issued  special 
proclamations  observing  Community 
Health  Focus. 

Theme  of  the  Community  Health 
Focus  was  “Health  is  YOUR  respon- 
sibility.” Summaries  of  the  Dallas 
Community  Health  Focus  program 
are  available  through  the  Dallas 
Chamber  of  Commerce,  the  South- 
western Medical  Foundation,  and  the 
Dallas  Health  & Science  Museum  & 
Planetarium. 

Galveston  Woman  Named 
Top  Medical  Assistant 

Miss  Helen  Kirk  Lauve,  employee 
of  Dr.  Harry  K.  Davis  of  Galveston, 
has  been  named  medical  assistant 
of  the  year  1968-1969  by  the  Texas 
Medical  Assistants  Association. 

Selection  is  based  on  job  perform- 
ance, medical  assistant  association 
work  done  on  the  national,  state, 
and  local  level;  and  work  in  civic 
areas.  Judges  were  Dr.  James  H. 
Sammons,  Attorney  Bruce  Ramsey, 
and  Mrs.  Bert  T.  McWhorter,  all  of 
Baytown. 

Miss  Lauve  has  served  as  presi- 
dent of  the  Texas  Medical  Assistants 
Association  and  is  currently  vice 
speaker  of  the  association’s  house 
of  delegates. 


Rule  on  Waste  Disposal 
Became  Effective  July  I 

On  July  1 a Texas  Air  Control 
Board  regulation  went  into  effect 
prohibiting  open  burning  of  solid 
waste.  Many  Texas  cities  have  had 
to  make  adjustments  in  order  to  find 
other  means  of  solid  waste  disposal 
which  do  not  contribute  to  air  pol- 
lution. 

The  regulation  affects  cities  of 
more  than  5,000  population,  but 
cities  of  any  size  in  a Standard  Met- 
ropolitan Statistical  Area  may  not 
burn  refuse  in  open  dumps.  The 
regulation  actually  became  effective 
on  Jan.  3,  1968,  reports  the  Texas 
State  Department  of  Health;  but 
cities  received  an  18-month  grace 
period  to  comply  totally  with  the  law 
because  of  the  extensive  work  and 
great  expense  involved. 

A federal  official  has  estimated 
that  an  additional  $750  million  per 
year  will  be  needed  over  the  next 
five  years  to  provide  Americans  with 
satisfactory  collection  and  disposal 
of  household  refuse,  garbage,  and 
other  solid  wastes.  These  services 
already  are  costing  the  public  more 
than  $4.5  billion  a year. 

In  Texas,  studies  have  shown  that 
an  average  of  some  1,600  lb.  of 
refuse  per  person  is  thrown  away 
each  year,  reports  the  Health  Depart- 
ment. This  is  about  two  cubic  yards 
of  compacted  solid  wastes.  In  Dallas, 
according  to  one  study,  there  are 
almost  six  lb.  of  refuse  each  day 
per  capita. 

Once  trash  is  collected  it  may  be 
burned,  disposed  of  in  landfills  (bur- 
ied), or  composted  into  a usable  soil 
conditioner. 

The  landfill  method  is  considered 
the  most  economical  of  acceptable 
methods.  During  the  spring,  seminars 
on  municipal  refuse  collection  and 
disposal  equipment  were  given  in  10 
different  cities  by  the  State  Health 
Department  Division  of  Sanitary 
Engineering.  Emphasis  was  on  sani- 
tary landfills,  a day-to-day  burying 
of  refuse,  thus  allowing  marginal 
land  to  be  reclaimed  for  such  uses 
as  parks,  golf  courses,  and  botanical 
ga  rdens. 

Police  Surgeons  Organize 

An  ad  hoc  committee  of  New  York 
physicians  and  public  officials  has 
formed  to  establish  a National  So- 
ciety of  Police  and  Fire  Surgeons. 

Dr.  Howard  Schneider,  police  sur- 
geon, Westchester  County,  N.Y.,  75 
Lee  Ave.,  Yonkers,  New  York  10705, 
is  ad  hoc  committee  chairman. 
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When  he  needs  an  antibiotic 
he  may  be  a candidate  for 


DECLOSTATIN'300 

Demelh^lchlorlelracyrlinf  HEl  300  mg  1 • ~| 

and  INyslalin  500.000  units  -■ 

CAPSLLE-SHAPED  TABLETM  Ledcrie  Jtl  • ± • UL  • 


To  guard  susceptible  patients  against  intestinal  inonilial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
overgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demetbylchlortetracycline,  DECLOSTATIN  should  he  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  hy 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  hy  antibiotic-resistant  fungal  overgrowth 
( particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning : In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this, 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug^ 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo-  j 
plasia  has  been  seen  in  a few'  children.  If  adverse  reaction  or  idiosyn-j 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therapy.) 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far  ( 
in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be ) 
given  1 hour  before  or  2 hours  after  meals,- since  absorption  is  impaired  1 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods! 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  lO  days,  even  though  symptoms  have  subsided. 

LEDERLE LABORATORIES  1 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Marjorie  Clapp  Named 
RMP  Publicity  Director 

Miss  Marjorie  Clapp,  formerly 
medical  science  reporter  for  the  San 
Antonio  Light,  May  31  was  named 
public  information  director  for  the 
Regional  Medical  Program  in  Texas. 

Her  appointment,  which  became 
effective  June  2,  was  announced  by 
Dr.  Charles  B.  McCall,  program  co- 
ordinator. Dr.  McCall  also  serves  as 
assistant  to  the  executive  vice  chan- 
cellor for  health  affairs  in  The  Uni- 
versity of  Texas  System  and  as  a 
UT  System  professor  of  medicine. 

The  Regional  Medical  Program  is 
a joint  federal-state  effort  to  coor- 
dinate, improve,  and  make  more  ef- 
fective the  delivery  of  medical  ser- 
vices in  the  areas  of  heart  disease, 
cancer,  stroke,  and  related  diseases. 
The  UT  System  is  the  Texas  grantee 
institution  for  the  program. 

Miss  Clapp  will  not  only  be  re- 
sponsible for  information  projects  in 
the  RMP  but  will  also  handle  some 
liaison  with  local  medical  and  dental 
societies. 

Miss  Clap  had  been  with  the 
Light  since  1953  and  was  formerly 
a general  reporter  on  the  Fort  Worth 
Star-Telegram.  She  won  the  Texas 
Medical  Association  Anson  Jones 
Award  for  outstanding  medical  writ- 
ing in  1960,  1966,  and  1969. 

A journalism  graduate  of  The  Uni- 
versity of  Texas  at  Austin,  Miss 
Clapp  also  attended  Columbia  Uni- 
versity in  New  York  in  1962-63. 

Medical  Branch  Begins 
Family  Medicine  Studies 

The  University  of  Texas  Medical 
Branch  at  Galveston  has  joined  the 
ranks  of  the  proponents  of  family 
medicine  with  the  establishment  of 
a program  of  family  medicine  at  the 
school.  Taking  office  this  month  as 
director  of  the  program  is  Dr.  M.  L. 
Ross  of  Galveston. 

Constructed  as  a residency  type 
program.  Medical  Branch  partici- 
pants will  receive  special  training  in 
preventive  medicine  and  long  term 
care.  They  will  learn  to  recognize 
social  and  psychological  problems  in 
patients  and  how  to  relate  these 
problems  to  disease  in  the  family. 

The  school’s  program  will  follow 
the  same  general  guidelines  as  those 
established  for  the  American  Board 
of  Family  Medicine,  which  was  cre- 
ated last  February  by  approval  from 
the  advisory  board  for  medical  spe- 
cialties and  the  council  on  medical 
education  of  the  American  Medical 
Association.  Purpose  of  the  program 


is  to  bring  the  family  practice  aspect 
of  medicine  up  to  a status  equiva- 
lent with  other  medical  specialties. 

As  envisioned,  the  family  medicine 
physician  will  not  replace  the  doctor 
in  general  practice.  “These  will  be 
two  distinct  types  of  physicians, 
practicing  different  kinds  of  medi- 
cine,” states  Dr.  Joseph  M.  White, 
vice  president  for  academic  affairs 
and  dean  of  medicine. 

UT  Publishes  Report 
On  Solid-waste  Disposal 

A report  on  methods  of  solid- 
waste  disposal,  a subject  vital  to  the 
health  of  Texas  citizens,  has  been 
compiled  and  published  at  The  Uni- 
versity of  Texas. 

The  Environmental  Health  Engi- 
neering Research  Laboratory  of  the 
Civil  Engineering  Department  pre- 
pared the  report,  which  covers  15 
of  the  23  Standard  Metropolitan  Sta- 
tistical Areas  of  the  state  located  in 
29  counties.  Included  are  classifica- 
tions of  wastes  and  disposal  sites, 
methods  of  operation  used  at  sites 
within  the  survey,  problems  at  the 
various  sites  and  recommendations 
for  sanitary  landfill  operations. 

The  15  SMSA’s  are  Amarillo, 
Beaumont-Port  Arthur,  Corpus  Chris- 
ti,  Dallas,  Fort  Worth,  Galveston- 
Texas  City,  Houston,  Lubbock,  Mid- 
land, Odessa,  San  Angelo,  Sherman- 
Denison,  Tyler,  Waco,  and  Wichita 
Falls. 

Improvements  are  suggested  for 
the  landfill  method  of  disposing  of 
solid  wastes  in  the  SMSA’s  surveyed: 
and  the  report  points  out  that  17% 
of  the  217  sites  in  those  areas  are 
classified  as  sanitary  landfills,  4% 
as  modified  dumps,  and  79%  as 
open  dumps. 

It  was  established  that  sanitary 
landfills  serve  56%  of  the  popula- 
tion served  in  the  29  counties  sur- 
veyed, while  modified  dumps  handle 
9%,  and  open  dumps  handle  35%. 

The  results  of  the  study  show 
that  68%  of  the  sites  will  need  to 
be  replaced  within  five  years,  and 
79%  within  10  years. 

“Less  than  10%  of  the  sites  have 
specific  plans  for  land  use  after  the 
landfill  operation  is  completed,”  ac- 
cording to  the  report.  “The  re- 
claimed land  is  used  for  recreational 
purposes  or  for  light  construction  in 
those  places  where  use  of  the  com- 
pleted landfill  sites  is  planned.” 

Studies  of  waste  disposal  and  im- 
plementation of  improved  methods 
are  among  the  weapons  used  in  war 
against  pollution  of  air,  water,  and 
land. 


Project  HOPE  To  Visit 
Tunisia  on  Next  Voyage 

The  S.  S.  Hope  will  sail  for  Tunisia 
late  in  August  for  a ten-month  stay, 
marking  her  first  return  to  the  Afri- 
can continent  since  the  hospital 
ship’s  voyage  to  Guinea  in  1964. 

The  announcement  was  made 
jointly  May  16  by  Project  HOPE 
founder  and  president.  Dr.  William 
B.  Walsh,  and  the  Tunisian  Ambas- 
sador to  the  United  States,  Rachid 
Driss.  The  selection  of  Tunisia  as  the 
next  port  of  call  for  the  S.  S.  Hope 
was  made,  according  to  Dr.  Walsh, 
on  the  basis  of  advance  medical  sur- 
vey team  reports  and  the  “warm  in- 
vitation” of  the  Tunisian  govern- 
ment. 

The  medical  survey  team,  the  first 
of  three  such  teams,  arrived  in  Tunis 
on  March  31  and  spent  10  days 
touring  existing  medical  facilities  and 
interviewing  doctors  and  government 
officials. 

Based  on  the  initial  survey  re- 
ports, Dr.  Walsh  said  the  HOPE  med- 
ical staff  will  be  placing  great  em- 
phasis on  working  with  Tunisian 
medical  students,  interns,  and  resi- 
dents during  the  ten-month  stay  in 
Tunis.  Educational  exchange  pro- 
grams will  be  conducted  in  medi- 
cine, dentistry,  nursing,  public 
health,  medical  technology,  phar- 
macy, and  other  paramedical  spe- 
cialties. 

The  medical  mission  to  Tunisia 
will  be  the  ninth  voyage  the  S.  S. 
Hope  has  taken  since  her  maiden 
voyage  in  1960.  That  voyage  to  In- 
donesia and  Vietnam  was  followed 
by  teaching/treatment  missions  to 
Peru,  Ecuador,  Guinea,  Nicaragua, 
Colombia,  and  Ceylon.  The  Hope  re- 
turned from  Ceylon  late  in  March 
and  since  that  time  has  been  at  the 
Sun  Shipyards  in  Chester,  Pa.,  being 
refitted  for  her  next  voyage. 

Earlier  this  year.  Project  HOPE 
officials  also  announced  the  inaugu- 
ration of  HOPE’S  first  domestic  med- 
ical teaching  facility  in  Laredo.  Plans 
are  proceeding  to  greatly  expand 
this  aspect  of  the  HOPE  program 
even  as  future  foreign  voyages  are 
being  worked  out. 

Project  HOPE,  in  its  short  nine- 
year  history,  has  trained  more  than 
5,100  doctors,  nurses,  and  para- 
medical personnel  and  has  touched 
the  lives  of  more  than  two  million 
people  on  four  continents.  In  addi- 
tion to  the  new  domestic  program 
and  the  continuing  foreign  program, 
land-based  training  centers  are  con- 
tinuing operations  in  many  of  the 
countries  visited  by  the  S.  S.  Hope. 
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Texas  Medical  Association 


LONG-TERM’  SICKNESS  BENEFITS 


Up  to  $1200.00  monthly  benefits 
are  now  available  under  our  Group  Program 
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TEXAS  MEDJClNi 


ASSOCIATION  NEWS 


TEXAS  AMA  DELEGATES’  13  RESOLUTIONS  INCLUDE  FEES, 
GOeNMENT  PROGRAMS,  MEDICAL  EDUCATION,  UNITY 


Thirteen  resolutions  are  being  pre- 
sented by  the  Texas  delegation  to 
the  American  Medical  Association 
house  of  delegates  at  the  AMA  an- 
nual convention  July  13-17  in  New 
York  City.  This  is  the  largest  number 
of  resolutions  ever  to  be  presented 
from  Texas. 

All  resolutions,  which  cover  such 
subjects  as  physicians’  fees,  govern- 
ment medical  programs,  medical  ed- 
ucation, medical  profession  unity, 
and  revision  of  Joint  Commission  on 
Accreditation  of  Hospital  standards, 
were  approved  by  the  Texas  Medical 
Association’s  House  of  Delegates  at 
its  May  meetings  in  San  Antonio. 

Texas  delegates  to  the  AMA  are 
Dr.  Harvey  Renger,  Hallettsville, 
chairman;  Dr.  James  H.  Sammons, 
Baytown,  vice  chairman;  Dr.  G.  W. 
Cleveland,  Austin;  Dr.  Charles  Max 
Cole,  Dallas;  Dr.  E.  P.  Hall,  Jr.,  Fort 
Worth;  Dr.  Robert  W.  Kimbro,  Cle- 
burne; Dr.  John  L.  Otto,  Galveston; 
Dr.  J.  C.  Terrell,  Stephenville;  and 
Dr.  Walter  Walthall,  San  Antonio. 

Physicians'  Fees:  Two  resolutions 
deal  with  the  concept  of  usual,  rea- 
sonable, and  customary  fees  under 
the  Medicare  and  Medicaid  pro- 
grams; and  a third  resolution  deals 
with  collection  of  physicians’  fees 
above  that  paid  by  third  parties. 

Texas  delegates  are  seeking  to 
preserve  the  concept  of  reasonable 
fees  in  the  provision  of  services  for 
patients  under  the  Medicare  and 
Medicaid  programs.  One  resolution 
protests  the  changing  of  the  defini- 
tion of  reasonable  charges  as  set 
forth  in  the  Medicare  law  by  the 
HEW  Bureau  of  Health  Insurance  in 
December,  1968.  The  resolution  calls 
this  change  “unfair,  discriminatory, 
and  not  in  the  best  interest  of  the 
aged  population  of  our  nation.” 

A second  resolution  concerns  the 
changes  currently  being  considered 
by  the  Department  of  Health,  Educa- 
tion, and  Welfare  in  collection  of 
fees  under  Medicaid.  This  resolution 
stresses  that  the  nation’s  physicians 
in  good  faith  have  made  a conscien- 
tious and  effective  effort  to  cooper- 
ate with  the  Department  of  HEW  and 


the  various  state  agencies  to  provide 
good  medical  care  to  needy  patients 
under  Medicaid.  The  delegates  are 
asking  the  AMA  to  inform  govern- 
ment agencies  involved  that  a 
change  in  the  concept  of  reasonable 
fees  under  this  program  will  repre- 
sent a breach  of  good  faith  by  the 
government  and  would  threaten 
quality  health  care  of  needy  citizens. 
Also  stressed  is  the  belief  that  con- 
tinued physician  participation  can- 
not be  assumed  unless  physicians 
are  made  a party  to  consideration 
of  basic  changes  in  the  program. 
Delegates  urge  the  AMA  to  continue 
to  confer  with  HEW  and  intensify  its 
efforts  to  maintain  the  established 
concept  of  reasonable  fees. 

In  support  of  direct  billing  of  the 
patients,  a third  resolution  urges  the 
AMA  house  of  delegates  to  reiterate 
the  policy  that  physicians  can  and 
may  ethically  collect  the  portion  of 
their  fees  for  services  above  that 
paid  by  third  parties  for  the  patient. 

Government  Medical  Care  Programs: 
A fourth  resolution  concerns  physi- 
cians’ relation  to  government  medi- 
cal care  programs.  This  resolution 
asks  the  AMA  house  of  delegates 
and  its  constituent  state  associa- 
tions to  undertake  new  discussions 
with  government  agencies,  insurance 
companies,  and  hospitals,  with  the 
objective  of  achieving  substantial  re- 
ductions in  the  amount  of  paper 
work  and  thus  enabling  physicians 
to  devote  the  maximum  time  and 
effort  possible  to  the  care  of  pa- 
tients. 

With  regard  to  the  costs  of  federal 
government  medical  care  programs, 
the  Texas  delegates  are  submitting 
another  resolution  which  opposes 
provision  of  medical  benefits  to 
those  below  age  65  and  suggests 
that  teaching  institutions  seek  funds 
for  organ  transplantation  from  large 
philanthropic  foundations  and  other 
private  sources  until  the  procedures 
and  costs  become  more  sufficiently 
defined  and  can  be  incorporated 
into  health  insurance  major  medical 
coverage. 

Other  resolutions:  Additional  Texas 


resolutions  being  presented  seek  to: 

— adopt  a policy  favoring  the  utili- 
zation of  a greater  percentage  of 
public  funds  for  educating  more  phy- 
sicians rather  than  channeling  more 
funds  into  research; 

—-express  AMA  concern  that  pro- 
posed new  standards  of  the  Joint 
Commission  on  Accreditation  of  Hos- 
pitals have  not  reduced  appreciably 
the  great  increase  in  the  number  of 
committees,  meetings,  and  reports 
which  are  required  of  medical  staffs, 
and  request  the  AMA  commissioners 
to  the  Joint  Commission  to  work 
vigorously  for  further  revisions  which 
would  enable  the  individual  physi- 
cian to  devote  the  maximum  time 
and  effort  possible  to  patient  care 
through  the  minimizing  of  burden- 
some nonclinical  responsibilities; 

— ask  the  AMA  board  of  trustees 
to  initiate  a study  of  physicians  who 
are  not  members  of  the  AMA  and 
then  make  recommendations  to  the 
house  of  delegates  and  to  the  state 
and  county  societies  as  to  how  the 
medical  profession  may  more  widely 
unify  itself  under  the  AMA  banner 
and  encourage  nonparticipating,  de- 
sirable physicians  to  join; 

— affirm  the  AMA’s  position  that, 
in  the  interest  of  good  patient  care, 
medicine  should  be  practiced  only 
by  licensed  physicians,  not  by  lay 
corporations,  and  require  the  AMA  to 
accept  no  advertising  or  exhibits 
which  have  the  effect  of  encourag- 
ing physicians  to  violate  the  laws  of 
their  states  or  which  assist  lay  cor- 
porations in  the  practice  of  medi- 
cine; 

— urge  state  and  county  medical 
societies  and  woman’s  auxiliaries  to 
sponsor  regularly  such  activities  as 
Community  Health  Week  programs 
and  health  fairs,  urge  medical  so- 
cieties where  feasible  to  establish 
and  maintain  health  museums  in 
cities,  urge  medical  societies  to  give 
meaningful  support  to  government 
agencies  and  all  reputable  groups  in 
contributing  to  health  education  of 
the  public,  and  urge  all  physicians 
and  medical  societies  to  inform 
themselves  of  the  health  education 
materials  available  from  the  AMA 
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and  other  reliable  sources  to  facili- 
tate adequate  and  continued  use  of 
such  materials; 

— conduct  an  AMA  investigation 
on  the  desirability  of  a federal  law 
which  would  require  all  trackbound 
railway  vehicles  to  bear  lights,  re- 
flecting paint,  reflectors,  or  combin- 
ations thereof  so  they  would  be 
clearly  visible  at  night  from  all  sides; 

— commend  the  AMA  for  its  posi- 
tion supporting  the  concept  of  a 
thorough  study  of  the  field  of  medi- 
cal instruments  and  devices  prior  to 
passage  of  specific  regulatory  legis- 
lation; and 

— encourage  various  groups,  or- 
ganizations, and  physicians  to  get 
together  in  the  interest  of  establish- 
ing a primary  board  of  allergy  and 
then  seek  recognition  of  the  board 
from  the  liaison  committee  for  spe- 
cialty boards,  ask  the  liaison  com- 
mittee to  give  due  consideration  to 
the  recognition  of  a primary  board 
of  allergy,  and  ask  the  council  on 
medical  education  to  provide  a full 
report  on  developments  and  accom> 
plishments  relating  to  the  formation 
of  such  a board  at  the  1969  AMA 
clinical  convention  in  Denver. 

Candidates  for  Office:  Two  Texas 
physicians  are  candidates  for  elec- 
tion to  AMA  councils  and  seek  elec- 
tion by  the  AMA  house  of  delegates. 
Dr.  Robert  Mayo  Tenery,  Waxaha- 
chie,  is  eligible  for  reelection  to  the 
AMA  council  on  constitution  and  by- 
laws; and  Dr.  Joseph  M.  White,  Gal- 
veston, has  been  nominated  for  elec- 
tion to  the  AMA  council  on  medical 
education. 

The  Texas  delegates  are  maintain- 
ing a hospitality  suite  at  the  Ameri- 
cana Hotel  in  New  York  City. 

Employee  Percentage 
Bonus  Is  Fee  Splitting 

May  a physician  pay  his  employee 
a year-end  bonus  based  upon  a per- 
centage of  his  increased  income  for 
the  year? 

A recently  adopted  AMA  judicial 
council  opinion  states  that  while  it 
often  is  customary  for  a physician 
to  reward  his  employees  for  their 
greater  or  more  efficient  services 
through  the  year,  he  may  not  prom- 
ise a bonus  based  upon  a percent- 
age of  his  increased  receipts. 

The  judicial  council  emphasized 
that  basing  a bonus  upon  a percent- 
age of  receipts  would  constitute  fee- 
splitting,  a practice  which  universal- 
ly is  denounced  in  all  forms  by  the 
medical  profession. 

A physician,  however,  may  take 
his  increased  receipts  into  consid- 
eration In  determining  the  amount 


of  the  bonus  he  wishes  to  pay  his 
employees,  the  council  stated. 

Medicaid  Abuse  Study 
Gets  TMA  Cooperation 

The  Texas  Medical  Association 
has  offered  its  full  cooperation  to 
the  Texas  Department  of  Public 
Welfare  in  looking  into  any  possible 
abuse  of  the  state's  Medicaid  pro- 
gram. 

"There  is  no  reason  to  believe 
that  Texas  doctors  have  abused  the 
Medicaid  program,”  TMA  President 
Dr.  Charles  Max  Cole  of  Dallas 
stated,  "but  if  cases  of  abuse  are 
found,  then  we  stand  ready  to  take 
appropriate  disciplinary  action.” 

The  US  Senate  Finance  Commit- 
tee is  making  an  extensive  study  of 
the  Medicaid  and  Medicare  pro- 
grams. As  part  of  this  study,  the 
Department  of  Health,  Education, 
and  Welfare  has  requested  each 
state  to  provide  them  with  informa- 
tion on  physicians  who  received 
$25,000  or  more  from  the  Medicaid 
program  last  year.  In  Texas,  the 
State  Department  of  Public  Welfare 
has  been  given  the  responsibility  for 
providing  this  information. 

Texas  Welfare  Commissioner  Bur- 
ton G.  Hackney  has  reported  that 
his  office  is  checking  the  records  of 
45  doctors  and  clinics.  The  study 
affects  19  individual  practitioners, 
11  clinics,  and  15  physicians  in 
teaching  hospitals  or  medical 
schools. 

Dr.  Cole  reported  that  the  Texas 
Medical  Association  is  in  the  process 
of  gathering  additional  data  from 
the  TMA  members  who  are  on  the 
Welfare  Department  list. 

"It  should  be  remembered  that 
physicians  receiving  payment  for 
services  rendered  under  the  Medi- 
caid program  are  paid  only  the 
'usual,  customary,  and  reasonable 
fee'  that  is  provided  under  the  pro- 
gram,” Dr.  Cole  said.  Actually,  fees 
paid  for  services  under  the  Medicare 
and  Medicaid  programs  in  this  state 
were  "frozen”  earlier  this  year,  and 
they  may  not  reflect  recent  increases 
in  the  cost  of  maintaining  a medical 
practice  and  in  rendering  services. 

Dr.  Cole  also  stated  that  some 
doctors  sign  claim  forms  for  groups 
of  physicians,  thus  making  it  appear 
that  they  are  receiving  inordinate 
sums  for  their  services.  This  pro- 
cedure is  used.  Dr.  Cole  said,  in  an 
effort  to  reduce  the  burdensome 
paperwork  incident  to  the  program. 
As  an  example.  Dr.  Cole  cited  the 
fact  that  one  of  the  clinics  listed  as 
receiving  more  than  $25,000  from 


the  Medicaid  program  last  year  has 
a staff  of  more  than  100  physicians. 

"Some  of  the  physicians  under 
study  practice  in  communities  where 
there  is  a high  percentage  of  wel- 
fare recipients,”  Dr.  Cole  said,  which 
could  result  in  one  doctor  receiving 
a large  percentage  of  his  total  gross 
income  from  the  Medicaid  program. 

Dr.  Cole  noted  that  monies  paid 
to  physicians  under  the  program 
represent,  in  many  instances,  al- 
lowances for  laboratory  and  x-ray 
services.  Many  Texas  physicians 
maintain  their  own  diagnostic  equip- 
ment and  staff  of  technicians. 

"The  Texas  Medical  Association 
provides  a review  mechanism  to  as- 
sist in  evaluating  any  questionable 
claims  arising  from  this  federally 
funded  program,”  Dr.  Cole  said,  "if 
our  review  of  the  facts  uncovers  any 
wrongdoing  by  TMA  members,  we 
will  take  prompt  action.” 

TMA  Fall  Gosiference 
Features  Varied  Events 

Drug  abuse,  the  physician’s  role 
in  community  affairs,  and  challenges 
to  the  medical  profession  will  be 
topics  under  discussion  at  the  Texas 
Medical  Association  Public  Relations 
and  Public  Service  Conference,  Oct. 
4,  in  Austin. 

Guest  speakers  and  topics  will  be 
Dr.  Irvine  H.  Page,  Cleveland,  editor 
of  Modern  Medicine,  “Yesterday,  To- 
day, and  Tomorrow”;  Dr.  Charles 
Jarvis  (DDS),  San  Marcos,  "The 
Abominable  Snow  Job”;  Dr,  Robert 
Haakenson  (PhD),  Philadelphia,  as- 
sociate director  of  public  relations. 
Smith  Kline  & French  Laboratories, 
“The  Role  of  the  Physician  in  Com- 
munity Affairs”;  Dr.  Herbert  A.  Ras- 
kin, Southfield,  Mich.,  member, 
American  Medical  Association  com- 
mittee on  alcoholism  and  drug  de- 
pendence, “The  Drug  Abuse  Prob- 
lem”; and  Dr.  Charles  Max  Cole, 
Dallas,  TMA  President,  “Challenges 
to  the  Profession.” 

Two  panel  groups  will  discuss 
"Positive  Programs  for  Providing 
Greater  Health  Manpower”  and 
“Health  Care  Costs:  The  Responsi- 
bilities of  the  Profession.” 

The  weekend  will  also  offer  addi- 
tional activities:  an  Orientation  Pro- 
gram will  be  held  for  new  and  trans- 
fer TMA  members;  TMA’s  boards, 
councils,  and  committees  will  meet; 
the  Woman's  Auxiliary  to  TMA  will 
hold  its  annual  School  of  Instruc- 
tion and  executive  board  meeting; 
Charles  O.  Finley  & Co.  will  sponsor 
a cocktail  party;  and  The  University 
of  Texas  at  Austin  will  meet  the  US 
Naval  Academy  in  football. 
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The  burdened  heart 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 
Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested 
by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or 
agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local 
pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convul- 
sive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under 
6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete 
mental  alertness.  When  used  ad- 
junctively in  convulsive  disorders, 
possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  sei- 
zures may  require  increased  dosage 
of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be 
associated  with  temporary  increase 
in  frequency  and/or  severity  of 
seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other 
CNS  depressants.  Withdrawal 
symptoms  have  occurred  following 
abrupt  discontinuance.  Keep  addic- 
tion-prone individuals  under  careful 
surveillance  because  of  their  pre- 
disposition to  habituation  and 
dependence.  In  pregnancy,  lactation 
or  women  of  childbearing  age,  weigh 
potential  benefit  against  possible 
hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions 
indicated  in  patients  severely  de-  . 
pressed,  or  with  latent  depression,  or 
with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal 
or  hepatic  fimction.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  in- 
continence, changes  in  salivation, 
slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  halluci- 
nations, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation,  have  been  reported; 
should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during 
long-term  therapy. 


The  burdened  heart 
psychic  tension, 
and  adjunctive  therapy 
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Artist’s  conception 
schematically  showing 
varying  ischemic 
ventricular  muscle 
tissue. 


Tb  help  lift 
psychic  tension 
from  the  already 
burdened  heart 

When  the  cardiac  patient  shows 
signs  of  panic-like  reactions  following 
initial  diagnosis  — a daily  regimen  of 
10-mg  Valium  (diazepam)  tablets  t.i.d.  or 
q.i.d.  can  help  control  severe  psychic 
tension,  anxiety,  apprehension  and  agita- 
tion. For  less  severe  emotional  stress, 
the  5-mg  tablet  usually  provides  the 
desired  calming  effect. 

When  the  cardiac  patient’s  outlook 
impedes  convalescence  — Valium,  as  it 
relieves  psychic  tension,  can  help  the 
patient  regain  a realistic  perspective . . . 
help  him  deal  more  rationally  with  con- 
valescence by  countering  excessively 
anxious  attitudes  towards  the  future. 

When  the  cardiac  patient  can’t 
adjust  emotionally  to  post-recovery 
limitations— Valium,  through  its  prompt 
and  pronounced  calming  action  on  psychic 
tension,  may  help  avoid  exacerbation  or 
aggravation  of  cardiac  symptoms. 

On  proper  maintenance  dosage.  Valium 
seldom  dulls  the  senses  or  interferes  with 
functioning. 

Should  anxiety-induced  insomnia  be 
a problem — an  h.s.  dose  added  to  the  t.i.d. 
schedule  usually  helps  permit  a night  of 
restful  sleep. 


Wiunr 

(diazepam) 

2-mg,  5-mg  and  10-mg  tablets 
ti.d.  and  h.s. 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  -This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


GENERAL  NEWS 


Medicare  Coordinator 
Appointed  at  Blue  Cross 

Bill  West  has  been  appointed  Med- 
icare coordinator  for  Blue  Cross-Blue 
Shield  of  Texas.  He  formerly  was 
assistant  Medicare  Coordinator. 

West  replaces  Fred  R.  Higginboth- 
am, vice  president  for  public  rela- 
tions, who  has  served  as  Medicare 
coordinator  since  Blue  Cross-Blue 
Shield's  involvement  in  Medicare. 
West’s  promotion  will  allow  Higgin- 
botham to  devote  more  time  and 
effort  to  accelerated  and  expanded 
public  relations  activities. 

West  joined  Blue  Cross-Blue 
Shield  in  1953  in  the  Subscribers 
Accounts  Department.  In  1961  he 
became  a member  of  the  sales  staff. 
Leaving  in  1965  to  become  admin- 
istrator of  the  Missouri-Kansas-Texas 
Railroad  Employees  Hospital  in  Deni- 
son, he  returned  in  1967  to  be  as- 
sistant Medicare  coordinator. 


Youth  Conference  Sets 
Discussions  on  Drugs 

A Dialogue  on  Drugs  and  Medicine 
will  be  featured  on  the  program  of 
the  Texas  Youth  Conference  1969, 
July  31-Aug.  3 in  Austin.  The  con- 
ference, sponsored  by  the  Texas  Law 
Enforcement  and  Youth  Develop- 
ment Foundation,  will  take  place  at 
St.  Edward’s  University. 

The  purpose  of  the  Dialogue  on 
Drugs  and  Medicine  is  to  provide 
persons  interested  in  the  problem  of 
drugs  and  medicine  an  opportunity 
to  discuss  the  subject  with  those 
directly  involved — the  youths  them- 
selves. The  dialogue  consists  of  two 
series  of  discussions  including  six 
youth  delegates  and  two  adults.  The 
last  30  minutes  of  each  2-hour  ses- 
sion will  be  devoted  to  suggesting 
projects  to  solve  problems  discussed 
during  the  dialogue  sessions.  An 
effort  is  made  to  insure  productive, 
frank,  candid,  honest,  and  open  dis- 
cussion between  youths  and  adults. 

Dr.  Stuart  S.  Nemir,  Austin  psy- 
chiatrist, is  chairman  of  the  Dialogue 
on  Drugs  and  Medicine,  scheduled 
for  Aug.  1. 

Four  other  dialogues  will  also  be 
presented  at  the  conference:  Dia- 
logue with  Business  and  Industry, 
Dialogue  on  Education,  Dialogue  on 
Law  Enforcement,  and  Dialogue  with 
the  Church. 

Delegates  to  the  Texas  Youth  Con- 
ference are  selected  by  school  and 
community  leaders  on  the  basis  of 
leadership,  academic  achievement, 
and  record  of  service  to  their  com- 


munity. All  are  sponsored  by  civic 
clubs,  churches,  or  business  organ- 
izations. Delegates  will  be  entering 
the  ninth  or  tenth  grades  in  the  fall. 

The  Texas  Youth  Conference 
brings  together  youths  and  adults  to 
combat  juvenile  delinquency.  The 
program,  which  was  originally  known 
as  the  Attorney  General’s  Youth  Con- 
ference, has  grown  into  a state  wide 
organization  involving  more  than 
50,000  Texas  youths  annually. 
Youths  and  adults  come  together  to 
discuss  successful  projects  that  have 
gone  on  during  the  year  in  their 
communities  and  to  lay  the  ground- 
work for  a successful  series  of  pro- 
grams and  projects  for  the  coming 
year. 

Robert  T.  Davis,  1301  San  An- 
tonio, Austin  78701,  is  Texas  Youth 
Conference  director. 

Large  Cities  Empioying 
Rat  Starvation  Program 

A program  of  rat  starvation  is 
being  used  in  efforts  to  eliminate 
approximately  100  million  rats  in 
America’s  cities. 

Federal  and  local  governments, 
reports  the  Health  Insurance  Insti- 
tute, are  implementing  programs  to 
promote  starvation  of  the  rats  which 
pose  major  health  problems  in  some 
of  America’s  large  cities. 

Theoretically,  a rat  will  not  eat 
poison  as  long  as  any  other  food 
is  available.  Authorities  seek  to  elim- 
inate every  source  of  food — uncov- 
ered garbage,  dirty  dishes,  discard- 
ed food.  All  garbage  should  be 
stored  in  tight-fitting  unbreakable 
containers. 

Some  authorities  contend  that  if 
housewives  were  to  handle  food 
properly,  and  if  food-distributing  or- 
ganizations were  to  improve  their 
sanitary  practices,  city  rats  could  be 
starved  out  within  a year. 

The  biggest  problem  so  far  has 
proved  to  be  educating  the  public  to 
leave  absolutely  no  food  accessible 
to  rats.  Another  problem  is  getting 
defective  plumbing  repaired:  leaking 
pipes  give  rats  water  for  survival. 

Once  the  rats  are  on  the  run,  the 
final  step  is  to  clean  up  old  lumber 
piles  and  debris  which  shelter  them. 

Detroit  is  an  example  of  a large 
city  employing  a comprehensive  rat 
control  program.  Its  motto  is  “Starve 
out,  clean  out,  build  out,  kill  out 
rats.’’  In  support  of  their  program, 
Detroit  authorities  point  out  that  rat 
bite  incidence  has  been  reduced 
from  123  cases  in  1951  to  less  than 
20  a year  in  recent  years. 

Milwaukee  has  been  another  city 


in  which  disease  from  rat  bites  has 
been  reduced  to  near-zero. 

New  York  City,  where  390  rat 
bites  were  reported  in  1968,  has  a 
four-point  rat-proofing  program  of 
education,  sanitation,  extermination, 
and  build-out.  The  motto  there  is 
“Starve  a rat  today.” 

No  one  really  seems  to  know  the 
actual  rat  population  of  the  United 
States,  but  government  studies  in- 
dicate the  presence  of  more  than 
100  million  rats.  Some  estimates 
put  the  figure  as  high  as  one  rat  per 
person,  or  about  200  million.  Other 
estimates,  however,  are  much  lower. 

Project  HOPE  Receives 
Laredo  Program  Grant 

Project  HOPE  has  received  a 
$150,000  grant  from  the  Tinker 
Foundation  in  New  York  City  to  help 
support  HOPE’S  pilot  domestic 
health  education  project  in  Laredo. 
The  grant  will  be  paid  in  three  in- 
stallments through  1971. 

HOPE  instituted  its  domestic  pro- 
gram in  the  spring  of  this  year  with 
the  project  in  Laredo.  The  organiza- 
tion will  teach  disadvantaged  per- 
sons in  Laredo  by  organizing  medi- 
cal education  and  health  career 
training  programs.  Nursing  and  aux- 
iliary nursing  training  will  be  done 
at  Mercy  Hospital  of  Laredo  and  at 
Laredo  Junior  College.  Public  health 
nutrition,  health  education,  commu- 
nity health,  and  other  allied  fields  in 
public  health  training  are  carried  out 
at  the  Laredo-Webb  County  Health 
Department.  In  addition,  all  trainees 
receive  basic  education  in  English, 
mathematics,  and  other  subjects 
needed  to  pass  an  examination  to 
provide  the  equivalent  to  a high 
school  diploma.  A major  part  of  this 
core  education  project  is  instruction 
in  Mexican-American  culture  and 
heritage  by  The  University  of  Texas. 

The  Tinker  Foundation  is  dedi- 
cated to  furthering  an  awareness  of 
the  Mexican  - American’s  cultural 
identity  and  heritage. 

CORRECTIOH 

Reference  No.  20  on  p.  52  of  the 
April  issue  of  Texas  Medicine  is  in- 
correct. The  reference  now  reads: 
“20.  Zinneman,  H H,  et  al:  Chronic 
Renal  Brucellosis,  New  Eng  J Med 
265:872  (Nov  2)  1961.  The  refer- 
ence should  read,  “20.  Spink,  W W: 
Adrenocortical  Steroids  in  the  Man- 
agement of  Selected  Patients  with 
Infectious  Diseases,  Ann  Intern  Med 
53:1  (July)  1960.” 
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Texas  Medical  Schools 
Graduate  319  Physicians 

Texas  medical  schools  graduated 
319  new  physicians  in  June.  In  addi- 
tion, 27  doctor  of  philosophy  de- 
grees, 19  master  of  arts  degrees, 
4 master  of  science  degrees,  and  26 
bachelor  of  science  in  physical  ther- 
apy degrees  were  awarded  in  June 
graduation  ceremonies  in  the  state. 

The  University  of  Texas  Medical 
Branch  at  Galveston  graduated  the 
state’s  largest  number  of  degree 
candidates  at  commencement  exer- 
cises on  June  11  at  Moody  Center 
in  Galveston.  Total  number  of  gradu- 
ates for  1969  was  177.  This  number 
included  138  persons  receiving  the 
degree  of  doctor  of  medicine;  5 re- 
ceiving doctor  of  philosophy  de- 
grees: 8 receiving  master  of  arts 
degrees;  and  26  receiving  bachelor 
of  science  in  physical  therapy 
degrees. 

Highlights  of  commencement  cer- 
emonies at  The  UT  Medical  Branch 
were  presentation  of  the  Ashbel 
Smith  Distinguished  Alumni  Awards 
(Recipients  are  listed  in  the  “Per- 
sonals” columns  on  p.  117.),  an 
address  by  Dr.  Merlin  K.  DuVal, 
Tucson,  Ariz.,  dean  of  the  Univer- 
sity of  Arizona  College  of  Medicine, 
and  conferring  of  degrees.  In  the 
afternoon  of  June  11,  the  school 
also  held  an  honors  and  awards 
convocation  and  presentation  of  the 
gold-headed  cane  to  Ronald  Deskin 
of  Corsicana,  Tex.  The  cane  is 
presented  annually  to  the  doctor  of 
medicine  degree  candidate  who  his 
classmates  believe  has  best  exem- 
plified the  ultimate  in  patient  care. 

The  University  of  Texas  South- 
western Medical  School  at  Dallas 
conducted  its  27th  commencement 
exercises  on  June  2 at  McFarlin 
Memorial  Auditorium  at  Southern 
Methodist  University.  The  school 
graduated  118  seniors:  96  doctors 
of  medicine,  11  doctors  of  philoso- 
phy, and  11  masters  of  arts  in  1969. 
The  June  graduates  bring  the  total 
of  physicians  to  be  graduated  from 
Southwestern  to  2,164. 

Southwestern’s  commencement 
speaker  was  Dr.  Carl  V.  Moore,  for- 
mer vice  chancellor  for  medical 
affairs  and  professor  and  chairman 
of  the  Department  of  Medicine  at 
Washington  University  School  of 
Medicine  in  St.  Louis.  Another  com- 
mencement highlight  was  the  pre- 
sentation of  the  award  of  The  Ho 
Din  by  George  L.  MacGregor,  presi- 
dent of  Southwestern  Medical  Foun- 
dation. This  award  recognizes  a 
graduate  which  most  nearly  exempli- 


fies human  understanding  and  medi- 
cal wisdom.  Award  recipient  was 
James  Clark  Huff  of  Lubbock. 

Baylor  College  of  Medicine’s  67th 
annual  commencement  took  place 
on  June  6 at  the  College’s  east  mall 
in  the  Texas  Medical  Center.  Gradu- 
ates numbered  100.  Of  these,  85 
were  doctor  of  medicine  degree  re- 
cipients, 11  were  doctor  of  philoso- 
phy degree  recipients  and  4 re- 
ceived master  of  science  degrees. 

The  commencement  address  was 
presented  by  Leonard  F.  McCollum, 
Sr.,  Houston,  chairman,  Baylor  Col- 
lege of  Medicine  board  of  trustees. 
A reception  for  graduates  and  their 
guests  was  held  following  the  cere- 
monies in  Rayzor  Student-Faculty 
Center. 

Legislation  Credited 
In  Immigration  Increase 

The  new  immigration  laws  that  be- 
came effective  in  1965  and  1966 
have  brought  about  an  increase  in 
immigration  to  the  US,  according  to 
statisticians  of  Metropolitan  Life  In- 
surance Co. 

The  number  of  immigrant  aliens 
entering  the  country  has  risen  from 
an  average  of  about  290,000  annu- 
ally during  the  1961-1965  period  to 
323,040  in  1966  and  to  361,972  in 
1967.  Moreover,  immigration  ap- 
pears to  be  continuing  at  a relative- 
ly high  level.  Although  the  current 
volume  of  immigration  is  the  largest 
since  1924,  the  influx  was  much 
greater  in  the  first  two  decades  of 
this  century.  Between  1905  and 
1914,  there  were  six  years  when 
more  than  a million  people  entered 
the  United  States. 

The  majority  of  recent  immigrants 
have  been  in  the  prime  of  life.  In 
1967,  almost  three  fifths  were  men 
and  women  aged  18-49.  Children 
under  18  years  of  age  accounted  for 
less  than  a third,  while  only  one 
ninth  were  aged  50  and  over.  Since 
1957,  males  have  constituted  more 
than  two  fifths  of  the  newcomers  to 
the  country. 

Historically,  persons  of  European 
origin  made  up  the  majority  of  US 
immigrants,  but  their  proportion  has 
dropped  from  one  half  a decade  ago 
to  little  more  than  one  third  in  1967. 
That  year,  immigrants  from  the  Brit- 
ish Isles  made  up  7.1%  of  the  total 
immigration,  while  those  from  East 
and  West  Germany  only  4.6%.  In 
contrast,  immigration  from  Greece 
and  Portugal  has  increased  substan- 
tially. From  the  former,  the  propor- 
tion increased  from  a 1.3%  annual 
average  during  1961-1965  to  3.9% 
in  1967.  The  proportion  from  Portu- 


gal increased  from  1.0  to  3.7  in  the 
same  period. 

These  new  patterns  of  immigra- 
tion result  primarily  from  the  legis- 
lation enacted  Oct.  3,  1965,  provid- 
ing for  the  gradual  phasing  out,  be- 
tween Dec.  1,  1965,  and  July,  1968, 
of  the  national  origins  quota  system, 
which  had  been  designed  to  preserve 
the  ethnic  composition  of  the  popu- 
lation as  it  existed  in  1920. 

There  have  been  some  significant 
changes  also  in  the  pattern  of  im- 
migration from  other  American  coun- 
tries. The  proportion  from  Canada 
has  decreased  from  about  one  sixth 
prior  to  1966  to  less  than  a tenth  in 
1967.  On  the  other  hand,  the  num- 
ber of  arrivals  from  the  West  Indies, 
which  had  been  rising  steadily  dur- 
ing the  1960’s,  increased  sharply  in 
1967  to  one  sixth  of  the  total.  The 
1967  admissions  from  the  West  In- 
dies included  some  26,000  qualified 
Cuban  refugees,  whose  status  in  the 
United  States  was  adjusted  from  pa- 
rolee to  lawful  permanent  resident. 

Metropolitan  statisticians  also 
point  out  that  during  the  past  few 
years,  immigrants  from  Asia  have 
come  in  relatively  large  numbers  be- 
cause of  the  less  restrictive  provi- 
sions of  the  new  immigration  laws. 
The  proportion  of  immigrants  whose 
last  permanent  residence  was  in 
Asia  rose  from  an  annual  average  of 
7.2%  during  1961-1965  to  15.9% 
in  1967.  Although  Hong  Kong  and 
the  Philippines  were  the  main 
sources  of  these  increased  entries, 
Taiwan,  the  Peoples  Republic  of 
China,  and  India  also  contributed  to 
the  total. 

AHA  Gets  Federal  Grant 
To  Aid  Alcoholic  Patients 

The  American  Hospital  Associa- 
tion has  been  awarded  a grant  of 
$87,235  by  the  National  Institute  of 
Mental  Health  to  finance  the  first 
year  of  a two-year  educational  proj- 
ect aimed  at  improving  the  hospital 
care  of  alcoholic  patients. 

Dr.  Edwin  L.  Crosby,  executive 
vice  president  and  director  of  AHA, 
said  a series  of  three  invitational 
conferences  will  be  scheduled  in  dif- 
ferent areas  of  the  country  in  the 
first  year  of  the  project. 

Conferences  scheduled  over  the 
next  year  will  be  directed  toward 
hospital  administrators,  trustees, 
physicians,  nurses,  social  workers, 
chaplains,  and  areawide  health  plan- 
ning officials.  The  program  format 
will  include  lectures,  written  guide- 
lines, and  general  and  group  discus- 
sion. 
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Safety  Group  Probing 
Senior  Citizen  Accidents 

The  Texas  Safety  Association 
(TSA),  with  financial  assistance  from 
the  governor’s  Committee  on  Aging, 
is  undertaking  a Senior  Citizens  Ac- 
cident Study.  The  study  will  seek  to 
find  out  why  accidents  are  the  most 
common  cause  of  hospitalization  for 
the  state's  senior  citizens. 

On  July  1,  the  safety  association 
began  a year-long  study  of  the  in- 
volvement of  older  Texans  in  injury 
accidents  of  all  types.  The  group  is 
seeking  aid  from  physicians,  nurses, 
and  hospital  personnel  in  gathering 
pertinent  information. 

“We,  and  all  other  persons  in- 
terested in  the  safety  of  our  state’s 
senior  citizens,  need  to  know  how, 
where,  and  why  the  older  person  is 
involved  in  accidents,  as  well  as  the 
type  of  accidents  causing  injury  or 
death,”  George  W.  Perry,  Dallas, 
president,  Texas  Safety  Association, 
said  in  announcing  the  research 
project.  “The  number  of  older  Tex- 
ans is  steadily  increasing,  and  ap- 
parently their  involvement  in  dis- 
abling accidents  is  also  on  the  up- 
swing. This  fact  is  why  it  is  impera- 
tive that  the  accident  study  be  be- 
gun immediately.” 

The  research  project  will  study 
accidents  in  at  least  200  Texas 
counties.  Basic  information  covering 
15  broad  subject  areas  will  be  de- 
veloped on  each  injury  accident  in- 
volving a senior  citizen  in  these 
counties. 

Statistical  information  will  be  ob- 
tained from  cooperating  physicians, 
hospitals,  and  clinics.  Survey  teams 
will  gather  similar  information  from 
senior  citizens  who  did  not  receive 
medical  attention  for  their  injuries. 

Project  director  for  the  Texas  Sen- 
ior Citizens  Accident  Study  is  Lloyd 
F.  Palmer,  Austin,  TSA  general  man- 
ager, who  has  stated  that  the  re- 
sults of  the  research  project  would 
form  the  basis  for  effective  national, 
as  well  as  state,  accident  reducing 
programs  of  the  future  and  could 
well  become  the  foundation  for  in- 
depth  studies  of  problems  disclosed 
by  the  project. 

The  total  cost  of  the  research 
project  has  been  estimated  at  slight- 
ly less  than  $40,000,  with  75%  un- 
derwritten by  the  governor’s  Com- 
mittee on  Aging  and  25%  by  TSA. 
The  grant  for  the  study  was  ap- 
proved on  June  6. 

Schedules  for  the  study  call  for 
a sampling  of  physicians  and  other 
cooperating  individuals  to  receive 
questionnaires  shortly  after  mid-July. 


The  questionnaires  have  been  de- 
signed to  conform  with  an  interna- 
tional statistical  code  and  according 
to  standard  classification  regarding 
injuries.  Also,  designers  of  the  ques- 
tionnaire hope  that  the  form  will  re- 
quire only  a checking  of  answers  to 
individual  questions  and,  conse- 
quently, will  require  only  moments 
of  a busy  physician’s  time. 

Results  of  the  study  will  be  made 
available  for  use  by  other  organiza- 
tions who  may  wish  to  formulate 
programs  to  help  prevent  accidents 
involving  elderly  persons. 


POSTGRADUATE 

COURSES 


Pediatrics:  The  American  Academy 
of  Pediatrics  will  present  a post- 
graduate course  on  developmental 
pediatrics:  communication  for  as- 
sessment and  management,  July  29- 
Aug.  1 at  The  University  of  Texas 
Medical  Branch  at  Galveston. 

The  course  will  highlight  the  pre- 
sentation of  information  and  tech- 
niques which  can  be  used  in  daily 
pediatric  practice.  It  will  include 
material  on  methods  of  communica- 
tion among  professionals,  parents, 
and  children. 

Topics  to  be  presented  will  in- 
clude: family  dynamics:  a frame- 
work for  assessment;  facets  of 
pediatric  assessment:  medical  and 
non-medical;  communication  in  man- 
agement; patients’  expectations  in 
treatment  and  management;  gather- 
ing data  from  the  uncooperative 
child;  using  parent  groups  in  pedia- 
tric practice;  and  the  pediatrician  as 
a psychotherapist. 

Course  chairman  is  Dr.  William 
Daeschner,  chairman  of  the  Depart- 
ment of  Pediatrics  at  The  University 
of  Texas  Medical  Branch. 

Further  information  about  the 
course  may  be  obtained  by  writing 
Dr.  Gerald  E.  Hughes,  secretary  for 
educational  affairs,  American  Acad- 
emy of  Pediatrics,  P.O.  Box  1034, 
Evanston,  III.  60204. 

Clinical  Gerontology:  The  American 
College  of  Physicians  will  offer  a 
course  in  clinical  gerontology  Aug. 
21-23  at  the  Shoreman  Hotel  in 
Washington,  D.C.  Sponsored  by  the 
University  of  California,  the  course 
will  be  co-directed  by  Drs.  Ralph 
Goldman  and  Reubin  Andres. 

Basic  developments  in  gerontol- 


ogy and  their  clinical  applications 
will  be  stressed,  including  specific 
information  on  the  characteristics  of 
the  aging  process  and  its  differen- 
tiation from  pathologic  processes  re- 
lated to  age.  The  course  has  been 
planned  to  utilize  participants  in  the 
International  Congress  of  Gerontol- 
ogy, which  will  follow  on  Aug.  24-29, 
as  faculty.  The  congress  will  be  co- 
sponsored by  International  Associa- 
tion of  Gerontology,  American  Ger- 
ontological Society,  and  American 
Geriatrics  Society,  Inc. 

Further  information  and  applica- 
tion blanks  are  available  from  Dr. 
Edward  C.  Rosenow,  Jr.,  executive 
director  of  the  American  College  of 
Physicians,  4200  Pine  St.,  Philadel- 
phia, Pa.  19104.  Registration  for 
ACP  members  is  $60  and  for  non- 
members is  $100. 

Peptic  Ulcer:  Aspen,  Colo.,  will  be 
the  site  of  a postgraduate  course  on 
peptic  ulcer  Aug.  14-16.  The  course 
will  be  sponsored  by  the  American 
Gastroenterological  Association.  Tui- 
tion, including  a non-refundable  reg- 
istration fee  of  $15,  is  $100.  Fel- 
lows, house  staff,  and  students  will 
be  charged  $50. 

The  course  will  review  in  depth 
recent  significant  advances  in  knowl- 
edge of  the  pathogenesis  and  man- 
agement of  peptic  ulcer.  Adequate 
time  for  leisure  activities  will  be  al- 
lowed. 

Additional  information  may  be  ob- 
tained by  writing  to  AGA  Postgradu- 
ate Course,  P.O.  Box  20056,  Denver 
80220. 

Hospital  Medical  Staff:  The  Univer- 
sity of  Colorado  School  of  Medicine 
will  sponsor  a Hospital  Medical  Staff 
Conference  Sept.  29-Oct.  3 at  the 
YMCA  Conference  Center  in  Estes 
Park,  Colo.  The  tuition  for  the  five 
days  is  $90. 

This  sixth  annual  postgraduate 
conference  is  designed  specifically 
for  physicians  who  are  leaders  of 
the  community  hospital  medical 
staff  to  provide  a better  understand- 
ing of  the  duties,  responsibilities, 
and  opportunities  entailed  in  their 
offices.  The  course  is  also  intended 
to  aid  communication  among  medi- 
cal staff,  hospital  governing  board, 
and  administration. 

Further  information  and  a detailed 
program  are  available  from  the  Of- 
fice of  Postgraduate  Medical  Educa- 
tion, University  of  Colorado  School 
of  Medicine,  4200  E.  Ninth  Ave., 
Denver  80220. 
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DOODLING  BY  DOCTORS 

A 


When  it  comes  to  judging  Art, 
everyone  has  an  opinion. 

Everyone,  that  is,  except  the 
judges  whom  Texas  Medicine  vain- 
ly sought  to  evaluate  a cache  of 
doodle  masterpieces  to  determine 
the  Freudian  quirks  of  their  physi- 
cian-masters. (Three  bows  to  that 
legendary  hunter  Don  Quixote  may 
have  hurt  our  search.) 


<S 


Even  the  bravest  of  psychiatrists 
pleasantly  but  firmly  refused  to 
analyze  his  medical  colleagues 
through  the  medium  of  their  finely- 
drawn  doodles. 

We  yielded  to  psychiatry’s  su- 
perior wisdom.  Perhaps,  really,  it 
was  ghoulish  of  us  to  consider  sac- 
rificing works  of  art  to  Rorschach 
clarification. 

The  impetus  for  our  doodle  quest 
began  in  the  early  1960’s  when  a 
novice  member  of  the  Texas  Medicine 
staff  suggested  that  an  article 
analyzing  the  personalities  of  physi- 
cian doodlers  would  be  a humorous, 
refreshing  treat  for  our  readers. 
Doodles  were  collected  from  meet- 
ings held  in  the  TMA  headquarters 
offices.  Regrettably,  a national  maga- 
zine also  thought  the  idea  was  great, 
and  scooped  us  (proving  that  its 
editors  were  capable  of  extrasensory 
stealing).  The  project  was  canned. 

But,  still,  there  was  this  growing 
collection  of  doodles  being  perpetu- 
ated by  TMA  staff  members  who 
were  eager  to  be  Assistant  Doodle- 
Hunters. 

Hence,  after  a few  years  of  col- 
lecting, we  sensed  that  everyone  had 
forgotten  the  national  magazine’s 
article  on  doodles;  and  we  began  our 
fruitless  search  for  analysts  (who 
we  naively  thought  would  enjoy  a 
bit  of  good-natured  crucifying). 

No  one  volunteered  to  judge  our 
Art,  eagerly  or  otherwise.  Were  there 
no  doodle  critics  around? 

In  the  wake  of  the  plea,  mean- 
while, our  collection  was  steadily 
aging  toward  greater  value. 

Tempered  by  a great  deal  of  prog- 
nostication and  acquiescing  that  our 
aims  had  been  all  wrong,  we  vowed 
to  publish  or  peril  the  collection  as 
miniature  works  of  art — which  is  how 
our  artist-consultant  Ed  Triggs  of 
Austin  defines  our  doodles  (without 


jest) — for  our  culturally  sophisti- 
cated readers. 

Here,  then,  after  years  of  tenuous 
doodle-gathering,  Texas  Medicine  is 
undauntedly  publishing  sans  evalua- 
tion, one  of  the  nation’s  finest  col- 
lections, "Doodling  by  Doctors.”  All 
of  the  artists  are,  naturally.  Anony- 
mous (which  gives  them  a great 
deal  more  status  as  well  as  enigma). 
Should  anyone  recognize  his  render- 
ing and  desire  to  receive  royalties 
for  publication  of  his  original  work, 
we  would  caution  that  he  consult 
first  with  his  personal  psychiatrist — 
who  no  doubt  will  dissuade  his  col- 
league from  pursuing  a rather  em- 
barrassing headstrong  course,  there- 
by losing  status  also  as  Artist 
(Anon.). 

As  you  can  see,  it  is  not  our  pur- 
pose here  to  describe  the  Artists’ 
techniques,  talents,  or  personalities. 
Nor  do  we  attempt  to  discuss  the 
type  of  material  on  which  the  Artists 
chose  to  perform  their  work.  (Our 
files,  however,  it  is  alleged,  contain 
a supply  of  wrinkled,  coffee-stained 
tablecloths,  a number  of  tentative 
agendas,  and  a great  many  confis- 
cated note  pads.) 

If,  perchance,  you  have  attended 
in  the  past  seven  or  eight  years  a 
session  of  a Texas  Medical  Associa- 
tion committee,  council,  board,  or 
conference,  you  quite  well  may  asso- 
ciate yourself  with  some  of  these 
excellent  miniatures.  Please  do  not 
be  discouraged  if  you  were  left  out 
this  time.  We  expect  to  do  another 
article  in  approximately  seven  years. 
Regardless,  you  will  recognize  that 
Texas  physicians  are  individuals  with 
complex  personalities  and  talents, 
whose  minds  are  keenly  alert  during 
meetings,  and  who  can  perform  on 
two  tracks  intricately  well  .... 

"National  magazine?  In  last 
week’s  issue?” 


no 
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There  were 

525^000  minutes  last  year. 

A registered  Francis  nurse  was 
on  watch  every  single  one  of  them. 


That's  the  kind  of  attention  your  pa- 
tients receive  at  every  Francis  facility 
in  Texas.  We  have  registered  nurses  on 
duty  24  hours  a day,  all  of  them  experts 
in  the  famous  Francis  brand  of  "hospi- 
telity."  We're  fully  staffed,  fully 


equipped,  fully  qualified  for  all  pro- 
grams. You  can  be  sure  if  you  recom- 
mend a Francis  Convalescent  Center  or 
Francis  Fiospitel,  conveniently  located 
all  over  Texas  in  the  cities  listed  be- 
low. 


FRANCISf 

HOSPiTELS 

INCORPORATED 


FRANCIsf^ 

I CONVALESCENT 
CENTERS 


FRANCIS  HOSPITELS— WACO:  Francis  Hospital,  2501  Maple  Avenue,  Ph.  752-0311  FRANCIS  CONVALESCENT 
CENTERS— AUSTIN:  Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Cen- 
ter, 1000  6th  Avenue,  Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph. 
853-9981;  LONGVIEW:  Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor,  616 
West  Russell,  Ph.  732-5181  FRANCIS  MANAGEMENT — PORT  ARTHUR:  The  Golden  Triangle  Convalescent  Center, 
3900  Highway  365,  Ph.  727-1651. 


Home  office:  2303  W.  North  Loop,  Austin,  Ph.  454-2725.  C.  B.  Francis,  President. 
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SPECIAL  ARTICLE 


THE  USUAL,  CUSTOMARY,  AND  REASONABLE  FEE 


DEWEY  W.  JOHNSTON,  MD* 

Voluntary  health  insurance,  as  we 
know  it,  began  in  the  early  1930's 
with  the  formation  of  Blue  Cross 
Plans,  sponsored  by  hospitals  who 
saw  it  as  their  way  to  improve  bill 
collecting  and  expand  community 
service.  Blue  Shield  was  launched  by 
the  latter  1930’s  by  physicians  who 
realized  that  the  price  of  continued 
medical  freedom  would  be  aggres- 
sive public  service.  This  action  was 
in  part  precipitated  by  the  first  Wag- 
goner Bill,  introduced  in  1939.  Blue 
Cross  and  Blue  Shield  then  offered 
a "sales  package”  of  hospital  and 
surgical  benefits;  and  the  medical 
profession  was  launched  into  de- 
scriptions, definitions,  fee  schedules, 
claim  forms,  relative  value  studies, 
income  ceilings,  service  benefits,  in- 
demnities, and  all  the  other  facets 
of  health  insurance  jargon  that  has 
become  a part  of  medical  practice. 

World  War  II  gave  voluntary  health 
insurance  an  unexpected  boost. 
Wages  were  frozen  but  fringe  bene- 
fits were  not;  labor  demanded — and 
got — more  health  benefits.  As  the 
"blues”  and  the  "commercials”  bat- 
tled for  business,  more  people 
bought  insurance;  and  by  the  end  of 
the  1940’s  more  than  75  million 
Americans  had  some  coverage.  An 
attempt  to  finance  all  health  services 
by  taxation  reached  its  peak  support 
in  the  form  of  the  Waggoner-Murray- 
Dingle  Bill  in  Congress  in  the  latter 
1940's.  The  Democratic  Party  plat- 
form of  1948  included  a "mandate 
for  socialized  medicine,”  but  its  pro- 
ponents could  not  gain  enough  sup- 
port for  it. 

During  the  1950’s,  voluntary 
health  insurance  gained  both  in 
numbers  of  people  and  in  benefits 
provided.  The  "blues”  and  the  “com- 
mercials” provided  the  market  about 
equally,  and  those  with  some  form 
of  health  insurance  were  up  to  70% 
by  the  latter  1950’s.  Major  medical 
coverage  appeared  during  the  1950’s, 
and  by  1963  nearly  half  of  those 
protected  by  private  insurance  had 
some  form  of  "major  medical.” 

Although  Blue  Cross  from  the  be- 
ginning was,  in  essence,  a service 
plan,  Blue  Shield  evolved  in  a more 
variable  manner;  and  by  the  early 

•Dr.  Johnston  is  chairman  of  the  Texas 
Medical  Association  Committee  on  Liaison 
with  Blue  Shield  of  Texas. 


1960’s  all  but  14  of  the  80-odd  Blue 
Shield  plans  were  of  service  types 
which  involved  a fixed-fee  and  an 
income  ceiling  concept.  The  Texas 
plan  is  one  of  the  14  which,  at  that 
time,  was  solely  an  indemnity  plan, 
with  the  insurance  company  making 
a partial  payment  to  the  provider  on 
a fixed  basis,  but  with  the  physician 
free  to  charge  the  patient  the  ad- 
ditional amount  regardless  of  in- 
come. 

With  major  medical  insurance, 
there  evolved  the  concept  of  usual 
and  reasonable  fees  and  the  neces- 
sity for  establishment  of  certain 
guidelines.  In  my  opinion,  organized 
medicine  failed  to  assume  its  re- 
sponsibility in  initially  setting  these 
guidelines  and  concepts;  and  there- 
fore the  determination  of  usual  and 
reasonable  fees  fell  to  others.  Rela 
tive  value  scales  began  to  appear. 
Blue  Shield  devised  what  it  termed  a 
“Professional  Service  Index.”  About 
this  same  time  came  increasing  de- 
mands for  a "first-dollar  coverage.” 
Major  medical  coverage  intensified 
the  pressure  for  economic  guidelines 
within  the  profession. 

Continuing  redesign  of  health  in- 
surance coverage  dropped  the  con- 
cept of  insurance  in  its  usual  sense 
and  then  assumed  the  concept  of 
prepayment  and  first-dollar  coverage; 
in  the  market  place,  labor,  manage- 
ment, and  insurance  carriers  bar- 
gained for  increasing  full  coverage 
benefits.  By  1964,  because  of  the  in- 
fluence of  large  labor  groups,  greater 
uniformity  had  to  be  achieved 
among  the  various  plans  and  this 
resulted  in  a “summit  meeting”  of 
the  National  Blue  Cross-Blue  Shield 
Plans  in  1964.  From  this  meeting 
the  prevailing  fee  concept  evolved, 
guaranteeing  “usual  and  customary” 
charges  for  about  90%  of  physi- 
cians. The  first  such  coverage  in 
Texas  was  by  Blue  Shield  at  Ford 
Motor  Company  in  Dallas  and  at 
General  Motors  in  Arlington  by  Met- 
ropolitan. Medicaid  was  to  follow 
and  here  the  trap  closed  somewhat 
since,  in  order  for  the  Welfare  De- 
partment to  pay,  an  assignment  was 
required. 

The  assignment  "noose”  began  to 
tighten  by  a directive  from  HEW  in 
January,  1969,  to  freeze  fees  where 
they  were  and  to  allow  no  considera- 
tion of  change  in  the  computer  until 
July,  1970.  Unfortunately,  this  was 
not  consistent  with  prior  concepts 
of  “reasonable  fee.” 


Action  in  the  area  of  Title  19  and 
the  care  of  such  patients  was  further 
jeopardized  earlier  this  year  when 
HEW  Under  Secretary  John  G.  Vene- 
man  recommended  that  payment 
schedules  which  would  have  been 
based  upon  the  prevailing  Blue 
Shield  payment  plans  for  non-govern- 
ment medical  services  be  established 
for  doctors.  If  that  recommendation 
had  been  implemented,  it  would  have 
represented  a substantial  departure 
from  the  concept  of  reasonable  fees. 
Although  that  recommendation  was 
not  adopted,  HEW  has  announced 
its  new  regulations,  which  are  de- 
signed to  reduce  the  cost  of  expendi- 
tures for  Medicaid.  In  Texas,  the  fis- 
cal intermediary — Blue  Cross — has 
been  instructed  to  hold  the  line  on 
the  physician’s  profile  of  fees  as  of 
Jan.  1,  1969.  In  effect,  physicians’ 
fees  will  be  frozen  under  the  Medic- 
aid program  until  at  least  July  1, 
1970,  if  the  regulations  published 
recently  in  the  Federal  Register  are 
adopted.  This  action  was  taken  with- 
out giving  heed  to  the  views  of  medi- 
cal societies,  including  those  of  TMA 
President,  Dr.  Charles  Max  Cole,  who 
expressed  the  position  of  the  Texas 
Medical  Association  to  President 
Richard  M.  Nixon,  the  Department  of 
HEW,  and  all  Texas  Congressmen 
and  Senators.  This  action  empha- 
sizes HEW’s  lack  of  communication 
and  its  unwillingness  to  give  atten- 
tion to  individuals  who  are  respon- 
sible for  the  implementation  and  the 
direct  rendering  of  medical  care.  The 
new  regulations  will  do  nothing  to 
assure  the  continued  participation  of 
Texas  physicians  in  the  Medicaid 
program. 

A change  evolving  in  the  concept 
of  usual,  customary,  and  reasonable 
fees  deserves  further  emphasis  at 
this  point  since,  as  of  January,  1969, 
such  policies  are  now  routine  for  all 
federal,  as  well  as  steel  industry, 
employees.  Similar  comprehensive 
policies  will  be  offered  in  an  ex- 
tending manner  by  Blue  Cross-Blue 
Shield.  We  should  be  aware  that 
these  policies  are  being  sold  through 
large  groups  who  are  being  promised 
full  payment,  regardless  of  income, 
at  rates  not  to  exceed  amounts 
"customarily  charged  by  other  phy- 
sicians in  the  same  area  for  the 
same  service.”  One  must  note  the 
difficulties  that  will  arise  in  such 
prepayment  mechanisms  unless  an 
agreement  statement  is  made  prior 
to  rendering  a service.  The  legality 
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of  such  a maneuver  without  such 
prior  agreement  is  highly  question- 
able. No  vigorous  attempts  have 
been  made  to  inform  individual  phy- 
sicians across  the  state  as  to  the 
nature  of  such  prepayment:  and  no 
change  has  been  made  in  the  stan- 
dard Blue  Shield  form  pointing  out 
to  the  physician  that  he  is  dealing 
with  this  type  of  policy  at  the  time 
he  renders  a report  to  Blue  Shield. 

As  to  the  future,  Sen  George  D. 
Aiken  (R-Vt)  has  introduced  a pro- 
posal to  change  reimbursement 
under  Medicare  from  "reasonable 
charges"  to  “reasonable  allow- 
ances.” This  would  discard  the  con- 
cept of  usual,  customary,  and  reas- 
onable fee,  would  require  physicians 
to  participate  or  not  to  participate, 
and  would  require  an  agreement  to 
that  effect.  Termination  of  participa- 
tion would  require  a 30-day  notice 
to  the  HEW  Secretary.  Obviously,  we 
physicians  are  approaching  a con- 
frontation where  we  must  decide 
whether  we  will  participate  in  gov- 
ernment controlled  and  financed 
medical  care,  or  whether  we  will  be- 
come nonparticipating  physicians. 
Such  circumstances  would  indeed 
be  unfortunate  for  the  health  care 
of  the  nation. 

The  AMA  House  of  Delegates  has 
approved  of  the  following  fee  defi- 
nitions (1968):  (1)  usual:  the 

"usual"  fee  which  is  charged  for  a 
given  service  by  an  individual  phy- 
sician in  his  personal  practice  (his 
own  usual  fee):  (2)  customary:  the 
range  of  usual  fees  charged  by  phy- 
sicians of  similar  training  and  ex- 
perience for  the  same  service  within 
a given  specific  limited  geographic 
or  socioeconomic  area:  and  (3)  reas- 
onable: a fee  which  meets  the  pre- 
vious two  criteria  or,  in  the  opinion 
of  the  responsible  local  medical  as- 
sociation’s review  committee,  is 
justifiable  in  the  specific  circum- 
stances of  the  particular  case  in 
question. 

To  implement  these  concepts  ef- 
fectively in  design  of  prepayment 
there  are  certain  prerequisites:  (1) 
physician  involvement  in  all  phases: 
(2)  awareness  of  physicians  as  to 
mechanisms  being  used:  (3)  objec- 
tive evaluation  of  alternatives:  (4) 
fair  and  open  definition  of  locality: 
(5)  effective,  aggressive  review 
mechanism  at  county  medical  so- 
ciety level:  (6)  strong,  knowledge- 
able representation  at  state  medical 
society  level  acting  vigorously  to 
assure  continuing  review  of  mech- 
anisms and  methods  involved,  main- 
tain guidelines  that  are  proper,  and 
keep  physicians  continually  informed: 
(7)  maintenance  of  “fee  for  service” 


concept  and  avoidance  of  “fourth 
parties:”  (8)  improved  communica- 
tion between  intermediary,  con- 
sumer, and  physician:  (9)  improved 
computer  programming  on  the  part 
of  the  fiscal  intermediary:  and  (10) 
avoidance  of  divisiveness  by  all 
parties. 

At  this  point,  only  one  thing  is 
certain:  there  will  be  further  evolu- 
tion and  change  in  concepts  of  pre- 
paid health  care.  The  medical  pro- 
fession must  become  more  involved 
in  these  changing  concepts.  We  must 
accept  the  responsibility  of  leader- 
ship which,  in  the  past,  has  gone  to 
others  by  default. 

What  the  near  future  holds,  with 
respect  to  demands  for  further 
change,  is  reflected  in  the  following 
“seven  point  program”  of  the  AFL- 
CIO  executive  council: 

1.  To  promote  the  “fastest  pos- 
sible growth  of  comprehensive  group 
practice  prepayment  plans.” 

2.  Encouragement  of  more  effi- 
cient utilization  of  the  supply  of  doc- 
tors, nurses,  and  other  health  per- 
sonnel. 

3.  Payment  of  medical  care  on  a 
capitation  basis  covering  not  only 
physician  services,  but  also  hospital- 
ization, extended  care,  and  home 
health  services.  “A  minimum  pro- 
gram would  be  to  provide  for  a ne- 
gotiated fee  schedule  for  all  physi- 
cians participating  in  federal  pro- 
grams.” 

4.  To  the  maximum  extent  pos- 
sible physicians,  especially  hospital- 
based  physicians  and  the  heads  of 
various  medical  departments,  should 
be  made  administratively  responsible 
to  the  hospital. 

5.  Reimbursement  of  hospitals  on 
the  basis  of  average  cost  for  all  hos- 
pitals in  similar  circumstances. 

6.  The  artificial  distinction  in 
medicine  between  the  method  of  fi- 


“All  I said  was,  ‘I’m  over  65  and  I 
intend  to  pay  my  own  medical  bill!'  ” 


nancing  physician  services  and  hos- 
pitalization should  be  eliminated  by 
establishing  a single  system  of  fi- 
nancing both,  requiring  no  additional 
out-of-pocket  payment  from  bene- 
ficiaries. 

7.  Hospitals  and  other  providers 
of  care  should  be  required  to  use 
federal  formulary  or  an  equally  ef- 
fective one  for  their  own  use  under 
appropriate  federal  standards.  They 
should  be  required  to  purchase  qual- 
ity drugs  listed  in  the  formulary  on 
a generic  name  basis  and  by  com- 
petitive bid. 

Speaking  in  1965  on  “Change  and 
Redefinition  and  the  Future  of  Vol- 
unteer Prepayment  for  Health  Serv- 
ices” and  accepting  the  premise  that 
the  total  community  must  have  pre- 
payment protection  against  expenses 
arising  out  of  illness,  Walter  Mc- 
Nerney,  president.  Blue  Cross  Asso- 
ciation, made  the  following  predic- 
tion and,  in  so  doing,  emphasized 
a “mixed  economy”  in  the  health 
field — government  and  private  sec- 
tors: “The  distribution  of  health 
services  cannot  be  left  to  the  inter- 
actions of  a free  market.”  He  also 
inferred  that  controls  must  exist  by 
regulation  and  not  as  a result  of 
competitive  forces. 

A paid-in-full  program  based  on 
physicians’  usual,  customary,  and 
reasonable  charges  was  adopted  as 
a membership  standard  by  the  Na- 
tional Association  of  Blue  Shield 
Plans  at  a special  meeting  Oct  8, 
1968,  in  Chicago.  In  addition,  the 
standards  call  for  “such  programs,  to 
show  evidence  of  professional  sup- 
port, shall  contain  provision  for  the 
development  and  maintenance  of  in- 
dividual physician’s  charge  patterns 
and  shall  have  regular  professional 
review  and  analysis  consistent  with 
Plan  responsibility  to  both  physicians 
and  the  general  public.” 

At  the  same  meeting.  Blue  Shield 
Plans  adopted  a comprehensive 
scope  of  24  benefits  which  should 
be  made  available  by  member  plans 
no  later  than  April  1,  1969.  The 
items  listed  are:  surgery,  anesthesia, 
radiation  therapy,  both  in  and  out 
of  the  hospital:  diagnostic  x-ray  in 
the  hospital:  laboratory  and  pathol- 
ogy in  the  hospital:  in-hospital  med- 
ical care  including  concurrent  care: 
tuberculosis,  mental  disorders,  drug 
addiction,  and  alcoholism:  obstetri- 
cal care:  emergency  treatment  for 
accidental  injury:  consultation:  out- 
of-hospital  diagnostic  x-ray,  labora- 
tory, and  pathology:  physical  therapy 
in  home  and  office:  newborn  care: 
physical  examination:  outpatient  psy- 
chiatric care:  inhalation  therapy;  am- 
bulance; appliances:  rental  of  dur- 
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“anorectal 

disorders” 


This  Rectopath  Model 

may  help  you  explain 
certain  anorectal  disorders 
to  some  of  your  patients. 

It  is  yours  on  request. 


See  next  page  for  details. 


“anorectal 

disorder” 


includes  a range  of  problems. 
For  symptomatic  relief 
in  some  of  these  disorders 
consider  a member  of 
the  Anusol  Family. . . 


One  suppository  morning 
and  evening  and  after 
each  bowel  movement. 


ANUSOE 

soothing,  palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 

Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  (1.7.5%),  benzyl  benzoate 
(1.2%),  Peruvian  balsam  (1.8%),  zinc  oxide  (1 1.0%),  and  boric 
acid  (5.0%),  plus  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUSOL-HC^ 

prompt  reduction  of  inflammation  plus  the 
soothing  effects  of  regular  Anusol. 

Each  ANUSOL-HC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula,  10  mg.  hydrocortisone  acetate. 

Precautions:  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 

ANUGESIC* 

when  severe  pain  requires  prompt  relief, 
pramoxine  HCl  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains:  61  mg.  bismuth  sub- 
gallate,  47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate,  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients:  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil,  and  certified  coloring  in  a cacao  butter  base. 

Precautions:  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 

Also  available:  anusol®  ointment  and  anugesic®  ointment 


Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J. 


The  Rectopath  Model 
is  available  from  your 
Warner-Chilcott  repre- 
sentative or  upon  request 
from  Warner-Chilcott 
Labs.,  Morris  Plains, 
New  Jersey  07950. 


AN-IN-91-4C 


able  equipment:  private-duty  nurs- 
ing; drugs;  dental;  and  vision  care. 

Certain  issues  require  immediate 
discussion  and  dialogue  between  the 
practicing  physician,  the  fiscal  inter- 
mediary, management  and  labor,  and 
government: 

Fee  profile:  By  physician,  by  dis- 
ease, and  by  locality. 

Mean:  Is  it  accurately  estimated? 
Is  its  use  proper? 

Standard  deviation:  How  is  it  being 
applied?  Is  its  use  proper  mathe- 
matically? 

“Cut-off  points"  and  "ceilings":  Are 
these  arbitrarily  being  used?  Are 
state  welfare  departments  applying 
built-in  ceilings  and  the  90%  con- 
cept? 

Fee  surveys:  Do  they  have  any 
place?  Can  they  be  accomplished 
honestly? 

Relative  value  scales:  Where  do 
they  fit  into  concept?  Who  deter- 
mines conversion  ratio? 

How  is  locality  defined?  Does  it 
relate  to  socioeconomic  factors 
otherwise?  Is  its  use  proper  and 
just?  Is  there  an  alternative? 

Communication:  What  can  be  done 
to  improve  it  with  the  carrier  and 
with  the  computer  status  of  coding 
narrative  reports? 

Future  of  assignments:  Are  we 
headed  toward  a decision  of  par- 
ticipation or  nonparticipation  as 
pressure  for  assignments  increases? 
What  are  the  alternatives?  What  are 
the  consequences? 

Bargaining:  Who  is  to  speak  for 
us  at  the  bargaining  table?  How  else 
can  we  converse  constructively  with 
labor  and  management? 

Dealing  with  government  agencies: 
How  do  physicians  delivering  per- 
sonal care  communicate  with  gov- 
ernment agencies?  Why  is  it  that  no 
appeal  mechanism  is  set  up  for  phy- 
sicians in  private  practice?  Why  does 
HEW  continue  to  ignore  the  variation 
in  local  circumstances  and  to  ignore 
any  prior  communication  with  those 
delivering  health  care  before  it 
makes  dictatorial  decisions? 

The  future  holds  many  doubts, 
frustrations,  and  questions.  Effective 
solution  to  the  problems  of  health 
care  that  this  nation  faces  can  be 
resolved  only  through  cooperative 
efforts  which  include,  from  the  very 
beginning,  those  responsible  for  im- 
plementation and  those  responsible 
for  direct  personal  care  of  the  peo- 
ple. There  must  be  improved  chan- 
nels for  communication  and  in- 
creased mutual  respect  between  all 
involved  groups. 


PERSONALS 


New  member  of  the  Texas  State 
Board  of  Mental  Health  and  Mental 
Retardation  is  Dr.  Charles  H.  Brown, 
Wichita  Falls  psychiatrist.  Dr.  Brown, 
chairman  of  the  TMA  Committee  on 
Mental  Health,  replaces  Dr.  George 
A.  Constant,  Victoria  psychiatrist, 
whose  term  on  the  Board  expired 
this  year.  Austin  physician.  Dr.  Hor- 
ace E.  Cromer,  is  Board  chairman. 

The  Travis  County  Chapter  of  the 
Texas  Academy  of  General  Practice 
has  established  a medical  lecture 
series  to  honor  the  memory  of  the 
late  Dr.  Walter  S.  Moore  of  Austin. 
The  chapter  will  seek  to  bring  an 
outstanding  medical  authority  to 
Austin  each  year  to  address  local 
physicians.  Dr.  Moore  had  practiced 
medicine  in  Austin  since  1955  and 
was  chief  of  staff  at  Brackenridge 
Hospital.  He  was  killed  in  an  auto- 
mobile accident  Dec.  14,  1968. 

On  June  1,  Dr.  Frankie  E.  Williams 
became  superintendent  of  the  new 
Vernon  Center  of  the  Texas  Depart- 
ment of  Mental  Health  and  Mental 
Retardation.  Dr.  Williams  was  pre- 
viously clinical  director  at  Big  Spring 
State  Hospital  where  she  had  been 
on  the  staff  since  1957. 

Dr.  Louis  W.  Breck  of  El  Paso  has 
been  appointed  to  a three-man  na- 
tional committee  of  the  National 
Safety  Council  to  work  on  the  epi- 
demiology and  prevention  of  low 
back  injuries  in  industry. 

Five  physicians  have  joined  the 
staff  of  the  Department  of  Pediatrics 
at  The  University  of  Texas  Medical 
School  at  San  Antonio,  their  appoint- 
ments being  effective  as  of  July  1. 
The  five  new  faculty  members  and 
previous  locations  are  Dr.  Alexander 
W.  Pierce,  Jr.,  Oklahoma  City,  for- 
merly associate  professor  of  pedi- 
atrics, University  of  Oklahoma 
School  of  Medicine;  Dr.  H.  William 
Diserens,  San  Angelo;  Dr.  Thomas 
E.  Williams,  Charlottesville,  Va.;  Dr. 
Robert  C.  Franks,  Nashville,  Tenn., 
assistant  professor  of  pediatrics, 
Vanderbilt  University  School  of  Med- 
icine; and  Dr.  William  T.  Kniker,  Lit- 
tle Rock,  formerly  associate  profes- 
sor of  pediatrics.  University  of  Ar- 
kansas Medical  School.  These  Phy- 
sicians will  serve  the  UT  Medical 
School  in  the  following  positions:  Dr. 
Pierce,  associate  professor  of  pedi- 
atrics and  director  of  clinics  and  the 
Ambulatory  Care  Section;  Dr.  Diser- 
ens, assistant  professor  of  pediatrics 
and  director  of  the  Neonatology  Sec- 


tion; Dr.  Williams,  assistant  profes- 
sor of  pediatrics  and  director  of  the 
Hematology  Section;  Dr.  Franks,  as- 
sociate professor  of  pediatrics  and 
director  of  the  Endocrine  Section; 
and  Dr.  Kniker,  associate  professor 
of  pediatrics  and  director  of  the  Im- 
munology-Allergy Section. 

Dr.  M.  L.  Ross  of  Galveston  has 
been  named  director  of  the  newly 
established  program  of  Family  Medi- 
cine at  The  University  of  Texas  Med- 
ical Branch  at  Galveston.  He  is 
scheduled  to  assume  the  duties  of 
this  position  in  July. 

Dr.  Charles  C.  Sprague,  dean  of 
The  University  of  Texas  Southwest- 
ern Medical  School  at  Dallas,  has 
been  named  chairman  of  a newly 
formed  government  liaison  commit- 
tee of  the  National  Hemophilia 
Foundation.  The  new  committee  will 
work  with  Congressional  committees 
and  government  agencies  to  seek 
financial  assistance  for  hemophiliac 
patients. 

Dr.  James  F.  Maddux,  presently 
chief  of  the  National  Institute  of 
Mental  Health  Clinical  Research  Cen- 
ter in  Fort  Worth,  will  join  the  fac- 
ulty of  The  University  of  Texas  Med- 
ical School  at  San  Antonio.  Dr.  Mad- 
dux will  become  professor  of  psy- 
chiatry at  the  San  Antonio  medical 
school  effective  Aug.  1. 

Seven  physicians  have  been  se- 
lected 1969  recipients  of  the  Ashbel 
Smith  Distinguished  Alumni  Awards 
at  The  University  of  Texas  Medical 
Branch  at  Galveston.  The  awards 
were  presented  by  Dr.  Truman  G. 
Blocker,  Jr.,  Medical  Branch  presi- 
dent, at  commencement  ceremonies 
June  11.  The  only  recipient  of  the 
award  presently  practicing  in  Texas 
is  Dr.  Robert  W.  Kimbro  of  Cleburne. 
Other  recipients  are  Dr.  James  Cain 
of  Rochester,  Minn.;  Dr.  James  E. 
Thompson,  Jr.,  of  New  York  City;  Dr. 
Robert  I.  Wise,  Philadelphia,  Pa.;  Dr. 
Kenneth  M.  Earle,  Washington,  D.C.; 
Dr.  Edgar  L.  Frazell,  New  York  City; 
and  Dr.  James  R.  Kitchell,  Abington, 
Pa. 

One  of  the  speakers  at  the  Inter- 
national Conference  on  Sarcoidoisis 
in  Prague,  Czechoslovakia  was  Dr. 
John  S.  Chapman  of  Dallas.  The  as- 
sistant dean  for  postgraduate  educa- 
tion and  professor  of  internal  medi- 
cine at  The  University  of  Texas 
Southwestern  Medical  School  at 
Dallas  presented  two  scientific  re- 
search papers  at  the  international 
conference. 
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from  the  discord  of  anxiety... 


to  emotional  harmony 


with  the  aid  of  antianxiety 

Librium® 

(chlordiazepoxide 

HCI) 

5-mg,  10-mg 
and  25-mg  capsules 

In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees 
of  excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  dis- 
ease. In  properly  individualized 
maintenance  dosage,  Librium 
(chlordiazepoxide  HCI)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunc- 
tive therapy  in  psychophysiologic 
disorders— yet  seldom  impairs 
mental  acuity  or  ability  to  func- 
tion. Librium  has  demonstrated  a 
wide  margin  of  safety  in  short- 
and  long-term  therapy. 

Also  available: 

Libritabs® 

(chlordiazepoxide) 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

indications:  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  de- 
pendence have  rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed  against 
its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude  ataxia 
or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially 
in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyromidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during  protracted 
therapy. 
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TEXAS  REHABILITATION  ASSOCIATION 

El  Paso  will  host  the  Texas  Rehabilitation  Association  meeting 
July  24-26.  All  sessions  will  take  place  at  the  Hilton  Inn-Inter- 
national Airport. 

Speakers  will  include  Drs.  Richard  D.  Burk  and  Paul  L.  Rich- 
bui-g,  both  of  Dallas;  Dr.  E.  Burke  Evans,  Galveston;  Dr.  Arthur 
E.  Grant,  San  Antonio;  Dr.  Robert  M.  Izard,  Gonzales;  and  Dr. 
John  E.  Healey,  Houston. 

Among  speech  topics  will  be  handicapped  citizens  in  the  com- 
munity, community  servdces  and  responsibilities  in  i-ehabilitation, 
rehabilitation  of  the  emphysema  patient  by  lowering  air  pollu- 
tion, treatment  of  bums  with  special  reference  to  the  rehabilita- 
tion bum  patient,  and  rehabilitation  of  the  cancer  patient. 

Other  organizations  meeting  with  the  Texas  Rehabilitation  As- 
sociation are  Texas  Education  Agency  Vocational  Rehabilitation 
Di\dsion,  Texas  State  Commission  for  the  Blind,  Associated 
Goodwill  Industries  of  Texas  and  New  Mexico,  Vocational  Eval- 
uation and  Work  Adjustment  Association,  National  Rehabilita- 
tion Counselors  Association,  Texas  Employers  Insurance  As- 
sociation, Liberty  Mutual  Insurance  Company,  and  Texas  Com- 
mission on  Alcoholism. 

Dr.  Louis  W.  Breck,  1220  N.  Stanton  St.,  El  Paso  79902,  is  as- 
sociation president. 

POSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH  TEXAS 

Sixteen  guest  speakers  will  be  featured  at  the  July  21-23  meet- 
ing of  the  Postgraduate  Medical  Assembly  of  South  Texas  in 
Houston. 

Guest  speakers  are  Drs.  Robison  D.  Harley,  George  N.  Stein,  and 
Luigi  Mastroianni,  Jr.,  all  of  Philadelphia;  Drs.  Eugene  L.  Der- 
lacki,  Erl  Dordal,  Robert  E.  Condon,  Albert  B.  Gerbie,  and 
Lowell  F.  Peterson,  all  of  Chicago;  Drs.  Fenton  Schaffner  and 
William  B.  Seaman,  both  of  New  York  City;  Dr.  J.  Donald  M. 
Gass,  Miami,  Fla.;  Dr.  Paul  H.  Ward,  Los  Angeles;  Dr.  Eddy 

D.  Palmer,  East  Orange,  N.J.;  Dr.  Robert  D.  Sullivan,  Boston; 
Dr.  J.  Bradley  Aust,  San  Antonio;  and  Dr.  Harry  H.  LeVeen, 
Brooklyn,  N.Y. 

Panel  speakers  will  discuss  diseases  of  esophagus,  liver,  gastro- 
intestional  hemorrhage,  hepatic  malignance,  problems  of  the 
adolescent  and  young  adult,  and  cardiac  transplantation.  Sec- 
tion meetings  will  include  ophthalmology,  otolaryngology,  radi- 
ology, surgery,  obstetrics  and  gynecology,  and  medicine. 

Mrs.  Betty  N.  Dahme,  209  Jesse  H.  Jones  Library  Bldg.,  Texas 
Medical  Center,  Houston  77025,  is  assembly  executive  secretary. 

OPTIMUM  SCHOOL  HEALTH  PROGRAM  CONFERENCE 

In  the  interest  of  developing  comprehensive  community-school 
health  teams  throughout  Texas,  Texas  Medical  Association  and 
Texas  Education  Agency  will  sponsor  an  Optimum  School  Health 
Program  Conference,  July  22-23,  at  Trinity  University  in  San 
Antonio.  Participating  organizations  include  the  Texas  Nurses 
Association ; Texas  State  Department  of  Health ; Texas  Congress 
of  Parents  and  Teachers;  Texas  Association  of  School  Boards; 
Texas  Association  of  School  Superintendents;  Texas  Associa- 
tion of  Secondai-y  School  Principals;  and  Texas  Association  for 
Health,  Physical  Education,  and  Recreation. 

Speakers  include  Dr.  Wallace  Ann  Wesley  (HsD),  school  health 
education  consultant,  American  Medical  Association;  Dr.  Robert 
S.  Ray,  chairman,  TMA  Committee  on  School  Health;  Dr.  Edwin 
L.  Rippy,  member,  Texas  State  Board  of  Education;  Dr.  Arnold 

E.  Schaefer,  chief,  Nutrition  Program,  US  Public  Health  Ser- 
vice; and  Dr.  James  E.  Peavy,  State  Commissioner  of  Health. 
General  discussion  subjects  are  philosophy,  components,  and 
guidelines;  school  health  program  and  nutrition;  role  and  re- 
sponsibility of  key  leaders;  and  developing  a model  school 
health  program. 

Contact:  Dr.  Ray,  1801  N.  Lamar  Blvd.,  Austin  78701. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS  IN  TEXAS 

TEXAS  NURSING  HOME  ASSOCIATION 
will  sponsor  an  Institute  on  Public  Rela- 
tions and  Communications,  July  20-24,  at 
the  Flagship  Hotel  in  Galveston.  This 
meeting  for  nursing  home  administrators 
will  be  conducted  by  The  University  of 
Texas  at  Austin.  Subjects  to  be  studied  in- 
clude management  communications ; writ- 
ten, oral,  and  telephone  communications*, 
public  relations  ; and  long  range  financing 
on  today’s  money  market.  Institute  speak- 
ers will  be  Dr.  Jessamon  Dawe  (PhD),  as- 
sociate professor  of  business  communica- 
tions, Prank  A.  Driskill,  training  special- 
ist, distributive  education,  and  Marjorie  D. 
Parker,  instructor  in  speech,  all  from  The 
University  of  Texas  at  Austin : and  Dr. 
Dennis  B.  Ford,  director,  Division  of  Busi- 
ness Administration,  Texas  A & I Univer- 
sity at  Kingsville.  Sidney  D.  Rich,  6225  US 
Highway  290  E.,  Austin  78723,  is  associa- 
tion executive  director. 


TEXAS  PHARMACEUTICAL  ASSOCIA- 
TION will  meet  July  20-23  at  the  Terrace 
Motor  Hotel  Convention  Center  in  Austin. 
Theme  of  the  meeting  is  “Public  Health — 
Pharmacy’s  Challenge.”  Featured  guest 
speakers  include  Mrs.  Mary  Lou  Anderson, 
Wilmington,  Del.,  chairman  of  the  Ameri- 
can Pharmaceutical  Association  house  of 
delegates,  and  Dr.  James  L.  Goddard,  vice 
president.  Health  Sciences,  EDP  Technol- 
ogy, Inc.,  Atlanta,  Ga.  Subjects  to  be  cov- 
ered include  patient  records  (storage  and 
retrieval),  government  health  programs, 
and  drug  interactions.  Other  meeting  high- 
lights are  meetings  of  the  TPA  house  of 
delegates,  masquerade  dance,  an  evening  at 
Fiesta  Gardens,  president's  banquet,  spe- 
cial programs  and  activities  for  ladies  and 
for  children,  and  TPA  ‘permanent  home' 
groundbreaking  ceremonies.  Contact:  Lu- 
ther R.  Parker,  Austin  Savings  Bldg.,  Aus- 
tin 78701,  Executive  Secretary. 


TEXAS  SOCIETY  FOR  THE  PREVEN- 
TION OF  BLINDNESS  will  hold  its  1969 
state  semi-annual  board  of  directors  meet- 
ing at  the  Inn  Of  the  Six  Flags,  Arlington, 
Aug.  22-23.  A dinner  meeting  will  be  held 
Friday  night,  Aug.  22.  Dallas  and  Fort 
Worth  branches,  Texas  Society  for  the 
Prevention  of  Blindness,  will  host  the  meet- 
ing. Guest  speaker  will  be  Leo  J.  Souriall, 
president,  Zero  Control  Engineering,  De- 
troit, Mich.  Mrs.  Pauline  Outland,  3617 
Fannin  St.,  Houston  77001,  is  society  execu- 
tive director. 
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MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  REGIONAL  MEETING 


AUGUST 


THE  15TH  ANNUAL  SOUTHERN  OB- 
STETRICAL  AND  GYNECOLOGICAL 
SEMINAR  will  take  place  July  28-Aug.  1 
at  Grove  Park  Inn,  Asheville,  N.C.  The 
seminar  stresses  informal  teaching  and 
open  discussion.  Registration  fee  is  $50.  Dr. 
Raymond  Kaufman,  Department  of  Ob- 
stetrics and  Gynecology,  Baylor  College  of 
Medicine,  wiU  be  a program  speaker.  Con- 
tact: Dr.  George  T.  Schneider,  Ochsner 
Clinic,  1514  Jefferson  Hwy.,  New  Orleans 
70121. 


AMERICAN  CONGRESS  OF  REHABILITATION  MED- 
ICINE, Chicago,  Aug.  17-22,  1969.  Creston  C.  Herold,  80 
N.  Michigan  Ave.,  Chicago  60602,  Exec.  Dir. 

AMERICAN  HOSPITAL  ASSOCIATION,  Chicago,  Aug. 
18-21,  1969.  Dr.  Edwin  L.  Crosby,  840  N.  Lake  Shore  Dr., 
Chicago  60611,  Exec.  Officer. 

UNIVERSITY  OF  COLORADO  SCHOOL  OF  MEDICINE, 
postgraduate  course,  “Pediatrics,”  Aspen,  Colo.,  Aug.  3-6, 
1969.  Office  of  Postgraduate  Medical  Education,  Univer- 
sity of  Colorado  School  of  Medicine,  4200  E.  Ninth  Ave., 
Denver,  Colo.  80220. 


CURRENT  NATIONAL  MEETINGS 

AMERICAN  CONGRESS  OF  REHABILI- 
TATION  medicine’s  46th  annual  session 
is  scheduled  Aug.  10-15  at  the  Palmer 
House  in  Chicago.  Sessions  will  be  held  on 
functional  ability  of  measurements,  reha- 
bilitation management,  applied  clinical  in- 
vestigational studies,  electromyography- 
electrodiagnosis,  educational  techniques  in 
rehabilitation,  education  of  medical  students 
and  resident  physicians,  orthotic  applica- 
tions, applied  clinical  investigative  studies, 
and  rehabilitation  management  of  spinal 
cord  patients.  The  meeting  will  open  with 
two  symposia:  symposium  on  application  of 
computers  in  rehabilitation  medicine  and 
symposium  on  behavior  analysis  systems  in 
medical  rehabilitation.  Other  program  fea- 
tures include  a seminar,  relationship  be- 
tween rehabilitation  and  total  health  care, 
curbstone  consultation  session,  and  more 
than  100  scientific  and  technical  exhibits. 
Also  planned  are  a cocktail  reception  and 
an  annual  banquet  and  dance.  Creston  C. 
Herold,  30  N.  Michigan  Ave.,  Chicago  60602, 
is  congress  executive  director. 


SEPTEMBER 

AMERICAN  ACADEMY  OF  GENERAL  PRACTICE, 
Philadelphia,  Sept.  26-Oct.  3,  1969.  Dr.  Mac  F.  Cahal 
(J.D.),  Volker  Blvd.  at  Brookside,  Kansas  City,  Mo., 
Exec.  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  Washington, 
D.C.,  Sept.  8-12,  1969.  Demi  Costas,  620  Michigan  Ave., 
Chicago  60611,  Public  Relations  Director. 

AMERICAN  MEDICAL  ASSOCIATION,  Congress  of  Oc- 
cupational Health,  St.  Louis,  Sept.  15-16,  1969.  Dr.  Henry 
F.  Howe.  535  N.  Dearborn  St.,  Chicago  60610,  Director, 
AMA  Department  of  Occupational  Health. 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION,  Phil- 
adelphia, Sept.  18-21,  1969.  W.  Wayne  Curtis,  420  Lex- 
ington Ave.,  Suite  417,  New  York  10017,  Exec.  Officer. 

AMERICAN  SOCIETY  OF  CUNICAL  PATHOLOGISTS 
and  COLLEGE  OF  AMERICAN  PATHOLOGISTS,  Chi- 
cago, Sept.  14-20,  1969.  Albert  G.  Boeck,  Jr.,  445  Lake 
Shore  Dr.,  Chicago  60611,  Exec.  Dir. 

FOURTH  INTERNATIONAL  SYMPOSIUM  ON  COM- 
PARATIVE LEUKEMIA  RESEARCH,  Cherry  Hill,  N.J., 
Sept,  21-25,  1969.  Dr.  Edward  P.  Larkin,  School  of  Vet- 
erinary Medicine.  University  of  Pennsylvania,  Kennett 
Square,  R.D.  #1,  Pa.  19348,  Information  Officer. 


THE  COMPREHENSIVE  MEDICAL  SO- 
CIETY will  sponsor  a Sex  Education  Con- 
ference Aug.  15-17  at  the  Conrad  Hilton 
Hotel,  Chicago.  Theme  of  the  conference  is 
“Where  should  we  go  in  sex  education — A 
search  for  perspectives.”  Sessions  will  be 
held  on  youth,  sex,  and  emergent  life 
styles : pre-adolescent  sexual  behavior ; 

adult  attitudes  toward  sex  education  ; and 
opposition  to  sex  education : an  overview. 
Dr.  Marshall  McLuhan  (PhD),  Center  for 
Culture  and  Technology,  University  of  To- 
ronto, Canada,  will  speak  at  a conference 
banquet  on  the  subject  of  “The  Future  of 
Sex.”  Mrs.  Jessie  Potter,  360  N.  Michigan 
Ave.,  Suite  1003,  Chicago  60601,  is  program 
coordinator. 


MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO,  Albu- 
querque, Sept.  24-27,  1969.  Mrs.  Virginia  E.  Bryant,  333 
W.  Thomas  Rd.  #207,  Phoenix  8B013. 

■ METHODIST  HOSPITAL  OF  DALLAS,  Symposium 
on  Acute  Myocardial  Infarction,  Dallas,  Sept.  11-13,  1969. 
Dr.  F.  A.  Bashour,  Public  Relations  Office,  Methodist 
Hospital  of  Dallas,  P.O.  Box  5999,  Dallas  75222,  Program 
Chairman. 

■ TEXAS  HEART  ASSOCIATION,  South  Central  United 
States  Scientific  Sessions  on  Cardiovascular  Diseases, 
Houston,  Sept.  25-27,  1969.  Jim  R.  Rose,  P.O.  Box  25041, 
Houston  77005,  Acting  Exec.  Dir. 

■ TEXAS  PEDIATRIC  SOCIETY,  Corpus  Christi,  Sept. 
25-27,  1969.  Dr.  P.  A.  Cato,  1016  E.  32nd  St.,  Austin 
78705,  Sec. 
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■ TEXAS  SOCIETY  OF  CHILD  PSYCHIATRY.  Hous- 
ton, September,  1969.  Dr.  John  A.  Boston,  500  W.  15th, 
Austin  78701,  Sec.-Treas. 

■ TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES.  Austin,  September,  1969.  Mrs.  Betty 
J.  Anderson,  1012  State  Office  Bldg.,  Austin  78701,  Exec. 
Sec. 

■ TEXAS  SURGICAL  SOCIETY,  Corpus  Christi,  Sept. 
28-30,  1969.  Dr.  Jesse  E.  Thompson,  3434  Swiss  Ave., 
Dallas  75204,  Sec. 

■ THE  UNIVERSITY  OF  TEXAS  SOUTHWESTERN 
MEDICAL  SCHOOL  AT  DALLAS  and  METHODIST 
HOSPITAL  OF  DALLAS,  Symposium  on  Myocardial  In- 
farction, Sept.  11-13,  1969.  Department  of  Postgraduate 
Education,  The  University  of  Texas  Southwestern  Medical 
School,  5323  Harry  Hines  Blvd.,  Dallas  76235. 

TIDEWATER  HEART  ASSOCIATION,  Tenth  Annual 
Cardiovascular  Symposium,  Williamsburg,  Va.,  Sept.  5-7, 
1969.  Dr.  Eugene  F.  Poutasse,  523  Boush  St.,  Norfolk, 
Va.  23510,  Symposium  Committee  Chairman. 


OCTOBER 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY.  Chicago,  Oct.  12-17,  1969.  Dr.  C. 
M.  Kos,  16  Second  St.,  SW,  Rochester,  Minn.  66901,  Exec. 
Sec.-Treas. 

■ AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS. postgraduate  course.  Trauma  and  Disease  of  the 
Hand,  San  Antonio,  Oct.  22-25,  1969.  Dr.  Charles  A. 
Rockwood,  Jr.,  P.O.  Box  7190,  San  Antonio  78207,  Infor- 
mation Contact. 

AMERICAN  ACADEMY  OP  PEDIATRICS.  Chicago. 
October,  1969.  Dr.  Robert  G.  Frazier,  1801  Hinman  Ave., 
Evanston,  111.,  Exec.  Officer. 

■ AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  Dallas,  Oct.  13-17,  1969.  Joseph  J.  Gar- 
vey, 4 E.  Clinton  St.,  Joliet,  111.,  60434,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  MEDICAL  ASSIST- 
ANTS, Honolulu,  Oct.  16-19,  1969.  Miss  Pauline  M. 
Hunter,  6662  N.  10th  St.,  Phoenix  85040,  Sec. 

AMERICAN  ASSOCIATION  OF  OPHTHALMOLOGY, 
Chicago,  Oct.  11-12,  1969.  Lawrence  A.  Zupan,  1100  17th 
St.  NW,  Washington,  D.C.  20036,  Exec.  Sec. 

AMERICAN  COLLEGE  OP  CHEST  PHYSICIANS,  Chi- 
cago, Oct.  29-Nov.  2.  1969.  Murray  Kornfeld,  112  E. 
Chestnut  St..  Chicago  60611,  Exec.  Dir. 

■ AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Houston,  Oct.  19-22,  1969.  Daniel  Weiss,  33  W.  60th  St., 
New  York  City  10023,  Exec.  Dir. 


AMERICAN  COLLEGE  OF  SURGEONS,  San  Francisco, 
Oct.  6-10,  1969.  Dr.  John  Paul  North,  66  E.  Erie  St., 
Chicago  60611,  Dir. 

AMERICAN  SOCIETY  OP  ANESTHESIOLOGISTS,  San 
Francisco,  Oct.  25-29,  1969.  John  W.  Andes,  616  Busse 
Hwy.,  Park  Ridge,  111.  60068,  Exec.  Sec. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Cincinnati,  Oct.  30-Nov.  3,  1969.  Dr.  John  A.  D.  Cooper, 
2530  Ridge  Ave.,  Evanston,  lU.  60201. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS.  Denver,  Oct.  9-11,  1969.  Frank  K.  Woolley, 
230  N.  Michigan  Ave.,  Suite  1000,  Chicago  60601,  Exec. 
Dir. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS, Quebec,  Canada,  Oct.  16-17,  1969.  Dr.  Arthur 
E.  Brown,  601  Boylston  St.,  Boston  02117,  Sec.-Treas. 

COLORADO  HEART  ASSOCIATION,  16th  Western  Car- 
diac Conference.  Denver,  Oct.  22-24,  1969.  Colorado  Heart 
Association,  1375  Delaware  St.,  Denver  80204. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS,  Dallas,  Oct.  17-18, 
1969.  William  E.  Russell,  4429  N.  Central  Expressway, 
Dallas  75205,  Exec.  Dir. 

■ INSTRUMENT  SOCIETY  OF  AMERICA.  Houston. 
Oct.  27-30,  1969.  Jerry  Graham,  Public  Relations  Dept., 
630  William  Penn  Place.  Pittsburgh  15219,  Information 
Contact. 

OKLAHOMA  CITY  CLINICAL  CONFERENCE.  Okla- 
homa City,  Oct.  27-29,  1969.  Mrs.  Alma  O’Donnell,  2809 
NW  Expressway,  Oklahoma  City  73112,  Exec.  Sec. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY.  Lub- 
bock, Oct.  11,  1969.  Mrs.  Carlie  Umphres,  Box  3276,  Am- 
arillo 76106,  Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION.  Asheville, 
N.C.,  Oct.  6-7,  1969.  Dr.  Nat  T.  Winston,  Jr.,  300  Cor- 
dell Hull  Bldg.,  436  Sixth  Ave.  N.,  Nashville.  Tenn.  87219. 

■ TEXAS  ACADEMY  OF  GENERAL  PRACTICE.  San 
Antonio,  Oct.  12-16,  1969.  Donald  C.  Jackson,  1905  N. 
Lamar  Blvd.,  Austin  78705,  Exec.  Sec. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  Austin,  Oct. 
4-6,  1969.  Dr.  Coleman  Jacobson,  3707  Gaston  Ave.,  Dallas 
76246,  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  Conference  on 
Health  Aspects  of  Air  Pollution,  Austin,  Oct.  3.  1969. 
C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin  78701, 
Exec.  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  Public  Relations 

and  Public  Service  Conference,  Austin,  Oct.  4,  1969. 

C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin  78701, 
Exec.  Sec. 
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When  vertigo  began,  her  life  took  a turn  for  the  worse. 
Either  she  spins  and  the  room  stands  still, 
or  the  other  way  around . . . and  around  and  around. 
Even  when  she  lies  down,  the  spinning 
continues.  Sometimes  there’s  nausea  and  vomiting,  too. 
It’s  just  one  thing  after  another. 


You  can  help  stop  the  spin 


(MECLIZINE  HCI) 


Bonine  protects  most  patients  against  vertigo  and 
nausea  up  to  24  hours  with  a single  dose. 
Pleasant-tasting  Bonine  tablets  are  chewable  and 
can  be  taken  anytime,  anywhere, 
without  water.  In  difficult  cases,  multiple  daily  doses 
may  be  necessary  for  maximum  response. 


Precautions:  Although  the  incidence  of  drowsiness  and  atropine-like 
side  effects  such  as  dry  mouth  and  blurring  of  vision  is  low,  the  physi- 
cian should  alert  the  patient  to  the  need  for  due  precautions  when  en- 
gaging in  activities  where  alertness  is  mandatory.  Use  in  women  of 
childbearing  age:  In  weighing  potential  benefits  vs.  risk  in  women  of 
childbearing  age,  consider  the  fact  that  a review  of  available  animal 
data  reveals  that  meclizine  exerts  a teratogenic  response  in  the  rat.  In 
one  study  a dose  of  50  mg./kg./day  (50  times  the  maximum  recom- 
mended human  dose)  produced  cleft  palate  in  2 of  87  fetuses  when 
administered  to  the  rat  at  critical  times  during  the  first  15  days  of 
gestation.  At  doses  of  125  mg./kg./day,  meclizine  will  produce  100% 
incidence  of  cleft  palate  in  the  rat.  At  doses  of  25  mg./kg./day, 
decreased  calcification  of  the  vertebrae  and  relative  shortening  of  the 
limbs  were  also  produced  in  the  rat,  but  experts  disagree  as  to  whether 
this  is  a teratogenic  response.  While  available  clinical  data  are  incon- 
clusive, scientific  experts  are  of  the  opinion  that  this  drug  may  possess 
a potential  for  adverse  effects  on  the  human  fetus.  Consequently,  con- 
sideration should  be  given  to  initial  use  of  a nonphenothiazine  agent 
that  is  not  suspected  of  having  a teratogenic  potential.  In  any  case,  the 
dosage  and  duration  of  treatment  should  be  kept  to  a minimum. 
Supply:  25  mg.  scored  tablets. 

More  detailed  professional  information  available  on  request. 


LABORATORIES  DIVISION 

NewYork,  N Y,  10017 
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■ TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY.  Salado,  Tex.,  October,  1969.  Dr.  James 
Caldwell,  3500  Gaston  Ave.,  Dallas  75210,  Sec. 


NOVEMBER 

■ AMERICAN  ASSOCIATION  OF  BLOOD  BANKS. 
Houston,  Nov.  16-20,  1969.  Miss  Lois  J.  James,  Suite 
1322,  30  N.  Michigan,  Chicago  60602,  Exec.  Officer. 

AMERICAN  ASSOCIATION  FOR  INHALATION  THER- 
APY, Kansas  City,  Mo.,  Nov.  15-19,  1969.  Mark  T.  Bow- 
ers, 4075  Main  St.,  Riverside,  Calif.  92501,  Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City, 
Nov.  6-8,  1969.  Lane  W.  Adams,  219  E.  42nd  St.,  New 
York  City  10021,  Exec.  Vice  Pres. 

■ AMERICAN  HEART  ASSOCIATION,  Dallas,  Nov. 
13-16,  1969.  Dr.  James  M.  Hundley,  44  E.  23rd  St.,  New 
York  10010,  Exec.  Dir. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION,  INC., 
Cincinnati,  Nov.  5-8,  1969.  Mrs.  Gertrude  F.  Conroy, 
1740  Broadway,  New  York  10019,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  Phila- 
delphia, Nov.  10-14,  1969.  Dr.  Berwyn  F.  Mattison,  1740 
Broadway,  New  York  City  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  Chicago,  Nov. 
6-8,  1969.  Dr.  Warren  R.  Lang,  7112  Lincoln  Dr.,  Phila- 
delphia 19119,  Exec.  Sec.-Treas. 

ASSOCIATION  OF  MILITARY  SURGEONS,  Washing- 
ton, D.C.,  Nov.  16-19,  1969.  Brig.  Gen.  Frank  E.  Wilson, 
1600  Massachusetts  Ave.  NW,  Suite  132,  Washington 
D.C.  20006,  Exec.  Sec. 

■ FLYING  PHYSICIANS  ASSOCIATION,  TEXAS 
CHAPTER,  Houston,  Nov.  3-6,  1969.  Dr.  James  R.  Old, 
3165  Stagg  Dr.,  Beaumont  77701,  Sec. 

INSTITUTE  OF  MEDICINE  OF  CHICAGO,  workshop 
for  physicians  and  other  health  leaders,  Chicago,  Nov. 
21-22,  1969.  Dr.  Walter  S.  Priest,  332  S.  Michigan  Ave., 
Chicago  60604,  Exec.  Dir. 

MOUND  PARK  HOSPITAL  FOUNDATION,  INC.,  Post- 
graduate Conference,  “Today’s  Hospital  Problems ; An 
Interdisciplinary  Approach,’’  St.  Petersburg,  Fla.,  Nov. 
12-15,  1969.  Dr.  M.  A.  Barton,  Mound  Park  Hospital 
Foundation.  Inc.,  St.  Petersburg,  Fla.  33701,  Pres. 

NATIONAL  EASTER  SEAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS,  Columbus,  Ohio,  Nov.  19-22, 
1969.  Miss  Catharine  BauCT,  2023  W.  Ogden  Ave.,  Chi- 
cago 60612,  Public  Relations  Dir. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Nov.  30-Dec.  5,  1969.  Dr.  Reynold  F.  Brown, 
433  California  St.,  San  Francisco  94104,  Chm.  Bd.  of 
Directors. 

SOUTHERN  MEDICAL  ASSOCIATION,  Atlanta,  Ga., 
Nov.  10-13,  1969.  Robert  F.  Butts,  2601  Highland  Ave., 
Birmingham,  Ala.  35206,  Exec.  Dir. 

■ TEXAS  NURSING  HOME  ASSOCIATTON,  Houston, 
Nov.  6-7,  1969.  Sid  Rich,  6225  Hwy.  290-E.,  Austin 
78723,  Exec.  Dir. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  Bal  Har- 
bour, Fla.,  Dec.  6-11,  1969.  Mrs.  Dorothy  Compton,  2250 
NW  Flanders,  Portland,  Ore.  97210,  Exec.  Sec. 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va.,  December,  1969.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center,  Durham,  N.C.  27706.  See. 

■ PRIVATE  CLINICS  AND  HOSPITALS  ASSOCIA- 
TION OF  TEXAS,  DaUas,  Dec.  4-6,  1969.  Mrs.  Patty 
Pettigrew,  Kaufman,  Tex.  76142,  Sec. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE, 
Houston,  Dec.  6,  1969.  Dr.  O.  R.  HoUan,  703  Nix  Pro- 
fessional Bldg.,  San  Antonio  78206,  Sec. 

■ TEXAS  DIVISION,  INC.,  AMERICAN  CANCER  SO- 
CIETY, Austin,  Dec.  10-11,  1969.  Curt  W.  Reimann,  6014 
Bull  Creek  Rd.,  Austin  78731,  Exec.  Vice  Pres. 

■ TTIXAS  SOCIETY  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, Fort  Worth,  Dec.  6-6,  1969.  Dr. 

James  H.  Scruggs,  2223  Austin  Ave.,  Waco  76701,  Sec. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS. 
Fort  Worth,  Dec.  8-10,  1969.  Dr.  M.  H.  Crabb,  1612  Sum- 
mit Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 


JANUARY 

AMERICAN  ACADEMY  OF  ORTHOPAFDIC  SUR- 
GEONS, Chicago,  Jan.  17-22,  1970.  John  K.  Hart,  430  N. 
Michigan  Ave.,  Chicago  60611,  Exec.  Sec. 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS,  San  Antonio,  Jan.  26-28,  1970. 
S.  E.  Cockrell.  Jr.,  202  W.  French  PI.,  San  Antonio 
78212,  Exec.  Dir. 

SOCIETY  FOR  CRYOSURGERY,  Hollywood,  Fla.,  Jan. 
4-9,  1970.  Dr.  John  G.  Bellows,  30  N.  Michigan  Ave., 
Chicago  60602,  Sec. 

■ SOUTHERN  PROFESSORS  OF  PSYCHIATRY.  Dallas, 
January,  1970.  Dr.  Robert  Stubblefield,  6323  Harry  Hines 
Blvd.,  Dallas  76236,  Chm. 

■ TEXAS  MEDICAL  ASSOCIATION.  Austin,  Jan.  17, 
1970.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Galveston,  Jan. 
30-31,  1970.  Dr.  Herman  C.  Sehested,  100  Medical  Tower. 
1550  W.  Rosedale,  Fort  Worth  76104,  Sec. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC.,  San 
Antonio,  Jan.  24-25,  1970.  Dr.  Jack  L.  Smith,  3155  Stagg 
Dr.,  Beaumont  77701,  Sec. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  Fort  Worth,  January,  1970.  Wally  Christensen, 
1010  Lavaca,  Austin  78701,  Exec.  Officer. 


FEBRUARY 

AMERICAN  ACADEMY  OF  ALLERGY,  New  Orleans, 
Feb.  14-18,  1970.  James  O.  Kelley,  766  N.  Milwaukee  St., 
Milwaukee,  Wis.  53202,  Exec.  Sec. 
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Trichomonads...  Monilia.. .Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  al 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem- 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives, broad-spectrum  antibiotics^'^  and  prolonged  use  of  corticosteroids.^ 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.’'” 


Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/ cervicitis  and  vaginal  surgery. 


Easy  as  AVC 


Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Side  Effects:  The  usual  precautions 
for  topical  and  systemic  sulfonamides  should  be 
observed  because  of  the  possibility  of  absorption. 
Burning,  increased  local  discomfort,  skin  rash  or 
other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaqinally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  $.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 
93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 


I96-731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.:  Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L.:  Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annuol  A, M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 


AVC 


CREAM 


(aminacrine  hydrochloride 
15.0%,  allantoin  2.0%) 
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0.2%,  sulfanilamide 


SUPPOSITORIES 


(aminacrine  hydrochloride  0.014  Gm.. 
1.05  Gm.,  allantoin  0.14  Gm.) 


sulfanilamide 


in  t;rauma 

new 
Openzyme 

Bitabs  One  tablet  q.i.d. 

Trypsin'  100  000  N F Units,  Chyrnotrypsin:  8,000  N.F.  Units.;  equivalent  in  tryptic  activity  to  40  mg.  of  N F.  trypsin 

DOUBLE  STRENDXH 


Proteolytic  enzyme  thera 
specifically  indicated 
for  the  rapid  resolution 
inflammation  and  edema 
as  adjunctive  therapy 
in  accidental  and 
surgical  trauma. 

1 tablet  q.i.d. 
provides  recommended 
therapeutic  dose  at 
lower  cost. 


AFUiLOAT'SDOUae 


Description;  ORENZYME  BITABS  offers  the  therapeutic  effects  of 
trypsin  in  on  oral  form  os  adjunctive  therapy  for  the  rapid  reso- 
iution  of  inflommotion  ond  edema.  ORENZYME  BITABS  is  con- 
venient to  use,  promotes  patient  cooperation  and  is  ideally 
suited  for  maintenance  therapy  following  parenteral  trypsin. 
Indications:  When  used  os  adjunctive  therapy  for  the  rapid  res- 
olution of  inflammation  and  edema,  good  results  have  been 
obtained  in; 

□ Accidental  Trauma 

□ Postoperative  Tissue  Reactions. 

Other  conventional  measures  of  treatment  should  be  used  os 
indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given  to 
patients  with  a known  sensitivity  to  trypsin  or  chyrnotrypsin. 
Precautions:  It  should  be  used  with  caution  In  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemophilia, 
or^with  severe  hepatic  or  renal  disease.  Safe  use  In  pregnancy 
has  not  been  established. 


Adverse  Reactions:  Adverse  reactions  with  ORENZYME  hove 
been  reported  infrequently.  Reports  Include  ollergic  manifesta- 
tions (rash,  urticaria,  itching),  gastrointestinal  upset  and  in- 
creased speed  of  dissolution  of  animal-origin  surgical  sutures 
There  hove  been  isolated  reports  of  onophyloctic  shock,  olbu- 
minurio  and  hematuria.  Increased  tendency  to  bleed  has  olso 
been  reported  but,  in  controlled  studies,  it  has  been  seen  with 
equal  incidence  in  plocebo-lreated  groups.  (See  Precautions.) 
It  Is  recommended  that  if  side  effects  occur  medication  be 
discontinued. 

Dosage:  One  tablet  q.i.d. 
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TRADEMARK  : BITABS 
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MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC.,  Atlanta,  Ga.,  February,  1970.  Dr. 
Simon  Fredricks,  1103  Medical  Towers,  Houston  77026, 
Sec. 

■ SOUTHWESTERN  MEDICAL  ASSOCIATION,  El 
Paso,  February,  1970.  Bob  Reid,  723  Mills  Bids.,  El  Paso 
79902,  Exec.  Sec. 

■ TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Austin, 
Feb.  22-25,  1970.  Joseph  N.  Murphy,  Jr.,  Box  6192,  Aus- 
tin 78703,  Exec.  Officer. 

MARCH 

AMERICAN  ASSOCIATION  OP  ANATOMISTS,  Chicago, 
March  31-April  3,  1970.  Dr.  Russell  T.  Woodbume  (PhD), 
Department  of  Anatomy,  The  University  of  Michigan, 
East  Medical  Building,  Ann  Arbor,  Mich.  48104,  Sec.- 
Treas. 

AMERICAN  COLLEGE  OF  ALLERGISTS,  Bal  Harbour, 
Miami  Beach,  Fla.,  March  15-19,  1970.  Eloi  Bauers,  2100 
Dain  Tower,  Minneapolis,  Minn.  55402,  Exec.  Vice  Presi- 
dent and  Counsel. 

■ AMERICAN  COLLEGE  OF  RADIOLOGY,  DaUas, 
March  3-4,  1970.  William  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Boca 
Baton,  Fla.,  March  19-24,  1970.  Dr.  Charles  Barrett  Ken- 
nedy, 1542  Tulane  Ave.,  New  Orleans  70115,  Exec.  Sec. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETTY,  Dallas, 
March  16-18,  1970.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75201,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  2-5,  1970.  Mrs.  Irma  B.  Sherwood, 
1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

■ NINTH  DISTRICT  MEDICAL  SOCIETY,  Pasadena, 
Tex.,  March  19,  1970.  Dr.  William  H.  Bridges,  1106  Deck- 
er Dr.,  Baytown,  Tex.  77520,  Sec. 

■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Houston,  March  11,  1970.  Mrs.  Elsie  Howard, 
2109  Commerce  St.,  Dallas  75201,  Exec.  Sec. 

SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDI- 
CINE, Oklahoma  City,  March  13-15,  1970.  Dr.  Herbert  C. 
Allen,  Jr.,  100  Hermann  Professional  Bldg.,  Houston 
77025,  Sec. 

■ TEXAS  ASSOCIATION  OP  OBSTETRICIANS  & 
GYNECOLOGISTS,  Houston,  March  6-7,  1970.  Dr.  J.  L. 
Jinkins,  Jr.,  200  University  Blvd.,  Suite  921,  Galveston 
77550,  Sec. 

APRIL 

AEROSPACE  MEDICAL  ASSOCIATION,  St.  Louis.  Mo., 
April  27-30,  1970.  Dr.  Merrill  H.  Goodman,  Washington 
National  Airport,  Washington,  D.C.,  Exec.  Vice  Pres, 
and  Sec. 

AMERICAN  ACADEMY  OF  NEUROLOGY,  Miami 
Beach,  Fla.,  April  27-May  2,  1970.  Stanley  A.  Nelson, 
4005  W.  65th  St.,  Minneapolis  55435,  Exec.  Officer. 

AMERICAN  ASSOCIATION  FOB  THORACIC  SUR- 
GERY, Washington,  D.C.,  April  6-8,  1970.  Miss  Ada 
Hanvey,  7710  Carondelet  Ave.,  St.  Louis,  Mo.  63105,  Exec. 
Officer. 


AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  New  York  City,  April  12-18,  1970. 
Dr.  Michael  Newton,  79  W.  Monroe  St.,  Chicago  60603, 
Exec.  Officer. 

AMERICAN  PEDIATRIC  SOCIETY,  Atlantic  City,  N.J., 
April  29-May  2,  1970.  Dr.  Charles  D.  Cook,  333  Cedar  St.. 
New  Haven,  Conn.  06510,  Exec.  Sec. 

■ EIGHTH  DISTRICT  MEDICAL  SOCIETY,  Lake  Jack- 
son,  Tex.,  April,  1970.  Dr.  Clinton  E.  Woodson,  2100  N. 
Fhilton  St.,  Wharton,  Tex.  77488,  Sec. 

INDUSTRIAL  MEDICAL  ASSOCIATION.  Chicago.  April 
12-16,  1970.  Howard  N.  Schulz.  55  E.  Washington,  Chi- 
cago 60602,  Exec.  Dir. 

■ TEXAS  DENTAL  ASSOCIATION,  Fort  Worth,  April 
26-29,  1970.  Bill  B.  Howard,  3707  Gaston  Ave.,  Dallas 
75246,  Exec.  Sec. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION, 
Dallas,  April,  1970.  Dr.  Carolyn  K.  Veatch,  4837  Merri- 
mac.  Corpus  Christ!  78415,  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  Dallas,  April  30- 
May  3,  1970.  C.  Lincoln  WiUiston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  PROCTOLOGIC  SOCIETY.  Dallas,  April,  1970. 
Dr.  James  M.  Hampton,  448  Hermann  Professional  Bldg., 
Houston  77025,  Sec.-Treas. 

■ THIRTEENTH  DISTRICT  MEDICAL  SOCIETY, 
Wichita  Falls,  Tex.,  April  11,  1970.  Dr.  William  H.  Neil. 
800  Fifth  Ave.,  Fort  Worth  76104,  Sec. 


MAY 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  San  Fran- 
cisco, May  11-15,  1970.  Dr.  Walter  E.  Barton,  1700  18th 
St.  NW.,  Washington,  D.C.  20009,  Exec.  Officer. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION.  TEXAS 
DISTRICT  BRANCH,  Dallas.  May,  1970.  Mrs.  Jeanette 
Prentice,  1801  N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

■ CONFERENCE  OF  CITY  AND  COUNTY  HEALTH 
OFFICERS,  Dallas,  May,  1970.  Dr.  J.  E.  Peavy,  1100  W. 
49th  St.,  Austin  78756,  Texas  State  Commissioner  of 
Health. 

■ INTERNATIONAL  CANCER  CONGRESS,  Houston. 
May  22-29,  1970.  Dr.  Murray  M.  Copeland,  Office  of  the 
Secretariat,  Tenth  International  Cancer  Congress,  P.O. 
Box  20465  Astrodome  Station,  Houston  77026,  Secretary- 
General. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  Dallas,  May  2, 
1970.  Dr.  C.  F.  MUler,  Box  1338,  Waco  76703,  Sec. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  Dal- 
las, May  1,  1970.  Dr.  John  C.  Kuppinger,  1515  Ed  Carey 
Dr.,  Harlingen  78550,  Sec. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION,  Dallas, 
May  2,  1970.  Dr.  John  J.  Hinchey,  lA  Medical  Profes- 
sional Bldg.,  San  Antonio  78212,  Exec.  Officer. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION, 
Dallas,  May,  1970.  Dr.  James  L.  Baldwin,  712  N.  Wash- 
ington, Dallas  75246,  Sec. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  Dallas, 
May  2,  1970.  Dr.  E.  Frank  Dunton,  3434  Swiss  Ave., 
Suite  104,  Dallas  75204,  Sec. 
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Professional  Protection  Exclusively  since  1899 

: 


AUSTIN  OFFICE:  Robert  F.  Reiman,  Representative 
3201  Clearview,  Austin  78703  Telephone:  512-472-9603 

DALLAS  OFFICE:  Gayle  Nelson  and  Arthur  F.  Ennis,  Jr.,  Representatives 
816  Medical  Arts  Building,  Dallas  75201  Telephone:  214-742-4980 

HOUSTON  OFFICE:  Richard  B.  Ross  and  Robert  F.  Reiman,  Representatives 
327  Hermann  Professional  Bldg.,  Houston  77025  Telephone:  713-523-1127 


Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 


Maniut  anA 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 
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MEDICINE  IN  LITERATURE 


REVIEWERS  EVALUATE 

Internal  Medicine  Based  on  Mechan- 
isms of  Disease,  Peter  J.  Talso 
and  Alexander  P.  Remenchik,  797 
pp.,  illus.,  St.  Louis,  The  C.  V. 
Mosby  Co.,  1968,  $17.50. 

A NEW  APPROACH  to  a textbook  of 
internal  medicine,  this  book  displays 
some  quite  interesting  features, 
which,  if  properly  exploited,  could 
make  future  editions  masterpieces. 
The  information  explosion  now  be- 
ing experienced  by  medical  sciences 
makes  essential  the  presentation  of 
the  principles  of  internal  medicine 
in  conceptual  form  rather  than  in 
the  traditional  and  purely  systematic 
form.  With  this  consideration,  the 
book  was  written. 

The  entire  field  of  internal  medi- 
cine is  covered  in  773  pages  divided 
into  7 sections,  the  most  interesting 
and  most  valuable  of  which  is  Sec- 
tion 2,  containing  discussions  of 
basic  mechanisms  of  diseases. 
These  discussions  are  presented  in 
a less  traditional  and  more  mean- 
ingful fashion  than  other  books  have 
employed.  Rather  than  dividing  dis- 
eases into  degenerative,  inflamma- 
tory, and  neoplastic  disorders,  mech- 
anisms are  presented  according  to 
biochemical  and  functional  consid- 
erations. The  mechanisms  described 
include  genetic  factors,  atheroscler- 
osis, aging  and  senescence,  host  in- 
teractions and  infectious  diseases, 
immunity  and  host  defense,  neo- 
plasia, chemical  and  physical  agents, 
deficiencies,  iatrogenic  and  factitious 
factors,  and  psychiatric  and  psycho- 
logic factors.  It  is  this  portion  of  the 
textbook  which  justifies  its  recom- 
mendation. It  is  to  be  hoped  that 
the  editors  and  authors  will  see  fit 
to  expand  and  develop  this  area  in 
the  future. 

The  remaining  sections  are  divid- 
ed into  systematic  treatments  of  dis- 
eases, including  diseases  of  the 
heart  and  blood  vessels,  diseases  of 
the  respiratory  system,  diseases  of 
the  digestive  system,  diseases  of 
metabolism,  and  other  fundamental 
diseases.  The  systematic  discussion 
of  diseases  is  exceedingly  brief  and, 
hence,  serves  only  as  a skeletal  out- 
line rather  than  as  a reasonably 
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complete  source  of  such  informa- 
tion. 

The  bibliography  following  each 
section  is  quite  brief  and,  in  many 
instances,  is  not  as  current  as  is 
desirable  for  a textbook  of  medicine 
dealing  systematically  with  disease. 

This  book  is  not  recommended  as 
a source  book  of  internal  medicine. 
Rather,  it  serves,  in  its  second  sec- 
tion, to  emphasize  the  changing  pic- 
ture of  medical  orientation  toward  a 
scientific  basis.  For  this  reason 
alone,  because  of  the  succinct  and 
lucid  fashion  in  which  modern  con- 
cepts are  presented,  the  book  could 
be  recommended  for  a modern  phy- 
sician’s library.  It  is  not  recommend- 
ed as  a satisfactory  textbook  for 
medical  students  or  house  officers. 

WILLIAM  C.  LEVIN,  M.D., 
Galveston. 

Practical  Psychiatry  for  the  Internist, 

Douglas  Goldman  and  George  A. 

Ulett,  168  pp.,  St.  Louis,  The  C. 

V.  Mosby  Co.,  1968,  $9.85. 

ONLY  156  PAGES,  this  volume  rep- 
resents the  authors’  efforts  to  pre- 
sent to  the  practicing  internist  a 
brief  and  pragmatic  version  of  clin- 
ical psychiatry.  An  attempt  is  made 
to  present  the  most  elemental  psy- 
chodynamic concepts  and  to  show 
how  these  relate  to  the  various  medi- 
cal and  surgical,  as  well  as  psychi- 
atric, disorders.  The  general  princi- 
ples of  psychiatric  treatment  are  ex- 
tremely brief  and  lack  too  much  de- 
tail to  be  of  very  much  value  to  the 
practicing  physician.  More  elabora- 
tion and  exploration  of  the  doctor- 
patient  relationship  would  be  worth- 
while. 

The  section  on  psychopharmacol- 
ogy is  excellent.  This  treatment  is 
one  of  the  most  important  aspects 
of  psychiatry  for  the  non  psychia- 
trist. The  section  could  be  improved, 
however,  by  more  frequent  use  of 
the  trade  names  of  the  various  psy- 
chopharmacological  drugs  rather 
than  of  their  chemical  names. 

The  book  also  contains  a section 
on  hypnosis  and  the  general  practi- 
tioner. The  preponderance  of  opinion 
in  psychiatric  literature  does  not  go 
along  with  some  of  the  opinions  ex- 
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pressed  by  the  authors  in  this  chap- 
ter. The  use  of  hypnosis  for  symp- 
tom removal  remains  a very  hazard- 
ous undertaking  even  when  the  hyp- 
notherapist is  fully  trained  in  the 
field  of  psychiatry. 

It  is  certainly  gratifying  to  see  that 
the  authors  attempted  to  transfer 
psychiatric  knowledge  to  a readable, 
understandable  language  that  can 
be  understood  by  the  entire  medical 
profession. 

HARRY  K.  DAVIS,  M.D., 
Galveston. 

How  To  Live  with  Hypoglycemia, 
Charles  Weller  and  Brian  Richard 
Boylan,  130  pp.,  illus..  Garden 
City,  N.Y.,  Doubleday  & Co.,  Inc., 
1968,  $4.50. 

“INTENDED  as  a guide  to  under- 
standing a complicated  but  very 
common  condition,’’  the  book  de- 
scribes the  symptoms,  diagnosis, 
and  treatment  of  various  forms  of 
hypoglycemia  in  an  attempt  to  help 
the  reader  recognize  the  symptoms 
and  report  them  to  his  physician. 
The  authors  disavow  encouragement 
of  ‘self-doctoring,’  recognizing  that 
“hypoglycemia  has  become  very 
popular  with  self-diagnosers”  as  the 
“disorder  with  status.” 

Valiantly  the  authors  try  to 
prevent  “hypoglycemia  hysteria” 
through  educational  illumination  of 
“a  foggy  area  of  medical  knowl- 
edge.” However,  the  light  fails,  and 
the  non-medical  reader  will  get  the 
impression  that  hypoglycemia  is  a 
disease  and  that  tremor,  pallor, 
sweating,  palpitation,  weakness,  and 
fright  are  its  specific  manifestations. 
He  will  be  unaware  that  adrenal 
stimulations,  of  which  these  mani- 
festations are  expressions,  can  oc- 
cur from  many  causes  other  than, 
and  in  the  absence  or  presence  of, 
hypoglycemia,  particularly  in  sensi- 
tive people  prone  to  autonomic  ner- 
vous system  dysfunction  (as  exem- 
plified by  a number  of  case  exam- 
ples cited). 

Reference  to  “pseudohypoglyce- 
mia” certainly  compounds  the  fog; 
and  confusion  for  the  layman  is  en- 
hanced by  the  inclusion  of  descrip- 
tions of  hyperventilation,  micturition 
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field  of  science  communication,  who 
explore  the  use  and  suitability  of 
the  vast  number  of  technological 
aids  presently  available.  Among  top- 
ics discussed  are  the  future  impact 
of  the  computer  as  an  information 
processor;  transoceanic  transmission 
of  information  with  ease  and  clarity 
via  a worldwide  network  of  com- 
munications satellites:  development 
of  specific  information  services,  such 
as  the  European  Space  Documenta- 
tion Service,  the  Chemical  Com- 
pound Registry  System,  and  the  sci- 
entific information  services  in  Swed- 
en; and  communication  problems 
within  the  specific  fields  of  science. 

The  book  is  invaluable  to  both 
the  user  and  the  producer  of  scien- 
tific publications.  It  clearly  and  effi- 
ciently summarizes  the  problems  of 
communication  in  science  and  of- 
fers a number  of  possible  solutions. 

Allergy  and  Human  Emotions,  John 
P.  McGovern  and  James  A.  Knight, 
166  pp.,  illus.,  Springfield,  III., 
Charles  C Thomas,  Publisher, 

1967. 


THIS  WELL  WRITTEN  SUMMARY  of 
the  literature  dealing  with  the  rela- 
tionship of  allergic  diseases  and  the 
psyche,  almost  convinces  one  that 
“sensitivity”  in  allergic  patients  is 
not  limited  to  their  reactions  to  al- 
lergens, but  includes  their  feelings 
of  anxiety,  hostility,  resentment, 
frustration,  insecurity,  lack  of  self- 
confidence,  and  fear  of  death  and 
shots,  which  sometimes  is  actually 
terror. 

The  volume  is  short;  131  pages, 
plus  20  pages  of  references.  But  as 
a review  primer  of  the  large  amount 
of  literature  which  has  accumulated 
on  the  emotional  dimensions  of  al- 
lergic diathesis,  the  book  serves 
very  well. 

The  section  on  treatment  would 
seem  of  practical  help  to  those 
wishing  to  apply  this  form  of  ther- 
apy: and  the  book  should  be  of  par- 
ticular interest  to  the  pediatrician, 
as  well  as  to  the  pediatric  allergist. 

OSCAR  A.  HAMILTON,  M.D., 
Harlingen,  Tex. 
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syncope,  tussive  syncope,  narcolep- 
sy, and  “hysterical  fainting.” 

Inclusion  of  the  chapter  on  alco- 
hol and  hypoglycemia  in  patients 
with  diabetes  is  timely,  as  is  the 
short  chapter  on  hypoglycemia  in 
diabetes:  but  the  patient  with  dia- 
betes mellitus  will  have  been  fully 
apprised  of  these  matters  by  his 
physician.  A table  to  nutritive  values 
of  foods,  available  from  the  United 
States  Department  of  Agriculture,  is 
appended. 

This  book,  in  defeating  its  pur- 
pose, will  prove  gospel  to  the  intro- 
spective vulnerables  therewith  armed 
to  plague  busy  physicians,  most  of 
whom  will  recognize  hypoglycemia 
for  what  it  is — a manifestation  of 
many  possible  causes. 

VICTOR  E.  SCHULZE,  M.D., 
San  Angelo,  Texas. 

Myotatic,  Kinesthetic  and  Vestibular 
Mechanisms,  Ciba  Foundation 
Symposium,  A.  V.  S.  De  Reuck 
and  Julie  Knight,  (eds.),  331  pp., 
illus.,  Boston,  Little,  Brown  and 
Co.,  1967,  $13.50. 

THE  THIRD  in  a series  of  symposia 
is  designed  to  cover  the  various 
areas  of  sensory  functions.  Authori- 
ties from  all  over  the  world  met  for 
an  exchange  of  clinical  and  investi- 
gative data  on  myotatic,  kinesthetic, 
and  vestibular  mechanisms. 

The  first  half  of  the  symposium 
book,  devoted  to  a study  of  myo- 
tatic and  kinesthetic  mechanisms, 
includes  important  findings  on  in- 
nervation of  mammalian  skeletal 
muscles,  functional  properties  of 
stretch  receptors  in  mammalian 
skeletal  muscles,  and  spinal  cord 
and  brain  stem  pathways  for  affer- 
ents  from  joints. 

The  fine  structure,  nervous  path- 
ways, and  clinical  aspects  of  vestibu- 
lar mechanisms  are  described  in 
the  second  half  of  the  book.  Among 
the  important  papers  presented  are 
those  on  ultra-structure  of  vestibu- 
lar end  organs. 

MEMORIAL  LIBRARY  STAFF. 

Communication  in  Science:  Docu- 
mentation and  Automation,  Ciba 
Foundation  Symposium,  Anthony 
de  Reuck  and  Julie  Knight,  (eds.), 
274  pp.,  Boston,  Little,  Brown  & 
Co.,  1967,  $12.50. 

THIS  CIBA  SYMPOSIUM  features  24 
participants,  all  experienced  in  the 


Harrison,  T.  R.,  and  Reeves,  T.  J.: 
Principles  and  Problems  of  Ischem- 
ic Heart  Disease,  Chicago,  Year 
Book  Medical  Publishers,  Inc., 

1968. 

Martini,  L.,  and  Ganong,  W.  F.: 
Neuroendocrinology  vol.  2,  New 
York,  Academic  Press,  1967. 

Petty,  T.  L.,  and  Nett,  L.  M.:  For 
Those  Who  Live  and  Breathe  with 
Emphysema  and  Chronic  Bronchi- 
tis, Springfield,  III.,  Charles  C 
Thomas,  Publisher,  1967. 

Relin,  L.:  A Doctor  Discusses  Narcot- 
ics and  Drug  Addiction,  Chicago, 
Budlong  Press  Co.,  1968. 

Shaw,  R.  R.:  Surgery  for  Thoracic 
Disease,  Springfield,  III.,  Charles 
C Thomas,  Publisher,  1968. 

The  University  of  Texas  M.  D.  An- 
derson Hospital  and  Tumor  Insti- 
tute at  Houston:  The  Proliferation 
and  Spread  of  Neoplastic  Cells,  A 
Collection  of  Papers  Presented  at 
the  21st  Annual  Symposium  on 
Fundamental  Cancer  Research, 
1967,  Baltimore,  The  Williams  and 
Wilkins  Co.,  1968. 

Thompson,  J.  E.:  Surgery  for  Cere- 
brovascular Insufficiency  (Stroke), 
Springfield,  III.,  Charles  C Thomas, 
Publisher,  1968. 


Todd-Sanford:  Clinical  Diagnosis  by 
Laboratory  Methods,  ed.  14,  Is- 
rael, D.,  and  Henry,  J.  B.  (eds.), 
Philadelphia,  W.  B.  Saunders  Co., 

1969. 

Tribble,  W.  D.:  Doctor  Draft  Justi- 
fied?, A Management  Diagnosis, 
San  Antonio,  National  Biomedi- 
cal Laboratories,  1968. 

US  Atomic  Energy  Commission: 
Radioisotopes  in  Medicine:  In  Vitro 
Studies,  13th  Symposium  Series, 
Hayes,  R.  L.,  Goswitz,  F.  A.,  and 
Murphy,  B.  E.  P.  (eds.).  Oak 
Ridge,  Tenn.,  US  Atomic  Energy 
Commission,  Division  of  Techni- 
cal Information  Extension,  1968. 

US  Department  of  Health,  Education 
and  Welfare:  Toward  Improved 
Learning;  a collection  of  significant 
reprints  for  the  medical  educator, 
Atlanta,  Ga.,  US  Government  Print- 
ing Office,  1967. 

Zimmer,  E.  A.,  and  Kohler,  A.:  Bor- 
derlands of  the  Normal  and  Early 
Pathologic  in  Skeletal  Roentgenol- 
ogy, American  ed.  3 based  on  Ger- 
man ed.  11,  Stefan  P.  Wilk  (trans.- 
ed.).  New  York,  Grune  & Stratton, 
1968. 
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PAMPHLETS 


Drug  Abuse:  The  Chemical  Cop-out 
is  a 48  page  booklet  published  by 
the  National  Association  of  Blue 
Shield  Plans  as  a public  service. 
Copies  may  be  obtained  without 
charge  by  writing  to  Blue  Cross  and 
Blue  Shield,  2201  Main  St,  Dallas 
75201. 

The  booklet  is  primarily  aimed  at 
dispelling  the  romantic  illusions  of 
drugs  and  separating  the  facts  from 
the  myths  for  both  adults  and  young 
people.  In  addition  to  providing  a 
comprehensive  description  of  popu- 
lar drugs  being  abused.  Chemical 
Cop-out  explains  many  of  the  physi- 
cal and  psychological  reasons  for 
abusing  drugs  and  how  society  is 
reacting  to  the  use  of  chemicals  as 
a means  for  escape.  The  booklet 
also  explores  the  distribution  system 
of  drugs,  as  well  as  the  methods  for 
treating  hard  drug  addicts.  It  points 
out  that  society  must  take  the  ini- 
tiative in  seeking  to  change  those 
factors  in  the  environment  which  are 
conducive  to  using  drugs  abusively. 

Can  anyone  wear  contact  lenses? 
Are  there  risks  associated  with  the 
wearing  of  the  lenses? 

These  and  other  pertinent  ques- 
tions are  answered  in  the  American 
Medical  Association's  new  pamph- 
let, “Contact  Lenses?” 

Adapted  from  a Today’s  Health 
article,  the  pamphlet  stresses  that 
contact  lenses  are  safe  and,  in  cer- 
tain cases,  very  desirable  when 
they  are  "properly  fitted  and  when 
the  wearer  takes  adequate  care.”  It 
adds  that  scrupulous  cleanliness  is 
essential  in  handling  and  caring  for 
the  lenses. 

Single  copies  are  available  from 
the  AMA  Order  Dept.,  535  N.  Dear- 
born St.,  Chicago  60610  for  20 
cents  each.  Quantity  prices  vary. 

Prevalence  of  Selected  Impair- 
ments, United  States,  July,  1963,  to 
June,  1965,  contains  statistics  on 
the  prevalence  of  impairments  in- 
volving vision,  hearing,  speech,  pa- 
ralysis, absence  of  extremities,  and 
orthopedic  defects  by  type,  site,  and 
etiology.  These  statistics  are  dis- 
tributed by  age,  sex,  color,  geo- 
graphic region,  family  income,  and 
associated  chronic  activity  limita- 
tion. The  material  presented  is 
based  on  data  collected  in  house- 
hold interviews  during  the  period 
studied. 

The  pamphlet.  Public  Health  Ser- 
vice Publication  No.  1000,  Series 
10,  No.  48,  is  for  sale  by  the  Su- 
perintendent of  Documents,  US  Gov- 
ernment Printing  Office,  Washing- 
ton, D.C.  20402.  Price  is  75  cents. 


Dr.  Syler  attended  The  University 
of  Texas  at  Austin  in  1938-1939  and 
received  a bachelors  degree  from 
North  Texas  State  Teacher's  College, 
now  North  Texas  State  University,  at 
Denton  in  1942.  He  received  his  MD 
degree  in  1944  from  The  University 
of  Texas  Medical  Branch  at  Galves- 
ton. In  1944-1945,  Dr.  Syler  served 
his  internship  at  the  US  Naval  Hos- 
pital on  the  Naval  base  in  Norman, 
Okla.,  and  later  attained  the  rank  of 
Lt.  Commander  in  the  US  Naval  Re- 
serves. His  internship  was  served  at 
Galveston  State  Psychopathic  Hospi- 
tal from  1946  to  1948.  He  did  post- 
graduate work  at  the  New  York  State 
Psychiatric  Institute.  In  1952  he  was 
recalled  to  active  Naval  duty  during 
the  Korean  Conflict  and  served  at 
the  US  Marine  Corps  Base  at  Camp 
Lejeune,  N.C.  From  1954  to  1960, 
Dr.  Syler  practiced  in  Westville,  Ind., 
from  1960  to  1962  in  Wilsonville, 
Ore.,  and  in  1962-1963  at  the  Stu- 
dent Health  Service  of  the  University 
of  Indiana  at  Bloomington.  In  1963 
he  moved  to  Austin,  where  he  was 
in  practice  until  his  death. 

Dr.  Syler,  the  son  of  Robert  Wes- 
ley and  Alma  Watts  Syler,  was  born 
Feb.  26,  1920,  in  Forest,  Tex. 

He  was  a member  of  Travis 
County  Medical  Society,  Texas  Medi- 
cal Association,  American  Medical 
Association,  and  American  Psychia- 
tric Association.  He  belonged  to  Re- 
deemer Lutheran  Church  in  Austin. 

Survivors  include  his  wife,  the 
former  Ruth  Esther  Jordan,  and  a 
daughter,  Susan  Elizabeth,  both  of 
Austin;  a son,  Robert  J.  Syler  of 
Kingsville,  Tex.;  his  father,  Robert 
W.  Syler  of  Conroe,  Tex.;  and  a sis- 
ter, Rachel  Lu  Syler  of  Galveston. 


DR.  W.  S.  SMITH 

Dr.  Walter  Scott  Smith  of  Marlin, 
Tex.,  allergist,  died  April  24,  1969. 
Cause  of  death  was  cerebral  vascular 
accident.  He  was  57. 

Dr.  Smith  was  on  the  staff  of 
Torbett  Hutching  Smith  Memorial 
Hospital  and  had  practiced  in  Marlin 
for  29  years. 

Born  Aug.  11,  1911,  in  Marlin. 
Dr.  Smith  was  the  son  of  Dr.  W.  S. 
and  Mattie  McCreary  Smith.  He  was 
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DR.  R.  W.  SYLER 

Austin  psychiatrist.  Dr.  Robert 
Watts  Syler,  died  on  May  16,  1969, 
in  Dallas.  He  had  been  on  the  staff 
of  the  Austin  State  Hospital  for  six 
years. 


DR.  SYLER 
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graduated  with  an  MD  degree  from 
The  University  of  Texas  Medical 
Branch  in  1935  and  interned  at  City 
Hospital  in  Cleveland,  Ohio,  in  1935- 
1936.  From  1942  to  1946,  Dr.  Smith 
served  as  flight  surgeon  in  the  US 
Air  Force,  attaining  the  rank  of 
major. 

A member  of  Falls  County  Medical 
Society,  he  was  a member  of  Texas 
and  American  Medical  associations 
and  Pan  American  Allergy  Society. 
He  was  an  elder  in  the  First  Presby- 
terian Church  and  was  a 32nd  de- 
gree Mason  and  a member  of  the 
Marlin  chapter  of  Rotary  Interna- 
tional. 

The  physician’s  widow  is  the  for- 
mer Mary  Elizabeth  Wilson;  also  sur- 
viving are  two  sons,  Walter  S.  Smith, 
Jr.,  of  Waco  and  US  Army  Lt.  Jack 
W.  Smith  of  Fort  Rucker,  Ala.;  and 
a sister.  Miss  Mary  Catherine  Smith 
of  Marlin. 


DR.  R.  F.  SHORT 

Dr.  Robert  Freland  Short,  Jr.,  71, 
Dallas  general  practitioner  and  sur- 
geon for  44  years,  died  April  27, 
1969. 

Veteran  of  World  Wars  I and  II, 
Dr.  Short  was  born  Sept.  7,  1897,  in 
Graham,  Tex.  He  attended  Baylor 
University  in  Waco  and  in  1919  re- 
ceived an  AB  degree  from  that  insti- 
tution. In  1921,  Dr.  Short  received 
his  MD  degree  from  Baylor  College 
of  Medicine,  then  in  Dallas.  He 
served  an  internship  in  surgery  at 
Baylor  University  Hospital  in  Dallas. 

Dr.  Short  was  elected  in  1969  to 
honorary  membership  in  Dallas 
County  Medical  Society  and  in  Texas 
Medical  Association.  He  belonged  to 
American  Medical  Association,  Dallas 
Society  of  General  Surgeons,  Dallas 
Southern  Clinical  Society,  and  Amer- 
ican College  of  Surgeons.  He  also 
belonged  to  the  Dallas  Athletic  Club, 
Dallas  Country  Club,  and  Phi  Rho 
Sigma  medical  fraternity.  He  was  a 
32nd  degree  Mason  and  a member 
of  Hella  Temple  Shrine. 

Mrs.  Short  preceded  her  husband 
in  death  in  1967.  Surviving  Dr.  Short 
are  a daughter,  Mrs.  Lela  Page,  and 
a sister,  Mrs.  lone  Burge,  both  of 
Dallas. 


DR.  SHORT 


DR.  J.  H.  CATON 

Retired  Eastland,  Tex.,  physician. 
Dr.  James  Henry  Caton,  Jr.,  died  on 
May  11,  1969,  after  a lengthy  ill- 
ness. He  was  90. 

Dr.  Caton  was  born  in  a log  cabin 
in  Detroit,  Tex.,  on  Dec.  28,  1878, 
and  was  the  son  of  James  Henry 
and  Mary  Chambers  Caton.  He  re- 
ceived his  MD  degree  from  the  Ken- 
tucky School  of  Medicine  in  Louis- 
ville in  1901.  From  1905  to  1912, 
he  practiced  in  Breckenridge,  Tex., 
and  then  moved  to  Detroit,  Tex. 
After  serving  in  World  War  I as  a 
first  lieutenant  in  the  US  Army  Medi- 
cal Corps,  he  moved  to  Eastland, 
Tex.,  in  1919,  where  he  practiced 
medicine  until  his  retirement  in 
1955. 

Dr.  Caton,  elected  to  honorary 
membership  in  Texas  Medical  Asso- 
ciation in  1956,  was  a member  of 
Eastland  - Callahan  - Stephens  - 
Shackleford  - Throckmorton  Coun- 
ties Medical  Society,  Southern  Medi- 
cal Association,  Radiological  Society 
of  North  America,  and  American 
Academy  of  General  Practice.  In  ad- 
dition to  his  medical  memberships. 
Dr.  Caton  was  active  in  the  American 
Legion,  Knights  of  Pythias,  Hellah 
Temple  Shrine,  and  had  received  a 
citation  for  50  years  of  membership 
in  the  Blue  Lodge,  Ancient  Free  and 
Accepted  Masons.  He  also  was  a 
member  of  the  First  Christian 
Church  in  Eastland. 

His  wife,  Jessie  Talbot  Caton  pre- 
ceded her  husband  in  death  in  1952. 
Surviving  are  a daughter,  Nell  Caton 
of  Dallas,  and  a brother.  Dr.  McKee 
Caton  of  McAllen,  Tex. 

DR.  F.  L.  PASCHAL 

Retired  San  Antonio  general  prac- 
titioner and  surgeon.  Dr.  Frank  Laf- 
fayette  Paschal,  Jr.,  82,  died  May  8, 
1969,  in  San  Antonio.  Cause  of 
death  was  carcinoma  of  the  prostate 
with  generalized  metastases. 

Dr.  Paschal  was  born  on  Oct.  11, 
1886,  in  Chihuahua,  Chihuahua, 
Mexico,  the  son  of  Dr.  Frank  Pas- 
chal, Sr.,  and  Ladie  Napier  Paschal. 
He  attended  The  University  of  Texas 
at  Austin  from  1905  to  1909,  where 
he  received  a BA  degree.  In  1913  he 
was  graduated  with  an  MD  degree 


DR.  PASCHAL 


from  Johns  Hopkins  University 
School  of  Medicine  in  Baltimore,  Md. 
His  internship  was  served  from 
1913-1915  at  New  York  Post-Gradu- 
ate Medical  School  and  Hospital  in 
New  York  City. 

Dr.  Paschal  served  as  captain  in 
the  US  Army  in  El  Paso  and  at  Fort 
Sam  Houston,  Tex.,  from  1916  to 
1918.  He  was  named  administrator 
of  the  Robert  B.  Green  Hospital  at 
San  Antonio  in  1936,  a position  he 
held  until  1939.  He  served  on  the 
Texas  State  Board  of  Medical  Exam- 
iners in  the  early  1920’s  and  was 
physician  for  the  San  Antonio  Inde- 
pendent School  District  from  1919 
to  1921. 

Elected  in  1968  to  inactive  mem- 
bership in  Texas  Medical  Associa- 
tion, he  was  also  a member  of  Amer- 
ican Medical  Association,  Bexar 
County  Medical  Society,  Southern 
Medical  Association,  and  Texas  Sur- 
gical Society.  He  also  belonged  to 
the  First  Presbyterian  Church  in  San 
Antonio. 

Surviving  Dr.  Paschal  are  his  wife, 
the  former  Stella  Mae  Plummer,  of 
San  Antonio;  a son,  Frank  L.  Pas- 
chal, III,  of  Fort  Worth;  three  daugh- 
ters, Miss  Ladie  Jane  Paschal  of  San 
Antonio,  Mrs.  Stella  Mae  Rothe  of 
D’Hanis,  Tex.,  and  Mrs.  Ella  Kather- 
ine Camp  of  San  Gabriel,  Tex.;  and 
two  sisters,  Mrs.  Walter  Walthall  of 
San  Antonio  and  Mrs.  George  San- 
ders, of  Pearsall,  Tex. 

DR.  S.  ESQUIVEL 

Dr.  Sandy  Esquivel,  64,  died  in 
an  Austin  hospital  on  April  29,  1969. 
He  had  practiced  in  Austin,  special- 
izing in  orthopedics,  since  1935. 

Dr.  Esquivel  was  graduated  from 
The  University  of  Texas  at  Austin  in 
1926  with  a BA  degree  and  from 
The  University  of  Texas  Medical 
Branch  at  Galveston  in  1930  with  an 
MD  degree.  He  served  an  internship 
at  King’s  Daughters  Hospital  at 
Temple  in  1930-1931  and  resi- 
dencies at  El  Paso  City-County  Hos- 
pital in  1931-1932  and  at  New  York 
Orthopaedic  Dispensary  and  Hospi- 
tal in  New  York  City  from  1933  to 
1935.  Dr.  Esquivel  moved  to  Austin 
in  1935  where  he  was  in  private 
practice  until  his  death. 
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A member  of  Travis  County  Medi- 
cal Society,  he  was  also  a member 
of  the  Texas,  the  American,  and  the 
Southern  Medical  associations.  He 
also  belonged  to  Scottish  Rite  and 
Ancient  Free  and  Accepted  Masonic 
bodies  and  to  Royal  Order  of  Jesters 
and  Ben  Hur  Temple  Shrine.  In  1968 
he  was  inducted  into  The  University 
of  Texas  Longhorn  Hall  of  Honor. 

Dr.  Esquivel  was  born  on  April  29, 
1904,  in  El  Paso  and  was  the  son  of 
S.  I.  and  Martha  Mooar  Esquivel. 

Surviving  Dr.  Esquivel  are  his  wife 
of  Austin,  the  former  Irene  Hammel; 
a son,  Edward  Esquivel,  also  of  Aus- 
tin; a daughter,  Mrs.  William  K.  Sny- 
der, III,  of  Cincinnati,  Ohio;  and  two 
sisters,  Mrs.  John  Hahn  of  El  Paso 
and  Mrs.  Vera  Escudaro  of  New  York 
City. 


DR.  T.  H.  HARRIS 

Chairman  of  the  Department  of 
Neurology  and  Psychiatry  at  The 
University  of  Texas  Medical  Branch 
for  36  years.  Dr.  Titus  Holliday 
Harris  died  on  April  22,  1969.  He 
had  retired  in  1962  and  was  76 
years  old.  Under  his  guidance,  the 
department  was  the  first  in  the 
Southwest  to  institute  a residency 
training  program. 

Dr.  Harris  was  born  Nov.  11, 
1892,  in  Fulshear,  Tex.,  the  son  of 
Dr.  Robert  L.  and  Sarah  Holliday 
Harris.  He  was  graduated  in  1915 
from  Southwestern  University  in 
Georgetown,  Tex.,  with  a BA  degree, 
and  from  The  University  of  Texas 
Medical  Branch  at  Galveston  with  an 
MD  degree  in  1919.  He  served  an 
internship  at  John  Sealy  Hospital  in 
Galveston  from  1919  to  1920.  In 
1921,  Dr.  Harris  joined  the  faculty 
of  The  University  of  Texas  Medical 
Branch  and  served  as  instructor  and 
adjunct  and  associate  professor  in 
internal  medicine.  He  later  was  chair- 
man of  the  Department  of  Neurology 
and  Psychiatry.  He  pursued  graduate 
studies  in  New  York  and  in  Colorado. 

Dr.  Harris  was  past  president  of 
the  Southern  Psychiatric  Association 
and  of  the  Central  Neuropsychiatric 
Association  and  had  served  as  vice 
president  of  the  American  Psychi- 


atric Association.  He  was  a diplo- 
mate  of  the  American  Board  of  Psy- 
chiatry and  Neurology. 

A member  of  Galveston  County 
Medical  Society,  Dr.  Harris  also 
belonged  to  Texas  Medical  Asso- 
ciation and  to  American  Medical 
Association.  He  had  served  as  presi- 
dent of  the  Texas  Neuropsychiatric 
Association  and  the  Texas  Society  for 
Mental  Hygiene.  He  was  named 
associate  editor  of  the  American 
Journal  of  Psychiatry . Later  he  found- 
ed the  journal,  Diseases  of  the  Ner- 
vous System  and  served  as  its  editor 
for  23  years.  In  1956,  Dr.  Harris 
received  the  Hogg  Foundation  award 
for  achievement  in  the  field  of  men- 
tal health.  He  also  received  several 
other  awards,  including  the  Ashbel 
Smith  award  of  The  University  of 
Texas  Medical  Branch  at  Galveston 
and  an  honorary  doctor  of  science 
degree  from  Southwestern  University 
in  Georgetown,  Tex.  Dr.  Harris  had 
also  served  briefly  as  acting  dean  of 
The  University  of  Texas  Medical 
Branch. 

Surviving  Dr.  Harris  are  his  wife, 
the  former  Laura  Randall  Hutchings 
of  Galveston;  two  sons,  Titus  H. 
Harris,  Jr.,  and  Edward  Randall  Har- 
ris, both  of  Houston;  two  daughters, 
Mrs.  John  Cooper  of  Galveston  and 
Mrs.  George  Ivory  of  San  Mateo, 
Calif.;  and  one  sister,  Mrs.  J.  W. 
Sutton  of  Fulshear,  Tex. 


DR.  H.  L.  KLOTZ 

Austin  State  Hospital  staff  physi- 
cian, Dr.  Harry  Leslie  Klotz,  died 
April  25,  1969,  of  a heart  attack.  He 
had  served  as  chief  of  staff  of  St. 
David’s  Hospital  at  the  time  of  its 
opening  in  1954  and  had  lived  in 
Austin  for  38  years. 

Dr.  Klotz  received  a BA  degree 
from  Rice  University  in  1924  and  an 
MD  degree  from  The  University  of 
Texas  Medical  Branch  in  1928.  He 
then  served  an  internship  at  Charity 
Hospital  in  Cleveland,  Ohio,  in  1928- 
1929,  and  in  1930  to  1931  he 
served  as  instructor  of  anatomy  and 
professor  of  pathology  at  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston. 

After  practicing  medicine  in 


Brownsville  in  1931-1932,  Dr.  Klotz 
moved  to  Austin  in  1932  to  become 
staff  physician  at  The  University  of 
Texas  Student  Health  Center,  a posi- 
tion which  he  held  for  about  12 
years.  He  was  in  general  practice  in 
Austin  for  approximately  20  years. 
In  1965,  Dr.  Klotz  began  work  with 
the  state  hospital  in  Austin. 

Dr.  Klotz  was  born  Aug.  28,  1902, 
in  Mexia,  Tex.  He  was  the  son  of 
Fred  R.  and  Maggie  Yeldell  Klotz. 

A past  president  and  member  of 
the  Texas  State  Board  of  Medical 
Examiners  from  1945  to  1955,  Dr. 
Klotz  was  also  a member  of  Travis 
County  Medical  Society,  Texas  Medi- 
cal Association,  and  American  Medi- 
cal Association. 

Mrs.  Klotz,  the  former  Dixie 
Wright  of  Alto,  Tex.,  survives,  as  do 
two  daughters,  Mrs.  Josephine 
Roche  and  Mrs.  Nancy  Spencer,  both 
of  Austin;  and  a brother,  John  Klotz, 
and  a sister,  Mrs.  Eugenia  Milton, 
both  of  Henderson,  Tex. 


DR.  P.  RILEY 

General  practitioner  in  Mission, 
Tex.,  for  29  years.  Dr.  Pat  Riley  died 
April  5,  1969.  He  and  his  wife  had 
just  returned  from  a Caribbean  vaca- 
tion when  he  became  ill.  Cause  of 
death  was  coronary  thrombosis.  He 
was  56. 

Dr.  Riley,  the  son  of  J.  F.  and 
Bessie  Bean  Riley,  was  born  March 
17,  1913,  in  Lytle,  Tex.  He  attended 
Baylor  University  and  received  a BA 
degree  in  1939.  He  also  received 
his  medical  degree  from  Baylor  Col- 
lege of  Medicine,  then  in  Dallas,  in 
1939  and  then  served  an  internship 
at  Shreveport  Charity  Hospital  at 
Shreveport,  La.,  in  1939-1940.  Dr. 
Riley  then  moved  to  Mission,  Tex., 
where  he  was  in  private  practice 
until  his  death.  He  was  Mission  city 
health  officer  and  public  schools 
physician  at  the  time  of  his  death. 

A member  of  Hidalgo-Starr  Coun- 
ties Medical  Society,  Dr.  Riley  be- 
longed to  the  Texas  and  the  Ameri- 
can Medical  associations.  He  was  a 
32nd  degree  Scottish  Rite  Mason 
and  belonged  to  Mission  Masonic 
Lodge  No.  1061  and  to  Alzafar  Tem- 
ple Shrine  of  San  Antonio.  He  also 
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belonged  to  Phi  Chi  medical  fra- 
ternity. 

Dr.  Riley  is  survived  by  his  wife. 
Kathryn  Hooks  Riley  of  Mission;  a 
daughter,  Mrs.  James  Caldwell  of 
Pensacola,  Fla.;  a son,  Pat  Riley,  II, 
a student  at  Baylor  University  in 
Waco;  and  two  sisters,  Mrs.  Lewis 
MacAlmon  of  Binghamton,  N.Y.,  and 
Mrs.  William  McNeil  of  San  Marcos, 
Tex. 


DR.  P.  GALLAGHER 

Dr.  Paul  Gallagher,  84,  died  in 
San  Antonio  on  April  13,  1969. 
Cause  of  death  was  cardiac  arrest 
and  ischemic  heart  disease. 

Dr.  Gallagher,  elected  to  honorary 
membership  in  Texas  Medical  Asso- 
ciation in  1955,  was  also  an  honor- 
ary member  of  both  Bexar  County 
Medical  Society  and  American  Medi- 
cal Association.  He  also  belonged  to 
the  International  College  of  Sur- 
geons, Southern  Medical  Associa- 
tion, and  Alpha  Kappa  Kappa  medi- 
cal fraternity. 

Dr.  Gallagher  was  born  Jan.  25, 
1885,  in  Saint  Marys,  Kan.  He  was 
the  son  of  Francis  W.  and  Mary  Mc- 
Collum Gallagher.  He  attended  Cani- 
sius  College  in  Buffalo,  N.Y.,  and 
the  University  of  Chicago.  His  medi- 
cal degree  was  received  in  1910 
from  Rush  Medical  College  in  Chi- 
cago. He  served  internships  at  St. 
Joseph,  St.  Luke’s,  and  St.  Eliza- 
beths hospitals  in  Chicago.  He  then 
served  a residency  at  Globe,  Ariz. 

Dr.  Gallagher  served  in  the  US 
Army  Medical  Corps  and  attained 
the  rank  of  colonel.  He  was  dis- 
charged from  the  service  in  1942 
and  then  moved  to  El  Paso  where 
he  was  in  private  practice  until  1945. 
He  was  honorary  chief-of-staff  of 
Hotel  Dieu  Sisters’  Hospital  in  El 
Paso  and  was  editor  of  the  Bulletin 
of  the  El  Paso  County  Medical  Soci- 
ety. He  was  a member  of  the  Rotary 
Club,  Knights  of  Columbus,  in  which 
he  was  a past  grand  knight,  and 
Alpha  Tau  Omega  social  fraternity. 

His  wife.  Pansy  Bailey  Gallagher, 
preceded  him  in  death  in  1962.  He 
is  survived  by  a son,  retired  Air 
Force  Col.  Francis  Gallagher  of  Clear 
Water,  Fla.;  two  daughters,  Mary 


DR.  GALLAGHER 


Gallagher  of  San  Antonio  and  Ann 
Gallagher  Hume  of  Springfield,  Mo.; 
and  two  brothers,  Hiram  of  Los  An- 
geles, Calif.,  and  Donald  of  Kentfield, 
Calif. 

DR.  V.  R.  WOODWARD 

Eye,  ear,  nose,  and  throat  special- 
ist, Dr.  Valin  Ridge  Woodward,  Sr., 
died  in  an  Arlington,  Tex.,  hospital 
April  11,  1969. 

Born  Feb.  12,  1890,  in  Queen 
City,  Tex.,  Dr.  Woodward  was  the 
son  of  Monoah  Mortimer  and  Rosa 
Oliver  Woodward.  Dr.  Woodward 
graduated  from  Texas  Christian  Uni- 
versity at  Fort  Worth  in  1926  with 
an  AB  degree;  Southern  Methodist 
University  at  Dallas  in  1921  with  a 
BS  degree;  and  received  his  MD  de- 
gree in  1918  from  Fort  Worth  School 
of  Medicine,  now  a part  of  Baylor 
College  of  Medicine.  He  did  post- 
graduate work  in  Chicago  in  1922. 
Dr.  Woodward  served  an  internship 
at  Baptist  Memorial  Hospital  in 
Memphis,  Tenn.,  and  residencies  at 
Baptist  Memorial  Hospital,  Mem- 
phis, and  at  Chicago  Eye,  Ear,  Nose 
and  Throat  Hospital. 

Dr.  Woodward  conducted  original 
research  in  the  field  of  endocrinol- 
ogy in  its  relation  to  human  behav- 
ior and  genealogy.  This  interest 
prompted  him  to  accept  a position 
with  the  Austin  State  School  Farm 
Colony  in  Austin  in  an  attempt  to  be 
of  service  in  Texas  mental  health 
problems. 

Elected  to  inactive  membership 
in  Texas  Medical  Association  and 
American  Medical  Association  in 
1958,  he  belonged  to  the  Tarrant 
County  Medical  Society. 

A past  president  of  the  Texas  So- 
ciety of  the  Sons  of  the  American 
Revolution,  he  was  awarded  a certi- 
ficate for  outstanding  service  to  that 
organization.  He  also  had  served  the 
National  Society,  Sons  of  the  Ameri- 
can Revolution,  as  vice  president.  Dr. 
Woodward  was  also  a York  and  Scot- 
tish Rite  Mason,  a past  grand  orator 
in  his  Grand  Royal  Arch  chapter,  a 
former  manager  of  the  Home  for 
Aged  Masons  in  Arlington,  Tex.,  and 
former  superintendent  of  the  Knights 
Templar  Hospital,  also  in  Arlington. 
At  the  time  of  his  death  he  was 


serving  as  knight  commander.  Order 
of  the  Knights  of  San  Jacinto. 

A member  of  Phi  Chi  medical 
fraternity,  Dr.  Woodward  was  the 
first  Texas  physician  to  be  awarded 
the  key  for  outstanding  service  of 
the  international  grand  chapter  of 
that  group.  He  was  a deacon  in  the 
First  Baptist  Church  of  Arlington, 
and  he  served  25  years  as  chairman 
of  the  court  of  honor  for  Boy  Scouts 
of  America  in  Arlington. 

Surviving  Dr.  Woodward  are  his 
wife,  Frances  McKinley  Woodward; 
five  sons.  Col.  Valin  R.  Woodward, 
Jr.,  of  Germany,  Dr.  Stanley  M. 
Woodward  of  New  Braunfels,  Tex., 
Morgan  Woodward  of  Hollywood, 
Calif.,  Lewis  Woodward,  Georgetown, 
Tex.,  and  Lee  Woodward  of  Tulsa, 
Okla.;  two  brothers.  Dr.  C.  S.  Wood- 
ward of  Fort  Worth  and  Dr.  L.  0. 
Woodward  of  Mexia,  Tex.;  and  a sis- 
ter, Mrs.  Robena  Nussbaumer  of 
Dallas. 


DR.  H.  V.  COPELAND 

Pioneer  Grand  Prairie  physician. 
Dr.  Horace  V.  Copeland,  died  in  Ar- 
lington, Tex.,  on  Feb.  21,  1969.  He 
was  93. 

Dr.  Copeland,  who  was  Grand 
Prairie’s  first  health  officer  when  the 
city  was  incorporated  in  1909,  was 
born  June  30,  1875,  in  Arlington, 
Tex.  He  was  the  son  of  T.  B.  and 
Carolyn  Copeland.  In  1901,  Dr.  Cope- 
land received  his  MD  degree  from 
the  Fort  Worth  School  of  Medicine. 
After  practicing  in  Euless,  Tex.,  for 
one  year.  Dr.  Copeland  moved  to 
Grand  Prairie,  where  he  practiced 
medicine  until  his  retirement. 

In  1951,  Dr.  Copeland  was  elected 
to  honorary  membership  in  Dallas 
County  Medical  Society,  Texas  Med- 
ical Association,  and  American  Med- 
ical Association.  He  was  a charter 
member  of  the  Grand  Prairie  Sam 
R.  Hamilton  Masonic  Lodge,  which 
he  helped  to  organize  in  1910. 

Mrs.  Frances  Copeland,  his  wife, 
survives,  as  do  a son,  Horace  Victor 
Copeland,  Jr.,  of  Wichita  Falls;  a 
daughter,  Mrs.  J.  W.  Doyal  of  San 
Antonio;  and  two  sisters.  Miss  Kate 
Copeland  and  Mrs.  F.  M.  Ford,  both 
of  Grand  Prairie. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L.  Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D. 

Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 


Psychology 

TraudI  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 
David  K.  Fooshee,  M.  S. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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Her  urinary  tract  infection  reveals  itself  through  pain  and  disconnfort. 


While  the  pain  and  discomfort  of  a G.U.  infection 
are  anything  but  pleasant,  the  patient  may  be 
luckier  than  she  realizes.  That  burning  sensation 
(and/ or  frequency,  urgency,  dysuria)  is  a usually 
reliable  sign  of  a urinary  tract  infection.  And  it’s 
her  good  fortune  that  her  infection  won’t  go  un- 
detected... or  untreated. 

Azo  Gantanol®  therapy  usually  provides  anal- 
gesic action  within  one-half  hour,  while  control 
of  the  infection  begins  within  two  hours.  Azo,  a 
specific  urinary  analgesic,  soothes  inflamed  mu- 
cosa to  give  symptomatic  relief.  At  the  same  time, 
the  antibacterial  component,  Gantanol  (sulfa- 


methoxazole), achieves  therapeutic  levels  in  the 
blood  and  urine,  with  diffusion  into  interstitial 
fluids.  Azo  Gantanol  — a good  choice  when  uri- 
nary tract  infection  reveals  itself  through  symp- 
tomatic distress. 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  ap- 
pears on  opposite  page. 

Azo  Gantanof 

(Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI.) 
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Azo  for  the  pain 
Gantanol* 

(sulfamethoxazole) 

for  the  pathogens 

Before  prescribing,  please  consult 
complete  product  Information,  a sum- 
mary of  which  follows: 

Indications:  Urinary  tract  infections 
with  associated  pain  or  discomfort 
when  due  to  susceptible  organisms; 
prophylactically  in  urologic  surgery, 
catheterization  and  instrumentation. 
Contraindicated  in  sulfonamide-sen- 
sitive patients,  pregnant  females  at 
term,  premature  Infants,  newborn  in- 
fants during  the  first  three  months  of 
life,  glomerular  nephritis,  severe  hep- 
atitis, uremia  and  pyelonephritis  of 
pregnancy  with  gastrointestinal  dis- 
turbances. 

Warnings:  Use  only  after  critical  ap- 
praisal in  patients  with  liver  damage, 
renal  damage,  urinary  obstruction  or 
blood  dyscrasias.  If  toxic  or  hypersen- 
sitivity reactions  or  blood  dyscrasias 
occur,  discontinue  therapy.  In  closely 
Intermittent  or  prolonged  therapy, 
blood  counts  and  liver  and  kidney 
function  tests  should  be  performed. 
Precautions:  Observe  usual  sulfona- 
mide therapy  precautions  including 
maintenance  of  an  adequate  fluid  in- 
take. Use  with  caution  in  patients  with 
histories  of  allergies  and/or  asthma. 
Patients  with  impaired  renal  function 
should  be  followed  closely  since  renal 
impairment  may  cause  excessive  drug 
accumulation.  Occasional  failures 
may  occur  due  to  resistant  microorga- 
nisms. Not  effective  in  virus  and  rick- 
ettsial infections. 

Adverse  Reactions:  Headache,  nau- 
sea, vomiting,  urticaria,  diarrhea,  hep- 
atitis, pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  skin  rash, 
Stevens-Johnson  syndrome,  injection 
of  the  conjunctiva  and  sclera,  pete- 
chiae,  purpura,  hematuria  or  crystal- 
luria  may  occur,  in  which  case  the 
dosage  should  be  decreased  or  the 
drug  withdrawn. 

Dosage:  Adults  — 4 tablets  initially, 
then  2 tablets  morning  and  evening. 
How  Supplied:  Tablets,  bottles  of  50. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutlev,  New  Jersey  07110 


ACHROMYCIN*  V 


TETRACYCLI N E HCI 


481D-9 


T.  ROWE  PRICE 
GROWTH  STOCK 
^ FUND,  m. 

Est.  1950 

A NO  LOAD  FUND 


Investing  in  stocks 
carefully  selected  for  long  term 
growth  possibilities 


Individuals  & institutions 
are  invited  to  request  free  prospectus 


I 

I 

I 


T.  Rowe  Price  Growth  Stock  Fund,  Inc. 

One  Charles  Center,  Dept.  F-l 

Baltimore,  Md.  21201  Phone  (301)  539-1992 


Name . 


Address 


Zip 


I 

I 

I 
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In  Gastritis 


'V 


Also  available  as  Estomul  Tablets: 

Each  swallow  tablet  contains:  orphenadrine  hydrochloride, 
25  mg.;  bismuth  aluminate,  25  mg.;  magnesium  oxide,  45 
mg.;  aluminum  hydroxide-magnesium  carbonate  (as  co- 
precipitate), 500  mg. 

Indications:  Peptic  ulcer:  duodenal,  marginal,  gastric, 
esophageal;  gastroesophageal  reflux;  esophagitis  (without 
stricture);  irritable  bowel  syndrome;  hyperacidity  and  dys- 
pepsia; congenital  shortening  of  esophagus  with  esophagi- 
tis; heartburn;  spasm  of  the  cardiac  end  of  esophagus; 
gastritis;  symptomatic  hiatus  hernia;  alcoholic  gastritis; 
functional  pylorospasm. 


anticholinergic 
antacid 
demulcent 
topical  anesthetic 


Conlraindications:  Because  of  the  anticholinergic  action  of 
orphenadrine,  Estomul  should  not  be  used  in  patients  with 
glaucoma,  pyloric  orduodenal  obstruction,  stenosing  peptic 
ulcers,  prostatic  hypertrophy  or  obstruction  at  the  bladder 
neck,  achalasia  (megaesophagus),  and  myasthenia  gravis. 

Precautions:  Doses  in  excess  of  six  tablets  or  six  table- 
spoons of  liquid  daily  may  produce  minor  side  actions 
such  as  dryness  of  the  mouth  or  blurred  vision. 

Warning:  Use  of  any  drug  in  pregnancy,  lactation  or  in 
women  of  child-bearing  age  requires  that  the  potential 
benefit  of  the  drug  be  weighed  against  its  possible  hazards 
to  the  mother  and  child.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Side  Effects:  Possible  side  actions  include:  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  dry  mouth, 
blurred  vision,  dilatation  of  the  pupil,  increased  ocular  ten- 
sion, weakness,  nausea,  vomiting,  headache,  dizziness, 
constipation,  drowsiness,  and  rarely,  urticaria  and  other 
dermatoses.  Infrequently,  an  elderly  patient  may  experi- 
ence some  degree  of  mental  confusion. 


it’s  all  here! 

Estomur 

Liquid 

Each  tablespoon  (15  cc.)  contains: 
orphenadrine  HCI,  25  mg.; 
bismuth  aluminate,  50  mg.; 
aluminum  hydroxide  — magnesium  carbonate 
(as  co-precipitate),  918  mg. 


Dosage:  For  adults;  One  or  two  tablespoons  of  liquid  or 
one  or  two  swallow  tablets  three  times  daily;  depending  on 
severity. 

Availabiilty:  On  Rx  only.  12  oz.  bottles  of  liquid  and  bottles 

of  100  swallow  tablets.  Riker  Laboratories  • Northridge,  California  91324 


The  Riker  Representatives  in  your  area  are:  Bob  Jones,  Bill  Corcoran,  Al  Daniels,  Henry  Birdwell,  Jack  Mercadal, 
Tom  Tucker,  Bill  Halstead,  Bill  Newton,  Roger  Moore,  Bill  Baker,  Bob  Oliver,  Taft  Allen 


Dulcolaxl.so  predictable 
you  can  almost  set  patients  by  it 


Dulcolax  works  so  effectively  that  the  time  of  bowel 
evacuation  can  often  be  predicted. 

Dulcolax  tablets  taken  at  night  will  usually  result  in  a con- 
venient bowel  movement  the  following  morning.  Dulcolax 
suppositories  generally  work  within  15  minutes  to  an  hour. 


Dulcolax  may  be  given  to  the  aged,  pregnant  or  nursing 
women,  and  children.  It  may  be  particularly  helpful  in  con- 
ditions in  which  straining  should  be  avoided.  The  drug, 
however,  is  contraindicated  in  the  acute  surgical  abdomen. 


Dulcolax"  bisacodyl 


LICENSE  FROM  BOEHRINGERINGELHEIMG.M.B.H.  GEIGY  PHARMACEUTICALS,  DIVISION  OF  GEIGY  CHEMICAL  CORPORATION.  ARDSLEY,  NEWYORK  10502 
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In  studies  on  peripheral  vascular  disease — a common 
by-product  of  the  degenerative  aging  process — consider- 
able attention  has  focused  on  the  important  role  of 
smoking  in  the  progression  of  the  disease.  Although  it 
may  not  be  etiologic,  smoking  is  widely  recognized  as  a 
prominent  contributing  factor.' 

Skin  blood  flow — significant  factor  in  PVD.  Cu- 
taneous digital  vasoconstriction  caused  by  nicotine  has 
been  observed  both  in  normal  subjects  and  in  patients 
with  peripheral  vascular  disorders.'’^  Among  patients 
with  peripheral  vascular  disease,  however,  age  and  the 
severity  of  the  disease  appear  to  modify  the  effects  of 
nicotine.  For  example,  in  a study  of  older  patients  with 
vncirked  peripheral  vascular  disease,^  changes  induced 
by  smoking  were  not  statistically  significant  for  the 
group  as  a whole.  This  was  explained  on  the  basis  of 
decreased  skin  reactivity.  Synoking  is  not  pCTmissible  in 
any  stage  of  the  disease,  since  even  “. . . minimal  reduction 
in  blood  flow  in  patients  with  ischemic  limbs  may  pro- 


duce a further  reduction  in  tissue  nutrition,  and  thus 
may  be  another  case  of  the  proverbial  straw  on  the 
camel’s  back.”^ 

In  another  study  of  patients  with  peripheral  vascular 
disease,^  the  investigators  stress  that  decreased  skin  blood 
flow  during  smoking  “ ...  is  the  factor  of  most  importance 
to  the  patient  with  peripheral  vascular  disease.”  While 
such  patients  may  adjust  to  the  discomfort  of  vascular  in- 
sufficiency in  skeletal  muscle,  decreased  skin  blood  flow  may 
often  lead  to  severe  symptomatology. 

More  and  more  physicians  have  adopted  the  practice 
of  investigating  for  peripheral  vascular  disorder  when 
confronted  with  a geriatric  patient  who  is  a habitual 
smoker.  Once  a diagnosis  is  established,  therapeutic 
measures  are  directed  toward  increasing  the  peripheral 
circulation  and  appropriate  management  of  the  patient’s 
general  medical  needs.  These  include  the  important 
safeguards  of  keeping  warm  and  refraining  from  smoking. 
Professional  model  posed  for  illustration. 


Important  in 
total  management  of 
peripheral  vascular  disease, 
vascular  spasm  or 

““Roniacol 

Timesparr 

(nicotinyl  alcohol  tartrate) 


for  relief  of  ischemic  symptoms 

Convenience  of  b.i.d.  dosage — sustained-release  Timespan  Tablets  usually  provide 
prolonged  relief  of  ischemic  symptoms  with  two  doses  daily. 

Smoothness  of  onset— the  action  of  Roniacol  (nicotinyl  alcohol)  is  smooth  and  gradual 
in  onset,  rarely  causing  severe  flushing. 

Selectivity  of  action— relaxes  the  musculature  of  peripheral  blood  vessels. 

High  degree  of  safety— side  effects  seldom  require  discontinuation  of  therapy. 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 

Indications:  Conditions  associated  with  deficient  circulation;  e.g.,  peripheral  vascular  disease,  vascular  spasm, 
varicose  ulcers,  decubital  ulcers,  chilblains,  Meniere’s  syndrome  and  vertigo. 

Caution:  Roche  Laboratories  endorses  caution  in  the  administration  of  any  therapeutic  agent  to  ptegnant  patients. 
Side  Effects:  Transient  flushing,  gastric  disturbances,  minor  skin  rashes  and  allergies  may  occur  in  some  patients. 


seldom  requiring  discontinuation  of  the  drug. 

Dosage:  1 or  2 Timespan  Tablets  morning  and  night. 

How  Supplied:  Timespan  Tablets— 150  mg  nicotinyl  alcohol  in 


the  form  of  the  tartrate  salt,  bottles  of  50. 


References:  (1)  Roth,  G.  M.;  Shick,  R.  M.,  and  Secrest,  R.  R.,  in  James  G..  and  Rosenthal,  T. 
xls.i  Tobacco  and  Health,  Springfield,  III.,  Charles  C Thomas,  1962,  pp.  311'322.  Entmacher,  ^ S.: 

?roc.  Med.  Sect.  Amer.  Life  Convention  52:149,  1963.  (3)  Freund,  J.,  and  Ward,  C.:  Ann.  New  York  Acad. 
Sci.  90:85,  1960.  (4)  Coffman,  J.  D.,  and  Javett,  S.  L.:  Circulation  28:932,  1963. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La Roche  Inc. 
Nutley,  New  Jersey  07110 


All  Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence,  that  it  just  isn’t  so. 

You  might  also  say  that  all  registered  nurses 
aren’t  alike,  either. 


Photo  professionally  posed. 


No  injection  after  ail! 

This  penicillin  produces  high,  fast  ieveis— oraily 


Pert'Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  \within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  \with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  ot 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  ot  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chilis,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  “Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


o«ALpEN.VEE®K 

(potassium  phenoxymethyl  penicillin) 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE"’^  Applicator 
a routine  part  of  your  physical  examinations? 

TUBERCULIK 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.Y. 
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WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Mark  E.  Huff,  Jr.,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 
Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed.  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

Georee  W.  Slaughter  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  M.D.,  D.A.B.R.,  Radiology 
Jn*  U.  Steed,  M.D.,  D.A.B.R.,  Ra^ology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 

MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D..  Cardiology 

Eugene  Jackson,  M.D.,  Diagnosis  & Internal  Medicine 

GENERAL  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill.  Administrator 

Jesse  E.  Dobbs,  Jr.,  Asst.  Administrator 


ONCOLOGY 

Oscar  L.  Morphis,  M.D.,  F.A.C.R. 

Radiation  Therapy 

Radium  Therapy 

R.  P. 

O’Bannon,  M.D.,  F.A.C.R. 

Radiation  Therapy 

Norris  Gilfillan,  M.D.,  F.A.C.S. 

Chemotherapy 

Tom  B.  Bond,  M.D.,  F.A.C.R. 

Consultant 

Jack  M.  Morgan,  M.S.,  F.A.C.R. 

C onsultant-Physicis  t 

1550  West  Rosedale,  Suite  620 

Fort  Worth 

ED  6-2028 

HOMESTEAD 

CHILD  PLACEMENT  AGENCY 
and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

ED  5-5942  ED  6-7905 

Fort  Worth,  Texas 


Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  bv  a 
licentiate  of  THE  AMERICAN  BOARD. 
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TEXAS  MEDICINE 


PHYSICIANS'  DIRECTORY 


Allergy 


Cardiovascular  Disease 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A,A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  I’ediatrie  Allergy 

216  Medical  Prof.  Bldg.  San  Antonio  16,  Texaa 

CA  6-7671  CA  7-6331 


GUS  SCHREIBER,  M.D.,  F.A.C.C. 

24-Hour  Reception  and  Interpretation  of 
Telephone-Transmitted  Electrocardiograms. 

Matching  Electrocardiographs,  Transmitters, 
and  Tape  Recorders  Leased  to  Institutions. 

1430  Medical  Arts  Building  Dallas,  Texas  75201 

Telephone  214  748-3715 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 
RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 
F.A.C.A..  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER.  M.D.,  F.A.C.A. 

RAMON  GARRIDO,  M.D. 

(Certified  American  Board  of  Pediatrics) 

Suite  156,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025 
JA  6-3281 


Clinics 


SIM  HULSEY,  M,D, 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D,,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

1802  W.  Wall  MU  2-5385  Midland,  Texas 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO.  TEXAS 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gjmecology 
Chas.  F.  Engelking.  M.D., 

Elar,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase.  M.D., 
Pediatrics 

Toro  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D.. 

Robert  P.  Cordon, 


O phthalmology 
H.  W.  Diserens,  H.D„ 
Pediatrics 

O.  Sterling  GUIis  III,  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall,  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
(Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard.  M.D, 

John  G.  Bolen,  M.D. 

William  T.  Gordon.  M.D. 

C.P.A.,  Administrator 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Charles  D.  Haunschild,  M.D.  James  A,  Murray,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell.  M.D. 

O.  M.  Phillips.  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


ALLERGY  CLINIC 
Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 
TU  2-3487 

2530  Morgan  Corpus  Christi,  Texas 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $8.00  per  column  inch  and  must  run  six 
months.  New  listings  are  limited  to  those  specialties  rec- 
ognized by  the  American  Medical  Association.  A discount 
of  5%  is  allowed  for  six  month’s  advance  payment.  Mail 
copy  to  Advertising  Assistant,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is 
20th  of  the  month  preceding  publication  month. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 

MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout,  M.D.  Donald  S.  Gibbs.  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D.  RADIOLOGY 

Otto  H.  Grunow.  M.D. 
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THOMAS-SPANN  CLINIC 
& THOMAS-SPANN  HOSPITAL,  INC. 

1646  S.  Brownlee  Corpus  Christi,  Texas  78404 

Telephone  884-3861 


SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 

J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vemor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


INTERNAL  MEDICINE 
William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D, 
Pruett  Moore,  Jr.,  M.D. 

RADIOLOGY 

Crysup  Sory.  M.D. 
ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street  ' 713  LE  2-1700 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

David  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 

F.  W.  Kolle,  M.D. 

PATHOLOGY 
Hector  M.  Perches,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D., 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 

R.  E.  Goelzer,  M.D.,  F.A.C.S. 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 

UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 
ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 

NEUROPSYCHIATRY 
Raleigh  R.  Gleason,  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 

3330  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-6411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller.  M.D.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Pediatrics 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell.  M.D.,  General  Practice 

Amado  E.  Dominquez.  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton.  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  227-2161 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 
R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  26,  Texas  JA  6-2061 

Internal  Medicine  and  Diag:nosis 


Cardiovascular  Disease 
*Charles  D.  Reece,  M.D. 

Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmiund  W.  Friedland,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandiver,  M.D. 
Charles  H.  Gregory.  M.D. 

B.  Frederick  Gregory,  M.D. 

Endocrinology,  Metabolic 
Diseases  and  Director  of 
Clinical  Research 

Raymond  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy; 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

H3T>ertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 


Infections  Diseases 
Lewie  L.  Travis,  Jr.,  M.D. 
Jack  L.  Reddin,  M.D. 

Internal  Medicine 
Jeffrey  Zatorski,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Pathology 

Jack  P.  Abbott,  M.D. 

Paul  B.  Radelat,  M.D. 

Pulmonary  Diseases 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Radiology  and  Nuclear  Medicine 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridige,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 
C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 

Laboratory: 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 
Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


CONSULTATION  BY  APPOINTMENT 

•Deceased 


MALONE  and  HOGAN  CLINIC 
901  Main  Street  Phone  267-6361 

Big  Spring,  Texas  79720 


Ophthalmology  and 
O tolaryngology 

P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D.,  F.A.C.S. 

Orthopedic  Surgery 
P.  H.  Rhymes,  M.D. 

Internal  Medicine 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


Obstetrics  and  Gynecology 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot,  Jr.,  M.D.,  F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  DiUon,  M.D. 

Consultants  in  Pathology 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

Business  Manager 
R.  L.  Heith 


B E E L E R-M  A N S K E CLINIC 
9th  Avenue  N.  at  6th  Street  N. 
Texas  City,  Texas  77690 
AC  713,  WI  8-8621 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  6-4333 


Obstetrics  & Gynecology 
G.  W.  Beeler.  M.D. 

O.  Mendee,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 
J.  H.  Cochrane.  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


SURGERY 

W.  S.  Lorimer,  Jr,,  M.D., 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


Mrs.  Evelyn  Farr, 


INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W,  Johnston,  M.D., 
F.A.C.P. 

Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 

Business  Manager 


USE  YOUR 


TEXAS  MEDICAL  ASSOCIATION  MEMORIAL  LIBRARY 


40,000  Bound  Volumes  Extensive  Reprint  Collection  400  Medical  Films  875  New  Journals  Monthly  Audio  Digest  Foundation  Tapes 

CALL  OR  WRITE  TODAYl  1801  North  Lomar  Boulevord,  Austin,  Texas  78701  512-477-6704 
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CLINIC  OF  THE  SOUTHWEST 
6437  High  Star  at  Hillcroft 
Houston,  Texas  77036  PR  4-7671 


BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 
DAVID  S.  SHELMIRE,  M.D. 


INTiaiNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Charles  C.  Douglass,  M.D. 
Hematology  & Oncology 


GENERAL  SXmGEBY 
Harvey  B.  Koch,  M.D 
UROLOGY 

Glen  E.  Lewis,  M.D. 


Dermatology 
1410  Medical  Arts  Bldg. 


Dallas,  Texas 


OBSTETRICS  & GYNECOLOGY 


Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 
John  R.  Dunn.  Jr.,  M.D. 
Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


DENTISTRY 

Burley  G.  Ingram.  D.D.S. 

RADIOLOGY 
Neil  B.  Longley,  M.D. 
Richard  E.  Schuette,  M.D. 

BUSINESS  MANAGER 
C.  C.  Walker 


DRS.  PIPKIN.  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 


Colon  and  Rectal  Surgery 


RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 
Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 
3610  34th  Street  Lubbock,  Texas 


CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomatea  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 
710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas 

Off.  Tel.  TA  4-2673  Res.  Tel.  EM  1-4600 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 
2716  Fannin  Street  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D. 
Surgery  of  the  Rectum  and  Colon 
406  Hermann  Professional  Bldg. 
Houston  25,  Texas 


C.  D.  L.  CROMAR,  M.D. 
Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 
Pasadena,  Texas  77502 


Dermatology 


ROGER  W.  MANAR,  M.D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 
1400  Eighth  Street  Wichita  Falls,  Texas 


EVERETT  R.  SEALE,  M.D. 
Dermatology 

Treatment  of  Skin  Malignancies 
1217  Hermann  Professional  Bldg.  Houston  26,  Texas 


J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 
X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  6 

3817  Brown  Street  Dallas,  Texas 


J.  FRANKLIN  CAMPBELL,  M.D. 
EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 
1410  Pruitt  Street  Fort  Worth  4,  Texas 


Leslie  M.  Smith,  M.D.  H.  D,  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatolo^  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Maligmancies 

Medical  Center,  1601  Arizona  El  Paso,  Texas 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Ssrphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  600  Lubbock,  Texas 


MARVIN  E.  CHERNOSKY,  M.D. 
FREDERICK  F.  CASTROW,  II,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 
703  Hermann  Professional  Building 
Phone  JA  6-3733  Houston  26,  Texas 

THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 
X-Ray  Therapy  in  the 
Treatment  of  Skin  Malignancies 
Hours  9 to  1 — 3 to  6 

800  Fifth  Ave.  Fort  Worth,  Texas 
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DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive  Dallas  26,  Texas 

316  North  Shiloh  Road  Garland  40,  Texas 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 

John  W.  Fisher,  M.D. 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 
DERMATOLOGY 

HAIR  TRANSPLANTATION  & DERMOPLANING 
Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Phone:  464-6369  Houston,  Texas  77024 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 

GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4976  Dallas  1,  Texas 

Eye,  Ear/  Nose,  Throat 

General  Surgery 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Jack  Blum,  M.D. 

Ophthalmology  and  Otolaryngology 

8216  Westchester 

Suite  136 

Dallas,  Texas 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

Dn.  Canon.  Watkins,  Anderson,  Nalle  and  Ellaasser 

Eye,  Ear.  Noee  and  Throat,  Broncho-EsophaKolory  and  AUenry 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

FJt.C.S.  F.A.C.S.,  A.I.C.S. 

Wm.  F.  Anderson,  M.D.,  Ernest  Nalle,  Jr.,  M.D. 

DAB  Oph.,  FJt..C.S.  DAB  Oto.,  FJLC.S.,  F.I.C.S. 

M.  G.  EUsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1602  Logan  Ave.  Laredo,  Texas 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  623-8323  Houston,  Texas  77026 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3761 

1321  Hickory  St.  Abilene,  Texas 

Gastroenterology 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7697 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-6505 

MILFORD  0.  ROUSE,  M.D. 

announces  limitation  of  practice  to  consultation  in  hospitals. 
His  office  is  now  at  Dallas  Chamber  of  Commerce  in  Com- 
munity Health  Focus  program.  Records  of  his  patients  are 
with  Cecil  0.  Patterson,  M.D.,  and  Daniel  Polter,  M.D.,  1414 
Medical  Arts  Building,  Dallas,  RI  2-6144. 

HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77026 

JA  2-4141 

FOR  INFORMATION  ON  SUBMITTING 
MANUSCRIPTS  FOR  PUBLICATION  IN 

TEXAS  MEDICINE,  contact: 

Managing  Editor 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

CECIL  0.  PATTERSON,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 
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Internal  Medicine 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1106  Pennsylvania  Ave.  Fort  Worth,  Texas 

ALEX  K.  MUNSON,  M.D. 

Child  Psychiatry 

KERBEY  LANE  EVALUATION 

AND  TREATMENT  CENTER 

3400  Kerbey  Lane  Austin,  Texas  78703 

Office  Houi’s  by  Appointment 

AC  512-454-8718 

HENRY  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 

Internal  Medicine  and  Diseases  of  the  Chest  and  Heart 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Dia^osis 

1003  Memorial  Professional  Building 

1010  Louisiana  Houston,  Texas  77002  222-7224 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D.  ‘Herbert  G.  Rush,  M.D. 

1066  W.  Ma^olia  Avenue  ED  6-6469 

Fort  Worth.  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurolosry 

HOUSTON  ASSOCIATES 

IN 

Nl^i  j t*oloci\/ 1 influx/ 

PSYCHIATRY  AND  NEUROLOGY 

Houston,  Texas 

HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

C.  A.  lannucci,  M.D. 

Joe  C.  A.  Eckhardt,  Jr.,  M.D. 

•Abe  Hauser,  M.D.  Clinical  Psychology 

•Harris  M.  Hauser,  M.D.  Joanne  Borba,  M.  A. 

Alfred  H.  Vogt,  M.D. 

•Robert  1.  Hauser,  M.D.  Robert  D.  Langston, 

George  M.  Stevens,  M.D. 

Wayne  Keller,  M.D.  PH.D.,  Consultant 

Jules  Bohnn,  M.D. 

•Gerald  Ratinov,  M.D.  Psychiatric  Social  Work 

Leroy  Androes,  M.D. 

Ronald  J.  Hauser,  M.D.  Ethel  M.  Feinsilver, 

A.  R.  Martinez,  Ph.D. 

M.S. 

Ruth  Searls,  M.S.W. 

808  Memorial  Professional  Building 

Diana  Sheer,  M.S.W. 

Dan  DeShazo,  M.S.W. 

Houston,  Texas  77002 

CA  4-5041 

Beth  Bowman,  M.A. 

*Diplonuite,  American  Board  of  Psychiatry  and  Neorolo^ 

Comprehensive  Neuropsychiatric 

Evaluation  and  Treatment 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Electroencephalography 

Howard  M.  Burkett,  M.D. 

1021  Hermann  Prof.  Bldg.  JA  9-5721 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

6812  Staffordshire  RI  8-3780 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriasre  Counseling 

Hypnotherapy  for  Smoking  and  Ok>€eity 

3701  21st  Street  Lubbock,  Texas  79410 

swift  6-4023 

Charles  G.  Markward,  M.D. 
practice  limited  to 

PSYCHIATRY 

4646  Samuell  Blvd.,  Dallas,  Texas 

MEDICAL  NEUROLOGY  AND  ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 

3434  Swiss 

Dallas,  Texas  75204  827-3610 

Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-7181 

Sheff  D.  Olinger,  M.D.  Joseph  S.  Jenike,  M.D. 

John  W.  Conwell,  M.D.  Charles  W.  Barrier,  M.D. 

Hours  by  Appointment  Only 
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Neurological  Surgery 

Nuclear  Medicine 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-5373  Residence:  JA  8-4038 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1501 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77025 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1500 

Ophthalmology 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

HOUSTON  EYE  ASSOCIATES 

Texas  Medical  Center 

Richard  S.  Ruiz,  M.D.,  1121  Hermann  Professional 

F.A.C.S.  Bldg. 

Charles  E.  Russo,  M.D.  Houston,  Texas  77025 

Malcolm  L.  Mazow,  M.D.  528-1918  (A/C  713) 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

ME  7-0420 

Suite  557-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston  Avenue  Dallas,  Texas  75246 

Telephone  TA  4-2543 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building 

Dallas.  Texas  748-0968 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0551 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

BERT  C.  BRYAN,  M.D. 

Surgery  and  Diseases  of  the  Eye 

1314  Medical  Arts  Building 

RI  7-7474  Dallas,  Texas  RI  7-2481 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77025 

JAckson  3-3684 

W.  REX  HAWKINS,  M.D. 

Detachment  of  the  Retina 

Diabetic  Retinopathy 

250  Hermann  Professional  Building 

Houston,  Texas  529-6727 

WILLIAM  J.  NELSON,  M.D. 

Neurological  Surgery 

Suite  300 

University  Towers 

915-542-0643 

1900  N.  Oregon  St.  El  Paso,  Texas  79902 

SEAT  BELTS  SAVE  LIVES 
but  only  if  you  use  them. 
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Orthopedic  Surgery 


H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 
L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 
2828  Lemmon  Ave.  Dallas  4,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 
918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W,  Sanders,  M.D, 


Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 
ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CLINIC 
Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 
1817  Dryden  Road  Phone:  JA  9-4389 
Houston,  Texas 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

ROYCE  C.  LEWIS,  JR.,  M.D. 
KENNETH  C.  SCHOLZ,  D.D.S.,  M.D. 

A.  CLARKE  MILLER,  M.D. 

3702  21st  St.,  Suite  9 806-763-8281 

Lubbock,  Texas  79410 


THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  Philip  Richardson,  M.D. 

W.  Compere  Basom.  M.D.  Oren  H.  EUIU,  M.D. 

Morton  H.  Leonard,  M.D.  Wellington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr, 

1220  N.  Stanton  St.  Tel.  633-7465  El  Paso,  Texas  79902 

B,  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  76246 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  76246 

ORTHOPEDIC  SURGERY 

Telephone 
TAylor  4-7883 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 
Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

212  South  Cottonwood  Suite  D 
Richardson,  Texas  75080 
ORTHOPEDIC  SURGERY 
231-6396 


L.  LEE  LANKFORD,  M.D. 

Diplomats  American  Board  of  Orthopedic  Surgery 

HAND  SURGERY  AND 
UPPER  EXTREMITY  RECONSTRUCTIVE 
SURGERY 

3707  Gaston  Ave.  Area  Code  214 

Dallas,  Texas  76246  TA  3-6361 


THE  ARLINGTON  ORTHOPEDIC  GROUP 
H.  W.  Bendel,  Jr.,  M.D.  E.E.  Rising,  Jr.,  M.D. 

C.  Poindexter,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
801  West  Randol  Mill  Road  817  - 261-8284 

Arlington,  Texas  76010 


Otolaryngology 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 
Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 


HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  P.I.C.S. 
Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 
Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 
712  N.  Washington 
Suite  614 

Dallas,  Texas  Hours  By  Appt. 

W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 


DONALD  N.  MATHESON,  M.D. 
Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Phone  ED  6-7133 
Fort  Worth,  Texas 

Plan  now  to  attend  these 
important  TMA  meetings: 
Conference  on  Public  Relations — 

October  4,  1969  • Austin 
Conference  on  Legislation — 

January  17,  1970  • Austin 
103rd  Annual  Session — 

April  30-May  3,  1970  • Dallas 
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Pathology 


MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 


A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 
WADE  M.  BRANNAN,  M.D. 
Diplomates  American  Board  of  Pathology 
1106  N.  Bishop  Methodist  Hospital 

Dallas,  Texas Dallas,  Texas 


NUCLEAR  MEDICINE  LABORATORIES 
OF  TEXAS 

6411  South  Main  Street 
Texas  Medical  Center 
Houston,  Texas  77026 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 
Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urolo^,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 
JAckson  6-1601 


John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 
Clinical  Patholosry  Surgrical  Pathology 

Diagnostic  Radioi80toi>e8  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  76286 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  (817)  336-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 
Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

166  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  26,  Texas 

“Mailing  Containers  on  Request” 

“Office  Pickup  Service  in  Houston" 


ANATOMICAL  AND  CLINICAL  PATHOLOGY 
C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomats  American  Board  of  Pathology 
Exfoliative  Cytology 
Surgical  and  Clinic^  Pathology 
Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  6-6297 

Mailing  Containers  on  Request 


PATHOLOGISTS 
BIO-MEDICAL  LABORATORIES 
Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 


George  J.  Race,  M.D.,  M.S. 
Gwendolyn  Crass,  M.D. 
Wm.  M.  Nickey,  M.D. 
Marie  L.  Shaw,  M.D. 


Wm.  B.  Kingsley,  M.D. 

Donald  D.  Van  Fossan,  Ph.D., 
M.D. 

Norman  G.  P.  Helgeson,  M.D. 


Mailing  Containers  on  Request 


300  Medical  Tower  Building 
712  N.  Washington,  Dallas,  Texas  75246 
Phone  TAylor  4-1258  or  TAylor  6-6918 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 
FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  305 
Dallas,  Texas  75226 
Telephone:  TA  3-6912 
Specimen  containers  on  request 


PRUITT  MEDICAL  LABORATORIES 
Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  76901 

Phone  634-4463 


WACO  CLINICAL  PATHOLOGY  LABORATORY 
K,  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cjrtology 
Surgical  Pathology  Medicolegal  Consultation 
Mailing  containers  on  request 
2112  Washington  Avenue  PL  6-7226 

P.O.  Box  3160  Waco,  Texas  76707 


Physical  Medicine 
and  Rehabilitation 

TEXAS  REHABILITATION  HOSPITAL 
OF  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  68,  GONZALES,  TEXAS  78629 
Facilities  for  physical  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade 
through  twelfth  grade. 

ROBERT  M.  IZARD,  JR.,  M.D.  LYNN  SMITH.  SR. 

Medical  Director  Administrator 


Do  your  patients 
understand 
your  fees? 

Patients  hesitate  to  ask  about  fees,  yet  open  dis- 
cussion before  treatment  often  prevents  misunderstand- 
ings later. 

An  AMA  Fee  Plaque,  prominently  displayed  in  your 
waiting  room,  serves  as  an  open  invitation  for  your  pa- 
tients to  discuss  medical  costs  with  you.  It  shows  you 
care.  Just  seeing  the  message  can  give  many  financially 
worried  patients  peace  of  mind. 

Order  one  or  more  today,  for  only  $1.25  each,  from 
Order  Department,  American  Medical  Association,  535 
North  Dearborn,  Chicago,  III.  60610. 
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Plastic  Surgery 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and  Surgery  of  the  Hand 

Suite  104 

Telephone  3434  Swiss  Avenue 

TAylor  4-7290  Dallas,  Texas 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomat's  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

6419  Caroline  Street  JA  S-8131  Houston,  Texas  77004 

W.  W.  SCHUESSLER,  M.D.  F.A.C.S. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Keconstmctive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center 

Telephone  1501  Arizona  Avenue 

633-6362  El  Paso,  Texas  79902 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

630  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  76235  ME  7-4770 

Radiology 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

WILBUR  Q.  BUDD,  M.D..  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106  373-8324 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0366 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904%  E.  Southmore 

Houston,  Texas  77026  Pasadena,  Texas  77602 

JA  3-5675  GR  3-6488 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  6-4761 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4643 

602  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

Plastic  Surgery  Associates 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate,  American  Board  of  Plastic  Surgery 

JAMES  LEE  MOORE,  M.D. 

Practice  limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office : 272  Hermann  Prof.  Bldg. 

Houston.  Texas  77025  JA  8-2481 

Spring  Branch  Office:  1343  Blalock 

Houston,  Texas  77056  JA  8-2481 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rotational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 
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Thoracic  Surgery 

Urology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  limited  to 

UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  PE  8-4594 

JO  C.  ALEXANDER.  M.D. 

KARL  B.  KING,  M.D.  FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

DONALD  E.  JOHNSON,  M.D. 

U rology 

3707  Gaston  Avenue  Dallas,  Texas 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urolo^ 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urolo^ 

Hugh  Lamensdorf,  M.D. 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  and 

PERIPHERAL  VASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

612  University  Towers  Bldg.  1900  North  Oregon  St. 

El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4766 

Robert  R.  Shaw,  M.D.  John  L.  Kee,  Jr.,  M.D. 

DRS.  SHAW  AND  KEE 

THORACIC  SURGERY 

The  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas  75246 

TA  6-5184 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 

UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235  ME  7-4833 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 

UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7621  Houston,  Texas  77002 

ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

598  Westwood,  Suite  204  OR  7-2221 

Abilene,  Texas  79603 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  332-7879 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 

CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  1.  COX,  M.D. 

Diplomates  American  Board  of  Urology 

Community  Health  Week-1969 
October  19-25 

'Teaming  Up  for  Better  Health" 

Richard  H.  Harrison  III,  M.D.  John  M.  Baird,  M.D. 

F.A.C.S.,  D.A.B.U. 

DRS.  HARRISON  AND  BAIRD 

UROLOGY 

2721  Osier  Blvd.  823-0011  Bryan,  Texas  77801 
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Physicians  Wanted 


WANTED— A GENERAL  PRACTITIONER,  but  would  consider  in- 
ternist; to  become  salaried  associate  to  a six  man  clinic  sroup  who  op- 
erate an  accredited  hospital  under  same  roof  with  clinic  in  a central 
Texas  town  of  10,000;  would  be  on  salaried  basis  for  two  years  as  asso- 
ciate and  then  become  owner-partner.  Please  reply  to  Charles  A.  Garrett, 
M.D.,  216  Craig  Street,  Hillsboro,  Texas. 

WANTED — M.D.’s  to  do  greneral  practice  with  surg^ery,  Houston  area. 
Present  doctors  netting  $4,000  to  $8,000  monthly  after  six  months  prac- 
tice. No  investment  required.  Send  resume  to  Ad-179,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

PHYSICIAN  WANTED:  GP  moving  from  six  year  location.  Choice 
area  of  suburban  Houston.  Three  open-staff  hospitals  in  neighborhood. 
Office  and  equipment  available.  No  cash  needed.  Ideal  for  GP,  internist, 
pediatrician  or  OB/GYN.  Please  reply  to  Ad-158,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin.  Texas  78701. 

GBINERAL  PRACTICE — DALLAS.  Established  three  man  group.  Los- 
ing one  man.  General  medicine  and  obstetrics.  No  office  investment  need- 
ed. Beginning  salary  with  partnership  after  interval.  Regular  day  off  and 
annual  vacation  with  no  lost  income.  Write  Drs.  Smith  and  Teel,  221 
Pleasant  Grove  Shopping  Center,  Dallas,  Texas  75217. 

ORTHOPEDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  group. 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  8330  South 
Lancaster  Road,  Dallas,  Texas  75216. 

GENERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford,  Texas.  The  community’s  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals, 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  546,  Milford,  Texas  76670,  area  code  214,  493-2511. 

ANESTHESIOLOGY  RESIDENCTeS  AVAILABLE— Fully  approved 
two  year  program  in  600  bed  general  hospital  includes  neurosurgery, 
thoracic,  and  cardiovascular  surgery.  Annual  anesthetics  administered — 
over  18,000.  Stipend — $8100  and  $9300.  Board  and  laundry.  A.  N.  Hein- 
richs, M.D.,  Director,  Department  of  Anesthesia,  Harris  Hospital,  1300 
West  Cannon,  Fort  Worth,  Texas  76104. 

GENERAL  PRACTITIONER  WANTED  to  join  five  man  clinic  in 
growing  town  of  Clifton.  30  miles  northwest  of  Waco  near  Lake  Whit- 
ney. 41-bed  fully  accredited  hospital  with  plans  to  expand  by  30  beds. 
Salary  to  start,  commensurate  with  present  requirements ; partnership 
later.  Good  schools,  churches  and  hunting  and  fishing  facilities.  Contact 

V.  D.  Goodall,  M.D.,  Goodall  & Witcher  Clinic,  Clifton,  Texas  76634. 
PATHOLOGY  RES”IDENCTeS~AND^NTERNSHIPS  available  in  600 

bed  general  hospital.  Fully  approved  four  year  program  in  anatomical 
and  clinical  Pathology.  Average  annual  specimens  and  tests — 348,587. 
Interns — $6300 ; residents — $8100  up.  Board  and  laundry.  Charles  B. 
Mitchell,  M.D.,  Director  of  Laboratories,  Harris  Hospital,  1300  West  Can- 
non, Fort  Worth,  Texas  76104. 

DERMATOLOGIST  AND  SENT  WANTED  to  associate  with  clinic 

with  five  physicians,  two  dentists,  one  orthodontist.  Also  complete  labora- 
tory and  x-ray  facilities.  Write  John  G.  Compton,  Jr.,  M.D.,  Medical 
Center  Clinic,  Waxahachie,  Texas  75165. 

OPPORTUNITY  AVAILABLE  FOR  GENERAL  PRACTITIONER  to 
partially  retire  and  live  at  Lakeway,  only  20  miles  northwest  of  Austin 
on  Lake  Travis.  Office  and  practice  would  be  within  3 minutes  of  home. 
Lakeway  is  an  outstanding  resort  with  complete  country  club  living  and 
probably  has  the  most  desirable  year  around  climate  in  Texas.  Write  or 
call  Lakeway,  204  Lakeway,  Austin.  Texas  78746.  Telephone  263-2173. 

GENERAL  PRACTICE:  DALLAS-FORT  WORTH  AREA.  Join  two 
well-established  physicians  in  large  practice.  Excellent  salary  and/or 
early  partnership.  Superior  opportunity  for  the  right  person.  Reply  for 
further  information  to  Ad-232,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

WANTED:  GENERAL  PRACTITIONER.  Immediate  opening  for  en- 

ergetic physician.  Partnership  available  without  investment.  Clinic  ad- 
joins good  non-profit  hospital  in  town  of  5,000,  with  15,000  drawing  area. 
Call  is  rotated.  Net  should  exceed  $30,000  annually  to  start.  Contact  Mar- 
shall Cook,  708  South  First  Street,  Muleshoe,  Texas  79347.  AC  806,  272- 
4524  days,  or  272-3352  evenings. 

INTERNIST,  board  certified  or  eligible  to  join  four  internists  in  15- 

doctor,  multi-specialty  clinic  in  West  'Texas  city  of  35,000.  Life  and  mal- 
practice insurance,  disability  and  retirement  programs  provided.  Modern 
clinic  building  adjacent  to  accredited  hospital.  Starting  salary  $25,000. 
Contact  Jack  H.  Burnett,  Jr..  M.D.,  Malone  and  Hogan  Clinic,  901  Main 

Street.  Big  Spring,  Texas  79720. 

EXCELLENT  OPPORTUNITY  FOR  PHYSICIANS  in  Carrizo 
Springs,  Texas.  Office  space  available  in  new  professional  building  ad- 
jacent to  hospital  and  nursing  home.  Excellent  schools  and  housing  in 
city.  One  general  practitioner  needed.  For  information  write  or  call  C. 

W.  Vandervoort,  600  North  1st  Street,  Carrizo  Springs,  Texas  78834. 

Phone  876-2550. 

OBSTETRICIAN  AND  GYNECOLOGIST,  board  certified  or  eligible, 

to  associate  with  a progressive  and  expanding  multispecialty  group  in 
West  Texas.  Many  fringe  benefits  including  retirement  program.  No  in- 
vestment required.  Adjoining  accredited  hospital.  City  population  35,000. 
Contact  Ad-236,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 

sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

RADIOLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTITIONER  NEEDED.  Modern  clinic  and  hospitol. 
Farming  and  oil  community  of  6,000  population.  Excellent  schools.  Please 
reply  to  P.O.  Box  646,  Seminole,  Texas  79360  or  call  area  code  916, 
768-3709. 


PHYSICIANS  NEEDED:  Medical  director,  staff  physicians,  general 
practitioners  and/or  board  certified  specialists,  for  staff  of  Travis  State 
School.  Fringe  benefits  include  40  hour  work  week,  vacation  and  sick 
leave.  Present  and  projected  salary  increases  make  positions  attractive. 
Contact  Acting  Medical  Director,  Travis  State  School,  P.O.  Box  430, 
Austin.  Texas  78767. 


WANTED:  M.D.  to  do  surgery  or  general  practice  in  a fully  equipped, 
modern  two  man  clinic  that  is  losing  one  man  in  the  near  future.  Be- 
ginning salary  with  partnership  after  interval.  No  investment  needed. 
Rotate  weekends  and  off  days  with  busy  general  practitioner  and  sur- 
geon who  is  clinic  owner.  Two  local  200-bed  open  staff  hospitals.  Lo- 
cated in  Beaumont-Port  Arthur  area  near  excellent  facilities  for  hunting, 
fishing,  golf,  boating  and  education.  Send  resume  to  Ad-239,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED — INTERNIST,  OB-GYN,  GP  to  join  progressive  eight-man 
multi-specialty  group  in  suburb  of  Dallas.  Guaranteed  minimum  plus 
percentage  to  start,  leading  to  partnership  later.  Contact:  M.  A.  Card- 
well,  M.D.,  2120  MacArthur  Blvd.,  Irving,  Texas  76060. 


ORTHOPEDIC  SURGEON,  PEDIATRICIAN,  OBSTETRICIAN  AND 
TWO  GENERAL  PRACTITIONERS  needed  by  19  doctor-group.  Salary 
open.  Full  partnership  in  one  year.  100-bed  fully  accredited  hospital. 
Many  fringe  benefits  including  tax-sheltered  retirement  plan.  For  addi- 
tional details  write  Chester  Clinic  and  Hospital  Association,  3330  South 
Lancaster  Road,  Dallas,  Texas  75216,  Attn : John  B.  Chester,  M.D. 


WANTED  YOUNG  GENERAL  PRACTITIONER  to  practice  in  group. 
Reasonable  guarantee.  Share  profits  after  expenses  in  proportion  to 
work  done  by  each  associate.  Location  Gulf  Coast  Texas.  Reply  to  Ad-240, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

DISTRICT  AND  EMERGENCY  ROOM  PHYSICIANS— The  Amarillo 
Hospital  District  has  positions  open  for  District  and  Emergency  Room 
physicians.  We  operate  a 275-bed  general  hospital  and  a 100-bed  adult 
psychiatric  hospital.  Compensation  is  open  and  may  be  engaged  on  a 
retainer  or  contractual  basis.  Contact:  Mr.  Don  Pipes,  Personnel  Di- 
rector, Northwest  Texas  Hospital,  P.O.  Box  1110,  Amarillo,  Texas  79105. 


$60,000  GROSS  GENERAL  PRACTICE  AVAILABLE  in  very  desirable 
Central  Texas  city  of  17,000,  trade  area  35,000,  with  new  open  staff 
hospital.  My  equipment  and  furnishings  at  fair  market  price.  Interest  in 
long  established  five-suite  clinic  with  x-ray  and  laboratory  facilities  also 
available  if  desired — easy  terms.  Two  other  GP’s  in  building  at  present. 
Practice  growth  limited  only  by  ambition  and  willingness  to  work.  Please 
reply  to  Ad-241,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


WANTED  GENERAL  PRACTITIONER  Dallas  area.  Guaranteed 
monthly  income.  Little  or  no  overhead  or  investment  initially.  Texas  li- 
cense. Send  resume  to  Ad-242,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

OB-GYN  AND  UROLOGIST  NEEDED  in  North  Central  Texas  metro- 
politan complex  of  60,000  population,  300  beds  available  within  ten  min- 
utes of  clinic.  Multi-specialty  group  without  OB-GYN  or  urologist.  Guar- 
anteed salary  first  year,  followed  by  full  participation  with  no  invest- 
ment. Contact  George  F.  Erzinger,  Clinic  Manager,  P.O.  Box  1338, 
Sherman,  Texas. 

OPHTHALMOLOGIST  NEEDED  in  South  Central  Texas  community 
located  between  Austin  and  Houston.  Seven  physicians  now  practice  in 
community  but  there  is  no  ophthalmologist.  New  miUion-dollar  60-bed 
hospital.  Population  of  city  4,400,  service  area  population  83,000.  Would 
prefer  full-time  service,  but  would  consider  a part-time  arrangement. 
Contact  La  Grange  Chamber  of  Commerce,  P.O.  Box  70,  La  Grange, 
Texas  78945.  Telephone  713-968-4766. 


WANTED:  GENERAL  PRACTITIONER,  SPECIALIST,  OB  INTERN- 
ISTS to  join  medical  staff  of  Abilene  State  School.  Base  annual  salary 
$18,000  with  supplement  of  $1000  to  $3000  if  board  certified  and  working 
full-time  in  that  capacity.  Forty-hour  week,  excellent  vacation/sick  plan 
and  about  11  holidays  a year.  Good  life  and  hospitalization  plan,  social 
security  and  excellent  State  retirement  coverage.  Lovely  community  of 
110,000  friendly  people  in  West  Central  Texas.  Texas  license  required. 
Contact  Superintendent,  L.  W.  Cain,  P.O.  Box  451,  Abilene,  Texas  79604. 

OPPORTUNITY  FOR  AMBITIOUS  GENERAL  PRACTITIONER  to 
associate  or  otherwise  with  well-established  general  practitioner  in  cen- 
tral Texas  town.  Negotiate  salary.  Have  Medicare-approved  hospital  of 
16  beds  and  32-bed  rest  home  complex.  Ideal  country  outdoor  living  with 
excellent  schools,  churches,  and  nearby  recreational  facilities.  No  initial 
capital  investment.  Must  see  to  appreciate.  For  information  reply  to 
Ad-187,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $6.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 
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GENERAL  PRACTITIONER  NEEDED  to  associate  with  busy  well- 
established  general  practitioner.  Must  be  energetic  and  ambitious.  Ideal 
part  of  Houston,  Texas.  No  capital  required.  Can  guarantee  $24,000  first 
year.  For  further  information  contact  C.  H.  Kaiser,  M.D.,  6800  Long 
Point  Road,  Houston,  Texas  77055. 


PHYSICIAN  WANTED : OBSTETRICIAN-GYNECOLOGIST,  board 
certified  or  eligible,  to  associate  with  a two  man  established  OB-Gyn 
gi'oup.  Guaranteed  salary  first  year  leading  to  partnership  at  beginning 
of  second  year.  No  investment  required.  Excellent  opportunity.  Reply  to 
John  M.  Travis,  Jr.,  M.D..  3155  Stagg  Drive,  Beaumont.  Texas  77701. 


WANTED  GENERAL  SURGEON  as  an  associate  with  GP  in  small 
town  in  Central  Texas.  Have  privately  owned  combination  clinic  and 
hospital.  Beginning  salary  $4,000  per  month  or  may  rent  space  and  be 
on  own.  Dr.  M.  A.  Childress,  Goldthwaite,  Texas  76844.  Phone  648-2212. 


HOUSTON.  OH-GYN.  $20,000  guarantee  first  year  with  future  per- 
centage partnei'ship.  Associate  with  two  OB-Gyn’s.  Alternate  nights  and 
weekends.  Please  reply  to  Ad-247,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


UNUSUAL  OPPORTUNITY  FOR  ONE  OR  TWO  GENERAL  PRAC- 
TITIONERS to  have  early  partnership  in  growing  community  near 
Houston.  New  office  building  — open  staff  hospital  — JCAH  accredited. 
Each  partner  nette<l  $70,000  plus  in  1968.  No  cash  investment  required. 
Six  months  trial,  salary  negotiable.  Please  reply  to  Ad-249,  Texas  Med- 
icine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIAN  WANTED:  NEUROLOGIST  OR  NEUROSURGEON, 
either  practicing  or  in  resident  program,  needed  to  assist  while  one  of 
our  associates  is  away  on  vacation  this  summer.  Physician  needed  from 
two  to  eight  weeks  during  the  months  of  July  and  August.  Compensation 
$2,000  per  month.  Marco  T.  Eugenio,  M.D.,  1818  Pine  Street,  Suite  127, 
Abilene,  Texas.  Phone  672-8419. 


Situations  Wanted 


MD  SEEKS  OPENING  in  state,  federal,  insurance,  industrial,  college 
or  relief  work.  Experienced  in  private  practice  and  industrial  and  insti- 
tutional work.  Part  time  or  locum  tenens.  Please  reply  to  Ad-195,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ORTHOPEDIC  SURGEON,  board  certified  and  in  practice  for  twelve 
years,  desires  to  relocate  in  the  Houston-Galveston  area.  Seeks  oppor- 
tunity for  solo  practice  or  association  with  orthopedic  surgeon.  Please 
reply  to  Ad-246,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


TEMPORARY  WORK  WANTED:  36  year  old  boarded  American  sur- 
geon completing  thoracic  surgery  residency  desires  temporary  work  as 
surgical  assistant,  locum  tenens  or  what  have  you.  Prefer  Houston  area. 
Texas  license.  Please  phone  Houston,  MO  7-4261,  or  write  Ad-248,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


OFFICES  AVAILABLE — Highly  prosperous  suburb,  Houston,  Texas. 
New  office  suites  available  with  established  physicians.  Area  needs  oto- 
laryngology, orthopedics,  pediatrics,  general  practice,  obstetrics  and  gyne- 
cology. For  information  call  HO  4-1557  or  write  James  E.  Cook,  M.D., 
9320  Westview,  Houston,  Texas  77055.  All  new  physicians  in  this  area 
have  been  successful  in  very  short  period  of  time. 

OFFICE  SPACE  AVAILABLE.  Early  success  is  assured  acceptable 
M.D.  who  moves  into  spacious  office.  Spring  Branch  area,  Houston,  with 
prosperous  burgeoning  population  and  two  local  hospitals.  Waiting  room, 
front  office,  x-ray  equipment  furnished  and  assistance  by  established 
M.D.  Contact  J.  Siegel,  M.D.,  7410  Long  Point.  Houston,  Texas  77066. 
Phone  682-2653. 


HILLCREST  MEDICAL  & PROFESSIONAL  BUILDING  in  San  An- 
tonio. Modern  well-established  building,  northwest  heavy  populated  area, 
yet  minutes  away  from  Methodist  Hospital  complex.  On  bus  line  and 
expressway  provides  ten  minute  travel  to  downtown  hospitals.  A most 
rewarding  future  for  general  practice  (two  general  practitioners  urgently 
needed),  surgeon,  pediatrician,  eye,  ear,  nose  and  throat  specialist.  Rate 
$.35  per  square  foot  includes  all  utilities,  daily  janitor  service  with  indi- 
vidual central  heating  and  air-conditioning  units,  and  music  speakers. 
For  information  contact  Herb  Dienger,  Hillcrest  Medical  and  Professional 
Building,  114  Glenview  Drive,  West,  San  Antonio,  Texas  78228.  Telephone 
area  code  512,  PE  3-8196. 

OPPORTUNITY  FOR  DOCTOR  TO  REPLACE  physician  deceased 
after  thirty-seven  years  of  general  practice  and  surgery  in  small  town  in 
East  Texas  community  of  15,000.  City  owned  fifty-bed  hospital.  Brick 
clinic  building  equipped  with  x-ray  and  laboratory,  will  accommodate  two 
doctors,  for  sale  or  lease.  Please  reply  to  Ad-243,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

DALLAS,  TEXAS — beautiful  new  medical  office  complex  in  North 
Dallas.  Landscaped  interior  mall,  cutom-designed  suites.  Under  construc- 
tion— completion  August  1969.  Part  of  rapidly  expanding  30  acre  suburban 
Brookhaven  Medical  Center — only  10  minutes  from  other  major  hospitals. 
Write  James  Maser,  P.O.  Box  14355,  Dallas,  Texas  75234.  Telephone 
247-6151. 

FOR  SaTE;  good  GENERAL  PRACTICE  with  no  OB  or  major  sur- 
gery,  established  for  15  years.  Only  doctor’s  office  in  large  shopping 
center  in  Northwest  Houston.  Post  Office  and  bank  in  the  center.  Price: 
fair  value  of  equipment,  terms  if  desired.  Phone,  nights  only:  1-713-682- 
3261.  Buyer  must  have  good  professional  credentials.  Please  reply  by  mail 
to  Ad-250,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Miscellaneous 


SOUTHWEST  REGIONAL  POISON  CONTROL  CENTER.  Free  toxi- 
cological consultation  and  information  on  medicinal  and  commercial 
products  is  available  by  phone  when  your  patients  are  poisoned.  Center 
is  open  24  hours  each  day,  7 days  a week,  with  professionally  trained 
staff  present.  Call  area  code  713,  SO  5-1420  or  SO  5-2408,  The  University 
of  Texas  Medical  Branch,  Galveston,  Texas  77550.  Supported  by  PHS- 
CPF-69-21. 


REDBIRD  PROFESSIONAL 
CENTER 

4010-20  Alloy  Service  Drive 
Dallas,  Texas  75232 


IMMEDIATE  OCCUPANCY 


We  are  proud  to  offer  a new  concept  in  design  and  atmosphere  of  our  Professional  Office  Center,  located  in  the  heart 
of  the  rapidly  expanding  Redbird  Plaza  area,  adjacent  to  the  Army  & Air  Force  Exchange  Headquarters. 

Featuring  a setting  of  brick-paved  landscaped  garden  malls,  Redbird  Professional  Center  provides  14,500  sq.  ft.  of 
soundproof  office  space,  uniquely  divided  between  two  one-story  buildings. 

Each  office  is  provided  with  ample  adjacent  parking  facilities. 

Individual  climatic  controls  afford  year-round  comfort. 

Within  an  area  of  3 sq.  miles  of  Redbird  Professional  Center,  a total  of  1500  garden  type  apartment  and  one-family 
residences  are  now  in  the  process  of  erection.  The  rapidly  expanding  Redbird  Plaza  encompasses  the  Mobile  Research 
Corp.,  the  Sweetheart  Cup  Corp.,  131  unit  La  Quinta  Motel,  among  others,  making  our  office  complex  a busy  nucleus 
for  any  doctors  interested  in  expanding  their  horizons. 


For  Further  information  CALL  OR  WRITE: 


REDBIRD  ENTERPRISES,  INC. 

4010-20  Alloy  Service  Dr.,  Dallas,  Texas  75232 
PHONE:  (214)  FR  1-3120 

Allen  M.  Fain,  M.D. 
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founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 
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f/)  32  Treatment  of  the 

Near-Drowning  Victim 
O 

p Frederick  W.  Courington, 

Oj  now  serving  in  the  US 
^ Navy,  recently  completed 
O three  years  of  residency  in 
t the  Department  of  Anes- 
^ thesiology,  Parkland 
5 Memorial  Hospital,  Dallas. 
Q He  received  his  MD  degree 
(/)  from  the  University  of 

Florida  College  of  Medicine 
in  1965.  He  is  a member 
of  the  Texas  and  American 
Societies  of  Anesthesi- 
ologists. His  coauthor, 

E.  Warner  Ahlgren,  is  a 
clinical  instructor  in 
anesthesiology  at  The 
University  of  Texas  South- 
western Medical  School 
at  Dallas. 


COURINGTON 


40  Epidemiology  of 
Pesticide  Poisoning  in  the 
Lower  Rio  Grande  Valley 
in  1968. 

R.  L.  Hatcher  was  an 
epidemiologist  for  the 
Texas  Community  Studies 
on  Pesticides,  San  Benito, 
until  recently.  He  now  is 
a resident  in  medicine 
at  Royal  Victoria  Hospital, 
Montreal.  J.  S.  Wiseman, 
Texas  State  Department 
of  Health,  Austin,  is 
special  project  director  for 
the  studies,  which  are 
being  conducted  by  the 
Division  of  Community 
Studies,  Office  of  Product 
Safety,  Bureau  of  Medicine, 
FDA,  Consumer  Protection 
and  Environmental  Health 
Service,  PHS,  HEW  of 
Atlanta,  Ga;  and  the 
Communicable  Disease 
Control  Services,  Texas 
State  Department  of 
Health,  Austin. 


HATCHER 


MARSHALL 


44  Mental  Health  Services 
in  Higher  Education: 

A Texas  Survey 

Mildred  Marshall  is 
director  of  the  Mental 
Health  Service  of  Southern 


CARTER 


BUTTRAM 


ROSENSTOCK  GROSS 


ROBERTS 


Methodist  University’s 
Memorial  Health  Center, 
Dallas.  She  also  is  a clinical 
assistant  professor  at 
Southwestern  Medical 
School,  supervising  resi- 
dents in  psychiatry  on  her 
service.  Dr.  Marshall  was 
graduated  from  The  Uni- 
versity of  Texas  Medical 
Branch,  Galveston,  interned 
at  Jackson  Memorial  Hos- 
pital, Miami,  and  was  a 
resident  there  as  well  as 
at  the  Lafayette  Clinic  in 
Detroit.  Her  coauthor, 

Wirt  M.  Wolff,  is  associate 
professor  of  psychology 
at  Southwestern  and 
psychological  consultant 
at  SMU  in  Dallas. 


48  Hemorrhoidectomy 
by  the  Submucosal 
Resection  Technique 

H.  Gray  Carter,  a diplomate 
of  the  American  Board 
of  Colon  and  Rectal  Sur- 
gery, practices  in  Dallas. 
He  is  a graduate  of  the 
University  of  Oklahoma 
School  of  Medicine, 
interned  at  the  US  Naval 
Hospital,  Mare  Island,  Calif, 
and  took  his  residency  at 
Gaston  Hospital  and  the 
VA  Hospital,  Dallas.  Dr. 
Carter  is  a member  of  the 
Texas  and  American 
Proctologic  Societies,  a 
deacon  in  the  Baptist 
church,  and  enjoys  photog- 
raphy and  archaeology. 


52  Primary  Dysmenorrhea: 
Combination  vs 
Sequential  Therapy 

Veasy  C.  Buttram,  Jr,  is 
assistant  professor  of 
obstetrics  and  gynecology 
at  Baylor  College  of 
Medicine,  Houston.  He 
was  graduated  from  The 
University  of  Texas 
Medical  Branch,  Galveston, 
and  interned  at  Hermann 
Hospital,  Houston.  His 
residency  was  at  Baylor, 
and  Dr.  Buttram  held 
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fellowships  in  OB/GYN 
endocrinology  both  at 
Baylor  and  at  Ohio  State 
University  College  of 
Medicine,  Columbus.  He 
served  two  years  in  the 
USAF  (MC),  attaining  the 
rank  of  captain.  His 
coauthor,  Raymond  H. 
Kaufman,  is  acting  chair- 
man, Department  of 
Obstetrics  and  Gynecology, 
at  Baylor. 

56  Acute  Histiocytic 
Medullary  Reticulosis 
In  a Pubescent  Girl 

Harvey  A.  Rosenstock  is  a 
resident  in  psychiatry  at 
Baylor  College  of  Medicine, 
Houston.  After  graduation 
from  the  University  of 
Oregon  Medical  School,  he 
interned  at  the  Good 
Samaritan  Hospital, 
Phoenix,  and  for  the  past 
two  years  has  served  as  a 
lieutenant,  MC,  USN,  at 
Chase  Field,  Beeville,  Tex. 
As  a medical  student,  he 
held  a fellowship  in 
medical  psychology  and 
externships  in  clinical 
psychiatry  and  in  medicine. 
His  coauthors  are  Drs. 

Imre  M.  Sandor,  internist, 
and  Heinze  Hoenecke, 
pathologist,  both  of 
Phoenix. 

60  Management  of 
Chronic  Renal  Failure 
By  Salt  Balancing 

Melvin  Gross  began  his 
private  practice  of  urology 
in  Irving,  Tex,  in  May,  1969. 
Formerly,  he  was  a major 
(MC)  USA,  and  urologist 
at  Brooke  General  Hospital, 
Fort  Sam  Houston.  A 
graduate  of  the  University 
of  Tennessee  College  of 
Medicine,  he  was  an  intern 
at  Baylor  University  Medi- 
cal Center,  Dallas.  He 
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took  residencies  in  general 
surgery  at  The  University 
of  Texas  Medical  Branch, 
Galveston,  and  in  urology 
at  the  Kings  County 
Hospital  Center,  Brooklyn, 
NY.  Dr.  Gross  is  a member 
of  the  American  Society 
of  Nephrology  and  an 
associate  member  of  the 
American  Fertility  Society. 

66  Diagnosis  of  Anatomical 
Lesions  in  Children  With 
Urinary  Tract  Infections 

Steven  B.  Roberts  practices 
urology  in  Tyler.  He 
received  his  MD  degree 
from  Northwestern  Uni- 
versity Medical  School, 
Chicago,  and  interned  at 
Lenox  Hill  Hospital,  New 
York  City.  He  completed 
his  residency  at  the  Squier 
Urological  Clinic  of  the 
Columbia-Presbyterian 
Medical  Center,  New  York, 
in  1966,  after  which  he 
served  two  years  in  the 
US  Navy.  Currently,  he 
is  attending  urologist  at 
the  Medical  Center  and 
Mother  Francis  Hospitals 
in  Tyler,  and  urological 
consultant  to  the  East 
Texas  Tuberculosis 
Hospital. 

70  Clinicopathologic 
Conference 

Participants  in  this  CPC 
from  The  University  of 
Texas  Southwestern 
Medical  School  and  Park- 
land Memorial  Hospital, 
Dallas,  are  Thomas  E. 
Ratts,  graduate  of  the 
University  of  Indiana 
Medical  School  and  now  a 
resident  in  internal  medi- 
cine; Phillip  Duvall, 
assistant  professor  in 
radiology:  Alan  K.  Pierce 
and  Steven  Schenker, 
associate  professors  in 


internal  medicine;  Alan  R. 
Hull,  assistant  professor 
in  internal  medicine;  Morris 
Ziff,  professor  in  internal 
medicine:  Bruce  D.  Fallis, 
professor  in  pathology: 
and  James  M.  Shultz, 
intern  in  pathology. 

Edwin  H.  Eigenbrodt, 
assistant  professor  in 
pathology,  is  guest  editor 
for  this  series. 


SPECIAL  ARTICLE 

26  Model  Cities  and 
Neighborhood  Service 
Centers 

Roy  E.  Westerfield  of  Dallas 
is  assistant  regional  director 
for  program  coordination. 
Region  VII,  Department  of 
Health,  Education,  and  Wel- 
fare. A graduate  of  South- 
ern Methodist  University, 
he  has  worked  with  HEW 
since  1950.  Mr.  Westerfield 
is  active  in  Dallas’  YMCA, 
youth  baseball  programs, 
and  United  Fund.  In  this 
article,  he  explains  two  sep- 
arate programs  through 
which  communities  may 
concentrate  and  coordinate 
available  resources  to  up- 
grade the  quality  of  life  in 
specific  geographical  areas. 

EDITORIALS 

23  The  Third  Party  and 
Individual  Responsibility 

Charles  D.  Bussey 

24  Cryosurgery  for 
Acromegaly 

Thomas  A.  Waltz 

25  Direct  Billing  Has 
Many  Advantages 

Charles  Max  Cole 
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103  Special  Article: 
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Coming  Meetings 

117  Medicine  in  Literature 

121  New  Books  in 
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122  Recent  Deaths 
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ON  THE  COVER 

That  hand  might  belong  to 
your  next  patient.  If  he’s 
lucky,  someone  will  pull 
him  out  of  the  water,  give 
him  first  aid,  and  get  him 
to  the  nearest  physician  or 
hospital.  Recently,  the  em- 
phasis in  treating  the  near- 
drowning victim  has  shifted 
away  from  fluid  and  electro- 
lyte disturbances  and  has 
focused  on  ventilation,  hy- 
poxemia, circulation,  and 
acidosis.  The  article  begin- 
ning on  page  32  provides 
up-to-date  information  on 
clinical  management. 


NEXT  MONTH 

Reorganization  of  Texas’ 
general  psychiatric  hospi- 
tals into  the  unit  system 
has  opened  the  way  to  more 
effective  treatment  of  the 
mentally  ill,  and  also  en- 
couraged communication 
and  cooperation  between 
state  hospital  unit  staffs 
and  the  communities  they 
serve.  The  reasons  for  and 
results  of  this  reorganiza- 
tion will  be  presented  in 
September.  Also,  we  will 
publish  the  article  which 
won  Texas  Medicine’s  fourth 
annual  award  for  scientific 
writing  by  a Texas  medical 
student.  Other  articles  will 
be  on  hypertension  in  the 
young  athlete,  diagnosis  of 
surgically  remediable  hyper- 
tension, and  a new  tub 
which  facilitates  care  of  se- 
verely burned  patients. 
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Kolantyll 

Kolantyl  Gel/ Wafers  contain 
antacids,  and  Bentyl®  (dicyclomine 
hydrochloride)  too. 


Merrell 


The  Wm.  S.  Merrell  Company 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 


Now 

he  will  find  out 
what  BLUE  CROSS®and 
BLUE  SHIELD® 
really  mean 


He  may  be  unconscious  when  he  enters  the  hospital; 
but  that  BLUE  CROSS^®  and  BLUE  SHIELD®'  I.D. 
card  in  his  billfold  means  one  thing  — that  Blue 
Cross  and  Blue  Shield  have  already  arranged  in 
advance  for  so  very  much  of  what  the  doctor  will 
prescribe  for  him  in  the  hospital.  It’s  better  than 
a credit  card. 

Blue  Cross  and  Blue  Shield  go  far  beyond 
paying  for  needed  hospital  and  doctor  services. 
Highly  trained  Blue  Cross  and  Blue  Shield  pro- 


fessionals work  constantly  with  the  hospitals  and 
the  doctors  to  improve  service  and  help  hold  down 
costs.  The  fact  is,  Blue  Cross  started  the  whole 
big  wonderful  idea  of  prepaying  the  hospital-medi- 
cal care  we’re  going  to  need  sometime.  It  has  been 
a shoulder-to-shoulder  relationship  — hospital, 
doctor  and  Blue  Cross  and  Blue  Shield  — ever 
since. 

No  wonder  — 

^^®rybody's  ^^^9sp> 


BLUE  CROSS^and  BLUE  SHIELD 


1®' 


Hospital  and  Health  Care  Coverage 

(GROUP  HOSPITAL  SERVICE,  INC.) 


Medical  and  Surgical  Benefits 

(GROUP  UFE  A HEALTH  INSURANCE  COMPANY) 


OF  TEXAS 

MAIN  AT  NORTH  CENTRAL  EXPRESSWAY  ■ DALLAS,  TEXAS  75222 


American  Hospital  Association 
National  Association  of  Blue  Shield  Plans 
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For  musculo-skeletal  pain, 


tryNorgesicfirst. . . 

8of  10  patients  probably  won’t 
need  anything  stronger 


Norgesic  offers  predictable  relief  in  approxi- 
mately 80%  of  patients  with  painful  musculo- 
skeletal disorders.  It  provides  both  effective 
analgesia  and  relief  of  associated  muscle 
spasm.  Norgesic  works  quickly,  usually  pro- 
ducing a high  level  of  analgesia  within  two 
hours,  and  relief  is  sustained  for  four  hours  or 
longer. 

For  the  relief  of  acute  mild  to  moderate  pain 
associated  with  musculo-skeletal  disorders, 
try  Norgesic  first... eight  of  ten  patients  proba- 
bly won’t  need  anything  stronger. 


Indications:  Symptomatic  relief  of  acute  mild  to  moderate 
pain  of  musculo-skeletal  origin. 

Contraindications:  Due  to  the  mild  anticholinergic  effect 
of  orphenadrine,  Norgesic  should  not  be  used  in  patients  with 
glaucoma,  pyloric  or  duodenal  obstruction,  stenosing  peptic 
ulcers,  prostatic  hypertrophy,  obstructions  at  the  bladder  neck, 
achalasia  (megaesophagus),  myasthenia  gravis  or  in  patients 
known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine.  Do 
not  use  propoxyphene  (Darvon®)  concurrently. 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of 
this  preparation  in  pregnancy,  during  lactation,  or  in  the  child- 
bearing age  has  not  been  established,  use  of  the  drug  in  such 
patients  requires  that  the  potential  benefits  of  the  drug  be 
weighed  against  its  possible  hazard  to  the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug 
in  children  has  not  been  established;  therefore,  the  physician 
must  weigh  the  benefits  against  the  potential  hazards. 

Precautions:  Recent  studies  have  indicated  that  prolonged 
excessive  use  of  phenacetin  may  result  in  nephrotoxicity. 
Caution  should  therefore  be  exercised  when  administering 
Norgesic  to  patients  with  renal  insufficiency.  It  should  also  be 
used  with  caution  in  patients  with  tachycardia. 

Adverse  reactions:  Side  effects  of  Norgesic  are  those  usu- 
ally associated  with  APC  or  mild  anticholinergic  agents.  These 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  re- 
tention, dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  in- 
creased intraocular  tension,  weakness,  nausea,  vomiting, 
headache,  dizziness,  constipation,  drowsiness,  and  rarely, 
urticaria  and  other  dermatoses.  Infrequently,  mental  confusion 
in  the  elderly,  mild  central  excitation  and  occasional  halluci- 
nations. These  mild  side  effects  are  usually  eliminated  by  re- 
duction in  dosage.  One  case  of  aplastic  anemia,  with  no 
established  causal  relationship,  has  been  reported. 

Dosage  and  administration:  Adults  — 1 to  2 tablets  3 to  4 
times  daily. 

For  more  detailed  prescribing  intormation, 
see  Package  Circular  or  PDR. 


NORGESIC 


@ 


(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg., 
phenacetin.  160  mg.,  caffeine.  30  mg.) 

non-narcotic  analgesic 

Riker  Laboratories,  Northridge,  California  91324 

Div.  Dart  Industries  Inc. 

Sponsors  ol  Riker  Service— 

the  complimentary  classified  service  lor  physicians. 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE”"  Applicator 
a routine  part  of  your  physical  examinations? 

TUBERCULIK 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.Y. 

472-9 


T.  ROWE  PRICE 
GROWTH  STOCK 
^ FUND,  m. 

Est.  1950 

A HO-LOAD  FUMD 

Investing  in  stocks 
carefully  selected  for  long  term 
growth  possibilities 

Individuals  & institutions 
are  invited  to  request  free  prospectus 


1 

■ 

T.  Rowe  Price  Growth  Stock  Fund,  Inc.  i 

One  Charles  Center,  Dept.  F-1 

Baltimore,  Md.  21201  Phone  (301)  539-1992 

1 

1 

Mimf  j 

1 

■ 

■ 

H 

■ 

1 

1 Addrcsit  j 

1 

1 
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TEPANIL — the  right  start  in  support  of  the 
weight-Gontrol  program  you  recommend.  It 
reduces  the  appetite.  Doesn’t  kill  it.  Weight 
loss  is  significant-— gradual™yet  there  is  a 
relatively  low  incidence  of  CNS  stimula- 
Because  TEPANIL  works  on  the 


appetite,  not  on  the  "nerves." 

Contraindications;  Concurrently  with  AAAO  inhibitors,  in  patients 
hypersensitive  to  this  drug;  in  emotionally  unstable  potients 
susceptible  to  drug  abuse. 

Warning:  Although  generolly  safer  than  the  omphetamines, 
use  with  great  caution  in  patients  with  severe  hypertension  or 
severe  cardiovascular  disease.  Do  not  use  during  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh  potentiai  risks. 

Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  ther* 
apy,  unpleasant  symptoms  with  diefhylpropion  hydrochloride  have  been  reported 
to  Occur  in  relatively  low  incidence, 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CMS  effects  such  as 
insomnia,  nervousness,  di^riness,  anxiety,  and  jitteriness.  In  contrast,  CNS  depression  has  been 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  as  fachycardio,  precordial 
pain,  arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report  described 
T.waye  changes  in  the  ECG  of  o healthy  young  male  after  ingestion  of  diethylpropion  hydro- 
chloride;  this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  phenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymosis,ond  erythema. 
Gastrointestinal  effects  such  as  diarrhea,  constipation,  nousea,  vomiting,  and  abdominot  discom- 
fort hove  been  reported. 

Specific  reports  on  the  hemotOpoietie  system  include  two  each  of  bone  marrow  depression, 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  odverse  reactions  hove  been  reported  by  physicians.  These  indude 
complaints  such  as  dry  mouth,  heodache,  dyspnea,  menstruai  upset,  hoir  loss,  muscle  pain, 
decreased  libido,  dysuria,  and  polyurio. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swallowed 
whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  doily,  one  hour  before 
meals.  If  desired,  on  additional  tablet  may  be  given  in  midevening  to  overcome  night  hungef. 
Use  in  children  under  12  years  of  age  is  not  recommended. 


TepanilTen-tab 

(diethylpropion  hydrochloride) 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA.  PENNSYLVANIA  19144  r-eiBA  a.s.  patent  no.  3,ooi,,sio  s/e? 


“anorectal 

disorders” 


This  Rectopath  Model 

may  help  you  explain 
certain  anorectal  disorders 
to  some  of  your  patients. 

It  is  yours  on  request. 


See  next  page  for  details. 


“anorectal 

disorder” 


includes  a range  of  problems. 
For  symptomatic  relief 
in  some  of  these  disorders 
consider  a member  of 
the  Anusol  Family. . . 


One  suppository  morning 
and  evening  and  after 
each  bowel  movement. 


ANUSOE 

soothing,  palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 

Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  (1.7.5%),  benzyl  benzoate 
(1.2%),  Peruvian  balsam  (1.8%),  zinc  oxide  (1 1.0%),  and  boric 
acid  (5.0%),  plus  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUSOL-HC 

prompt  reduction  of  inflammation  plus  the 
soothing  effects  of  regular  Anusol. 

Each  ANUSOL-HC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula,  10  mg.  hydrocortisone  acetate. 

Precautions:  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 

ANUGESIC 

when  severe  pain  requires  prompt  relief, 
pramoxine  HCl  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains:  61  mg.  bismuth  sub- 
gallate, 47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate,  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients:  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil,  and  certified  coloring  in  a cacao  butter  base. 

Precautions:  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 

Also  available : anusol®  ointment  and  anugesic®  ointment 


Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J. 


The  Rectopath  Model 
is  available  from  your 
Warner-Chilcott  repre- 
sentative or  upon  request 
from  Warner-Chilcott 
Labs.,  Morris  Plains, 
New  Jersey  07950. 


AN.IN.91-4C 


When  disease  is  ruled  out 
and  psychie  tension  is  implicated 

\hlllllll®  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcitec 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  hver  function  tests  advisable 
during  long-term  therapy. 


Roche 

LABORATORIES 


Division  of  Holfmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


The  lowest  priced  tetracycline-nystatin  combination  available 


Precision-engineered,  functionally-built  equipment 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac* 
tion  in  mind  . • . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


Treatment  Units 
from  $130 

Patient  Chair  $265  (shown) 
Physician  Stool  $35  (shown) 
Instrument  Table  $50  (shown) 


NEW  CATALOG  NOW  AVAILABLE 

SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 

Established  Over  40  Years 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 
22  oz.  economy 


Factory  Direct  Sales 
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TEXAS  MEDICINE 


VoSoL**  IS  VIRTUALLY  100%  EFFECTIVE  IN  SWIMMER'S  EAR  ...  BACTERIAL.  FUNGAL  OR  BOTH 


• bactericidal/fungicidal  action  so  dependable  it's  virtually  100%  effective  in  external 
otitis  • cidal  effect  is  immediate  against  all  pathogens  linked  to  external  otitis  • rapid 
antiinflammatory— antiinfective— antipruritic  action  •'  no  risk  of  antibiotic  sensitivity  or 
development  of  resistant  strains  — not  an  antibiotic  — not  a sulfonamide 


For  prevention  and  treatment 
of  otitis  externa. 


When  otitis  externa  is  complicated  by 
inflammation,  seborrheic  dermatitis,  allergic 
eczema  or  psoriasis 


VoSoL* 


Otic  Solution 

Ingredients; 

1 . 2-propanediol  djacetate  3.0% 
acetic  acid  2,0% 

benzethonium  chloride  0 02% 

in  a propylene  glycol  vehicle 
containing  0.015%  sodium  acetate. 


VoSoC 

Otic  Solution 

Ingredients  of  VoSol 
plus  1%  Hydrocortisone 


INDICATIONS;  VoSol:  For  the  treatment  and  prevention  of  otitis  externa.  VoSol  HC:  Indicated  when  the  otitis  is  com- 
plicated by  inflammation  or  when  the  otitis  is  associated  with  seborrheic  dermatitis,  allergic  eczema,  psoriasis  or  other 
non-infectious  conditions.  PRECAUTIONS:  As  safety  of  topical  steroids  during  pregnancy  has  not  been  confirmed,  they 
should  not  be  used  for  an  extended  period  during  pregnancy.  Systemic  side  effects  may  occur  with  extensive  use  of 
steroids.  CONTRAINDIOATIONS:  As  with  all  drugs,  sensitivity  to  any  of  the  constituents  of  these  preparations  is  a 
contraindication  to  their  use;  perforated  tympanic  membranes  are  frequently  considered  a contraindication  to  the  use 
of  external  ear  canal  medication.  AVAILABILITY.  VoSol  15cc.  VoSol  HC  I'hcc.  Both  preparations  in  measured  drop, 
safety-tip  plastic  bottles. 


May  1969  WAMPOLE  LABORATORIES  Div.  Denver  Chemical  Mfg.  Co.,  Stamford,  Ct.  06904  voad-i 
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Convalescing ...  but  still  a long  way  to  go. 
Anxiety  can  make  it  even  longer. 


Convalescence  following  medical  or  surgical  procedures  may  be  almost 
endless  to  an  anxious  patient.  And,  indeed,  anxiety  with  some  patients 
actually  retards  progress — for  example,  by  inducing  insomnia  and  reducing 
cooperation. 

As  physicians  have  found  during  nearly  15  years  of  widespread  use,  Equanil 
may  be  a beneficial  part  of  aftercare.  It  helps  relieve  anxiety  and  tension, 
thus  often  aiding  your  primary  therapy. 


Indications;  For  use  in  management  of 
anxiety  and  tension  occurring  alone  or  as 
accompanying  symptom  complex  to  med- 
ical and  surgical  disorders  and  pro- 
cedures. Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and 
related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity 
to  meprobamate. 

Important  Precautions;  Carefully  super- 
vise dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  has 
been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as 
alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  exces- 
sive dosage,  reduce  dosage  gradually  to 
avoid  possibly  severe  withdrawal  reac- 
tions. Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epilepti- 
form seizures. 

Warn  patients  of  possible  reduced  alcohol 
tolerance,  with  resultant  slowing  of  reac- 
tion time  and  impairment  of  judgment  and 
coordination. 

Reduce  dose  if  drowsiness,  ataxia  or 
visual  disturbance  occurs;  if  persistent, 
patients  should  not  operate  vehicles  or 
dangerous  machinery. 

Side  Effects  include  drowsiness,  usually 
transient:  if  persistent  and  associated  with 
ataxia,  usually  responds  to  dose  reduc- 
tion; occasionally  concomitant  CNS  stim- 
ulants (amphetamine,  mephentermine 
sulfate)  are  desirable.  Allergic  or  idio- 
syncratic reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  mepro- 
bamate. Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of 
reactions.  Mild  reactions  are  charac- 
terized by  itchy  urticarial  or  erythematous 
rnaculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocyto- 
penic purpura  with  cutaneous  petechiae, 
ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  One  fatal  case  of 
bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone 
has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped 
and  not  reinstituted.  Severe  reactions, 


observed  very  rarely,  include  angioneu- 
rotic edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal 
case),  anaphylaxis,  stomatitis  and  proc- 
titis 0 case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely, 
almost  always  in  presence  of  known  toxic 
agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  con- 
tinuous administration. 

Meprobamate  may  sometimes  precipitate 
grand  mal  attacks  in  patients  susceptible 
to  both  grand  and  petit  mal.  Extremely 
large  doses  can  produce  rhythmic  fast 
activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has 
been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw 
gradually  (1  or  2 weeks)  to  avoid  recur- 
rence of  pretreatment  symptoms  (insom- 
nia, severe  anxiety,  anorexia).  Abrupt 
discontinuance  of  excessive  doses  has 
sometimes  resulted  in  vomiting,  ataxia, 
tremors,  muscle  twitching  and  epilepti- 
form seizures.  Prescribe  very  cautiously 
and  in  small  amounts  for  patients  with 
suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor 
and  respiratory  collapse  and  anuria.  Ex- 
cessive doses  have  resulted  in  prompt 
sleep;  reduction  of  blood  pressure,  pulse 
and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with 
immediate  gastric  lavage  and  appropriate 
syrjiptomatic  therapy.  (CNS  stimulants 
and  pressor  amines  as  indicated.)  Doses 
above  2400  mg. /day  are  not  recom- 
mended. 

Composition;  Tablets,  200  mg.  and  400 
mg.  meprobamate.  Coated  Tablets, 
WYSEALS®  EQUANIL  (meprobamate)  400 
mg.  (All  tablets  also  available  in 
REDIPAK®  [strip  pack],  Wyeth.)  Contin- 
uous-Release Capsules,  EQUANIL  L-A 
(meprobamate)  400  mg. 

EQUANIC  ra 

(meprobamate) 

Wyeth  Laboratories  Philadelphia,  Pa, 
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A little  Hygrotori 

chlorthalidone 


HY-6674 


can  worka  long  diureric  day 


all  the  way  from  one  daily  tablet  to  the  next 
to  help  control  edema  and  hypertension 

Its  prolonged  action  usually  provides  smooth,  sustained  diuretic 
effectiveness:  real  one-a-day  dosage,  right  from  the  start;  convenience 
and  economy. 

Hygroton,  chlorthalidone,  can  cause  side  effects.  And  it's  contra- 
indicated in  hypersensitivity  to  the  drug  and  severe  renal  and 
hepatic  diseases. 


Check  the  prescribing  information.  It's  summarized  on  the  next  page. 


Geigy 


A little  Hygrotoif  can  work  a long  diuretic  day 

chlorthalidone 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or  . 
hepatic  diseases. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supplements, 
which  should  be  used  only  when  ade- 
quate dietary  supplementation  is  not 
practical,  the  possibility  of  small-bowel 
lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  been 
required  frequently  and  deaths  have 
occurred.  Discontinue  enteric-coated 
potassium  supplements  immediately  if 
abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding 
occur. 

Use  with  caution  in  pregnant  women 
and  nursing  mothers  since  the  drug 
may  cross  the  placental  barrier  and 
appear  in  cord  blood  and  since  thia- 
zides may  appear  in  breast  milk.  The 
drug  may  result  in  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which 
have  occurred  in  the  adult.  When  used 
in  women  of  childbearing  age,  balance 
benefits  of  drug  against  possible  haz- 
ards to  fetus. 


Precautions:  Antihypertensive  therapy 
with  this  drug  should  always  be  initi- 
ated cautiously  in  postsympathectomy 
patients  and  in  patients  receiving 
ganglionic  blocking  agents,  other 
potent  anti  hypertensive  drugs  or 
curare.  Reduce  dosage  of  concomitant 
anti  hypertensive  agents  by  at  least 
one-half.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If 
potassium  depletion  should  occur  dur- 
ing therapy,  the  drug  should  be  dis- 
continued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  consti- 
pation and  cramping,  dizziness,  weak- 
ness, restlessness,  hyperglycemia, 
glycosuria,  hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 


sion, which  may  be  potentiated  when 
chlorthalidone  is  combined  with  bar- 
biturates, narcotics  or  alcohol,  aplastic 
anemia,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  impotence, 
dysuria,  transient  myopia,  skin  rashes, 
urticaria,  purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.  I. 
symptoms  develop  after  prolonged 
administration.  C>ther  reactions  re- 
ported with  this  class  of  compounds 
include;  jaundice,  xanthopsia,  pares- 
thesia, and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every  other 
day. 

Availability:  White,  single-scored  tab- 
lets of  100  mg.  and  aqua  tablets  of  50 
mg.,  in  bottles  of  100  and  1000. 
(B)46-230-E 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


HY.6674 


your  patient  can  feel  better 
while  he’s  gettii^  better 

Achrocidin 

Tetracycline  HCI— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


When  it’s  more  than  a bad  cold 


In  tetracycline-sensitive  bacterial  injection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription -prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointeslinal— anorexia.,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial— bulging  fontanels  in  young  infants. 
Tee//!- yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  L/vcr— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 


348-8 


Our  travel-pak 
for  summer  cold 
and  allei^ 
sufferers. 


Novahistine  LP  can  speed  your 
patients  on  their  way,  by  providing 
prompt  and  continuous  relief  from  the 
symptoms  of  summer  colds  and 
allergies.  These  continuous-release 
tablets  contain  a vasoconstrictor- 
antihistamine  formulation  that  goes  to 
work  rapidly  and  lasts  for  hours. 

Even  when  nasal  congestion  is  caused 
by  repeated  allergic  episodes,  the 
convenient  twice-a-day  dosage  of 
Novahistine  LP  makes  it  easy  for  most 


patients  to  enjoy  relief  all  day  and 
all  night.  When  symptoms  are  severe, 
a third  dose  of  one  or  two  tablets  may 
be  safely  given.  Use  with  caution  in 
patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory 
patients  that  drowsiness  may  result. 

PITMAN-MOORE  Division  of 
The  Dow  Chemical  Company, 
Indianapolis,  Indiana. 


Novahistine' 
LR 


decongestant 


(Each  tablet  contains  25  mg.  of  phenylephrine 
hydrochloride  and  4 mg.  of  chlorpheniramine 
maleate.) 
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Darvon* 

Compound-  65 


Each  Pulvule®  contains  65  mg.  propoxyphene 
hydrochloride,  227  mg.  aspirin,  162  mg.  phenac- 
etin,  and  32.4  mg.  caffeine. 


900252 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206. 
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I Editorial 


THE  THIRD  PARTY  AND  INDIVIDUAL  RESPONSIBILITY 


i We  Texas  Medical  Association 
physicians  have  heard  a great  deal 
i about  the  third  party  and  individual 
i responsibility.  Most  of  what  we 
I have  heard  is  for  the  latter  and 

: against  the  former.  I would  like  to 

1 

discuss  each  of  these, 
i First,  who  is  the  third  party 

and  what  is  individual  responsibility? 

! As  I understand  it,  the  third  party 
^ is  one  who  comes  between  the 
patient  and  his  physician  in  the 
matter  of  the  patient’s  free  choice 
of  physician,  and  more  particularly 
j in  the  matter  of  the  physician’s 
S freedom  to  charge  for  his  services 
[ as  he  values  them,  while  individual 
{ responsibility  has  to  do  with  the 
1 patient’s  responsibility  to  pay 
1 the  physician  for  services  rendered. 

Specifically,  the  third  party  is 
I (1)  the  health  insurance  industry, 

' including  Blue  Cross-Blue  Shield, 
j and  (2)  the  state  or  federal 
i government  or  an  agency  of  either. 

Since  so  much  has  been  said 
i against  the  third  party,  I would 
like  to  speak  on  its  behalf.  First, 
however,  I think  that  a third  party 
exists  today  simply  because  the 
public — our  patients — for  several 
years  has  sought  to  defray  hospital 
and  medical  costs,  by  necessity, 
i through  voluntary  health  insurance. 

' And,  equally  important,  in  recent 
i years  the  people  have  come  to 
! regard  medical  and  hospital 
! services  as  a right,  and  to  expect 
i their  employers — and  to  an  increas- 


ing degree,  their  government — to 
provide  it.  If  I had  to  give  reasons 
why  this  is  so,  I would  say  that  it 
is  because  of  high  taxation,  and 
because  we  all  have  difficulty  in 
saving  for  even  everyday  illness, 
let  alone  catastrophic  illness. 

As  for  the  third  party  health 
insurance  industry,  I like  it.  I like  it 
first  of  all  for  a purely  selfish 
reason — insurance  makes  it  possible 
for  me  to  collect  for  my  profes- 
sional services  as  a surgeon. 

No  patient,  not  even  the  few  who 
are  financially  able,  pay  until 
after  the  insurance  check  is 
received.  Perhaps  you  know  how 
it  is:  “Let  me  know.  Doctor,  if  there 
is  any  balance  after  my  insurance 
company  pays.’’  The  reason  I do 
not  think  this  is  so  bad  is  because 
1 do  not  think  my  patient  could 
pay  without  the  help  of  insurance; 
without  it,  there  would  be  no  way 
for  me  to  have  collected  some 
99%  of  all  my  1968  accounts. 

The  second  reason  that  I like  the 
third  party  health  insurance 
industry  is  that  this  is  all  we  phy- 
sicians have  to  protect  us  against 
another  third  party — government- 
supplied  health  and  medical  care — 
which  I do  not  like  except  in  cases 
of  actual  need  on  the  part  of  the 
patient.  In  other  words,  if  voluntary 
health  insurance  fails  to  meet  the 
demand  for  help  in  budgeting 
medical  needs,  our  patients  will 
increase  the  demand  for  government 
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to  supply  medical  care  as  a right.  Certainly 
our  government  has  shown  its  willingness 
to  provide  more  and  more  medical  care 
at  the  public’s  request. 

These,  then,  are  the  reasons  why  I am 
for  the  third  party  health  insurance  industry. 

It  is  not  because  I think  all  insurance 
companies  are  perfect,  because  I love  to 
fill  out  insurance  forms,  or  because  I like  to 
wait  4 to  12  weeks  for  my  check.  I,  too, 
dislike  having  my  records  checked  to  determine 
medical  necessity,  and  having  a fee 
questioned.  I find  it  tedious  to  fill  out  insurance 
questionnaires,  even  though  I feel 
some  responsibility  to  help  my  patient 
obtain  that  to  which  he  is  entitled,  and  even 
some  responsibility  to  help  the  insurance 
industry  avoid  insuring  someone  who  is 
actually  uninsurable.  Nevertheless,  I am 
aware  that  all  these  things  are  important  for 
the  insurance  industry  to  successfully  serve 
the  policyholder  who  is  my  patient. 

I have  supported  the  third  party  health 
insurance  industry  and  indicated  that  I am 
not  exactly  for  third  party  government-supplied 
hospital  and  medical  care  except  in  the  case 
of  need.  Now,  what  about  individual  responsi- 
bility? In  essence,  I think  it  can  coexist, 
comfortably  and  logically,  with  third  party 
health  insurance.  When  a patient  who  has  a 
good  health  insurance  policy  comes  to  my 
office  to  discuss  an  operation,  it  seems  to  me 
that  he  has  provided  for  himself  and  his 
family  some  financial  protection  against 
unexpected  illness,  just  as  we  all  provide  for 
some  emergencies  by  purchasing  home,  car, 
and  other  kinds  of  insurance.  I think  that 
such  a patient  already  has  accepted  his 
obligations,  has  taken  reasonable  steps  to 
fulfill  them,  and  deserves  an  “A”  for 
individual  responsibility. 

Charles  D.  Bussey,  MD,  Dallas, 

TMA  Representative,  Hospitals-lnsurance-Physicians 
Joint  Advisory  Committee. 


CRYOSURGERY  FOR  ACROMEGALY 

Traditional  therapy  for  acromegaly  is  totally 
inadequate.  Modern  endocrinology  has 
proven  that  radiotherapy  (except  heavy  particle 
radiation)  is  incapable  of  reversing  the 
endocrine  abnormalities  of  excess  grov\4h 
hormone,  diabetes,  and  their  complications. 

It  provides  only  the  most  transient  benefit, 
with  partial  resolution  of  headache  and 
arrest  of  compression  of  the  visual  apparatus, 
should  this  exist. 

Cryogenic  lesions,  coupled  with  the  usual 
pathologic  anatomy  in  acromegaly,  permit 
return  of  normal  pituitary  function  in  a 
significant  percentage  of  patients.  The 
eosinophilic  adenoma  of  the  pituitary  usually 
crowds  the  normal  pituitary  gland  to  the 
periphery  of  the  sella,  where  its  function  is 
diminished  by  pressure  from  the 
expanding  tumor. 

Cryogenic  lesions,  made  by  introducing  a 
cold  probe  stereotactically  up  the  nose,  are 
not  symmetrical.  Their  shape  is  affected 
significantly  by  the  blood  flow  in  the  tissues. 
The  normal  pituitary  gland,  pressed  against  the 
side  of  the  sella,  is  contiguous  to  the  caver- 
nous sinus  and  carotid  artery  so  that  the 
gland  is  spared  the  freezing  that  affects  the 
more  central  tumor.  Once  the  necrotic 
tumor  shrinks,  the  previously  compressed 
gland  frequently  will  resume  normal  function. 

Neither  conventional  radiotherapy,  cobalt 
therapy,  heavy  particle  radiation,  nor  open 
surgical  treatment  by  the  transfrontal  or 
transethmoidal  routes  offer  the  advantages  of 
cryosurgery  for  the  eosinophilic  adenoma 
of  acromegaly.  Cryohypophysectomy  is  now 
readily  available  at  a low  risk,  and  should  be 
used  in  most  cases  of  active  acromegaly. 

Thomas  A.  Waltz,  MD,  Houston. 
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Direct  Billing  Has  Many  Advantages 


It  is  certain  that  the  federal 
government  will  assume  an 
increasingly  greater  role  in  the 
financing  of  medical  care  in  this 
country.  Recognizing  the  problems 
that  will  arise  from  this  involvement, 
onr  Association,  as  well  as  the 
American  Medical  Association,  has 
taken  a stand  endorsing  direct 
billing  of  the  patient  for  medical 
services.  At  this  time  in  all  govern- 
ment programs  except  Medicaid,  the 
physician  has  the  choice  of  billing 
the  patient  directly  or  accepting  an 
assignment  from  the  patient  for 
submission  to  the  insurance  carrier. 
Our  Association  feels  that  physicians 
should  be  aw^are  of  the  many 
advantages  of  direct  billing. 

First,  direct  billing  best  maintains 
the  individual  patient-doctor  relation- 
ship and  relegates  the  third  party 
to  a supportive  role. 

Second,  direct  billing  causes 
the  least  misunderstanding  between 
doctor  and  patient.  This  is  particu- 
larly true  if  the  physician  is  willing 
to  discuss  fees  with  the  patient 
and  if  he  is  careful  to  point  out 
unusual  situations  which  result  in 
higher  than  usual  fees. 

Third,  direct  billing  demands  the 
least  time  from  the  physician 
and  from  his  office  staff. 

Fourth,  it  reduces  the  multitude 
of  complexities  involved  in  taking 
assignments.  More  specifically, 
the  physician  does  not  have  to  be 
concerned  with  factors  such  as  the 
eligibility  status  of  the  patient, 
deductibles  and  coinsurance,  and  the 
question  of  which  services  are 
covered  and  wdiich  are  not. 

Nevertheless,  we  must  accept  it 
as  our  obligation  to  assist  our 
patients  in  the  filing  of  their  owm 
claims.  In  most  instances,  a 
diagnosis  and  an  itemized  statement 
will  be  sufficient.  An  elderly  or  an 
uninformed  patient  will  occasionally 
need  greater  assistance,  and  wdien 
this  need  is  apparent  we  should 
cooperate. 

The  original  federal  legislation 
establishing  the  Medicaid  program 
prohibited  reimbursement  of  these 
patients  for  medical  expenses. 

In  the  last  Congress,  we  successfully 
obtained  a modification  of  the  law. 


Avhich  will  permit  direct  billing 
of  the  so-called  “medically  needy” 
when  that  group  is  included  in  the 
Texas  program.  At  present  all 
Medicaid  benefits  are  limited  to  cash 
recipients  of  welfare,  and  both 
federal  and  state  laws  prohibit 
reimbursing  these  patients  for 
medical  expenses. 

One  current  exception  to  this 
prohibition  does  exist.  The  Texas 
State  Department  of  Public  Welfare 
has  chosen  to  “buy  in”  to  Medicare 
for  its  Medicaid  recipients  who  are 
over  the  age  of  65.  These  patients 
are  thus  subject  to  the  rules  of 
Medicare,  and  direct  billing  is 
permissible.  However,  the  welfare 
department  is  not  able  to  reimburse 
these  recipients  for  the  $50  deductible 
or  for  the  20%  coinsurance  as  it 
would  be  able  to  do  if  it  \vere  paying 
the  physician  directly.  The  phy- 
sician who  wdshes  to  bill  such 
patients  directly  should  feel  a moral 
obligation  to  explain  to  the  patients 
that  they  will  not  be  reimbursed 
for  the  $50  deductible  or 
for  the  20%  coinsurance. 


Charles  Max  Cole,  MD,  President, 
Texas  Medical  Association 
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Model  Cities 

and 

Neighborhood  Service  Centers 


ROY  E.  WESTERFIELD 


The  Model  Cities  Program  and  the 
Neighborhood  Service  Center  Pilot 
Projects  are  two  separate  programs, 
but  both  are  meant  to  upgrade  the 
quality  of  life  in  a limited  geograph- 
ical area. 

The  trend  toward  urbanization  is 
universal  and  unmistakable.  There 
are  many  reasons,  but  the  most 
basic  and  obvious  is  that  we  want 
it  that  way.  Cities  offer  hope  and 
opportunity  for  a better  life.  Yet,  the 
American  city  is  increasingly  a place 
of  paradox,  contradiction,  and  clash- 
ing social  and  economic  forces. 

Our  nation  prospers  and  yet  pov- 
erty persists.  Many  of  our  fellow 
citizens  are  moving  to  cities  in 
search  of  a way  out  of  that  plight. 
Even  aside  from  the  grave  question 
of  poverty,  communities  large  and 
small  have  insufficient  resources 
either  to  solve  the  problems  they 
already  have,  or  the  problems  com- 
pounded by  in  migration. 

The  involvement  of  the  federal 
government  in  helping  urban  com- 
munities is  relatively  new  as  com- 
pared with  some  nations,  but  quite 
old  as  compared  with  others.  Never- 
theless, it  has  been  substantial  and 
it  has  been  increasing;  aids  to  urban 
areas  come  from  almost  every  de- 
partment and  many  agencies.  But  in 
all  of  these  new  and  renewed  efforts 
— in  housing,  urban  rebuilding,  com- 
batting poverty,  aid  to  education, 
medical  care,  and  helping  the  unem- 
ployed— one  obvious  conclusion  is 
that  these  vast  resources  must  be 
pulled  together  into  some  better, 
more  efficient,  rational,  and  coherent 
system. 

In  January  1966,  a proposal  pre- 
sented to  Congress  showed  the  need 


for  an  urban  improvement  effort 
that  would  be  larger  in  scope,  more 
comprehensive,  and  more  concen- 
trated than  any  previously.  “We 
know  that  cities  can  stimulate  the 
best  in  man,  and  aggravate  the 
worst,”  the  proposal  stated.  “We 
know  the  convenience  of  city  life, 
and  its  paralysis.  We  know  its  prom- 
ise, and  its  dark  foreboding.”  In 
November  1966,  Congress  enacted 
the  proposal  in  a law  which  begins: 
“The  Congress  hereby  finds  and  de- 
clares that  improving  the  quality  of 
urban  life  is  the  most  critical  do- 
mestic problem  facing  the  United 
States.” 

In  brief,  the  Model  Cities  Program 
is  a federal  effort  to  assist  selected 
local  communities  to  develop  and 
implement  comprehensive  demon- 
strations that  will  focus  on  human 
problems,  and  rebuild  slums  or 
blighted  areas.  They  will  provide  bet- 
ter public  facilities  and  services,  but 
most  of  all  they  should  improve  the 
opportunities  and  living  conditions 
for  the  people  who  live  there. 

The  program  begins  with  the  local 
community  developing  a plan  for 
concentrating  assistance  in  the  des- 
ignated neighborhood.  Paramount 
emphases  include  expanding  hous- 
ing, job,  and  income  opportunities: 
reducing  dependence  on  welfare 
payments;  improving  educational  fa- 
cilities and  programs;  combatting 
disease  and  ill  health;  enhancing 
recreational  and  cultural  opportuni- 
ties; and  establishing  better  access 
between  homes  and  jobs. 

Considering  the  history  of  federal 
urban  aid,  the  unique  part  of  this 
program  is  that  its  multiple  factors 
are  consolidated  into  one  effort. 


which  demands  coordination;  and 
that  all  aspects  are  applied  to  single 
areas  or  neighborhoods,  which  de- 
mands concentration  of  the  kind 
that  can  bring  visible,  tangible  re- 
sults. It  can  draw  upon  many  re- 
sources— federal  agencies,  local  and 
state  governments,  and  private  as 
well  as  public  charitable,  social,  or 
welfare  agencies. 

Federal  leadership  rests  with  the 
Department  of  Housing  and  Urban 
Development.  At  the  state  level  it  is 
with  the  governor,  and  at  the  local 
level  with  the  mayor.  Perhaps  for  the 
first  time,  local  leadership  can  be 
mobilized  in  such  a way  that  resi- 
dents are  planning  their  own  com- 
munities and  their  own  futures.  This 
program  must  mean  a measure  of 
cooperation  that  is  unprecedented — 
new  habits,  new  relationships,  new 
patterns  of  thinking  for  almost  ev- 
eryone and  every  institution  involved. 

Model  Cities  money  will  pay  for 
much  of  the  planning  process,  and 
for  substantial  portions  of  what  the 
local  communities  would  have  to  pay 
to  qualify  for  many  of  the  federal 
programs.  But  these  supplementary 
funds  need  not  be  tied  to  any  con- 
tinuing program.  In  fact,  the  com- 
munities are  urged  to  use  these 
funds  to  test,  develop,  and  carry  out 
experimental  ideas  and  efforts  that 
otherwise  could  not  have  been  tried. 
It  may  be  in  health  care,  employ- 
ment, schooling,  law  enforcement, 
or  street  lighting,  or  whatever  the 
community  thinks  will  do  the  most 
good. 

So  far,  about  150  cities  and  coun- 
ties have  been  awarded  a first-  or 
second-round  Model  Cities  Planning 
Grant.  Waco’s  comprehensive  pro- 
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gram  has  been  approved.  Eagle  Pass 
has  submitted  its  program  for  re- 
view. Other  Texas  cities  include  San 
Antonio,  Texarkana,  Austin,  Houston, 
Laredo,  and  Edinburg. 

Nationwide,  we  have  found  that 
the  cities  are  eager  to  attack  the 
most  difficult  urban  problems,  have 
chosen  an  area  where  help  is  most 
needed,  and  have  pinpointed  the 
problems  that  need  greatest  atten- 
tion. 

On  a national  basis,  target  areas 
are  those  in  which  three  out  of  ten 
homes  are  substandard;  one  out  of 
three  families  has  an  income  under 
$3,000  a year;  among  those  over 
age  25,  one  in  three  has  less  than 
an  eighth-grade  education;  among 
those  in  the  labor  force,  one  in  ten 
is  unemployed;  and  high  infant  mor- 
tality, several  diseases,  refuse,  and 
other  health  problems  are  dominant. 

This  program  already  has  achieved 
better  communication  within  and 
between  governments,  and  has  be- 
come a new  vehicle  for  communica- 
tion within  the  communities.  Many 
cities  have  undertaken  their  first  in- 
ventories of  urban  problems  and  of 
the  resources  and  programs  which 
might  be  put  to  work  on  them.  We 
have  seen  a healthy  interest  in  new 
ideas  that  can  be  tested  with  the 
program’s  supplementary  funds. 

The  supplementary  fund  is  not 
the  only  resource  available  to  the 
community.  Each  participating  fed- 
eral agency  is  providing  money  and 
technical  assistance.  The  Depart- 
ment of  HEW  is  devoting  substan- 
tial staff  time  and  program  monies 
to  the  local  communities. 

The  Neighborhood  Service  Center 
Pilot  Program  contains  many  of  the 


planning  and  coordination  require- 
ments of  the  Model  Cities  Program. 
Although  neighborhood-based  com- 
munity service  institutions  are  not 
new  (Jane  Addams’  famous  Hull 
House  was  founded  in  Chicago  in 
1889),  none  has  resulted  in  a com- 
prehensive effort  to  coordinate  and 
link  existing  social  and  other  service 
programs.  They  are  useful  but  they 
have  no  significant  impact  on  the 
elimination  of  the  causes  of  poverty, 
nor  do  they  provide  total  family  ser- 
vices. We  have  much  to  learn  about 
the  delivery  of  services,  especially 
to  poor  people. 

The  need  for  a pilot  program  be- 
comes self-evident  when  we  realize 
that:  (1)  The  volume  and  number  of 
programs  providing  services,  facili- 
ties, and  aid  to  communities  has  in- 
creased. (2)  Coordination  has  not 
kept  pace  with  the  fragmentation 
resulting  from  new  programs.  (3) 
New  organizational  units  have  been 
created  by  local,  state,  and  federal 
agencies  to  deliver  services  and  pro- 
vide benefits.  (4)  Voluntary  councils 
have  been  bypassed  and  are  not 
able  to  control  the  programming  of 
social  service  funds  flowing  into  the 
community.  (5)  The  enactment  of 
the  1964  Economic  Opportunity  Act 
highlighted  the  importance  of  human 
resource  development  programs.  The 
categorical  approach  to  solving  hu- 
man problems  was  not  achieving  de- 
sired results.  (6)  The  experience  re- 
flected in  the  administration  of  the 
OEO  program  indicates  the  need  for 
focusing  and  coordinating  programs. 

The  Department  of  Housing  and 
Urban  Development  was  given  the 


lead  role  for  this  pilot  project;  OEO, 
Labor,  and  HEW  completed  the 
team.  The  Bureau  of  the  Budget 
serves  as  an  evaluator  and  observer. 

Mayors  of  14  cities  were  invited  to 
participate  in  the  pilot  program. 
There  existed  no  guidelines  or  pro- 
cedures, only  a commitment  from 
the  federal  agencies  to  aid  in  the 
construction  or  renovation  of  a 
building,  to  allocate  program  funds, 
and  to  work  with  the  state  and  local 
community  in  the  development  of 
the  total  project. 

The  objective  was  to  develop  a 
neighborhood  center  that  would:  (1) 
be  under  the  general  direction  of  a 
center  manager;  (2)  have  a board 
of  directors  responsive  to  the  resi- 
dents and  to  the  city  council;  (3) 
house  a number  of  agencies  focus- 
ing on  family  problems;  (4)  provide 
for  central  intake,  central  records, 
family  diagnosis,  follow-up.  and  out- 
reach; (5)  actively  involve  the  neigh- 
borhood residents;  and  (6)  contain 
a broad-based  program  that  would 
have  a significant  impact  on  the 
quality  of  life  of  the  residents  of  the 
target  area.  Each  city  approached 
the  pilot  program  in  a different  man- 
ner, and  each  has  achieved  varying 
degrees  of  progress. 

Citizen  participation  has  been  a 
subject  of  intense  discussion  in  al- 
most every  Model  City  and  Neigh- 
borhood Service  Center.  Consumer 
involvement  is  a factor  in  nearly  all 
federal  programs.  It  has  meant  long 
hours  of  discussion  to  resolve  differ- 
ences, but  I believe  this  is  the  best 
way  to  turn  apathetic  residents  into 
concerned  citizens. 


Volume  65,  August,  2969 


27 


WRAPS 
SO  WEAK 
ABOUT 
THE  WEAKER 

SEX? 


28 


TEXAS  MEDICINE 


OFTEN... 
HER  LOWER 


G.  I.  TRACT 


Psycho-abdominal  Distress;  Frequently  Female 

Women  aged  1 5 to  45  appear  to  be  more  prone  than  men  to  bloating, 
cramping  pain  of  stress-related  intestinal  disturbances  such  as  irritable 
or  spastic  colon. ‘■- 

Frequently  Recurrent 

In  the  experience  of  many  physicians,  women  are  more  likely  to  re- 
appear time  after  time  with  repeated  complaints  of  lower  G.I.  distress. 

Requiring  Definitive  Therapy 

Often  needed  is  therapy  adequate  to  control  both  the  somatic  and 
the  emotional  components  of  psycho-abdominal  complaints. 

Definitive  Dual  Therapy 

Milpath'  contains  a proven  synthetic  anticholinergic  useful  for 
relieving  hypermotility,  spasm,  and  hypersecretion  of  the  gastrointes- 
tinal tract. 

In  addition,  'Milpath’  provides  a time-tested  tranquilizer  for  mild 
but  effective  anti-anxiety  action. 

With  Flexible  Dosage 

• 'Milpath’-400  (meprobamate  400  mg.  + tridihexethyl  chloride  25 
ing. ) Usual  adult  dose:  1 tablet  t.i.d.  and  2 at  bedtime. 

•When  less  tranquilization  is  required:  'Milpath’-200  (meproba- 
mate 200  mg.  + tridihexethyl  chloride  25  mg.) 


^ Wallace  Pharmaceuticals/ Cranbury,  N.J.  08512 


gently 

ftSily 


MILPATH 

(meprobamate  -j-  tridihexethyl  chloride ) 

relaxes  smooth  muscle  and  psyche 


Please  see  the  following  page  for  brief  summary  of  prescribing  information. 


Gently 
but  firmly 

MILPATH 

(meprobamate+  tridihexethyl  chloride  ) 

Relaxes 
smooth  muscle 
and  psyche 


Usual  Adult  Dosage 

One  Milpath’-400  tablet,  three  times  a day  at  mealtimes,  and 
two  at  bedtime.  For  greater  anticholinergic  effect,  two  'Milpath' 
200  tablets,  three  times  a day  at  mealtimes  and  two  at  bedtime 
Doses  of  meprobamate  above  2400  mg.  daily  not  recommended. 

Indications 

Useful  in  organic  and  functional  disorders  with  hypersecretion 
and  hypermotility  of  G.I.  tract,  especially  when  accompanied  by 
anxiety,  neurosis,  or  tension  states.  Should  be  used  as  an  adjunct 
to  all  other  therapeutic  measures. 

Contraindications 

Tridihexethyl  chloride:  Urinary  bladder-neck  obstructions,  e.g. 
prostatic  obstruction  due  to  hypertrophy;  pyloric  obstructions 
because  of  reduced  motility  and  tonus;  organic  cardiospasm 
(megaesophagus);  glaucoma;  possibly  in  stenosing  gastric  or 
duodenal  ulcers  with  significant  gastric  retention. 

Meprobamate:  Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate. 

Precautions 

Tridihexethyl  chloride:  Use  cautiously  in  elderly  males  (pos- 
sible prostatic  hypertrophy) . 

Meprobamate:  Carefully  supervise  dose  and  amounts  prescribed. 
Consider  possible  dependence  or  habituation  (reported  occasion- 
ally after  excessive  use),  particularly  in  severe  psychoneurotics, 
alcoholics,  ex-addicts.  Withdraw  gradually  (one  or  two  weeks)’ 
after  excessive  dosage  for  weeks  or  months  to  avoid  recurrence  of 
pre-existing  symptoms  (e.g.,  anxiety,  anorexia,  insomnia)  or  with- 
drawal reactions  (e.g.,  vomiting,  ataxia,  tremors,  muscle  twitching; 
rarely,  epileptiform  seizures,  more  likely  in  those  with  CNS  dam- 
age or  latent  convulsive  disorders).  If  drowsiness  or  visual  dis- 
turbance occurs,  reduce  dose  and  advise  against  activity  requiring 
alertness  (driving,  machinery  operation) . Effects  of  excess  alcohol 
may  be  increased.  Grand  mal  seizures  possible  in  persons  with 
both  petit  and  grand  mal.  Prescribe  cautiously  in  small  amounts 
to  patients  with  suicidal  tendencies.  Prescribe  with  caution  to 
patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  carisoprodol. 

Side  Effects 

The  following  side  effects  of  components  may  occur  with 
Milpath’. 

Tridihexethyl  chloride:  Severe  effects  rare  on  recommended 
dosage.  Anticholinergic  effects:  dry  mouth  (fairly  frequent  at  oral 


doses  of  100  mg.),  constipation  or  "bloated”  feeling.  Possible: 
tachycardia,  dilation  of  pupils,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  drowsiness,  urinary  hesitancy  or  re- 
tention, dizziness. 

Meprobamate:  Drowsiness,  sometimes  with  ataxia,  usually  con- 
trolled by  decreasing  dosage,  occasionally  with  aid  of  central  stimu- 
lants (e.g.,  amphetamine).  Rarely,  allergic  or  idiosyncratic 
reactions  (usually  after  one  to  four  doses);  in  mild  form:  itchy, 
urticarial  or  erythematous,  maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocytopenic  purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral  edema  and  fever,  transient  leuko- 
penia, and  one  fatal  bullous  dermatitis  (after  meprobamate  and 
prednisolone)  reported.  More  severe,  very  rare  hypersensitivity; 
fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (one  fatal),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treat  symptomatically  (e.g.,  epinephrine,  antihistamines, 
possibly  hydrocortisone)  ; stop  and  do  not  restart  the  drug.  Isolated 
agranulocytosis,  thrombocytopenic  purpura,  one  fatal  aplastic 
anemia  reported,  but  only  in  presence  of  known  toxic  drugs,  por- 
phyric  symptoms  reported  but  relationship  not  established.  ’ Fast 
EEG  activity,  usually  after  excessive  dosage.  Impairment  of  visual 
accommodation  reported  by  one  observer.  Fixed  drug  eruption 
with  meprobamate  and  cross  reaction  to  carisoprodol  reported. 

Suicidal  attempts  may  produce  drowsiness,  lethargy,  stupor, 
ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse,  and 
death.  Excessive  dosage  has  led  rapidly  to  sleep,  then  reduction  of 
vital  signs  to  basal  levels.  Empty  stomach,  and  if  respiration  be- 
comes very  shallow  and  slow,  cautiously  give  CNS  stimulants  (e.g., 
caffeine,  pentylenetetrazol,  amphetamine)  ; also  pressor  amines  if  ’ 
indicated. 

Supplied 

In  two  strengths: 

'Mil path’ -400:  'Vellow,  scored  tablets. 

'Mil path’ -200:  'Vfellow,  coated  tablets. 

Before  prescribing,  consult  package  circular. 

References 

1.  Harrison,  T.  R.,  et  ah:  Principles  of  Internal  Medicine,  Fifth 
Edition,  New  York,  The  Blakiston  Division,  McGraw-Hill  Book 
Company,  1966,  p.  1019.  2.  Bockus,  H.  L.:  Gastroenterology, 
Second  Edition,  Philadelphia  & London,  W B.  Saunders  Company,’ 
1964,  Vol.  II,  p.  729  et  seq. 


(1928A01J) 


“Shall  I order  Maalox?” 


I 


t 

I 


“Yes.  Patients  respond  well 
to  it,  and  seem  to 
take  it  more  faithfully.” 


Works  well  • Doesn’t  constipate  • Tastes  good  • Economical 


Supplied:  Maalox  Suspension  ( 12  fl.  oz.) . Also  available:  Maalox  No.  1 Tablets  (0.4  Gm.)  : no  sugar, 
low  sodium  content.  Maalox  No.  2 Tablets  (0.8  Gm.)  : double  strength  for  double  antacid  action. 


WIT.LTAM  H.  RORER,  INC. 

FortWashington,  Pa.  19034 


THE  NUMBER  ONE  ANTACID 


Maalox 

MAGNESIUM-ALUMINUM  HYDROXIDE 


The  clinical  care  of  the  near-drowning 
\/ictim  has  changed  within  the  last  two 
or  three  years  because  of  a shift  in  em- 
phasis relating  to  the  major  pathophysi- 
ology of  near-drowning.  This  study  re- 
views the  major  steps  involved  in  the 
treatment  of  the  near-drowning  victim, 
concentrating  on  specific  early  thera- 
peutic measures.  Three  patients  who 
illustrate  the  essential  elements  of  treat- 
ment are  presented. 


Treatment 
of  the 

Near*Drowning  Victim 


THE  GROWING  SOPHISTICATION  of  the  gen- 
eral population  educated  in  the  ABCs  of  resusci- 
tation is  resulting  in  a large  number  of  near- 
drowning victims  reaching  the  physicians.  Con- 
sequently, any  physician  may  be  suddenly  con- 
fronted, perhaps  for  his  first  time,  with  a near- 
drowning victim;  and  he  may  require  up-to-date 
information  regarding  treatment. 

A large  number  of  near-drowning  victims 
have  been  studied  in  the  last  several  years. 
These  studies  have  shifted  the  emphasis  in 
treatment  away  from  fluid  and  electrolyte  dis- 
turbances and  have  focused  on  ventilation,  hy- 
poxemia, circulation,  and  acidosis.  The  main 
points  of  clinical  management  at  present  are: 

Ventilation:  After  the  airway  is  cleared  of  any 
debris,  breathing  must  be  evaluated.  If  the  pa- 
tient is  apneic,  his  ventilation  must  be  sup- 
ported. In  no  instance  should  any  effort  be 
made  to  drain  water  from  the  patient’s  lungs; 
such  efforts  waste  precious  time  and  are  futile. 

While  in  transit  to  and  after  arrival  at  a prop- 
er treatment  facility,  the  patient  must  be  eval- 
uated to  determine  what  kind  of  and  how  much 
FREDERICK  W.  COURINGTON,  MD  ventilatory  support  will  be  needed  early  in  his 

E.  WARNER  AHLGREN,  MD  hospital  course.  He  may  require  periodic  ad- 
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ministration  of  intermittent  positive  pressure 
breathing  (IPPB)  with  bronchodilators  given  by 
mask;  or  he  may  need  endotracheal  intubation, 
with  or  without  mechanical  ventilation,  and  top- 
ical pulmonary  chemotherapy.  Rarely  is  tra- 
cheostomy necessary,  particularly  not  in  the 
early  phases  of  therapy.  The  arterial  carbon  di- 
oxide pressure  (pCOo)  provides  the  best  guide 
to  the  patient’s  efficiency  of  ventilation;  the 
chest  x-ray  may  be  deceptive  and  of  no  value  in 
this  regard.  Since  sea-water  drowning  some- 
times causes  pulmonary  edema,  mechanical 
positive  pressure  ventilation  is  often  necessary. 

High  humidity,  whether  or  not  the  patient  is 
intubated,  will  be  needed  during  the  crucial  first 
day  or  two.  Mist  tents  with  oxygen-powered 
nebulizers  provide  a dense  mist  and  are  ideal. 
IPPB  with  topical  bronchodilator  therapy  should 
be  continued  as  long  as  needed  to  produce  sta- 
ble, expanded,  efficient  lungs. 

Hypoxemia:  Low  arterial  oxygen  tension  and 
hemoglobin  saturation  follow  the  asphyxial  epi- 
sode; however,  these  facts  were  not  appreciated 
until  recently.  The  etiology  is  unclear;  but  treat- 
ment is  simple,  namely,  100%  oxygen  delivered 
by  mask  or  endotracheal  tube.  Adequate  oxy- 
genation will  prevent  anaerobic  metabolism  at 
the  cellular  level.  It  is  important  to  begin  ad- 
ministering high  concentrations  of  oxygen  as 
early  as  possible,  beginning  at  the  site  of  near- 
drowning, if  possible,  and  continuing  in  the  hos- 
pital until  adequate  arterial  oxygen  tensions 
can  be  maintained  with  the  patient  breathing 
room  air. 

Circulation:  The  duration  of  asphyxia  will  vary 
from  patient  to  patient.  While  knowledge  of  this 
time  interval  can  provide  an  indication  of  prog- 
nosis, no  time  should  be  wasted  deliberating 
this  factor.  If  the  pulse  rate  or  blood  pressure 
is  feeble  or  absent,  indicating  minimal  cardiac 
output,  external  cardiac  compression  must  be 
applied  and  continued  until  circulation  is  rees- 
tablished, using  oxygen  and  cardiotonics  as 
adjuvants  when  available. 

In  the  emergency  room,  a cutdown  must  be 
done,  or  a large-bore  catheter  must  be  placed 
intravenously.  Initial  fluid  administration  using 
Ringer’s  lactate  solution  is  adequate,  regardless 
of  whether  the  patient  has  nearly  drowned  in 
sea  or  fresh  water.  Electrolyte  and  hemoglobin- 
hematocrit  determinations  will  provide  the  fur- 
ther information  necessary  for  fluid  administra- 
tion. If  hemolysis  is  considerable,  transfusion 
with  packed  red  blood  cells  may  be  indicated. 
With  hypernatremia,  a low  sodium  plasma  in- 


fusion may  be  necessary.  Usually,  such  de- 
rangements are  minimal  and  are  so  readily  cor- 
rected automatically  by  the  patient  that  fluids 
other  than  Ringer’s  lactate  solution  are  rarely 
required. 

In  addition  to  maintaining  a continuous  rec- 
ord of  pulse  rate  and  blood  pressure,  monitor- 
ing the  electrocardiogram  with  a cardioscope  is 
essential  during  the  critical  first  24  to  48  hours. 
Cardiac  resuscitation  equipment  and  appropri- 
ate drugs  must  be  kept  ready  for  immediate 
use. 

Acidosis:  A metabolic  acidosis  caused  by  exces- 
sive hydrogen  ion  accumulation  is  an  almost 
constant  feature  of  near-drowning  victims.  It 
results  from  the  asphyxia,  which  causes  tissue 
hypoxia  from  reduction  of  cardiac  output  and  a 
failing  peripheral  circulation.  Because  this  de- 
rangement is  so  constant,  it  is  now  recommend- 
ed that  every  patient  receive  sodium  bicarbon- 
ate, 1 mEq/kg,  as  soon  as  possible  in  the 
emergency  room,  even  before  any  laboratory 
studies  are  done.  Such  treatment  of  the  meta- 
bolic acidosis  usually  is  insufficient  for  total 
correction,  but  it  does  improve  the  patient’s 
condition  and  suffices  until  the  arterial  blood 
gas  and  serum  electrolyte  values  become  avail- 
able. One  or  more  additional  doses  of  sodium 
bicarbonate  may  be  required  over  the  first  8 to 
12  hours  until  circulation  and  metabolic  pro- 
cesses return  to  normal  function.  A base  deficit 
of  as  much  as  5 mEq/liter  of  whole  blood  need 
not  be  corrected  further  once  the  patient’s  con- 
dition stabilizes. 

Clinical  management  of  these  four  derange- 
ments are,  in  essence,  an  extension  of  the 
ABCs  of  emergency  resuscitation.  The  addition 
of  sodium  bicarbonate  and  oxygen  are  refine- 
ments which  must  be  provided  in  the  hospital 
immediately  after  the  patient  arrives. 

Nearly  all  hypoxic  patients  vomit.  The  inci- 
dence of  aspiration  from  near-drowning  hypoxia 
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Fig  7.  Case  1.  Chest  x-ray  on  admission. 


is  enough  that  confusion  may  arise  in  trying  to 
determine  if  the  chest  x-ray  demonstrates  as- 
piration pneumonitis,  immersion  pneumonitis, 
or  both.  Immersion  pneumonitis,  often  unrec- 
ognized as  such,  is  a patchy,  perihilar,  not  peri- 
pheral, infiltrate.  This  infiltration  may  persist 
for  as  long  as  seven  or  eight  days  (Figs  1-4). 

Hypothermia  is  frequently  evident  and  may 
be  considered  as  protection  of  the  hypoxic  cere- 
brum. Its  management  is  simply  gradual  warm- 
ing during  continuous  temperature  monitoring. 
Care  must  be  exercised  to  prevent  “overshoot” 
of  the  limit  temperature  when  returning  tem- 
perature to  normal. 

Treatments  of  the  following  three  patients 
who  suffered  freshwater  near-drowning  illustrate 
most  of  the  procedures  and  problems  involved. 

Case  Reports:  Case  1:  A 15  kg,  3 Vz-yeai'-old 
boy  was  found  at  the  bottom  of  a swimming  pool 
after  having  been  submerged  for  an  unknown 
period  of  time.  He  was  resuscitated  at  the  pool 
side  and  was  then  taken  to  a community  hos- 
pital, where  he  was  given  oxygen  and  sodium 
bicarbonate,  15  mEq,  intravenously.  Before  he 
was  transferred  to  Children’s  Medical  Center,  he 
was  given  Ringer’s  solution  and  oxygen  was 
administered  by  mask. 

On  admission  to  the  intensive  care  unit  at 
7:30  pm,  the  child  exhibited  loud,  grunting  res- 
piration with  intercostal  retraction  and  pro- 


Fig 2.  Case  7.  Chest  x-ray,  second  hospital  day. 


longed  expiration.  He  was  semi-conscious,  hy- 
perreflexic,  and  had  periods  of  shaking  of  the 
extremities,  alternating  with  stiffness  and  pro- 
nation of  the  feet.  He  looked  at  the  speaker 
when  his  name  was  called  but  did  not  vocalize. 
Despite  his  unusual  respiration,  he  had  no  path- 
ologic auscultatory  signs  over  his  chest;  and  he 
appeared  to  be  ventilating  well.  While  he  was 
breathing  100%  oxygen,  his  arterial  blood  gas 
values  were  pH,  7.35;  PCO2,  47  mm  Hg;  PO2, 
318  mm  Hg;  and  delta  base  (or  base  deficit), 
0 mEq/liter.  The  serum  sodium  was  135  mEq/ 
liter;  chloride,  100  mEq/liter;  and  potassium, 
3.4  mEq/liter.  Hemoglobin  was  11.7  gm/100 
cc;  hematocrit,  33%;  and  leukocytes,  6,700/ 
cu  mm.  Urinalysis  disclosed  a “moderate”  level 
of  free  hemoglobin  (Hemostix  test).  A postero- 
anterior  chest  x-ray  showed  bilateral  parenchy- 
mal infiltrates  (greater  on  the  right)  in  the  cen- 
tral lung  fields  (Fig  1).  Ampicillin  was  begun  to 
treat  any  superimposed  pneumonia. 

The  next  morning  the  patient  was  awake, 
alert,  and  talking,  although  he  showed  ataxia 
when  trying  to  walk.  The  lungs  remained  clear 
to  auscultation  and  showed  considerable  clear- 
ing on  x-ray  (Fig  2).  Arterial  blood  gas  values, 
with  the  patient  breathing  50%  oxygen,  were 
pH,  7.38;  PCO2,  32.5  mm  Hg;  PO2,  170  mm 
Hg;  and  base  deficit,  5 mEq/liter.  Hemoglobin 
was  12.4  gm/100  cc;  and  hematocrit,  37%. 

The  child  was  persistently  groggy  and  ataxic; 
repeated  skull  x-rays  were  normal.  Psychologi- 
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Fig  3.  Case  1.  Chest  x-ray,  fourth  hospital  day. 


cal  tests  were  reported  to  show  “none  of  the 
usual  signs  suggestive  of  organic  brain  dys- 
function." Supplemental  oxygen  was  discon- 
tinued. 

On  the  third  hospital  day,  the  patient  was 
alert  and  active.  An  electroencephalogram  was 
interpreted  to  be  “within  the  range  of  normal 
variation  for  age."  The  patient  was  discharged 
home,  apparently  normal  except  for  the  chest 
x-ray  (Fig  3). 

One  year  later  his  chest  x-ray  was  normal 
(Fig  4). 

This  patient  did  well  because  early  in  his 
treatment  he  was  given  sodium  bicarbonate  in- 
travenously and  uninterrupted  high  concentra- 
tions of  oxygen  by  mask.  When  he  arrived  at 
Children’s  Medical  Center,  he  had  no  metabolic 
acidosis  and  only  mild  respiratory  acidosis.  He 
had  only  slight  hemodilution  and  an  insignifi- 
cant degree  of  hemolysis.  His  electrolyte  values 
were  within  normal  limits.  The  chest  x-ray  was 
typical  for  immersion  pneumonitis  in  its  initial 
appearance  (Fig  1),  and  rapid  but  incomplete 
clearance  on  the  second  day  (Fig  2)  was  still 
incomplete  at  the  time  of  the  patient’s  discharge 
on  the  fourth  day  (Fig  3).  In  retrospect,  anti- 
biotic coverage  for  possible  aspiration  pneu- 
monitis was  unnecessary. 

The  child’s  rapid  recovery  is  directly  attribut- 


Fig 4.  Case  1.  Chest  x-ray,  one  year  after  near-drowning. 


able  to  proper,  early  treatment  by  his  physician 
in  the  community  hospital. 

Case  2:  A 13.7  kg,  2V2  year-old-boy  was 
found  floating  face  down  in  a swimming  pool  at 
5:30  pm  by  his  grandmother,  who  had  left  him 
no  more  than  ten  minutes  before.  Although 
exact  timing  cannot  be  determined,  he  was  im- 
mersed probably  less  than  five  minutes.  Upon 
retrieval  from  the  pool,  he  cried  and  vomited, 
apparently  without  aspirating.  He  was  taken  to 
a community  hospital  by  ambulance  and  was 
treated  briefly  before  he  was  sent  to  Children’s 
Medical  Center. 

He  received  oxygen  beginning  at  the  time 
he  was  picked  up  by  an  ambulance  at  his  home. 
At  6:45  pm,  about  1 hour  and  15  minutes  after 
being  found  in  the  pool,  he  was  admitted  to 
Children’s  Medical  Center  awake  and  respond- 
ing but  disoriented.  He  had  slight  spasticity  and 
hyperreflexia  but  no  other  pathologic  signs.  He 
was  breathing  rapidly  (40  per  minute)  with 
slight  subcostal  retraction  on  inspiration;  how- 
ever, he  was  in  no  respiratory  distress.  An  in- 
travenous infusion  was  begun;  blood  for  labora- 
tory studies  was  drawn;  and  the  patient  was  ad- 
mitted to  the  intensive  care  unit,  where  he  was 
put  in  an  open-top  tent  with  mist  and  oxygen 
being  delivered  from  two  jet  nebulizers. 

Arterial  blood  gas  values  at  7:15  pm,  with 
the  patient  breathing  85%  oxygen,  were  pH, 
7.19;  pCOo,  57  mm  Hg;  POo,  220  mm  Hg;  and 
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DO 

DO  NOT 

1.  Establish  and  maintain  Airway  (A). 

1.  Attempt  to  drain  water  from  the  victim. 

2.  Institute  mouth-to-mouth  Breathing  (B). 

3.  Begin  external  cardiac  compression  if  necessary  to  maintain 
Circulation  (C). 

4.  Summon  emergency  vehicle  for  transportation  to  a hospital.  1 

5.  Administer  100%  oxygen  as  soon  as  possible  (via  positive 
pressure  ventilation  if  necessary.) 

2.  Slacken  resnscitative  efforts  for  even  a few  seconds. 

Table  1 . First-aid  care  on  the  scene.  Initial  resnscitative  care  after  removing  the  victim  from  the  water  should  he  based 
upon  the  ABCs  (airway,  breathing,  circulation)  of  resuscitation. 


DO 

DO  NOT 

1.  Maintain  Airway  (A). 

2.  Maintain  Breathing  (B). 

1.  Inflate  stomach  during  resuscitation  (pass  large-bore 
nasogastric  tube  for  treatment). 

3.  Maintain  Circulation  (C)  (defibrillate  if  necessary). 

4.  Initiate  definitive  care — administer: 

a.  Sodium  bicarbonate,  1 mEq  per  estimated  kg  body  weight 
intravenously,  immediately. 

b.  100%  oxygen. 

c.  Intravenous  lactated  Ringer's  solution — 10  ml  per  kg  body 
weight  for  the  first  hour. 

d.  Foley  catheter  in  bladder  connected  to  metered  output 
container. 

e.  Laboratory  studies: 

Serum  electrolytes 

Arterial  blood  gases 

Type  and  cross  match  for  packed  red  cells 
(if  freshwater  drowning) 

Hemoglobin  and  hematocrit 

5.  Take  portable  chest  x-ray. 

6.  Transfer  to  intensive  care  facility. 

2.  Hesitate  to  administer  the  bicarbonate  and  oxygen  before 
getting  any  laboratory  studies. 

Table  2.  Emergency  room  care.  This  care  is  an  extension  of  the  ABCs  (airway,  breathing,  circulation),  with  the  addition 
of  laboratory  studies  and  specific  therapeutic  measures. 


DO 

DO  NOT 

1.  Reevaluate  airway  and  insert  nasotracheal  tube  if  necessary  (A). 

1.  Slacken  high  oxygen  administration. 

2.  Reevaluate  breathing;  administer  a high  oxygen  concentration 
and,  if  necessary,  based  on  clinical  status  and  arterial  blood 
gases,  begin  mechanical  ventilation  (B). 

3.  Reevaluate  circulation:  monitor  electrocardiogram;  treat  for 
shock;  watch  for  fibrillation  (C). 

4.  Correct  acid-base  disturbance  in  accordance  with  arterial  blood 
gas  values:  administer  (wt  in  kg  x 0.3  x base  excess)  mEq 
NaHCOa  intravenously  immediately  for  full  correction. 

5.  Adjust  electrolytes  according  to  serum  electrolyte  values. 

6.  Adjust  fluid  intake  to  maintain  high  urine  output.  ■ 

7.  Repeat  laboratory  studies  every  4-6  hours.  j 

2.  Slacken  acid-base  monitoring  and  necessary  respiratory  and 
non-respiratory  support. 

Table  3.  Intensive  care.  The  in-hospital  care  also  is  an  extension  of  the  initial  resnscitative  efforts. 
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base  deficit,  7 mEq/liter.  Because  of  the  mild 
metabolic  acidosis,  he  was  given  sodium  bicar- 
bonate, 30  mEq,  intravenously;  20  mEq,  rapid- 
ly; and  10  mEq,  mixed  with  the  intravenous  in- 
fusion. Serum  electrolyte  values  from  a heel- 
stick  specimen  were  the  following;  sodium,  127 
mEq/liter;  chloride,  94  mEq/liter;  and  potas- 
sium 3.9  mEq/liter.  Hemoglobin  was  11.9  gm/ 
100  cc;  hematocrit,  35%;  and  leukocytes,  14,- 
650/cu  mm,  with  a normal  differential  for  the 
child’s  age.  Posteroanterior  chest  x-ray,  taken 
on  admission  approximately  IV2  hours  after  his 
near-drowning,  showed  patchy  perihilar  infil- 
trates and  clear  peripheral  lung  fields. 

A repeated  arterial  blood  gas  study  at  9 pm, 
with  the  patient  breathing  85%  oxygen,  showed 
pH,  7.34;  pCOo,  52  mm  Hg;  PO^,  350  mm  Hg; 
and  base  excess,  0.5  mEq/liter.  The  patient 
was  more  alert  and  relaxed. 

By  the  following  morning,  the  patient  had 
improved  sufficiently  to  be  moved  from  the  in- 
tensive care  unit  to  a regular  hospital  room.  A 
repeated  posteroanterior  chest  x-ray  showed 
significant  clearing. 

On  the  morning  of  his  third  hospital  day,  the 
patient  was  breathing  room  air;  and  his  arterial 
blood  gas  values  were  pH,  7.33;  PCO2,  40  mm 
Hg;  POo,  84  mm  Hg;  and  base  deficit,  4.5  mEq/ 
liter.  Hemoglobin  was  13.1  gm/100  cc;  and 
hematocrit,  36%.  Serum  electrolyte  values  de- 
termined from  a heel-stick  specimen  were  so- 
dium, 134  mEq/liter;  potassium,  4.8  mEq/ 
liter;  and  chloride,  104  mEq/liter.  Clinically 
well,  the  patient  was  discharged  from  the  hos- 
pital. 

This  patient  received  no  bicarbonate  therapy 
prior  to  being  transferred  to  Children’s  Medical 
Center,  although  he  was  given  oxygen  previous- 
ly. The  more  traditional  approach  of  correcting 
acidosis  after  arterial  blood  gas  values  have 
been  determined  was  adopted  instead  of  the 
preferred  early  bicarbonate  administration.  The 
patient  showed  mild  metabolic  and  respiratory 
acidosis  and  a large  intrapulmonary  shunt,  as 
evidenced  by  an  arterial  oxygen  tension  of  only 
220  mm  Hg  while  he  was  breathing  85%  oxy- 
gen. The  sodium  and  chloride  values  suggested 
some  dilution  from  inhaled  water.  The  x-ray 
demonstrated  the  typical  immersion  pneumoni- 
tis; however,  subsequent  films  showed  signifi- 
cant clearing. 

Case  3:  A 13.6  kg,  2V4-year-old  boy  was 
found  floating  face  down  in  a swimming  pool  at 
2;30  pm  by  his  mother  and  an  intensive  care 


unit  nurse,  who  promptly  resuscitated  the  child. 
Before  being  transferred  to  Children’s  Medical 
Center,  he  was  taken  to  a community  hospital, 
where  IPPB  with  oxygen  was  begun,  and  intra- 
venous fluids  were  administered  by  cutdown. 

Cn  arrival  at  Children’s  Medical  Center  at 
5:30  pm,  he  was  comatose,  rigid,  and  initiating 
no  breathing  efforts.  His  skin  was  cold  and 
clammy;  his  pulse  was  feeble  and  slow  (60  per 
minute);  and  his  rectal  temperature  was  30  C. 
He  responded  only  to  deep  pain  stimulation.  His 
pupils  were  dilated  and  were  barely  reactive  to 
light;  there  were  no  deep  tendon  reflexes.  Cn 
auscultation,  he  had  rales  and  rhonchi  in  both 
lungs  (he  had  been  suffering  from  bronchitis 
for  four  days).  Arterial  blood  gas  values,  with 
the  patient  breathing  approximately  40%  oxy- 
gen, were  pH,  7.05;  PCo,  20  mm  Hg;  pCCo,  42 
mm  Hg;  and  base  deficit,  18  mEq/liter.  Hemo- 
globin was  13.1  gm/100  cc;  hematocrit,  39%; 
leukocytes,  21,300/cu  mm,  with  87%  lympho- 
cytes. Laboratory  data  relayed  from  the  patient’s 
community  hospital  disclosed  the  following  val- 
ues: sodium,  129  mEq/liter;  chloride,  100 
mEq/liter;  bicarbonate,  11.7  mEq/liter;  potas- 
sium, 3.4  mEq/liter;  and  blood  urea  nitrogen 
(BUN),  18  mg/100  cc.  Treatment  consisted  of 
nasotracheal  intubation,  mechanical  ventilation 
with  100%  oxygen,  and  warming  by  a circulat- 
ing water  mattress.  In  addition,  the  patient  re- 
ceived sodium  bicarbonate,  25  mEq,  and  Solu- 
Cortef,  200  mg,  intravenously. 

By  6:45  pm,  11/4  hours  after  admission,  his 
body  temperature  had  increased  from  30  C to 
35  C;  and  the  patient  was  breathing  spontane- 
ously and  was  opening  his  eyes  but  was  not  re- 
sponding to  stimulation.  Repeated  arterial  blood 
gas  studies  at  7:30  pm,  when  his  rectal  tem- 
perature was  31.5  C and  when  he  was  breath- 
ing 100%  oxygen,  showed  pH,  7.28;  pCC^,  42 
mm  Hg;  PCo,  42  mm  Hg;  and  base  deficit  7 
mEq/liter.  The  patient  was  given  sodium  bicar- 
bonate, 22  mEq,  intravenously.  A posteroante- 
rior chest  x-ray  showed  scattered  pneumonitis, 
denser  in  the  left  upper  lobe.  (The  chest  x-ray 
taken  at  the  community  hospital  had  been  nor- 
mal.) At  9 pm,  his  pupils  were  reactive;  and  he 
was  responding  to  vocal  stimulation. 

The  next  morning,  the  patient  was  alert  and 
responsive;  however,  his  respiratory  rate  was 
70  per  minute.  At  9 am,  he  was  breathing 
100%  oxygen,  with  arterial  pH,  7.40;  pCCo,  30 
mm  Hg;  PC2,  149  mm  Hg;  and  base  deficit,  5 
mEq/liter.  A repeated  posteroanterior  chest  x- 
ray  showed  some  clearing.  The  patient  was 
given  sodium  bicarbonate,  78  mEq,  intraven- 
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ously.  He  was  suctioned  well,  was  given  chest 
physiotherapy,  was  briefly  hyperinflated,  and 
was  then  extubated.  Next,  he  was  placed  in  an 
atmosphere  of  60%  oxygen.  At  8 pm,  he  was 
still  tachypneic;  however,  his  lung  fields  were 
clear  to  auscultation,  and  he  was  coughing  well. 

On  the  third  hospital  day,  while  the  patient 
was  breathing  room  air,  his  arterial  blood  gas 
values  were  pH,  7.41;  PO2,  56  mm  Hg;  pCOo, 
41  mm  Hg:  and  base  excess,  1 mEq/liter.  His 
lung  fields  continued  to  clear. 

On  the  fourth  hospital  day,  he  was  discharged 
home,  apparently  well  except  for  residual  tubu- 
lar breath  sounds,  scattered  squeaks,  wheezes, 
and  rhonchi. 

This  child’s  condition  was  the  most  severe 
of  the  three  presented.  Fortunately,  he  was  dis- 
covered by  an  intensive  care  unit  nurse,  who 
was  well  trained  in  the  ABCs  of  cardiopulmon- 
ary resuscitation.  She  directed  the  mother  to 
apply  external  cardiac  compression  while  she 
established  mouth-to-mouth  breathing. 

At  the  community  hospital,  the  child  had  an 
intravenous  cutdown  done  and  was  ventilated 
via  a mechanical  respirator,  which  delivered  ap- 
proximately 40%  oxygen.  He  was  given  no  so- 
dium bicarbonate,  however,  although  he  did 
receive  isoproterenol  because  of  bradycardia. 
Because  on  admission  he  had  signs  of  cerebral 
edema,  steroids  were  begun. 

Initial  treatment  at  Children’s  Medical  Center 
was  directed  at  correcting  the  hypothermia,  es- 
tablishing optimal  ventilation,  and  correcting 
the  severe  hypoxia  and  metabolic  acidosis.  Al- 
though the  chest  x-ray  taken  at  the  community 
hospital  was  clear,  the  one  taken  at  Children’s 
Medical  Center  demonstrated  patchy  pneumoni- 


tis. Because  the  neurological  signs  probably 
represented  cerebral  edema,  the  hypothermia 
was  beneficial  in  this  respect. 

With  warming  and  improved  peripheral  cir- 
culation, which  caused  flushing  of  anaerobic 
metabolites  from  previously  poorly  perfused 
skeletal  muscles,  the  patient  required  further 
bicarbonate  administration  to  correct  the  meta- 
bolic acidosis.  He  maintained  a large  intrapul- 
monary  shunt  throughout  most  of  his  hospital 
course.  In  spite  of  having  a PO2  of  56  mm  Hg 
while  breathing  room  air,  he  was  clinically  well 
enough  to  go  home  on  the  fourth  hospital  day. 

Summary:  Emphasis  has  shifted  in  the  clinical 
care  of  the  near-drowning  victim  in  the  last  two 
or  three  years.  Instead  of  focusing  concern  on 
electrolyte  changes,  the  new  approach  involves 
the  early  treatment  of  inadequate  ventilation 
and  oxygenation  and  of  the  ever  present,  but 
often  unrecognized,  metabolic  acidosis.  The 
three  patients  presented  illustrate  the  various 
aspects  of  therapy,  from  pool-side  resuscitation, 
to  immediate  emergency  room  measures,  to 
intensive  inpatient  care. 
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EPIDEMIOLOGY  OF 
PESTICIDE  POISONING 
IN  THE  LOWER 
RIO  GRANDE  VALLEY 

IN  1968 


Texas  Community  Studies  on  Pesticides 
documented  118  cases  of  acute  organo- 
phosphate  insecticide  poisoning  in  the 
study  area  in  1968.  This  is  a significant 
increase  over  1967  and  is  the  highest 
number  of  known  cases  during  any  single 
year  in  the  area.  Most  cases  involved 
ground  personnel  working  for  aerial  ap- 
plicators during  the  cotton  spraying  sea- 
son, and  resulted  from  dermal  exposure. 
It  is  believed  that  the  increased  use  of 
ethyl  parathion  in  1968  contributed  to 
the  increased  number  of  cases  for  that 
year.  All  victims  were  treated  appropri- 
ately and  recovered  with  no  known  resid- 
ual effects. 

IN  THE  LOWER  RIO  GRANDE  Valley  of  Texas, 
occupational  exposure  to  organophosphorus  in- 
secticides has  resulted  in  a significant  number 
of  cases  of  acute  symptomatic  illness  among 
agricultural  workers.  Large  amounts  of  these 
cholinesterase-inhibiting  toxicants,  particularly 
methyl  and  ethyl  parathion,  are  formulated  and 
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applied  aerially  each  year  for  the  control  of  in- 
sect pests  of  cotton.  Individuals  involved  in 
mixing,  loading,  transporting,  or  applying  these 
hazardous  substances  are  often  poisoned  as  a 
result  of  excessive  exposure  from  on-the-job 
accidents,  or  a disregard  for  recommended  pro- 
tective measures.  During  1968,  the  Texas  com- 
munity studies  completely  documented  118 
acute  organophosphate  intoxications,  all  but 
three  of  which  resulted  from  occupational  ex- 
posure. 

Gallaher^  reported  on  275  acute  pesticide 
poisonings  in  the  lower  Rio  Grande  Valley  from 
1960  through  1966.  These  included  only  those 
cases  seen  personally  in  his  office,  and  those 
that  presented  to  the  Poison  Control  Center  at 
the  Valley  Baptist  Hospital  in  Harlingen.  Only  69 
of  these  poisonings  took  place  in  1960  through 
1963.  In  1964,  when  methyl  parathion  began 
to  replace  the  chlorinated  hydrocarbons  in  the 
control  of  cotton  insect  pests  in  this  predomin- 
antly agricultural  area,  there  was  a striking  in- 
crease in  the  number  of  acute  pesticide  poison- 
ings reported.  Gallaher^  documented  approxi- 
mately 70  cases  each  year  from  1964  through 
1966,  however,  in  1967,  only  six  cases  were 
known  to  have  occurred  in  the  area  despite  the 
continued  use  of  large  quantities  of  methyl 


parathion. 2 Experience  among  agricultural  work- 
ers in  handling  this  material,  together  with  in- 
creased educational  efforts  regarding  the  haz- 
ards associated  with  careless  handling  of  or- 
ganophosphate insecticides,  were  offered  as 
plausible  explanations  for  this  decline. 

Documentation  of  118  acute  cases  in  1968 
by  the  Texas  Community  Study  indicates  a re- 
versal of  this  favorable  trend.  The  1968  total 
is  not  genuinely  comparable  to  that  of  Gallaher^ 
and  Reich,-  since  we  explored  all  available 
sources  of  case  information  in  the  area  includ- 
ing medical  record  libraries,  hospital  and  lab- 
oratory personnel,  formulation  plant  manage- 
ment and  employees,  and  aerial  applicators,  to 
keep  abreast  of  all  cases  as  they  happened. 
Although  only  51  (43.2%)  of  the  118  cases 
were  seen  at  the  Poison  Control  Center  or  treat- 
ed by  Gallaher  in  his  office,  this  still  represents 
a significant  increase  over  1967. 

As  in  the  past,  the  majority  of  the  pesticide 
poisonings  occurring  in  the  Rio  Grande  Valley 
during  1968  coincided  with  the  cotton  insect 
pest  control  season,  during  which  large  quanti- 
ties of  organophosphate  materials  are  formu- 
lated and  aerially  applied  by  ultra-low-volume  to 
cotton  acreage.  Of  the  pesticide  poisonings  doc- 
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Occupational  Category 

Total 

Aerial  Applicators 

Piloting 

8 

( 6.8%) 

Loading 

44 

( 37.2%) 

Flagging 

8 

( 6.8%) 

Mechanical  Duty 

13 

( 11.0%) 

Drum  Handlers 

3 

( 2.5%) 

Formulators 

6 

( 5.1%) 

Growers  & Farm  Workers 

Ground  Spraying 

10 

( 8.5%) 

Field  Weeding 

23 

( 19.5%) 

Suicide  Attempt 

1 

( 0.9%) 

Miscellaneous 

2 

( 1.7%) 

Total 

118 

(100  %) 

Table  1.  Acute  organophosphate  poisonings  in  Cameron 
and  Hidalgo  Counties,  Rio  Grande  Valley,  1968. 


umented,  107  (90%)  occurred  during  the 
months  of  June,  July,  and  August.  In  1968,  for 
the  first  time  in  about  three  successive  seasons, 
satisfactory  control  of  the  bollworm  and  boll 
weevil  with  methyl  parathion  was  difficult,  and 
another  major  pest,  the  tobacco  bud  worm,  re- 
sisted this  material.  For  this  reason,  ethyl  para- 
thion was  used  in  combination  with  methyl  para- 
thion much  more  extensively  than  before.  Ninety 
(78.2%)  of  the  118  cases  documented  this  year 
involved  exposure  to  ethyl  parathion  (Fig  1). 
Although  the  acute  oral  median  lethal  dose 
(LDgo)  values  in  male  rats  for  ethyl  parathion 
and  methyl  parathion  are  about  the  same  (14 
mg/kg  and  13  mg/kg,  respectively),  the  der- 
mal LDgo  for  ethyl  parathion  (21  mg/kg)  is  con- 
siderably less  than  that  for  the  methyl  com- 
pound (67  mg/kg).  Ninety-seven  (82.2%)  of 
the  acute  cases  in  1968  were  the  result  of  der- 
mal exposure,  20  cases  (16.9%)  from  exposure 
by  the  respiratory  route,  and  only  1 case  (a  sui- 
cide attempt)  from  ingestion.  Therefore,  it 
seems  plausible  to  conclude  that  the  workmen 
occupationally  exposed  to  organophosphate  in- 
secticides either  did  not  know  or  failed  to  ac- 
knowledge the  increased  hazards  associated 
with  dermal  exposure  to  ethyl  parathion  and 
continued  only  the  precautions  they  had  used 
in  previous  years  when  handling  methyl  para- 
thion alone. 

Individuals  involved  in  aerial  application  work 
accounted  for  the  majority  of  acute  organophos- 
phate poisoning  incidents.  This  employment 
category  was  involved  in  76  (64.3%)  of  the  118 
cases  (Table  1).  Only  8 of  these  were  pilots; 
the  remaining  68  victims  were  ground  person- 
nel who  assisted  in  loading  planes  with  spray 
materials  and  fuel;  row  flagging;  loading,  un- 
loading, and  opening  drums  of  undiluted  mate- 
rial; and  unloading  and  cleaning  aircraft.  Such 
jobs  are  usually  done  by  teen-age  boys  who 
work  only  during  the  cotton  season.  They  are 
most  often  inexperienced  and  unaware  or  dis- 
dainful of  any  particular  dangers  surrounding 
this  type  of  employment.  Few  of  them  use  any 
protective  clothing,  gloves,  or  safety  equipment; 
and  many  of  them  smoke,  eat,  and  consume 
soft  drinks  while  working  and  make  no  special 
efforts  to  wash  their  hands  after  handling  con- 
tainers, tools,  or  spray  equipment. 

Twenty-three  of  the  poisonings  in  1968  oc- 
curred simultaneously  in  a group  of  cotton  field 
workers  who  entered  a field  containing  plants 
about  31/2  ft  tall  about  12  hours  after  an  aerial 
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application  of  a mixture  of  methyl  and  ethyl 
parathion.  Because  of  a heavy  dew  during  the 
night,  there  was  considerable  moisture  on  the 
cotton  plants  the  following  morning.  The  work- 
ers, many  of  whom  were  teen-agers,  were  ex- 
posed to  the  organophosphate-dew  mixture  on 
the  plants  during  the  2V2-3  hours  they  spent  in 
the  field.  Of  the  23  patients  seen  at  the  Harlin- 
gen Poison  Control  Center  about  3 hours  after 
they  had  first  entered  the  field,  13  required  hos- 
pitalization and  10  were  successfully  treated  as 
outpatients. 

No  deaths  resulted  from  the  acute  organo- 
phosphate  intoxications  documented  in  the 
study  area  in  1968.  This  probably  reflects  the 
fact  that  most  physicians  in  the  area  recognize 
the  cholinergic  symptoms  and  signs  associated 
with  acute  organophosphate  poisoning,  and  do 
not  await  laboratory  results  before  initiating 
therapy  with  atropine  sulfate  and  pralidoxime 
chloride. 

If  acute  organophosphate  poisoning  is  strong- 
ly suspected,  an  intravenous  challenge  with 
atropine  sulfate,  2 mg,  is  a valuable  diagnostic 
aid  before  blood  cholinesterase  and  urine  para- 
nitrophenol  analyses  can  be  completed.  If  this 
does  not  rapidly  produce  signs  of  atropinization 
in  a patient  with  symptoms  of  a cholinergic  cri- 
sis, organophosphate  intoxication  is  the  most 
likely  diagnosis,  and  specific  therapy  should  be 
continued  until  laboratory  results  have  been  re- 
ceived. More  complete  discussion  of  the  symp- 
toms, signs,  and  treatment  of  organophosphate 
poisonings  have  been  published  elsewhere. 
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Fig  1.  Pesticides  responsible  for  acute  poisonings  in  the 
Lower  Rio  Grande  Valley  of  Texas,  1968. 
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Mental  Health  Services  in  Higher  Education 


Survey  of  more  than  90  of  Texas’  junior 
colleges,  colleges,  and  universities  shows 
that  although  most  of  them  recognize  the 
need  for  student  mental  health  services, 
they  usually  depend  on  referrals  to  off- 
campus  personnel.  Less  than  one-tenth 
of  the  schools  offer  full  mental  health 
team  services.  At  best,  mental  health 
services  should  be  coordinated  with 
other  campus  resources,  and  future  re- 
search might  seek  feasible  means  of 
achieving  that  goal. 

DESPITE  CURRENT  STUDENT  unrest  and  other 
social  upheavals  of  this  decade,  it  is  unlikely 
that  the  next  will  witness  either  an  ideal  instruc- 
tional system  or  campus  mental  health  services 
adequate  for  fully  productive  human  adjust- 
ments. Mental  health  services,  however,  are  be- 
coming something  of  a requisite  in  developing 
the  most  proficient  of  learning  environments. 
For  present  purposes,  mental  health  service 
refers  to  the  now  familiar  concept  of  a consulta- 
tion team  representing  the  disciplines  of  psychi- 
atry, psychology,  and  sociology  and  functioning 
as  an  integral  part  of  a college  health  center. 
The  purpose  of  this  study  is  neither  to  find  fault 
with  educational,  medical,  psychological,  and 
related  campus  services  as  presently  estab- 
lished, nor  is  it  merely  to  promote  professional 
proliferation  as  a solution  to  mental  health  prob- 
lems. Its  aim,  instead,  is  to  provide  some  im- 
partial information  on  mental  health  service 
personnel  and  facilities,  as  currently  reported 
by  institutions  of  higher  education  within  the 
state  of  Texas  (current  enrollment  of  some  375,- 
000  students).  Because  statutory  regulations 
affecting  mental  health  practices  continue  to 
have  significant  variations  between  states,  the 
present  report  is  limited  to  one  state.  The  his- 
tory and  development  of  the  60  years  of  psy- 
chiatric and  mental  health  services  on  Ameri- 
can campuses  have  been  provided  elsewhere. ^ 
A few  abbreviated  highlights  of  current  colle- 


giate mental  health  concerns  may  suggest  the 
magnitude  of  the  matter  and  will  be  presented 
before  considering  present  survey  results. 

Overview:  Higher  education  in  the  United  States 
generally  has  weathered  sundry  impacts  of  po- 
litical, economic,  and  social  forces.  Neverthe- 
less, colleges  and  universities  usually  persist  in 
their  prime  mission  of  education  through 
achievement  without  appeasement  and  probably 
will  continue  to  do  so.  However,  accelerating 
technological  expansion,  population  growth,  and 
other  ecological  imbalances  increasingly  foster 
feelings  of  frustration  and  anxiety  in  all  con- 
cerned. Legislators,  board  members,  trustees, 
alumni,  administrators,  and  others  experience 
heightened  emotions  as  a result  of  budgetary, 
personnel,  and  other  planning  pressures.  Fac- 
ulty dissension,  parental  impatience  and  uncer- 
tainty, and  student  malaise  and  distress  typi- 
cally fester  long  before  they  are  exposed  by  any 
legal  authority  or  by  mass  media.  Although  such 
manifold  difficulties  may  span  an  entire  society, 
problems  concerning  students  chronically  re- 
ceive the  most  attention.  Such  a focus  is  under- 
standable since  those  being  educated  have  often 
been  given  the  bellwether  role,  although  the 
learned  generally  have  been  a sensitive  gauge 
of  system  exacerbation  or  disequilibrium.  Yet 
focusing  on  a single  patient  or  symptom  to  the 
exclusion  of  environmental  and  other  relation- 
ships may  lead  not  only  to  iatrogenic  disease, 
but  possibly  to  death.  Though  the  remainder  of 
this  article  may  focus  on  students,  then,  there 
are  always  multifarious  influences  upon  a given 
human.  Thus,  campus  conflicts  and  the  devel- 
opment of  effective  learning  processes  do  not 
exclusively  concern  students. 

Coverage  of  the  vast  literature  on  college  stu- 
dents and  of  the  varieties  of  diagnostic  and 
counseling  services  afforded  them  is  not  in- 
cluded in  this  article.  For  instance,  a modern 
annotated  bibliography  on  a single  personality 
test  for  computerized  identification  of  college 
maladjustment  contains  almost  180  references.^ 
A college  health  authority  thus  summarizes  the 
scope  of  the  student  problem  for  a hypothetical 
enrollment  of  10,000: 
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“1,000  will  have  emotional  conflicts  of  suf- 
ficient severity  to  warrant  professional  help;  300 
to  400  will  have  feelings  of  depression  severe 
enough  to  impair  their  efficiency;  100  to  200 
will  be  apathetic  and  unable  to  organize  their 
efforts;  20  to  50  will  be  so  adversely  affected 
by  past  family  experiences  that  they  will  be  un- 
able to  control  their  impulses;  5 to  20  will  at- 
tempt suicide  and  1 to  3 will  succeed;  15  to  25 
will  become  ill  enough  to  require  treatment  in  a 
mental  hospital.”^ 

Subsequent  reports  and  empirical  studies 
emphasize  even  less  conservative  estimates  of 
the  severity  of  student  problems,  ranging  from 
violent  homicidal  impulses  (the  Whitman  syn- 
drome),® through  unduly  prevalent  and  increas- 
ing suicide  rates,  to  risky  drug  abuse.®  Not  only 
do  wanton  and  impersonal  assassinations  and 
globally  murderous  impulses  appear  more  fre- 
quently in  educational  centers,  but  suicide  oc- 
curs significantly  more  often  among  college 
students  than  among  their  age-mates.'^-  ® Also, 
the  college  student  suicide  rate  is  half  again  as 
much  as  that  for  the  general  population.®  As 
many  as  35%  of  thoroughly  studied  collegiate 
classes  on  one  campus  had  used  marijuana;  and 
as  many  as  97%  of  the  LSD  users  had  already 
forsaken  the  former  drug  for  greater  “mind  ex- 
pansion,” if  not  brain  deterioration. i®  It  is  also 
known  that  about  a third  of  any  collegiate  en- 
rollment is  advised  to  contact  a school's  psy- 
chiatric or  psychological  services,  and  yet  only 
half  of  those  referred  typically  make  any  such 
contact. “ Increasing  competition,  age,  and 
graduate  enrollments  intensify  such  mental 
health  referrals.  Inadvertently  destructive  collu- 
sion within  given  college  subcultures  (for  exam- 
ple, faculty-administration,  student-parent)  also 
is  not  easily  averted,  even  for  the  admirable 
goals  of  campus  solidarity,  faculty  freedom,  stu- 
dent creativity,  and  the  like.  These  serious  prob- 
lems and  others  must  be  mastered  at  many  lev- 
els if  members  of  the  educational  community 
are  to  maintain  integrity  and  identity.^® 

If  definitive  campus  mental  health  resources 
are  practically  nonexistent,  no  longer  will  it  be 
justifiable  to  maintain  that  a college  education 


is  a totally  integrative  growth  experience.  Neith- 
er will  it  long  be  defensible  for  institutions  of 
higher  learning  to  continue  to  fail  to  provide 
some  coordination  of  psychiatric,  psychological, 
and  social  work  services  in  addition  to  the  more 
usual  ones  of  general  nursing  and  medicine,  vo- 
cational counseling,  and  educational  advise- 
ment. The  rationalization  that  the  college  trans- 
cends the  family  as  an  educating  and  socializ- 
ing institution  appears  increasingly  unaccept- 
able, if  not  automatically  proscriptive  and  short- 
sighted. The  critical  issue  for  this  affluent  so- 
ciety seems  to  be  the  provision  of  optimum  con- 
ditions for  the  development  of  talented  human 
potential.  Recognition  of  the  disturbing  incon- 
gruity between  the  student  group’s  privileged 
and  valued  status  and  its  destructive  extremes 
provided  the  primary  incentive  for  the  present 
study.  The  results  of  the  currently  reported  cam- 
pus mental  health  resources  for  Texas  college 
and  university  students  were  remarkably  in- 
formative. 

Method:  A questionnaire  was  sent  to  more  than 
90  institutions  of  higher  education  throughout 
Texas  (37  junior  colleges  and  56  colleges  and 
universities,  excluding  medical,  dental,  and  oth- 
er specialized  schools),  as  listed  in  Lovejoy’s 
guide.  The  brief  survey  form  dealt  with  avail- 
able general  and  mental  health  resources  and 
needs  for  developmental  student  care.  Ques- 
tionnaires were  sent  at  the  beginning  of  the 
1968  fall  term,  and  a rather  unbiased  and  typi- 
cal mail-return  rate  of  70%  was  attained  before 
the  end  of  the  calendar  year.  The  variety  of  col- 
lege personnel  completing  the  survey  form  par- 
alleled the  variety  of  definitions  of  college  men- 
tal health  services.  Respondents  ranged  from 
vice-presidents  and  deans,  to  counseling  center 
directors,  to  health  service  directors,  to  part- 
time  nurses.  However,  replies  were  considered 
as  responsible  reflections  of  psychiatric  and 
related  mental  health  services  available  on  given 
campuses. 

Results  and  Discussion:  Returns  from  colleges 
and  universities  were  divided  at  an  enrollment 
of  3,000,  and  junior  colleges  were  tabulated  sep- 
arately. (Non-returnees  typically  were  either 
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Item 

Jr.  Colleges 

Sr.  Colleges  and  Universities 

Under  3,000  3,000  and  over 

Number  of  Institutions  Replying 

26 

17 

22 

% Public  Institutions 

85% 

23% 

73% 

Health  Service  on  Campus 

31 

88 

100 

Fee  support 

12 

29 

86 

MD  employed 

0 

6 

77 

RN  employed 

12 

59 

96 

Inpatient  care: 

General 

8 

46 

82 

Inpatient  care: 

Emotionally  disturbed 

0 

12 

54 

Medical  withdrawal  offered  for  emotional  problems 

15 

58 

77 

Refer  outside  (for  emotional  treatment) 

85 

82 

100 

Need  campus  psychiatric  consultation 

54 

58 

96 

Mental  Health  Service  on  Campus 

0 

0 

23 

Psychiatrist  employed 

0 

0 

41 

Psychologist  employed 

0 

0 

9 

Social  worker  employed 

0 

0 

4 

Psychiatric  training  program  affiliation 

0 

0 

14 

Table  1.  Survey  response,  percentages  by  college  categories. 


two-  or  four-year  private  colleges  with  enroll- 
ments in  the  lower  hundreds.)  Table  1 contains 
the  salient  responses  by  item  and  by  group  per- 
centages for  the  junior  and  senior  colleges  and 
universities  replying  to  the  survey. 

Table  1 data  clarify  at  least  three  points:  (1) 
the  need  for  student  mental  health  services  is 
recognized  by  most  higher  educational  institu- 
tions but  is  predominantly  dealt  with  by  off- 
campus  referrals;  (2)  existing  campus  mental 
health  resources,  except  in  the  larger  public 
institutions,  are  generally  minimally  defined  as 
nursing  exigencies;  and  (3)  less  than  one  in  ten 
schools  actualizes  any  concept  of  the  mental 
health  team  approach,  and  all  of  those  that  do 
so  are  among  the  larger  universities.  Thus,  the 
distribution  of  manpower  in  Texas  collegiate 
mental  health  services  seemingly  reflects  geo- 
graphical concentration  of  students  more  than 
actual  student  needs. 

Perhaps  even  areas  of  less  student  density 
warrant  activation  of  the  broadest  model  ser- 
vices possible  to  effect  eventual  educational 
and  community  development.^^  Certainly  such 
a plan  is  consistent  with  the  efforts  of  national 
mental  health  programs  and  seems  worthy  of 
consideration  by  colleges  and  universities,  re- 
gardless of  their  size.  Based  upon  present  re- 
sults, the  following  are  average  or  typical  staff- 
ing patterns  for  health  services  on  Texas  cam- 
puses: junior  colleges  generally  have  no  MD 
and  only  one  in  eight  have  even  a part-time  RN; 
smaller  senior  colleges  typically  have  a part- 


time MD  and  one  full-time  RN;  larger  colleges 
and  universities  average  two  full-time  plus  two 
part-time  MDs  and  five  full-time  RNs  (but  less 
than  half  of  these  institutions  employ  even  part- 
time  psychiatrists,  psychologists,  or  social  work- 
ers). Respondents'  “further  comments’’  on 
mental  health  services,  such  as  “hardly  ready,” 
“seems  like  our  enrollment  is  over  a million,” 
and  “we  are  in  shock,”  only  add  conviction  to 
these  findings.  Perhaps  some  traveling  mental 
health  consultation  teams  could  aid  institutions 
interested  in  developing  such  services  for  their 
campuses. 

Summary:  Current  campus  mental  health  team 
consultation  is  almost  nonexistent  in  Texas  col- 
leges except  in  the  larger  university  centers. 
Furthermore,  mental  health  services  at  best 
should  not  exist  as  autonomous  extensions  of 
colleges  but  should  be  coordinated  with  other 
campus  resources.  Thus,  it  seems  unrealistic  to 
rely  only  on  nursing  personnel  and  off-campus 
referrals  for  enduring  solutions  to  the  increas- 
ingly severe  student  problems  occurring  in  in- 
stitutions of  higher  learning.  Future  research 
might  include  broader  surveys  of  campus  psy- 
chodiagnostic and  counseling  resources  and 
utilization  patterns,  as  well  as  investigations  of 
preventive  mental  health  approaches.  Also, 
further  research  could  productively  consider 
administrative,  faculty,  and  other  interaction 
with  the  student  body  in  a campus  system.  Per- 
haps future  statewide  surveys  will  find  college 
and  university  systems  with  more  viable  cam- 
pus mental  health  team  services  than  those  re- 
vealed in  the  present  study. 
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HEMORRHOIDECTOMY 
BY  THE 
SUBMUCOSAL 
RESECTION  TECHNIQUE 


Hemorrhoidal  disease  begins  to  cause 
symptoms  when  loose  rectal  mucosa  al- 
lows the  varicose  veins  to  prolapse.  Sur- 
gery, then,  must  remove  the  causes  of 
hemorrhoidal  disease  without  denuding 
the  anus  of  epithelium.  The  author  de- 
scribes the  technique  which  he  has  found 
to  be  most  successful  in  treating  hem- 
orrhoids and  other  lesions.  Postoperative 
complications  are  rare. 

THE  PATHOLOGY  OF  HEMORRHOIDAL  disease 
is  more  than  just  swelling  of  varicose  veins.  A 
few  dilated  veins  and  some  swelling  of  the  in- 
ternal and  external  hemorrhoidal  areas  is  almost 
universally  present  in  adults.  Unless  there  is 
some  complication,  such  as  rupture  of  one  of 
the  veins  with  formation  of  a thrombosed  hem- 
orrhoid or  trauma  causing  bleeding,  they  usual- 
ly produce  few  symptoms.  Uncomplicated  hem- 
orrhoids become  symptomatic  when  the  rectal 
mucosa  becomes  loose  and  allows  the  hemor- 
rhoids to  prolapse.  The  prolapse,  in  turn,  pro- 
duces more  distension,  more  frequent  bleeding, 
a nagging  “falling  out’’  sensation,  and  the  char- 
acteristic dull  ache  in  the  low  back  or  buttocks. 
Chronic  partial  protrusion  permits  rectal  secre- 
tions to  bathe  the  perianal  skin,  producing  the 
distressing  pruritus  that  frequently  accompanies 
hemorrhoidal  disease. 

Since  nearly  all  adults  have  hemorrhoids 
(that  is,  some  dilated  internal  and  external  hem- 
orrhoidal veins),  perhaps  we  should  speak  of 
hemorrhoidal  disease  or  symptomatic  hemor- 
rhoids rather  than  just  hemorrhoids.  Regardless 
of  what  terminology  is  used,  the  physician 
should  understand  that  the  patient’s  complaint 
of  hemorrhoids  or  piles  includes  not  only  the 
symptoms  produced  by  the  varicose  veins,  but 
the  whole  symptom  complex  produced  by:  (1) 
varicose  internal  and  external  hemorrhoidal 


veins,  (2)  prolapse  and  redundancy  of  the  rec- 
tal mucosa,  (3)  anal  cryptitis  and  adjacent 
chronic  inflammation,  and  (4)  chemical  irrita- 
tion from  rectal  secretions  on  the  perianal  skin. 

Any  surgical  procedure  that  does  not  remove 
all  these  sources  of  symptoms  will  leave  many 
patients  with  persistent  symptoms  following  op- 
eration. There  are  three  main  reasons  for  per- 
sistent or  recurring  symptoms  following  hem- 
orrhoidectomy: (1)  inadequate  removal  of  hem- 
orrhoidal veins,  (2)  failure  to  remove  redundant 
prolapsing  rectal  mucosa,  and  (3)  anal  stenosis. 

The  first  two  are  the  result  of  timid  surgery, 
and  there  is  actually  a persistence  of  hemor- 
rhoidal disease.  The  third  usually  is  the  result 
of  too  radical  removal  of  anal  tissue  without 
restoration  of  normal  mucosal  lining  of  the 
anus.  On  occasions,  anal  stenosis  may  result 
from  inadequate  removal  of  diseased  crypts  or 
inadequate  postoperative  care  causing  an  in- 
flammatory stricture  of  the  anus. 

With  many  of  the  commonly  used  surgical 
techniques,  the  surgeon  too  often  is  caught  on 
the  horns  of  a dilemma.  If  he  removes  all  of  the 
diseased  tissue,  stenosis  occurs  and  symptoms 
persist.  If  he  removes  less  tissue,  the  hemor- 
rhoids that  persist  enlarge  and,  in  a varying 
time,  recurrent  symptoms  begin. 

The  traditional  and  commonly  used  technique 
of  ligation  and  excision  of  the  hemorrhoids, 
leaving  the  resulting  wound  open,  gives  satis- 
factory results  when  the  hemorrhoids  are  not 
large  and  occur  in  the  classical  three  areas 
without  intervening  hemorrhoids.^’  However, 
this  ideal  situation  frequently  is  not  present  in 
the  patient  with  symptomatic  hemorrhoidal  dis- 
ease. Most  frequently  there  are  accessory  hem- 
orrhoids with  crypts  and  papillae  between  the 
three  classical  masses.  If  all  the  pathologic  tis- 
sue is  removed,  stenosis  is  likely  to  develop.  If 
accessory  hemorrhoids  and  crypts  are  left  as 
bridges  of  mucosa  between  the  areas  of  exci- 
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Sion,  the  hemorrhoids  progress  with  time  to 
present  symptoms  of  recurrent  disease. 

The  Whitehead  technique  of  segmental  re- 
section of  all  of  the  hemorrhoidal  area  with  con- 
struction of  a new  mucosa  skin  junction  is  well 
known,  and  properly  done  is  quite  effective. ® 
But,  even  in  experienced  hands,  the  complica- 
tion of  moderate  anal  stenosis  is  frequent 
enough  to  make  this  technique  unsuitable  for 
routine  use.  In  the  hands  of  the  inexperienced, 
the  patient’s  postoperative  condition  frequently 
is  much  worse  than  the  original  disease. 

It  has  been  my  good  fortune  to  spend  time  in 
training  under  several  excellent  teachers  whose 
techniques  of  hemorrhoidectomy  differed  as 
widely  as  their  geographical  location.  One 
taught  the  classical  ligation  and  excision  tech- 
nique,'^ one  taught  the  Whitehead  technique,^ 
and  another  the  technique  of  submucosal  dis- 
section and  excision  of  hemorrhoids.*’  ® After 
formal  training,  I had  the  opportunity  to  use 
and  evaluate  the  various  techniques.  While  there 
is  no  doubt  that  a satisfactory  hemorrhoidec- 
tomy can  be  performed  by  these  and  many  other 
techniques,  I am  convinced  that,  except  in  a few 
special  cases,  the  technique  of  submucosal  dis- 
section and  excision  of  the  hemorrhoids  does 
the  most  complete  job  of  removing  all  the  hem- 
orrhoids while  producing  the  fewest  complica- 
tions. When  special  situations  such  as  an  ac- 
companying anal  ulcer,  extremely  large  external 
hemorrhoids,  or  a complete  ring  of  thrombosed 
external  hemorrhoids  exists,  I frequently  use  a 
combination  of  the  submucosal  dissection  tech- 
nique with  one  of  the  other  techniques.  The 
Whitehead  technique  and  the  ligation  excision 
technique  are  adequately  described  else- 
where. 

Submucosal  Dissection  and  Excision:  The  tech- 
nique was  developed  and  first  described  by 
Pansier*’  ^ who  also  designed  the  Pansier  Oper- 
ating Anoscope,  an  almost  indispensable  aid  to 
the  proper  execution  of  the  technique. 

Pig  1 shows  this  instrument,  which  is  3 cm 
in  diameter  and  6 cm  in  length;  2 cm,  or  ^4  of 
its  circumference,  is  cut  out  for  an  operating 
slot.  After  the  patient  is  anesthetized,  the  anus 
usually  will  accommodate  the  instrument  easily, 
and  at  the  conclusion  of  surgery  the  operated 
anus  also  should  accommodate  it.  If  a smaller 
instrument  or  one  with  a larger  operating  slot 
is  used,  stenosis  may  result  if  the  anus  is  made 
to  fit  the  smaller  instrument.  The  Pansier  Op- 
erating Anoscope  allows  the  hemorrhoids  to  be 
operated  upon  in  their  normal  anatomic  posi- 


Fig  2. 
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Fig  3. 


Fig  4. 


Fig  5. 


tion,  and  there  is  no  need  to  distort  the  anatomy 
by  prolapsing  the  hemorrhoid.  Using  the  instru- 
ment as  a sizer  prevents  one  from  surgically 
producing  a tight  anus.  Only  the  pathological 
tissue  is  excised,  and  at  the  conclusion  of  the 
procedure  the  normal  anatomy  is  restored  and 
the  anal  muscle  is  covered  with  epithelium. 

With  adequate  anesthesia  (usually  spinal) 
and  the  patient  in  the  prone  fixed  position,  the 
anus  is  gently  dilated  until  it  accommodates 
two  fingers.  If  stenosis  prevents  easy  dilation, 
one  should  make  a superficial  incision  in  the 
anus  posteriorly  and  divide  just  enough  of  the 
superficial  scarred  muscle  fibers  to  allow  the 
anus  to  dilate  to  two  fingers.  It  will  then  easily 
accommodate  the  Pansier  Anoscope,  and  by 
successively  reinserting  the  obturator  and  turn- 
ing the  anoscope,  each  of  the  four  quadrants 
can  be  examined.  Usually  the  dissection  is  be- 
gun in  the  lateral  quadrants,  as  it  is  easier  to 
remove  the  redundant  prolapsing  mucosa  ade- 
quately in  the  lateral  quadrants.  After  this,  little 
or  no  mucosa  remains  to  be  removed  anteriorly 
and  posteriorly.  Fig  2 demonstrates  the  placing 
of  a #00  plain  catgut  suture  well  orad  to  the 
internal  hemorrhoid  in  the  prolapsing  mucosa. 
This  is  a “figure  of  8”  suture.  The  first  stitch 
catches  only  the  superficial  mucosa,  then  the 
mucosa  is  held  away  from  the  muscle  with  the 
suture,  and  a deeper  stitch  is  placed  through 
the  submucosa  (Fig  3)  to  incorporate  the  main 
branch  of  the  artery  supplying  the  hemorrhoid 
in  the  stitch.  The  suture  is  then  laid  aside.  Next, 
a longitudinal  linear  or  elliptical  incision  is 
made,  incising  the  mucosa  and  skin  overlying 
the  hemorrhoid  from  the  suture  to  a point  ex- 
ternal to  the  external  hemorrhoid.  The  edges  of 
the  wound  are  grasped  with  two  clamps  and 
held  under  tension  by  an  assistant. 

The  tension  is  held  so  that  the  overlying  skin 


and  mucous  membrane  are  held  in  a flat  plane 
at  a 45°  angle  to  the  underlying  muscle  (Fig  4). 
The  surgeon  then  grasps  the  hemorrhoidal  veins 
and  by  sharp  scissor  dissection  can  completely 
free  the  hemorrhoidal  veins  from  the  overlying 
skin  and  mucosa.  The  same  procedure  is  re- 
peated on  the  opposite  side  of  the  incision.  The 
assistant  then  holds  the  edges  of  the  wound 
apart  and  the  hemorrhoidal  veins  are  dissected 
free  from  the  underlying  muscle  and  excised 
(Fig  5).  The  edges  of  the  wound  are  then  trim- 
med away  so  they  will  just  come  together  with 
the  anoscope  in  place.  When  there  is  a marked 
prolapse  of  the  mucosa,  the  removal  of  much 
more  epithelium  internally  than  in  the  anal  ca- 
nal often  is  necessary.  This  eliminates  the  mu- 
cosal prolapse  while  preserving  the  anal  epithe- 
lial covering. 

The  catgut  suture  that  was  placed  in  the 
mucosa  at  the  beginning  of  the  dissection  is 
now  used  to  close  the  wound  (Fig  6).  A running 
lock  stitch  is  used  and  the  resulting  wound  is 
linear  in  the  longitudinal  axis  of  the  bowel.  Only 
the  mucosa  or  skin  is  included  in  the  stitch 
(Fig  7).  I try  to  avoid  stitching  the  sphincter,  as 
this  seems  to  increase  postoperative  pain. 

The  wound  is  always  closed  to  a point  just 
outside  the  dentate  line,  so  that  the  sphincter 
muscle  is  recovered.  The  external  portion  of  the 
wound  may  be  left  open,  but  recently  I have 
been  closing  the  entire  wound  and  often  there 
is  primary  healing.  I am  not  yet  sure  whether 
this  is  of  any  particular  advantage,  but  to  date 
there  have  been  no  complications  from  the  pri- 
mary closure.  The  same  procedure  is  then  re- 
peated in  the  other  quadrants  of  the  anus. 
Usually  four  incisions  are  used,  one  in  each 
quadrant.  The  dissection  in  one  quadrant  usual- 
ly just  reaches  the  adjacent  dissection.  When 
there  are  large  accessory  hemorrhoids,  five  or 


50 


TEXAS  MEDICINE 


Fig  6. 


Fig  7. 


six  incisions  sometimes  are  used;  occasionally 
only  three  are  necessary  to  do  a complete  dis- 
section. Any  hypertrophied  papillae  that  may 
be  present  are  excised.  The  deep  portions  of 
any  crypts  will  have  been  excised  during  the 
submucosal  dissection,  but  if  there  are  cryptic 
structures  remaining  at  the  dentate  line,  they 
are  either  opened  or  excised.  At  the  conclusion 
of  the  procedure  the  wounds  are  examined  for 
hemostasis  and  an  external  pressure  dressing 
is  applied.  No  pack  is  placed  inside  of  the  anus. 

By  using  this  technique  of  hemorrhoidec- 
tomy a total  excision  of  the  hemorrhoidal  tissue 
in  the  full  360°  circumference  of  the  anus  is 
accomplished.  The  redundant  rectal  mucosa  is 
completely  removed,  as  are  all  crypts  and  pa- 
pillae. An  anus  of  adequate  caliber  is  com- 
pletely relined  with  viable  epithelium,  and  there 
is  no  need  for  mechanical  postoperative  dila- 
tations. When  these  conditions  are  achieved 
the  surgeon  can  conscientiously  assure  his  pa- 
tient that  recurrent  symptoms  or  anal  disease 
are  extremely  unlikely. 

I have  used  this  technique  in  well  over  1,000 
cases  in  the  past  15  years.  The  unsatisfactory 
results  from  stenosis  or  recurrence  of  hemor- 
rhoidal symptoms  has  been  only  a fraction  of 
1%  with  only  five  patients,  to  my  knowledge, 
requiring  reoperation.  I am  convinced  that  in 
my  hands  this  technique  produces  less  post- 
operative pain  and  disability  than  any  of  the 
other  techniques  I have  used. 

No  single  technique  is  suitable  for  all  pa- 
tients. I will  not  try  to  catalog  all  the  different 
situations  in  which  this  technique  can  be  used. 
I have  found  that  the  more  experience  I gain 
in  this  technique,  the  more  frequently  I use  it. 
It  is  especially  helpful  to  use  in  one  or  two 
quadrants  of  the  anus  when  other  lesions  such 


as  fistulas  and  anal  ulcers  require  denuda- 
tions of  large  areas  of  muscle  in  other  quad- 
rants of  the  anus. 

Summary:  1.  The  pathology  and  symptomatol- 
ogy of  hemorrhoidal  disease  is  reviewed,  with 
attention  to  the  role  of  rectal  mucosal  prolapse 
in  producing  hemorrhoidal  symptoms. 

2.  An  anatomic  method  of  submucosal  re- 
section of  hemorrhoids  is  presented  which  al- 
lows total  removal  of  the  anatomic  factors  pro- 
ducing hemorrhoidal  disease  without  denuding 
the  anus  of  epithelium. 

3.  The  postoperative  complication  of  anal 
stenosis  is  virtually  eliminated  if  the  procedure 
is  properly  done. 

4.  The  surgical  technique  is  easily  modified 
so  that  it  can  be  used  in  conjunction  with  pro- 
cedures for  fistula,  anal  ulcer,  or  other  surgical 
disease  of  the  anus. 
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Forty  patients  with  severe  primary  dys- 
menorrhea were  evaluated  to  compare 
the  effect  of  combination,  sequential, 
and  placebo  therapy.  The  Investigation 
was  double  blind  and  randomized.  The 
results  indicate  that  sequential  medica- 
tion was  little  better  than  placebo  thera- 
py, while  combination  therapy  produced 
beneficial  effects.  Possible  explanations 
for  the  diverse  effects  of  the  two  regi- 
mens of  therapy  are  presented. 


Primary  Dysmenorrhea: 


COMBINATION  VS 
SEQUENTIAL  THERAPY 


VEASY  C.  BUTTRAM,  JR,  MD 
RAYMOND  H.  KAUFMAN,  MD 


IN  1938,  WILSON  & KURZROK  observed  that 
primary  dysmenorrhea  did  not  occur  when  the 
menstrual  cycle  was  anovulatory.  They,  as  well 
as  Sturgis  and  Albright,  subsequently  reported 
that  this  malady  could  be  relieved  by  inhibiting 
ovulation  with  estrogens.  Following  the  intro- 
duction of  the  newer  synthetic  progestogens 
(19-norsteroids  derived  from  19-nortestoster- 
one)  in  1956,  several  investigators  reported  on 
the  effectiveness  of  these  agents  in  the  treat- 
ment of  primary  dysmenorrhea.  These  results 
were  again  attributed  to  the  ovulatory  suppres- 
sant action  of  the  medication. 

Two  methods  for  the  cyclic  administration  of 
estrogen-progestogen  compounds  now  are  being 
used  to  suppress  ovulation.  The  combination 
type  of  therapy,  the  first  to  be  developed,  con- 
sists of  the  simultaneous  administration  of  a 
fixed  dose  of  estrogen  and  progestin  for  20 
days.  More  recently,  the  sequential  type  of  ther- 
apy has  been  developed  and  consists  of  20  or 
21  days  of  estrogen  administration,  with  a pro- 
gestin given  concurrently  during  the  last  5 to 
10  days  of  estrogen  treatment. 

The  purpose  of  this  study  was  to  evaluate  the 
comparative  effect  of  combination,  sequential, 
and  placebo  therapy  in  the  treatment  of  severe 
primary  dysmenorrhea. 

Methods:  Our  study  group  comprised  40  pa- 
tients with  severe  primary  dysmenorrhea.  These 
individuals  consisted  of  student  nurses,  patients 
from  the  private  practices  of  the  co-investiga- 
tors, and  indigent  patients  from  the  local  charity 
hospital.  A diagnosis  of  severe  dysmenorrhea 
was  made  only  if  the  patient  complained  of  in- 
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capacitating  pain  lasting  for  two  or  more  days 
with  each  menstrual  period.  Twenty-one  other 
women  were  also  studied,  but  are  not  included 
in  our  study  group  because  they  had  milder  de- 
grees of  pain  or  because  their  dysmenorrhea 
was  thought  to  be  secondary  to  organic  disor- 
ders. A complete  physical  examination,  includ- 
ing a pelvic  examination,  was  carried  out  on 
each  individual  before  a diagnosis  of  primary 
dysmenorrhea  was  made.  The  majority  of  pa- 
tients had  previously  received  analgesics,  anti- 
spasmodics,  diuretics,  and/or  tranquilizers, 
singly  or  in  combination,  without  benefit. 

The  women  were  evaluated  regarding  dura- 
tion and  severity  of  dysmenorrhea  at  the  initial 
interview  and  examination,  during  treatment, 
and  after  cessation  of  therapy.  Following  the 
completion  of  each  treatment  cycle,  the  symp- 
toms of  dysmenorrhea  were  classified  as  being 
severe,  moderate,  mild,  or  absent. 

The  patients  were  divided  into  the  following 
groups:  Group  1 received  Norinyl-2  (norethin- 
drone  2 mg  with  mestranol  0.1  mg)  starting  on 
day  5 of  the  menstrual  cycle  for  20  days;  group 
2 received,  beginning  with  day  5 of  the  men- 
strual cycle,  mestranol  0.08  mg  for  11  days 
followed  by  a combination  of  chlormadinone 
acetate  2 mg  and  mestranol  0.08  mg  for  the 
last  10  days;  and  group  3 received  placebo  tab- 
lets starting  on  day  5 of  the  menstrual  cycle 
for  20  days. 

Each  group  of  patients  was  scheduled  to  re- 
ceive the  appropriate  compound  for  three  suc- 
cessive cycles  of  therapy. 

Medication  was  given  on  a double  blind  basis 
and  patient  selection  for  this  therapy  was  ran- 
domized. 

Results:  Table  1 briefly  summarizes  the  clinical 
data  of  the  patients  in  the  three  study  groups. 
The  average  age,  duration  of  dysmenorrhea,  and 
number  of  days  of  pain  were  similar  for  each 
group. 

Combination  V5.  Placebo  Therapy:  To  analyze 
the  effectiveness  of  the  combination  type  medi- 
cation (norethindrone  with  mestranol),  a com- 
parison was  made  with  the  placebo  treatment. 
The  degree  of  dysmenorrhea  after  the  final  com- 
plete cycle  of  therapy  was  used  as  the  criterion 
of  improvement.  Table  2 demonstrates  the  num- 
ber of  patients  and  the  changes  in  their  status. 

If  we  assume  the  effectiveness  of  the  two 
compounds  to  be  the  same,  the  distribution  of 
changes  in  dysmenorrhea  should  be  the  same 


Average  Duration  Duration 
of  Dysmenorrhea  of  Pain 
Group  No.  Patients  Average  Age (Years) (Days) 


1.  Norinyl-2 

2.  Mestranol- 

15 

20 

4.5 

3.0 

Chlormadinone 

12 

20 

7.0 

2.5 

3.  Placebo 

13 

22 

5,0 

3.0 

Table  I.  Patient  groups. 


for  both  compounds.  This  hypothesis  was  tested 
at  the  significance  level  of  « = 0.05  and  was 
rejected.  That  the  high  frequency  of  complete 
or  significant  improvement  in  group  1 occurred 
by  chance  has  a probability  of  less  than  0.02, 
indicating  that  norethindrone-mestranol  therapy 
is  effective  in  the  treatment  of  dysmenorrhea. 

Sequential  V5.  Placebo  Therapy:  To  analyze  the 
effectiveness  of  the  sequential  type  medication 
(mestranol-chlormadinone  acetate,  a compari- 
son was  made  with  the  placebo  treatment.  The 
degree  of  dysmenorrhea  after  the  final  complete 
cycle  of  therapy  was  used  as  the  criterion  of 
improvement.  Table  3 summarizes  the  results. 

If  we  assume  that  the  effectiveness  of  the 
two  compounds  is  the  same,  we  would  expect 
the  distribution  of  changes  in  dysmenorrhea  to 
be  about  the  same  for  the  two  therapy  groups. 
The  probability  of  this  was  computed  to  be  0.76. 
This  value  indicates  that  the  findings  observed 
may  well  have  occurred  by  chance  alone,  and 
that  the  sequential  mestranol-chlormadinone 
acetate  therapy  was  not  statistically  superior  to 
placebo  therapy. 

Discussion:  One  of  the  better  modes  of  therapy 
for  severe  primary  dysmenorrhea  is  the  sup- 
pression of  ovulation;  this  thought  probably 
originated  with  the  previously  mentioned  report 
of  Wilson  and  Kurzrok  in  1938,  and  gained  sup- 
port when  they,  as  well  as  Sturgis  and  Albright, 
reported  (1940)  that  primary  dysmenorrhea 
could  be  relieved  by  inhibiting  ovulation  with 
estrogen.  Clinical  observations  of  the  beneficial 
effects  of  ovulatory-suppressing  combination 
estrogen-progestogen  compounds  on  dysmenor- 
rhea have  also  played  a role  in  perpetuating 
this  idea. 
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Group 

No  Improvement 

In  Dysmenorrhea 

Severe  to 
Moderate 

Changes  in  Dysmenorrhea 

Severe  to 

Mild 

S 

Severe  to 

Absent 

Total 

1.  Norinyl-2 

3 

1 

4 

7 

15 

3.  Placebo 

8 

3 

1 

1 

13 

Table  2.  Combination  V5  placebo  therapy,  comparative  beneficial  effects. 


Although  the  number  of  women  studied  in 
this  investigation  was  small,  one  can  interpret 
the  result  as  indicating  that  sequential  therapy 
is  little  better  than  placebo  medication  in  the 
treatment  of  severe  primary  dysmenorrhea.  Con- 
versely, combination  treatment  is  beneficial. 
Since  both  methods  suppress  ovulation  (al- 
though there  is  some  doubt  as  to  whether  the 
sequential  medication  does  this  consistently), 
one  would  have  expected  them  to  be  equally 
beneficial  in  the  treatment  of  this  condition.  As 
noted,  this  was  not  the  case.  The  results  are  not 
too  surprising:  many  investigators  (including 
Wilson,  Kurzrok,  Sturgis,  Albright,  Haus,  and 
others)  have  found  they  could  relieve  the  symp- 
tom of  dysmenorrhea  by  suppressing  ovulation 
with  estrogen;  however,  when  progesterone  was 
added  in  the  latter  part  of  the  treatment  regi- 
men, painful  menstruation  ensued.  This  is  anal- 
ogous to  the  sequential  regimen,  in  which  pro- 
gesterone is  given  concurrently  during  the  last 
five  to  ten  days  of  estrogen  treatment. 

Why,  then,  is  the  combination  treatment  (a 
progestogen  given  throughout  the  20  or  21  days 
of  therapy),  or  estrogen  alone,  useful  in  the 
treatment  of  primary  dysmenorrhea?  The  answer 
is  unknown.  Possibly  their  therapeutic  effects 
are  the  result  of  modification  of  the  menstrual 
endometrium  rather  than  simply  suppression  of 
ovulation.  Sequential  medication  produces  se- 
cretory endometrium  which,  histologically, 
closely  simulates  that  produced  in  a normal 
ovulatory  cycle.  Menstrual  endometrium  pro- 
duced in  an  anovulatory  cycle,  when  estrogen  is 
given  alone  in  high  enough  dosage  to  suppress 
ovulation,  or  following  combination  regimen,  is 
histologically  much  different.  During  combina- 
tion therapy  the  endometrium  develops  rapidly, 
with  early  appearance  of  glandular  secretion 
similar  to  that  seen  in  the  early  part  of  the  nor- 
mal luteal  phase.  After  the  appearance  of  intra- 
epithelial vacuolization,  the  glands  do  not  ma- 
ture into  normally  large,  corkscrewed  structures 


with  secretory  activity;  instead,  they  begin  to 
regress  and  become  small,  involuted,  and  in- 
active. The  stroma  develops  edema  and  variable 
degrees  of  pseudodecidual  reaction.  After  sev- 
eral cycles  of  therapy,  the  endometrium  is  un- 
derdeveloped, with  transitory,  minimal,  irregular 
secretory  changes.  The  tissue  is  similar  to  that 
of  atrophic  postmenopausal  endometrium  ex- 
cept that  the  stroma,  instead  of  having  a fibrous 
appearance,  shows  edema  and  cells  with  pyk- 
notic  nuclei.  Menstrual  endometrium  produced 
by  estrogen  alone  or  in  anovulatory  cycles  re- 
veals a proliferative  activity.  Whether  these  al- 
terations in  the  endometrium  and  the  relief  of 
pain  in  dysmenorrhea  have  a cause  and  effect 
relationship  or  are  only  coincidental  cannot  yet 
be  determined. 

It  is  not  within  the  scope  of  this  article  to  dis- 
cuss the  many  different  theories  regarding  the 
etiology  of  primary  dysmenorrhea,  but  a brief 
discussion  of  one  of  the  suggestions  is  in  order. 
Recent  investigations  have  shown  that  men- 
strual fluid  contains  specialized  hydroxy-fatty 
acids  now  designated  as  prostaglandins. 

These  compounds,  depending  on  their  composi- 
tion, have  either  a stimulating  or  relaxing  effect 
on  smooth  muscles.  Similar  substances  have 
been  found  in  a number  of  tissues  including 
lungs,  pancreas,  brain,  and  kidneys.^  They  were 
identified  by  VonEuler  and  Goldblatt  in  1935 
from  seminal  plasma.  F prostaglandins 
(PGF)  elicit  myometrial  contractions,  while  E 
prostaglandins  (PGE)  induce  myometrial  relax- 
ation.'^’ i'’  Several  investigations  have  demon- 
strated that  the  principal  human  myometrial 
stimulants  are  PGF2  and  PGEi.^®  Menstrual  fluid 
has  been  found  to  contain  relatively  more  F than 
E compounds  while  seminal  plasma  contains 
primarily  E prostaglandins.^'^  Both  the  F and  E 
forms  have  been  found  and  isolated  from  hu- 
man endometrium  and  menstrual  fluid. Se- 
cretory endometrium  contains  a greater  amount 
of  these  compounds  than  does  proliferative  en- 
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Group 

No  Improvement 

In  Dysmenorrhea 

Severe  to 
Moderate 

Changes  in  Dysmenorrhea 

Severe  to 

Mild 

Severe  to 

Absent 

Total 

2.  Mestranol-Chlormadinone 

5 

3 

3 

1 

12 

3.  Placebo 

8 

3 

1 

1 

13 

Table  3.  Sequential  vs  placebo  therapy,  comparative  beneficial  effects. 


dometrium.^®  Pickles,  in  a study  of  one  subject 
during  puberty,  found  her  prostaglandin  con- 
centration in  menstrual  fluid  following  anovula- 
tory cycles  to  be  about  one-fifth  of  that  in  ovu- 
latory cycles. This  and  other  studies  have  sug- 
gested that  these  compounds  are  formed  in  the 
endometrium,  especially  during  the  secretory 
phase,  and  held  until  released  at  the  beginning 
of  and  during  menstruation.  Their  release,  eith- 
er locally  or  via  humoral  pathways,  could  ac- 
count for  increased  myometrial  activity  at  the 
time  of  menstruation. 

Current  evidence  favors  the  cause  of  primary 
dysmenorrhea  as  the  hypercontractility  of  the 
uterus.  Pickles  has  suggested  that  these  intense 
uterine  contractions  might  be  associated  with 
excessive  stimulation  of  the  uterine  musculature 
by  prostaglandins.  He  further  postulated  that 
this  could  come  about  by  one  of  several  means; 
(1)  increased  absorption  of  F prostaglandins  by 
the  decidua  menstrualis,  (2)  increased  forma- 
tion and  liberation  of  an  unusually  large  amount 
of  prostaglandin  F,  and/or  (3)  increased  myo- 
metrial sensitivity  to  F prostaglandins  or  a de- 
creased sensitivity  to  E prostaglandins.  In  sup- 
port of  this  view,  PGF2a  (0.5  (.tg)  instilled  into 
the  uterus  after  dilatation  and  curettage  stimu- 
lated contractile  activity. Also,  a study  of  a 
short  series  of  patients  with  severe  primary 
dysmenorrhea  apparently  showed  a higher  PGF/ 
PGE  ratio  than  did  a much  larger  series  of  nor- 
mal subjects. These  results  strongly  suggest 
a relationship  of  prostaglandins  to  dysmenor- 
rhea. 

Information  regarding  the  role  of  the  endo- 
metrium and  prostaglandin  in  dysmenorrhea  is 
certainly  far  from  complete.  Further  investiga- 
tions are  unquestionably  indicated  before  any 
definite  conclusions  can  be  made.  But,  it  is  not 
inconceivable  that  an  “altered”  endometrium 
could  have  “altered”  prostaglandin  production. 


secretion,  or  absorption,  and  in  this  manner  be 
responsible  for  the  relief  of  dysmenorrhea. 
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ACUTE 
HISTIOCYTIC 
MEDULLARY 
RETICULOSIS 
IN  A 
PUBESCENT 
GIRL 


CASE  REPORT:  A 13-year-old  white  girl  had 
been  entirely  well  until  three  days  before  admis- 
sion, when  she  had  an  acute  onset  of  fever, 
chills,  nausea,  and  vomiting  associated  with 
generalized  abdominal  pain.  On  admission  (Feb 
22,  1967)  she  was  in  a toxic  condition  and  was 
moderately  dehydrated.  Her  temperature  was 
102  F,  pulse  115  beats/min,  respirations  20/ 
min,  blood  pressure  130/80  mm  of  Hg,  and 
weight  113  lb.  There  was  no  abdominal  disten- 
sion. The  abdomen  was  diffusely  tender,  with 
rebound  and  right  lower  quadrant  point  tender- 
ness. Bowel  sounds  were  hypoactive.  Rectal 
examination  revealed  exquisite  tenderness  in 
the  right  lower  quadrant  of  the  abdomen.  There 
was  no  demonstrable  lymphadenopathy. 

An  appendectomy  was  performed  on  Feb  22; 
the  appendix  was  normal.  The  peritoneal  cavity 
contained  250  cc  of  serosanguineous  fluid.  The 
mesenteric  lymph  nodes  were  enlarged,  and 
mesenteric  lymphadenitis  was  diagnosed.  The 
immediate  postoperative  period  was  uneventful: 
in  fact,  the  patient  showed  temporary  clinical 
improvement.  However,  on  Feb  26,  she  began 
to  spike  temperatures  to  103  F.  Posterior  cervi- 
cal lymphadenopathy  became  apparent,  and 
jaundice  developed  the  seventh  postoperative 
day.  Ascites  and  hepatomegaly  were  noted.  The 
patient's  condition  became  increasingly  toxic 
and  she  complained  of  diffuse  bone  pain,  es- 
pecially over  the  anterior  tibiae. 

Examination  of  sternal  bone  marrow  on 
March  6 showed  many  histiocytes  with  vacuo- 
lated cytoplasm,  containing  fragments  of  ery- 
throcytes and  normoblasts  in  varying  stages  of 
development.  Erythropoiesis  and  myelopoiesis 
were  decreased.  Megakaryoctyes  and  platelets 
were  plentiful.  The  number  of  lymphocytes  ap- 
peared to  be  increased,  with  many  being  imma- 
ture. A diagnosis  of  histiocytic  medullary  reticu- 
losis was  made  (Figs  1,  2). 

From  Feb  23  to  March  2,  the  patient  received 
ampicillin  (500  mg,  qid)  without  amelioration. 
She  remained  febrile  despite  a five-day  course 
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Acute  histiocytic  medullary  reticulosis  is 
one  of  several  malignant  histiocytoses/ 
all  of  which  remain  enigmatic  from  the 
standpoint  of  etiology  and  successful 
management.  The  fulminant  course  in  a 
13-year-old  girl  is  described.  Photo- 


of prednisone  (10  mg,  qid)  and  Chloromycetin 
(500  mg,  qid)  until  March  7.  The  prednisone 
dosage  was  then  increased  to  20  mg  every  six 
hours. 

Microscopic  examination  of  a posterior  cer- 
vical lymph  node  section  on  March  7 showed 
diffuse  infiltration  by  erythrophagocytic  histio- 
cytes. The  pathologic  diagnosis  was  “compatible 
with  histiocytic  medullary  reticulosis.” 

A generalized  petechial  rash  developed.  The 
patient  became  increasingly  unresponsive, 
tachypneic,  and  dyspneic,  and  she  died  on 
March  9. 

Pathologic  Findings:  Postmortem  examination 
confirmed  the  diagnosis  of  histiocytic  medullary 
reticulosis.  There  was  multiple  organ  infiltration 
by  large  erythrophagocytic  histiocytes,  the  prin- 
cipal involvement  being  in  the  liver,  spleen, 
lymph  nodes,  and  marrow.  Congestive  hepato- 
splenomegaly,  bilateral  pulmonary  congestion, 
and  bilateral  pleural  effusions  were  noted. 

In  the  initial  antemortem  bone  marrow  smear. 


micrographs  show  intramedullary  histio- 
cytic sequestration  of  erythrocytes. 
Phagocytic  histiocytes  are  also  demon- 
strated in  lymphatic  sinusoids,  illustra- 
tive of  generalized  reticuloendothelial 
involvement. 


the  histiocytic  cells  had  a relatively  clear  cyto- 
plasm, containing  fewer  phagocytized  erythro- 
cytes and  erythrocytic  precursors  than  at  the 
time  of  autopsy. 

Laboratory  Data:  On  Feb  22,  the  white  blood 
count  was  3,250/cu  mm  with  48  lymphocytes, 
many  of  which  were  described  as  toxic,  and  52 
polymorphonuclear  leukocytes.  The  hemoglobin 
value  was  11.1  gm/100  ml;  hematocrit  was 
35%.  Urine  analysis  showed  moderate  albumin- 
uria and  marked  ketonuria,  with  a specific  grav- 
ity of  1.024.  The  heterophile  titer  was  1:56. 
Results  of  repeated  febrile  agglutination  studies 
were  negative.  Urine  and  stool  culture  grew  out 
Candida  on  March  3.  Total  bilirubin  was  6.8 
mg/100  ml,  with  a direct  reacting  fraction  of 
5.8  mg/100  ml.  Thymol  turbidity  was  5.6  units; 
amylase,  88  units/100  ml;  lipase,  0.5  units 
(normal  0.2-1. 5);  alkaline  phosphatase,  9.5 
units  (normal  0.8-2. 9);  SGPT,  400  units;  SCOT, 
300  units.  The  prothrombin  time  was  21  sec- 
onds with  a control  of  13  seconds. 

On  March  6,  the  serum  ammonia  level  was 
320  pg/100  ml.  Total  serum  bilirubin  was  11.6 


Fig  1.  Bone  marrow  histiocytes 
containing  phagocytized  pyknotic 
nuclei  and  an  erythrocyte  being 
phagocytized.  Also,  note  normoblast  in 
the  left  lower  border  of  the  histio- 
cyte. Wright’s  stain,  X 992 
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mg/100  ml  with  a direct  reacting  fraction  of 
8.2  mg/100  ml.  The  urine  contained  a signifi- 
cant amount  of  bile.  The  peripheral  blood  count 
on  March  6 revealed  the  following  values;  total 
leukocytes,  2,700/cu  mm  with  85  lymphocytes, 
15  polymorphonuclear  leukocytes,  and  one  mye- 
locyte; platelets  21,000/cu  mm;  hemoglobin 
9.8  gm/100  ml;  and  hematocrit  34%. 

An  electrocardiogram  on  March  3 revealed 
only  a sinus  tachycardia.  Roentgenograms  of  the 
chest  on  Feb  23,  March  2,  and  March  4 were 
unremarkable;  abdominal  films  suggested  hep- 
atosplenomegaly. 

Comment:  Histiocytic  medullary  reticulosis,  first 
described  by  Scott  and  Robb-Smith^  is  gener- 
ally recognized  as  a rare,  idiopathic,  rapidly 
fatal,  adult  disease  with  many  leukemic  aspects; 
it  is  seldom  diagnosed  before  necropsy.  Class- 
ically, the  patient  shows  rapidly  progressive 
cachexia,  pyrexia,  lymphadenopathy,  and  hepa- 
tosplenomegaly.  Anemia,  leukopenia,  thrombo- 
cytopenia, purpura,  and  jaundice  frequently  oc- 
cur concomitantly. 

Definitive  diagnosis  is  predicated  upon  mi- 
croscopic demonstration  of  generalized  reticulo- 
endothelial infiltration  by  erythrophagocytic  his- 
tiocytes (Figs  3,  4). 

Of  differential  significance  is  failure  to  re- 
spond to  corticosteroids,  antibiotics,  and  anti- 
metabolites. The  conspicuous  absence  of  wide- 
spread lymphadenopathy  also  is  significant.^'  ^ 


This  disease  has  been  diagnosed  in  patients 
between  the  ages  of  26  and  78,  and  is  without 
apparent  familial  tendency.'^  The  documenta- 
tion of  this  disease  in  a pubescent  girl  now  re- 
quires that  this  diagnostic  possibility  be  con- 
sidered in  much  younger  patients. 

This  case  is  particularly  interesting  because 
of  the  antemortem  diagnosis,®  the  age  of  the 
patient,  and  the  fulminant  18-day  course.  The 
latter  factor  precluded  a chemotherapeutic  trial 
of  antimetabolites  or  more  sophisticated  im- 
munological approaches. 
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Fig  2.  Bone  marrow  histiocytes 
showing  vacuolated  cytoplasm  and 
normoblast.  Wright’s  stain,  X 992 
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F/g  5.  Lymph  node  shows  histiocytes 
which  contain  phagocytized  particu- 
late material  in  dilated  lymphatic 
sinusoids.  Hematoxylin  and 
eosin  stain,  X 248 


Fig  4.  Lymph  node  bearing  histiocytes 
wth  vacuolated  cytoplasm.  Hema- 
toxylin and  eosin  stain,  X 992 
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In  uremic  patients  whose  creatinine 
clearance  is  greater  than  4 ml/min,  salt 
balancing  and  other  conservative  mea- 
sures provide  effective  maintenance.  Per- 
iodic dialysis  should  be  added  to  the  regi- 
men when  the  creatinine  clearance  is  2 
to  4 ml/min.  When  it  is  less  than  2 ml/ 
min,  routine  dialysis  is  necessary. 

CHRONIC  RENAL  DISEASE  is  progressive;  its 
advance  decreases  the  number  of  surviving 
nephrons,  and  management  will  vary  during  the 
course  of  the  disease  as  the  number  of  func- 
tioning nephrons  diminishes.^ 

When  the  creatinine  clearance  is  greater  than 
15  ml/min,  management  problems  seldom  oc- 
cur. These  patients  usually  are  asymptomatic 
and  require  no  therapy  or  only  mild  dietary  re- 
striction. 

Azotemia  may  develop  if  sodium  is  restricted 
postoperatively  or  for  treatment  of  hypertension. 
Correction  of  the  sodium  deficit  will  completely 
alleviate  the  symptoms.  The  amount  of  sodium 
provided  by  a regular  diet  usually  will  suffice 
for  maintenance. 


Development  of  pyelonephritis  or  a systemic 
infection  will  precipitate  azotemia  in  patients 
with  early  renal  failure.  Treatment  with  antimi- 
crobial agents  and  one  or  two  dialyses  will  en- 
able them  to  function  normally. 

These  patients  usually  become  symptomatic 
only  when  the  creatinine  clearance  is  less  than 
15  ml/min.  A characteristic  defect  of  these 
damaged  kidneys  is  the  inability  to  excrete  a 
sodium-free  urine.  If  the  urine  volume  is  3,500- 
4,000  cc/day,  as  much  as  200  mEq  (20  gm)  of 
sodium  chloride  and  sodium  bicarbonate  may 
be  excreted  per  day,  resulting  in  sodium  deple- 
tion, acidosis,  and  dehydration. ^ The  damaged 
kidney  is  unable  to  maintain  sodium  homeo- 
stasis by  the  normal  means  of  increased  reab- 
sorption, but  accomplishes  this  only  by  decreas- 
ing the  filtration  rate  and  thus  increasing  the 
azotemia. 3 In  these  patients,  iatrogenic  sodium 
depletion  may  decrease  glomerular  filtration  to 
such  a severe  degree  as  to  precipitate  uremic 
coma. 

Patients  with  normal  or  only  slightly  elevated 
blood  pressure  and  renal  failure,  whose  urine 
volumes  are  greater  than  1,000  cc/day  and 
whose  creatinine  clearances  are  more  than  4 
ml/min,  respond  well  to  conservative  manage- 
ment with  a limited  protein  diet  of  high  biologi- 
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cal  value^  and  salt  balancing.  If  the  patient  is 
not  nauseated,  thirst  alone  will  dictate  the  fluid 
intake.  No  potassium  problems  will  occur  if  the 
urine  volume  is  greater  than  1,000  cc/day. 

Patients  with  chronic  renal  failure  should  be 
given  a balanced  sodium  load  to  tolerance.  The 
salt  intake  should  be  adjusted  to  maintain  ade- 
quate hydration  without  edema.-  The  amount  is 
determined  by  varying  the  salt  intake  while  fol- 
lowing the  24-hour  urinary  sodium  excretion, 
the  daily  weight,  and  the  blood  pressure.  Ini- 
tially, 2 gm  of  sodium  are  given,  and  the  dose 
is  increased  by  1 gm  every  two  to  three  days. 
Occasionally  it  is  necessary  to  precipitate  a 
trace  of  edema  and  then  decrease  the  amount 
of  dietary  salt.-  Weight  gain  and  development 
of  hypertension  also  are  indications  to  lower  the 
sodium  load. 

Usually,  2 to  12  gm  of  sodium  per  day  is 
required.  This  is  provided  as  a combination  of 
sodium  chloride  and  sodium  bicarbonate  in  pro- 
portions dictated  by  the  extent  of  acidosis.  Sup- 
plementary sodium  chloride  is  best  given  as 
dietary  salt  and  bouillon,  the  latter  containing 
2.5  gm  of  sodium  chloride  per  cube. 

Azotemia  decreases  as  the  sodium  intake  and 
subsequent  urinary  sodium  excretion  increases. 


The  sodium  both  replaces  the  sodium  depletion 
and  provides  a urinary  “osmotic  load.”  Although 
the  patient  with  renal  failure  has  adequate 
solute  in  the  form  of  urea,  the  excess  sodium 
improves  renal  function. 

When  the  number  of  nephrons  decreases  to 
the  point  where  creatinine  clearance  is  2 to  4 
ml/min,  conservative  measures  are  still  effec- 
tive. However,  slow  progression  of  uremia  ne- 
cessitates occasional  dialyses,  and  they  are  re- 
quired more  frequently  as  renal  function  dete- 
riorates. When  the  patient’s  creatinine  clearance 
approaches  2 ml/min,  routine  dialysis  or  renal 
transplantation  becomes  necessary.  Although 
dialysis  does  not  improve  renal  function,  it  re- 
moves the  accumulated  catabolic  products,  re- 
lieves the  symptoms  of  azotemia,  and  lengthens 
the  patient’s  survival. 
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therapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social  ser- 
vice work  with  families,  family  therapy,  and  an  extensive  and  well  organized  activities  program,  including  occu- 
pational therapy,  art  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment 
program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School  Pro- 
gram is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
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when  relief 
means  so  much 
in  keeping 
your  G.U. 
patient  comfortable 


^ CaNAL. 


Clinically 
effective 
for  G.U.  Therapy 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’— but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice — a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy’’  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 


REFERENCES:  (1)  Sands.  R.X.:  New  York  St.  J.  Med.  61:2598-2602, 
1961:  (2)  Renner,  M.J..  et  al.:  Hosp.  Topics  39:71-73,  1961:  (3)  Haas, 
Jr.,  J.,  and  Kay,  L.  L.:  Southwest  Med.  42:30-32.1961:  (4)  Marshall,  W,: 
Clin.  Med.  7:499-502,  I960:  (5)  Strauss  B.:  Clin.  Med.  4:307-310,  1957. 


Each  Blue-Coated  Tablet  contains  Active: 

Atropine  Sulfate  0.03  mg.  Methylene  Blue  . 5.4  mg. 

Hyoscyamine  0.03  mg.  Phenyl  Salicylate  18.1  mg. 

Methenamine  40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 


SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
p^yloric  obstruction,  duodenal  obstruction  and  cardiospasm 
Hypersensitivity  to  any  of  the  ingredients. 


DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 
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USE:  Temporary  relief  of  nasal 
consrestion  due  to  colds  and  hay 
fever. 


DIRECTIONS : Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  usin^  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  sQueeze  bottles  contain- 
inir  % fluid  oz.  and  in  dropper 
bottles  containinir  1 fluid  ox. 
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DIAGNOSIS  OF 
ANATOMICAL  LESIONS 
IN  CHILDREN  WITH 
URINARY  TRACT  INFECTIONS 


In  50  consecutive  cases  of  children  with 
urinary  tract  infections,  48  had  demon- 
strable anatomical  lesions  which  re- 
quired repair  in  order  to  facilitate  the 
success  of  medical  treatment.  Of  these 
48  lesions,  45  were  stenosis  of  either 
the  distal  urethral  segment  or  meatus, 
both  of  which  are  readily  apparent  dur- 
ing careful  urological  evaluation  and  are 
easily  treated. 

PEDIATRICIANS  AND  UROLOGISTS  frequently 
see  children  with  histories  of  voiding  difficulties. 
A urinary  tract  infection  often  is  documented, 
but  sometimes  the  urine  is  sterile  at  the  time 
of  examination.  Frequently,  the  upper  tracts 
appear  normal  on  roentgenogram,  and  a voiding 
cystourethrogram  may  fail  to  show  evidence  of 
an  outlet  obstruction.  In  fact,  the  only  findings 
that  may  arouse  suspicion  are  enuresis  in  a 
previously  trained  child,  obscure  fevers,  an 
anxious  mother’s  observation  that  the  child 
seems  to  “strain”  when  voiding,  daytime  fre- 
quency and  urgency,  or  any  combination  of 
these  complaints.  How  extensively  should  we 
evaluate  a child  with  a history  of  single  or  mul- 
tiple infections  before  resorting  to  chemother- 
apy alone? 

Materials  and  Methods:  Fifty  girls,  ages  six 
months  to  ten  years,  who  were  referred  consec- 
utively for  urinary  tract  infection,  were  studied. 
Any  child  who  had  undergone  previous  urologi- 
cal evaluation  or  treatment  was  excluded  from 
this  report.  The  sole  criterion  for  evaluation  was 
the  clinical  impression  of  a single  or  recurrent 
urinary  tract  infection  obtained  by  a careful 
pediatric  urologic  history,  regardless  of  whether 
the  impressions  were  confirmed  by  pyuria  Nor 
did  normal  roentgenographic  evaluation  exclude 
a child  from  the  study.  All  evaluations  were  per- 
formed by  one  urologist,  which  precluded  pos- 
sible variations  in  interpretation  of  calibrations. 


The  urologic  evaluation  consisted  of  examina- 
tion under  anesthesia,  during  which  the  follow- 
ing were  performed:  urethral  calibration  with 
bougies  a boule,  catheterized  urine  cultures  ob- 
tained and  immediately  plated,  and  panendo- 
scopy. Prior  to  anesthesia,  standard  cystograms 
and  cystourethrograms  were  obtained.  All  chil- 
dren also  had  excretory  urograms  done  prior  to 
admission  to  the  hospital. 

Upon  identification  of  the  specific  lesion  in- 
volved, treatment  such  as  meatotomy  or  internal 
urethrotomy  was  carried  out  under  anesthesia. 

Observations:  Of  the  50  children  evaluated,  48 
had  definite  anatomical  abnormalities.  In  2 chil- 
dren, no  anatomic  or  functional  abnormality 
was  discovered  (Table  1).  Tables  2 and  3 show 
the  results  of  laboratory  and  radiographic 
studies. 

For  inclusion  in  the  study,  all  children  had 
symptoms  referable  to  urinary  tract  infection 
(Table  4).  Enuresis  in  conjunction  with  other 
symptoms  was  present  in  40%  of  the  children 
studied.  Although  a sign  and  not  a symptom, 
only  one  child  in  this  study  exhibited  gross 
hematuria. 

As  a consequence  of  infection  or  obstruction, 
trabeculation  of  the  urinary  bladder  was  seen 
endoscopically  in  17  cases. 

Seven  children  were  studied  incident  to  a 
single  episode  of  urinary  tract  infection,  and 
all  of  these  were  found  to  have  narrow  areas  in 
the  urethra  requiring  treatment  other  than 
chemothera  py. 

It  should  be  emphasized  that  15  children  had 
obstruction  at  both  the  distal  urethral  segment 
and  the  meatus.  This  illustrates  the  importance 
of  calibration  of  the  urethra  after  performing  a 
meatotomy  when  the  degree  of  prior  meatal 
stenosis  prohibited  insertion  of  a reasonable 
size  bougie  a boule.  Often,  a second  point  of 
obstruction  is  thus  discovered.  I have  seen 
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three  such  children,  but  they  were  not  included 
in  this  series  because  they  were  not  newly  dis- 
covered cases. 

Excluding  those  with  obvious  clinical  meatal 
stenosis,  three  boys  were  also  evaluated.  One 
had  only  enuresis  and  his  urine  was  sterile. 
Complete  urological  evaluation  of  this  patient 
failed  to  demonstrate  an  anatomical  lesion.  The 
other  two  boys  both  had  pyuria.  Evaluation  of 
one  revealed  hydronephrosis  secondary  to  a 
ureteropelvic  function  obstruction;  the  other  boy 
had  a complete  duplication  of  the  left  collect- 
ing system  with  hydronephrosis  and  vesico-ure- 
teral  reflux  into  the  upper  segment.  Both  of 
these  boys  underwent  surgical  correction  of 
their  lesions.  Although  this  experience  is  small, 
it  seems  to  indicate  that  urinary  tract  infection 
in  boys  is  more  often  a manifestation  of  a ma- 
jor anatomical  defect,  especially  in  the  absence 
of  meatal  stenosis. 

Comment:  This  experience  supports  the  impres- 
sion of  most  physicians  who  are  interested  in 
urinary  tract  infections  that  a carefully  obtained 
history  which  is  consistent  with  an  infection  is 
enough  to  warrant  complete  endoscopic  evalu- 
ation and  calibration  of  the  vesical  outlet  and 
urethra  in  children,  even  in  the  presence  of  nor- 
mal x-ray  findings  and  an  uninfected  urine  at 
the  time  of  collection.  There  have  been  numer- 
ous reports  attempting  to  document  what  the 
normal  outlet  measurements  in  children  should 
be,i’-  and  those  values  obtained  by  calibration 
with  bougies  a boule  would  seem  most  reliable. 
Forty-five  of  the  children  in  this  study  had  defi- 
nite points  of  narrowing  at  the  distal  urethral 
segment  of  meatus  in  relation  to  the  remainder 
of  the  urethra.  However,  these  points  of  narrow- 
ing were  of  diameters  which  might  be  considered 
as  normal.  Calibrations  in  this  study  certainly 
indicate  a smaller  meatal  or  distal  urethral  di- 
ameter than  in  the  infected  children  studied  by 
Immergut  and  Wahman  (Fig  1).^  Then,  too,  as 
Arnold  stated,^  since  the  urethra  may  be  nor- 
mally narrower  in  some  areas  than  others,  clin- 


Abnormality  No  % 

Distal  urethral  stenosis  21  42 

Meatal  stenosis  9 18 

Meatal  and  distal  urethral  stenosis  15  30 

Bladder  neck  obstruction  2 4 

Neurogenic  bladder  1 2 

None  2 4 

Table  I.  Abnormalities  in  50  children  with  urinary  tract 
infections. 


Laboratory  Data 

No 

% 

Positive  urine  culture 

29 

58 

Abnormal  x-rays 

20 

40 

Pyuria 

40 

80 

Table  2.  Laboratory  data,  50  children  with  urinary  tract 

symptoms. 


No 

% 

Abnormal 

20 

40 

Reflux 

11 

22 

Enlarged  bladder 

8 

16 

Incomplete  bladder  emptying 

6 

12 

Urethral  deformity 

8 

16 

No  abnormalities 

30 

60 

Table  3.  Radiographic  findings. 
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Symptom 

No 

% 

Fever 

29 

68 

Enuresis 

20 

40 

Straining  to  void 

4 

8 

Abdominal  pain 

18 

36 

Dysuria 

20 

40 

Frequency 

25 

50 

Urgency,  incontinence,  or  dribbling 

7 

14 

Gross  hematuria 

1 

2 

Failure  to  thrive 

1 

2 

Table  4.  Frequency  of  symptoms. 


ical  response  to  removal  of  these  narrow  areas 
may  be  a better  indication  of  “obstruction”  than 
relationship  to  what  might  be  accepted  as  nor- 
mal diameters.  Therefore,  an  absolute  measure- 
ment may  have  less  significance  than  an  area  of 
narrowing  relative  to  the  remainder  of  the 
urethra.  In  such  cases,  the  turbulence  of  the 
flow  caused  by  the  narrow  point  may  initiate  an 
irritative  phenomenon  rather  than  a truly  ob- 
structive one,  and  this  may  perpetuate  the  in- 
fection. Indeed,  Hinman®  has  reported  that  the 
presence  of  a turbulent  flow  prevents  eviction 
of  bacteria  from  the  lower  urinary  tract  even  in 
the  absence  of  demonstrable  obstruction.  Un- 
questionably, turbulence  can  be  established  by 
a point  of  narrowing.  And  as  Gleason  has  re- 
cently demonstrated,®  the  distal  urethral  seg- 
ment has  a crucial  role  in  governing  the  flow 
rate,  which  can  be  drastically  reduced  with 
even  a fraction  of  a millimeter  reduction  in  di- 
ameter of  the  distal  urethral  segment. 

Therefore,  in  the  treatment  of  children  with 
urinary  tract  infections,  areas  of  relative  ureth- 
ral narrowing,  even  if  within  the  limits  of  what 
has  been  described  as  normal,  should  be  elim- 
inated when  long-term  chemotherapy  is  insti- 
tuted. This  concept  is  certainly  in  accord  with 
the  work  of  Lyons  and  Tanagho,'^  who  question 
whether  obstruction  or  increased  resistance 
might  be  the  underlying  cause  of  symptoms  in 
these  children  when  no  infection  exists. 

This  study  suggests  that  a substantial  num- 
ber of  children  with  urinary  tract  infections  will 
be  found  to  have  a corresponding  anatomical 
lesion  when  evaluated  urologically.  It  also  sup- 
ports the  contention  of  Lyons  and  Tanagho^  that 
most  of  the  lesions  are  of  a specific  nature  and 
are  located  in  the  distal  urethra.  Only  a small 
number  of  children  studied  were  found  to  have 
true  bladder  neck  obstruction,  so-called  pri- 
mary reflux,  or  neurogenic  bladder,  in  the  ab- 
sence of  other  neurological  defects. 

It  also  seems  reasonable  to  suggest  that 
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many  lesions  in  children  with  infected  urine  will 
be  overlooked  if  too  much  emphasis  is  placed 
on  a radiographic  demonstration  of  a deformed 
urethra,  reflux,  enlarged  bladder,  or  post-void- 
ing residual  urine.  All  these  findings  are  cer- 
tainly confirmatory,  but  a complete  evaluation 
under  anesthesia  should  not  be  delayed  on  the 
basis  of  an  unrevealing  or  normal  appearing 
x-ray  study.  It  is  also  reasonable  to  proceed 
even  in  cases  where  urine  cultures  grow  no 
pathologic  organisms.  Methods  of  collection 
and  the  occasional  prolonged  time  between  col- 
lection and  “plating”  of  the  urine  often  pre- 
clude the  possibility  of  an  accurate  result.  Also, 
many  of  these  children  have  had  various  trials 
of  chemotherapy  which  may  alter  or  inhibit 
growth  characteristics  of  organisms. 

Therefore,  if  the  clinician,  through  his  care- 
ful history  and  observation  of  the  patient,  has 
ample  reason  to  suspect  a urinary  tract  infec- 
tion, a urological  evaluation  may  be  helpful  even 
if  a single  episode  is  successfully  treated  with 
antibiotics.  Along  with  the  chemotherapy  em- 
ployed, the  discovery  and  ablation  of  any  ana- 
tomical defect,  no  matter  how  minor,  will  go  far 
to  assure  success  of  treatment. 

REFERENCES 

1.  Graham,  J B,  et  al:  The  Significance  of  Distal  Urethral 
Narrowing  in  Young  Girls,  J Urol  97:1045  (June)  1967. 

2.  Shopfner,  C E:  Roentgen  Evaluation  of  Distal  Urethral 
Obstruction,  Radiology  88:222  (Feb)  1967. 

3.  Immergut,  M A,  and  Wahman,  G E:  The  Urethral  Caliber 
of  Female  Children  with  Recurrent  Urinary  Tract  Infections, 
J Urol  99:189  (Feb)  1968. 

4.  Arnold,  S J:  Consequences  of  Childhood  Urethral  Disease, 
Postgrad  Med  43:191  (March)  1968. 

5.  Hinman,  F,  Jr:  Mechanisms  for  Entry  of  Bacteria  and  the 
Establishment  of  Urinary  Infection  in  Female  Children,  J Urol 
96:546  (Oct)  1966. 

6.  Gleason,  D M,  and  Bottaccini,  M R:  The  Vital  Role  of  the 
Distal  Urethral  Segment  in  the  Control  of  Urinary  Flow  Rate, 
J Urol  100:167  (Aug)  1968. 

7.  Lyon,  R P,  and  Tanagho,  E A:  Distal  Urethral  Stenosis  in 
Little  Girls,  J Urol  93:379  (March)  1965. 


Number  of  Children 


0 5 10  15 


Fig  1.  Urethral  calibration  of  children  with  urinary  tract 
infections. 


Dr.  Roberts,  1028  East  Lake  St,  Tyler,  Tex  75701. 
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The  patient  is  a young  Vietnam  veteran 
who  had  some  minor  coryza-like  symp- 
toms, followed  by  cough,  exertional  dys- 
pnea, hemoptysis,  and  ultimately  renal 
disease.  This  brings  up  interesting  con- 
siderations of  differential  diagnosis  and 
possible  modes  of  therapy. 

CASE  PRESENTATION:  Dr.  Ratts:  A 21 -year  old 
Caucasian  male  college  student  was  well  until 
May,  1968,  three  months  after  returning  from 
Vietnam,  when  coryza  symptoms  developed. 
They  cleared  in  five  to  seven  days,  except  for 
persistent  nonproductive  cough  and  mild  exer- 
tional dyspnea.  In  October,  these  symptoms 
recurred  accompanied  by  fever  and  yellow  spu- 
tum that  became  bloody  and  remained  so  inter- 
mittently during  the  next  two  weeks.  A chest 
x-ray  at  that  time  showed  bilateral  infiltrates; 
medication  resulted  in  some  improvement.  He 
continued  to  have  intermittent  hemoptysis,  and 
in  November  it  became  so  severe  that  he  was 
hospitalized.  Anemia,  microscopic  hematuria, 
hypogammaglobulinemia,  and  sputum  contain- 
ing iron -laden  macrophages  and  abundant 
PAS-positive  material  were  found.  The  blood 
urea  nitrogen  value  and  intravenous  pyelogram 
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were  normal,  with  creatine  clearance  of  39  cc/ 
min. 

He  was  admitted  to  Parkland  Hospital  Dec 
16,  1968.  His  blood  pressure  was  110/80  mm 
Hg,  pulse  rate  80,  temperature  98.6  F,  and  res- 
pirations 16.  He  was  pale  and  had  gross  hemop- 
tysis. Although  the  chest  examination  showed 
no  abnormalities,  the  x-ray  showed  diffuse  peri- 
hilar  infiltrates.  Results  of  pulmonary  function 
tests,  including  diffusion  studies,  were  normal. 
On  Dec  19,  a renal  biopsy  was  performed  and 
the  tissue  study  showed  severe  chronic  active 
glomerulonephritis.  On  Dec  21,  prednisolone, 
180  mg  daily,  was  begun  and  the  patient  was 
discharged. 

During  the  next  two  weeks  peripheral  edema 
developed  rapidly  and  the  patient  gained  40  lb, 
but  his  dyspnea  and  hemoptysis  improved.  How- 
ever, on  Jan  5,  1969,  fever,  gross  hemoptysis, 
and  severe  dyspnea  developed  rapidly,  and  on 
admission  to  the  hospital  the  blood  pressure 
was  140/80  mm  Hg,  pulse  rate  100,  respira- 
tions 20,  and  temperature  99.4  F.  Breathing 
was  shallow  and  rapid  with  bilateral  basilar  in- 
spiratory rales.  There  was  presacral  and  preti- 
bial  edema  (2-(-).  On  Jan  7,  treatment  with 
azothioprine,  175  mg/day,  was  begun  and  pred- 
nisolone dosage  was  decreased  to  180  mg  ev- 
ery other  day.  His  symptoms  worsened,  with 
marked  dyspnea  at  rest  and  persistent  low- 
grade  fever.  Sputum  cultures  were  persistently 
negative.  He  was  treated  with  intermittent  posi- 
tive pressure  breathing,  oxygen,  and  heated 
mist,  and  gradually  improved  during  the  next 
week.  Repeated  drops  in  hemoglobin  level  neces- 
sitated eight  transfusions  during  the  15-day 
hospitalization.  On  Jan  18,  he  suddenly  had 
two  generalized  seizures  approximately  ten  min- 
utes apart.  Results  of  lumbar  puncture,  brain 
scan,  and  electroencephalogram  were  normal. 
Dilantin  and  phenobarbital  were  started.  He  was 
discharged  on  Jan  21  and  did  well  for  two  weeks 
thereafter,  but  again  noticed  mild  cough  and 
anterior  chest  pain.  A chest  x-ray  showed  no 
abnormalities,  although  the  sputum  culture  grew 
moderate  quantities  of  Diplococcus  pneumoniae. 
During  the  next  week  he  began  to  have  purulent 
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sputum,  pleuritic  anterior  chest  pain,  and  fever, 
with  nightly  (early  am)  temperatures  to  102  F 
and  midafternoon  temperatures  of  99  F.  He  was 
treated  with  erythromycin,  2 gm  daily,  for  one 
week  without  improvement.  On  Feb  24  he  was 
admitted  for  evaluation. 

Physical  examination  on  admission  revealed 
blood  pressure  of  120/80  mm  Hg,  pulse  rate 
100,  temperature  99  F,  and  respirations  20.  He 
had  Cushingoid  facies  and  sallow  skin,  and  was 
in  respiratory  distress.  There  were  a few  small 
punctate  ulcers  on  the  lower  lip,  and  inspiratory 
rales  were  heard  in  both  bases.  A nontender 
liver  was  palpable  two  fingerbreadths  below  the 
right  costal  margin.  Stools  were  guaiac  nega- 
tive. Chest  x-ray  was  clear.  Sputum  smear 
showed  mixed  flora.  Keflin,  8 gm  intravenously 
daily,  was  begun,  and  intermittent  daily  fever 
to  103  F persisted.  On  March  3 he  was  icteric. 
Sputum  on  March  1 grew  a heavy  growth  of 
Hemophilus,  and  stool  guaiac  was  positive  on 
that  date,  despite  antacids.  On  March  6,  blood 
cultures  were  reported  positive  for  gram-nega- 
tive rods,  and  Kanamycin,  750  mg  intramuscu- 
larly, was  administered.  On  March  7,  the  organ- 
ism was  identified  as  Pseudomonas  sensitive  to 
kanamycin  and  colistimethate.  On  March  9,  the 
patient  had  a generalized  seizure  lasting  ap- 
proximately three  minutes,  with  postictal  con- 
fusion and  a subsequent  seizure  ten  minutes 
later.  Fever  continued  to  be  hectic,  with  eleva- 
tions to  104  F.  Peritoneal  dialysis  was  begun, 
with  colistimethate,  300  mg  intramuscularly, 
administered  after  indurated  purple  2 cm  pap- 
ules containing  gram-negative  rods  appeared 
over  the  legs.  Blood  cultures  on  that  date  again 
were  positive  for  Pseudomonas.  The  sputum, 
however,  grew  only  Herellea  species  at  this  time. 
On  March  11,  progressive  mental  dullness  with 
asterixis  was  noted.  On  March  14  blood  pres- 
sure had  diminished  to  90/60  mm  Hg  and 
was  not  affected  by  saline.  The  following  day, 
gross  hematemesis  occurred,  and  nasogastric 
suction  removed  approximately  100-200  cc  of 
guaiac-positive  material  per  hour.  On  March  16, 
the  patient  vomited  around  the  nasogastric 
tube,  and  respiratory  arrest  occurred.  The  pa- 
tient was  intubated  and  resuscitated,  but  re- 


quired vasopressors  thereafter.  Despite  admin- 
istration of  isoproterenol,  intravenous  steroids, 
sodium  bicarbonate,  and  blood,  his  condition 
continued  to  deteriorate,  and  death  from  cardiac 
arrest  occurred  in  the  early  morningof  March  17. 

Radiological  Findings:  Dr.  Duvall:  Roentgeno- 
grams of  the  chest  were  obtained  between  Dec 
16,  1968  and  March  14,  1969.  Representative 
erect  posteroanterior  films  have  been  chosen 
through  March  7,  while  the  final  film  is  an  erect 
anteroposterior  film  obtained  March  14.  The 
roentgenograms  demonstrate  the  progressive 
changes  and  all  of  the  major  features  of  diffuse 
bilateral  alveolar  infiltration.  Initially,  diffuse, 
bilateral,  perihilar  infiltrations  were  present,  but 
the  periphery  of  the  lungs  was  completely 
spared.  The  films  from  early  January  showed 
progressive  bilateral  involvement,  with  promi- 
nent confluence  of  infiltration  on  the  right.  How- 
ever, no  segmental  or  lobar  pattern  of  consoli- 
dation ever  developed.  On  these  films,  an  “air 
alveologram”  was  seen  bilaterally,  which  is  a 
good  sign  of  alveolar  disease.  Also,  there  were 
fluffy  margins  in  the  periphery  of  the  lungs  with 
the  infiltrations  fading  almost  imperceptibly 
into  the  adjacent  normal  lung.  The  so-called 
peribronchiolar  lobules,  from  Vz  to  1 cm  in  size, 
were  also  apparent  on  these  earlier  films.  The 
infiltrations  then  partially  cleared  bilaterally, 
but  recurred  rapidly  (by  Jan  15).  The  rapid 
“timing”  of  the  infiltrations  was  further  demon- 
strated on  a film  obtained  five  days  later,  at 
which  time  the  lungs  appeared  completely  clear. 
During  the  following  month,  several  normal 
chest  films  were  obtained.  Then,  mostly  appar- 
ent in  retrospect  by  comparison  with  later  films, 
the  Feb  17  film  showed  minimal  recurrence  of 
perihilar  infiltrations.  Bilateral  alveolar  infiltra- 
tions were  again  seen  in  the  perihilar  zones  on 
March  3.  The  final  film  showed  some  additional 
and  impressive  features,  including  evidence  of 
poor  inspiratory  effort  and  an  abnormally  high 
position  of  both  hemidiaphragms.  The  dia- 
phragms were  elevated  by  large  quantities  of 
free  gas  in  the  peritoneal  cavity,  probably  re- 
sulting from  peritoneal  dialysis.  The  pulmonary 
infiltrations  were  somewhat  obscured  because 
of  the  poor  visualization  of  the  lung  bases. 
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Radiographically,  this  series  of  films  showed 
acute  disseminated  pulmonary  alveolar  disease. 
The  more  common  etiologies  include  pulmonary 
edema  of  any  cause,  unusual  pneumonias  such 
as  chicken  pox  pneumonia,  and  some  of  the 
“deep”  fungal  pneumonias.  A rarer  cause  is 
pulmonary  hemorrhage  of  any  etiology,  includ- 
ing direct  trauma,  anticoagulant  therapy,  idio- 
pathic hemosiderosis,  and  Goodpasture's  syn- 
drome. 

Clinical  Discussion:  Dr.  Pierce:  The  patient,  re- 
ferred from  a neighboring  hospital,  was  a 21- 
year-old  Caucasian  man  who  had  some  minor 
coryza-like  symptoms,  followed  by  cough,  exer- 
tional dyspnea,  hemoptysis,  and  ultimately  renal 
disease.  This  is  the  classic  onset  of  what  is  now 
termed  Goodpasture’s  syndrome. 

In  patients  with  pulmonary  disease  and  co- 
existent renal  disease,  or  with  diffuse  pulmon- 
ary disease  that  clearly  involves  bleeding  into 
the  lung,  there  is  a brief  differential  diagnosis 
to  be  considered. 

Perhaps  not  the  most  common  problem  in 
differential  diagnosis,  and  one  which  can  be 
eliminated  briefly,  is  any  renal  failure  with  sec- 
ondary uremic  pneumonia.  Since  this  patient 
presented  with  pulmonary  symptoms  and  not 
renal  symptoms,  this  condition  clearly  would 
not  be  a consideration. 

Acute  glomerulonephritis  with  secondary  pul- 
monary complications  should  be  considered. 
These  patients  tend  to  get  left  ventricular  fail- 
ure which  could  stimulate  the  changes  seen  on 
chest  roentgenograms.  Again,  this  patient  did 
not  have  a significant  degree  of  renal  disease 
before  his  pulmonary  disease  developed.  He  had 
neither  hypertension  nor  eyeground  changes — 
conditions  that  are  not  seen  in  Goodpasture’s 
syndrome,  but  can  be  seen  with  acute  glomeru- 
lonephritis. 

Two  differential  diagnoses  which  are  more 
likely  are  idiopathic  pulmonary  hemosiderosis 
and  periarteritis-type  vasculitis. 

Idiopathic  pulmonary  hemosiderosis  will  be 
considered  first.  Patients  with  Goodpasture’s 
syndrome  tend  to  be  exactly  as  this  patient  pre- 
sented to  us.  They  are  young  men  with  the  aver- 
age age  at  onset  being  21,  exactly  this  patient’s 
age.  Age  at  onset  ranges  from  16  to  78  years, 
but  most  patients  are  18-35  years  old.  Idio- 
pathic pulmonary  hemosiderosis  is  almost  ex- 
clusively a disease  of  children,  occurring  pre- 
dominantly between  age  5-8  years.  Only  about 


20%  of  patients  are  older  than  16  when  their 
disease  begins. 

More  than  75%  of  the  patients  with  Good- 
pasture’s syndrome  are  males,  while  in  idio- 
pathic pulmonary  hemosiderosis  sex  distribu- 
tion is  equal. 

Both  Goodpasture’s  syndrome  and  idiopathic 
pulmonary  hemosiderosis  are  most  frequent  in 
Caucasians,  so  this  is  not  helpful  in  differenti- 
ating the  two  conditions. 

Goodpasture’s  syndrome  characteristically 
begins  with  pulmonary  disease.  There  are,  how- 
ever, reported  cases  where  the  onset  has  been 
with  renal  disease,  followed  by  pulmonary  dis- 
ease weeks  and  perhaps  months  later.  In  idio- 
pathic pulmonary  hemosiderosis,  there  may  be 
minor  renal  changes  seen  clinically  as  albumin- 
uria and  occasionally  microscopic  hematuria, 
but  they  do  not  progress  to  renal  failure  as  in 
this  patient  and  most  other  patients  with  Good- 
pasture’s syndrome. 

Idiopathic  pulmonary  hemosiderosis  tends  to 
have  a prolonged  course.  Many  patients,  to  be 
sure,  may  die  early  with  massive  pulmonary 
hemorrhage,  but  most  live  for  many  years.  The 
mean  length  of  survival  is  more  than  three 
years,  whereas  in  Goodpasture’s  syndrome  it  is 
closer  to  three  to  six  months. 

Most  patients  with  Goodpasture’s  syndrome 
do  not  live  long  enough  to  develop  secondary 
pulmonary  changes.  This  is  not  true  in  idio- 
pathic pulmonary  hemosiderosis  where  survival 
is  much  longer  and  pulmonary  fibrosis  can  de- 
velop with  such  concomitant  signs  as  digital 
clubbing,  which  is  seen  in  perhaps  25%  of  the 
children  with  that  syndrome. 

Since  the  main  clinical  feature  differentiating 
idiopathic  pulmonary  hemosiderosis  from  Good- 
pasture’s syndrome  is  renal  disease,  an  import- 
ant question  would  be  whether  both  are  really 
the  same  syndrome  with  different  expressions. 
There  is  evidence  that  at  least  some  patholo- 
gists claim  to  differentiate  the  two  conditions  on 
the  basis  of  the  morphology  of  the  lung,  irres- 
pective of  the  kidney. 

The  final  condition  to  be  considered  would 
be  vasculitis,  either  idiopathic  (periarteritis)  or 
of  known  etiology  perhaps  following  administra- 
tion of  some  drug.  Most  patients  with  periarte- 
ritis will  have  transient  pulmonary  infiltrates 
but,  with  few  exceptions,  they  do  not  present 
with  massive  lung  hemorrhage  as  did  this  pa- 
tient. In  the  few  patients  who  do,  the  differential 
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diagnosis  may  be  obscure.  Short  of  a biopsy  to 
demonstrate  the  vasculitis,  one  would  look  for 
other  evidence  of  vasculitis  such  as  neuritis  or 
arthritis.  Demonstration  of  vasculitis  by  biopsy 
eliminates  the  possibility  of  Goodpasture’s  syn- 
drome. 

This  patient  had  the  characteristic  hemopty- 
sis and  presumed  iron  deficiency  anemia  which 
make  the  diagnosis  of  Goodpasture's  syndrome 
easier.  However,  many  of  these  patients  do  not 
have  persistent  hemoptysis,  but  have  a cough 
that  is  nonproductive  or  that  produces  sputum 
without  gross  blood.  The  diagnosis  is  then  more 
difficult;  sometimes  it  is  helpful  to  stain  the  spu- 
tum for  iron -laden  macrophages,  although 
these  can  be  found  in  hemoptysis  of  any  cause, 
such  as  tuberculosis  or  mitral  stenosis. 

Patients  with  Goodpasture’s  syndrome  may 
have  a significant  amount  of  hemorrhage  in  the 
lung  at  a time  when  they  do  not  have  hemopty- 
sis, so  the  level  of  their  iron  deficiency  anemia 
cannot  be  correlated  with  the  amount  of  blood 
lost  by  coughing.  This  may  be  partly  because 
most  people  swallow  a great  deal  of  their  spu- 
tum and  hence  it  is  not  seen.  Another  reason  is 
that  a great  deal  of  iron  is  deposited  in  the  lung 
and  never  coughed  to  the  outside.  Iron  deposit- 
ed in  the  lung  is  lost  because  it  is  not  picked 
up  subsequently  for  use  in  the  body. 

The  pulmonary  service  personnel  worked  ex- 
tensively with  this  patient  while  he  was  in  the 
hospital.  The  patient  showed,  as  one  might  an- 
ticipate, a restrictive  lung  defect.  Because  his 
lungs  were  congested  with  blood,  he  had  a low 
total  lung  capacity  and  a low  vital  capacity,  but 
his  ability  to  move  air  through  his  airways  was 
normal.  As  frequently  occurs  in  restrictive  lung 
defects  with  alveolar  exudates,  the  patient  had 
right-to-left  shunting  in  the  circulation;  that  is, 
blood  passing  from  the  pulmonary  artery  to  the 
pulmonary  vein  without  ever  coming  in  contact 
with  functioning  alveoli.  At  the  same  time,  he 
had  a mismatching  of  his  ventilation  with  his 
blood  flow  and  at  certain  times  he  had  hypox- 
emia. 

Meaningful  therapeutic  observations  were 
made  on  this  patient.  A great  deal  of  the  right- 
to-left  shunting  and  a significant  fraction  of  the 
lung  stiffening  could  be  reversed  by  inducing 
the  patient  to  take  deep  breaths.  On  several  oc- 
casions intermittent  positive  pressure  breathing 
caused  tidal  volumes  of  21/2-3  liters.  With  these 
deep  tidal  volumes,  which  the  patient  himself 
would  not  likely  take  because  of  his  stiff  lung, 
the  shunting  was  reduced  from  6%  to  2%  of 


Fig  1.  Roentgenogram  of  the  chest  Feb  15,  1969,  shows 
the  diffuse  bilateral  infiltrates  seen  in  acute  disseminated 
pulmonary  alveolar  disease. 


Fig  2.  The  kidney  shows  almost  complete  obliteration  of 
glomerular  tufts  by  extensive  fibrous  proliferation  from 
Bowman's  capsule.  PAS  stain. 
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his  cardiac  output.  Also,  his  vital  capacity  in- 
creased after  the  deep  breathing.  Therefore, 
before  considering  such  aggressive  and  perma- 
nent therapy  as  renal  transplant  or  nephrectomy 
in  these  patients,  an  adequate  trial  of  forced 
deep  breathing  therapy  should  be  done  to  see 
if  the  pulmonary  disease  is,  in  fact,  reversible. 
I think  that  we  have  evidence  that  in  this  pa- 
tient, the  deep  breathing  was  at  least  partly 
beneficial  in  delaying  a nephrectomy,  because 
successful  therapy  tided  him  over.  Whether  or 
not  the  clearing  of  his  lungs  was  associated 
with  therapy  is  not  clear. 

Near  the  end  of  the  patient’s  course  it  is  ap- 
parent that  a gram-negative  septicemia  devel- 
oped, and  was  the  cause  of  his  death. 

Dr.  Hull:  When  the  patient  was  first  admitted 
for  renal  biopsy  and  renal  clearance  studies,  he 
appeared  to  be  perfectly  well  except  for  paleness 
related  to  his  low  hematocrit.  At  that  time  his 
inulin  clearance  was  30  cc/min.  A few  days 
following  this  study,  high  doses  of  steroids  were 
begun.  This  undoubtedly  raises  some  questions, 
because  there  is  poor  evidence  as  to  exactly 
what  the  role  of  steroid  therapy  is  in  the  course 
of  Goodpasture’s  syndrome.  However,  steroids 
may  have  some  effect  in  prolonging  life  and 
also  in  inducing  remissions. 

The  patient  received  high  doses  of  steroids 
for  two  weeks,  during  which  time  his  inulin 
clearance  dropped  from  30  to  18  cc/min.  At 
this  point,  treatment  with  high  doses  of  Imuran 
was  started,  and  steroids  were  decreased  to 
every  other  day.  This  alleviated  his  fluid  reten- 
tion, and  he  rapidly  lost  40  lb  which  he  had 
gained  over  the  previous  two  weeks. 

However,  there  was  continual  worsening  of 
renal  function  until  his  inulin  clearance  had 
fallen  to  11  cc/min,  and  his  creatinine  clearance 
had  risen  to  10.6.  Simultaneously,  his  chest 
x-rays  were  revealing  multiple  infiltrates.  At  this 
point  we  considered  bilateral  nephrectomy. 

Within  the  past  year  there  have  been  a num- 
ber of  cases  in  which  the  patients  have  had  ne- 


phrectomies and  then  either  have  undergone 
renal  transplant  or  have  been  maintained  with 
repeated  dialyses.  These  patients  seem  to  do 
much  better  and  do  not  bleed.  One  patient  who 
had  a cadaver  transplant  has  now  survived  for 
18  months  with  only  the  difficulties  which  are 
inherent  in  the  transplantation  itself. 

When  this  patient’s  condition  was  the  worst 
and  nephrectomy  was  considered,  the  patient 
began  a dramatic  improvement  of  both  pul- 
monary and  renal  function,  as  already  explained 
by  Dr.  Pierce.  Of  course,  if  the  patient  had  been 
nephrectomized  without  any  delay,  the  remis- 
sion could  well  have  been  attributed  to  it. 

While  the  patient  was  taking  Imuran  he  de- 
veloped what  appeared  to  be  either  hepatitis  or 
a liver  reaction  to  Imuran.  His  renal  function 
had  decreased  slightly  to  inulin  clearance  values 
of  19  cc/min  and  when  the  Imuran  was  stop- 
ped, he  became  completely  anuric.  Despite  the 
possibility  of  liver  damage  because  of  the  lack 
of  renal  function,  the  Imuran  treatment  was 
started  again. 

I would  hesitate  to  use  high  doses  of  steroids 
again  in  this  type  of  patient,  though  this  may 
be  biased  by  this  particular  case.  However,  I 
believe  that  Imuran  probably  did  produce  a 
change  in  this  patient,  although  this  is  difficult 
to  document  because  of  the  fluctuating  nature 
of  the  disease.  The  indication  for  nephrectomy 
is  still  a little  questionable  in  my  mind,  since 
although  there  have  been  six  cases  where  the 
patient  has  improved  dramatically  and  had  no 
more  lung  bleeding,  there  has  now  been  a case 
where  severe  lung  hemorrhage  has  occurred 
twice  following  nephrectomy. 

Dr.  Schenker:  When  we  saw  this  patient  dur- 
ing his  last  admission,  it  was  fairly  evident  that 
he  already  had  diffuse  and  fairly  severe  hepatic 
necrosis.  His  transaminase  value  was  in  the 
range  of  3,000  units  and  his  prothrombin  time 
was  prolonged  on  two  successive  occasions. 

In  considering  the  possible  causes,  the  two 
most  likely  ones  were:  (1)  the  possibility  that 
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he  had  acquired  homologous  hepatitis  from  the 
various  transfusions;  and  (2)  he  could  have  a 
drug  reaction  as  a result  of  treatment  for  his 
underlying  disease.  There  was  no  history  at  the 
time  that  the  patient  had  taken  any  other  drugs 
which  could  result  in  this  liver  disease.  It  was 
not  felt  that  he  had  sustained  any  periods  of 
shock  which  could  cause  this  degree  of  liver 
damage.  Although  he  was  certainly  febrile  and 
had  evidence  of  sepsis,  the  liver  was  not  tender 
at  the  time  when  these  findings  were  observed 
and  it  was  thought  unlikely  that  infection  in  the 
liver  could  have  caused  these  problems. 

Essentially  we  have  a differential  diagnosis 
between  Imuran  toxicity  and  the  possibility  that 
he  had  viral  hepatitis.  These  are  difficult  to  sep- 
arate. That  6-mercaptopurine  and  Imuran 
(which  is  converted  to  6-mercaptopurine)  can 
give  rise  to  liver  disease  has  been  known  for 
some  time.  Most  of  the  older  evidence  is  in  pa- 
tients with  leukemia  and  is  complicated  by  other 
problems  such  as  hemolysis,  sepsis,  other 
drugs,  the  leukemia  itself,  the  possibility  that 
these  patients  who  have  been  transfused  may 
have  viral  hepatitis,  and  so  forth.  However, 
lately,  a fair  number  of  patients  have  been  re- 
ported in  whom  evidence  of  liver  disease  has 
occurred  in  the  absence  of  such  complications. 
It  has  become  apparent  that  6-mercaptopurine 
in  some  instances,  and  probably  Imuran  itself, 
can  give  rise  to  liver  disease. 

Drugs  can  cause  two  basic  types  of  liver  dys- 
function. One  is  a hypersensitivity  reaction. 
This  type  of  disease  is  not  reproducible  in  ex- 
perimental animals.  Only  a small  percentage  of 
patients  have  this  reaction,  and  if  you  challenge 
the  affected  patient  with  the  drug  you  may  see 
the  same  disease  process  occur  in  a shorter  pe- 
riod of  time.  Chlorpromazine  jaundice  is  a pro- 
totype of  this  reaction. 

The  other  type  of  disease  is  a so-called  direct 
toxicity.  This  disease  is  reproducible  in  experi- 
mental animals  and  it  appears  to  be  dose  re- 
lated. All  patients  who  exceed  a maximal  dose 
of  the  drug  will  have  similar  liver  damage.  6- 
Mercaptopurine  reaction  may  be  closer  to  direct 
toxicity  than  to  hypersensitivity.  However,  this 
drug  probably  resembles  more  closely  the  so- 
called  indirect  toxin,  which  is  produced  in  an 
intermediate  reaction  between  the  direct  type 
toxin  (exemplified  by  carbon  tetrachloride)  and 
the  hypersensitivity  phenomenon.  A proposed 
definition  is  that  indirect  toxicity  is  a situation 
wherein  a drug  is  given  in  large  doses  and  may 
interfere  with  another  vital  reaction  in  the  body. 
Through  this  interference  with  the  other  vital 


reaction,  it  may  produce  some  degree  of  toxic- 
ity. Large  doses  of  tetracycline,  for  example,  are 
believed  to  interfere  with  protein  synthesis  and 
thus  produce  a fatty  liver.  It  is  conceivable  that 
6-mercaptopurine  and  perhaps  Imuran  react  in 
the  same  general  manner.  The  evidence  is  as 
follows:  (1)  Most  of  the  patients  develop  the 
problem  after  they  have  been  on  the  drug  for  a 
time  usually  in  excess  of  30  days.  (2)  In  the 
few  patients  who  have  received  the  drug  a sec- 
ond time,  there  has  been  no  definite  evidence 
that  jaundice  developed  faster  on  second  ex- 
posure to  the  agent  as  seen  with  hypersensitiv- 
ity. (3)  Evidence  of  hypersensitivity  (eosino- 
philia,  arthralgia,  rash)  is  not  seen  in  most  of 
these  patients.  (4)  The  disease  can  be  repro- 
duced in  a fair  number  of  animal  species.  (5) 
Most  of  the  patients  in  whom  the  problem  has 
developed  have  received  large  doses  of  the 
drug. 

These  patients  can  develop  one  or  both  of 
two  types  of  liver  dysfunction.  It  can  be  a chole- 
static obstructive,  parenchymal,  or  mixed  pat- 
tern. In  the  25  patients  that  we  have  reviewed 
and  reported  recently,  the  laboratory  values 
have  been  as  follows:  (1)  The  bilirubin  usually 
is  between  4 and  27  mg/100  ml,  which  is  a 
wide  range.  (2)  The  serum  transaminase  level 
is  almost  always  below  300  units,  and  this  is 
helpful  in  differentiating  from  fulminate  viral 
hepatitis.  Only  a small  number  of  patients  with 
6-mercaptopurine  toxicity  have  been  studied, 
and  it  is  conceivable  that  some  patients  might 
have  high  values.  (3)  Serum  alkaline  phospha- 
tase has  a broad  range.  Most  of  the  values  are 
below  20  Bodansky  units,  but  a few  have  been 
reported  with  as  high  as  50  Bodansky  units. 
(4)  The  flocculation  tests  in  6-mercaptopurine 
poisoning  are  positive  in  less  than  half  of  the 
cases.  Patients  with  viral  hepatitis  usually  have 
a positive  flocculation  pattern. 

Steroids  are  of  no  benefit  in  patients  with 
6-mercaptopurine  liver  disease,  and  most  of 
these  patients  were  taking  steroids  when  their 
disease  developed. 
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It  was  difficult  to  decide  whether  this  patient 
had  viral  hepatitis  or  whether  toxicity  developed 
from  the  Imuran.  Biopsy,  which  might  have 
been  beneficial,  was  impossible  because  the 
patient’s  prothrombin  time  was  prolonged,  he 
was  quite  anemic,  and  was  in  a quite  toxic  con- 
dition at  the  time.  As  a result  of  our  concern 
about  his  liver  function,  the  Imuran  was  with- 
drawn briefly.  His  liver  function  tests  showed 
dramatic  response,  either  coincidentally  or  be- 
cause of  the  withdrawal,  but,  because  of  the 
worsening  in  the  other  parameters  of  his  illness, 
particularly  his  renal  function,  the  Imuran  was 
reinstituted  a few  days  later.  At  the  time,  the 
renal  problem  was  more  pertinent  to  his  illness 
than  the  liver  problem,  which  definitely  was 
abating. 

In  summary,  we  did  not  know  whether  the 
final  hepatic  problem  resulted  from  viral  hepa- 
titis or  drug  toxicity,  because  of  the  complexity 
of  his  condition  and  lack  of  a biopsy. 

Dr.  Ziff:  Goodpasture’s  syndrome  is  an  auto- 
immune renal  disease  in  which  serum  antibody 
does  not  circulate  as  in  the  blood.  But,  when 
the  renal  glomerular  basement  membranes  are 
stained  with  fluorescent  antibodies  to  gamma 
globulin,  smooth  staining  deposits  of  gamma 
globulin  are  seen.  This  is  in  contrast  to  the  so- 
called  lumpy-bumpy  types  of  deposits  seen  in 
acute  glomerulonephritis,  lupus  nephritis, 
chronic  glomerulonephritis,  and  other  types  of 
so-called  immune  complex  renal  disease.  Thus, 
Goodpasture’s  syndrome  is  not  produced  by 
circulating  immune  complexes  deposited  in  the 
kidney,  but  is  produced  in  another  way;  the 
findings  are  consistent  with  the  fact  that  circu- 
lating antibodies,  as  such,  are  not  found. 

Aside  from  the  fact  that  we  can  stain 
smoothly  deposited  gamma  globulin  on  the 
basement  membrane,  how  do  we  know  that 
there  is  an  antibody  involved?  It  has  been  shown 
that  an  extract  of  the  kidneys  of  patients  with 
Goodpasture’s  syndrome  contains  a 7S  anti- 
basement-membrane antibody.  This  antibody 


can  stain  a kidney  basement  membrane  when 
put  back  on  normal  kidney  to  give  the  charac- 
teristic smooth-staining  deposit  which  is  similar 
to  that  found  in  patients  with  Goodpasture’s 
syndrome.  When  this  gamma  globulin  extract  is 
concentrated  and  injected  into  primates,  it  is 
possible  to  reproduce  a nephritis  that  causes 
death  in  these  animals. 

After  nephrectomy,  patients  with  Goodpas- 
ture’s syndrome  have  a 7S  antibody  in  the 
blood  which  can  stain  basement  membranes. 
Thus,  when  the  kidneys  are  removed,  the  pre- 
sumed self-absorption  of  the  antibody  which  oc- 
curs on  the  kidney  basement  membrane  ceases, 
and  the  antibody  then  can  be  found  in  the 
blood. 

The  antigen  is  presumably  the  basement 
membrane.  In  some  way,  these  patients’  base- 
ment membranes  become  antigenic  and  set  up 
true  autoimmune  nephritis  which  continues  on 
to  renal  insufficiency. 

There  have  been  no  extensive  immunological 
studies  of  the  lung,  but  there  are  reports  that 
one  can  demonstrate  on  the  lung  basement 
membrane  a smooth  deposit  with  gamma  glob- 
ulin which  resembles  the  deposits  in  the  kid- 
ney. Recent  experiments  in  animals  show  that 
there  is  in  the  kidney  a type  of  antibody  which 
can  be  cross-absorbed  by  lung  basement  mem- 
brane, and  therefore  has  some  tendency  to 
cross-react  with  it. 

The  fact  that  after  bilateral  nephrectomy  the 
lungs  are  spared  and  stop  bleeding  is  not  a 
coincidence.  This  suggests  that  the  kidney  is 
the  source  of  the  potent  offending  antigen. 
Otherwise,  it  would  be  difficult  to  explain  why 
auto-immunization  in  the  lung  does  not  con- 
tinue. Therefore,  perhaps  the  kidney  has  the 
potent  antigenic  basement  membrane  and  the 
lung  cross-reacts  with  it. 

Pathological  Findings:  Dr.  Shultz:  The  autopsy 
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findings  directly  related  to  Goodpasture’s  syn- 
drome will  be  discussed  first. 

The  pleural  cavities  were  free  of  effusions 
and  adhesions  and  the  lungs  were  large  and 
heavy,  weighing  2,200  gm  together.  The  cut 
surfaces  were  dark  and  indurated  with  mottled 
foci  of  hemorrhage.  Microscopically  there  was 
evidence  of  both  old  and  recent  hemorrhage. 
The  alveolar  septa  were  thickened  and  there 
was  swelling  and  proliferation  of  the  epithelial 
lining  cells.  The  lung  lesion,  then,  consisted  of 
chronic  interstitial  pneumonitis  with  old  and  re- 
cent hemorrhage.  The  alveolar  septa  were 
thickened  and  there  was  swelling  and  prolifera- 
tion of  the  epithelial  lining  cells.  The  lung  le- 
sion, then,  consisted  of  chronic  interstitial  pneu- 
monitis with  old  and  recent  hemorrhage. 

The  kidneys  were  large,  weighing  250  gm 
each.  They  were  soft  and  their  external  surfaces 
were  pale  and  mottled.  The  cut  surface  was  pale 
and  speckled  yellowish-gray,  with  a widened  cor- 
tex and  normal-appearing  pelvis.  Microscopic- 
ally, there  was  evidence  of  early  chronic  glo- 
merulonephritis. The  glomerular  lesions  ranged 
from  early  proliferative  changes  to  beginning 
hyalinization  and  crescent  formation  to  com- 
plete destruction.  Early  chronic,  rather  than 
rapidly  progressive  glomerulonephritis,  was 
diagnosed  on  the  basis  of  the  number  of  com- 
pletely hyalinized  glomeruli.  The  findings  in 
these  two  organs  together  constitute  Good- 
pasture’s syndrome. 

Dr.  Fallis:  In  addition  to  the  lesions  of  Good- 
pasture’s syndrome,  there  were  certain  other 
lesions  related  to  the  patient’s  therapy  and  his 
terminal  event. 

He  had  a Cushingoid  appearance  as  a result 
of  the  steroid  therapy.  In  addition,  the  effective- 
ness of  the  immunosuppressive  agents  was  evi- 
dent. The  bone  marrow  was  hypocellular,  with 
only  scant  cells  scattered  in  a fatty  background. 
This  hypocellarity  also  was  seen  in  the  lymphoid 
tissue  throughout  the  body. 


With  this  background  of  suppressed  immune 
response,  it  was  not  surprising  to  find  that  the 
terminal  event  was  one  of  sepsis.  The  patient 
had  Pseudomonas  bacteremia  originating  in  the 
prostate  gland.  The  prostate  was  almost  com- 
pletely destroyed  with  large  areas  of  suppura- 
tive and  coagulative  necrosis  surrounded  by 
hyperemic  margins.  There  were  enormous  colo- 
nies of  Pseudomonas  organisms  in  the  necrotic 
tissue. 

The  lungs  revealed  a mixed  infection  of  air- 
borne cocci  and  blood-borne  gram-negative 
rods.  In  addition,  the  patient  also  had  a cyto- 
megalovirus infection  and  Monilia  in  the  lungs. 

The  esophagus  and  duodenum  showed  ulcer- 
ation and  enteritis  and,  again,  the  Monilia  or- 
ganisms, gram-negative  rods,  and  evidence  of 
the  cytomegalovirus.  In  addition,  the  patient 
had  fibrinopurulent  peritonitis,  possibly  related 
to  the  peritoneal  dialysis  and  his  depressed  im- 
mune state. 

The  liver  showed  terminal  central  necrosis 
comparable  to  that  expected  in  patients  with 
shock-like  condition.  In  addition,  there  was  mild 
cloudy  swelling,  which  we  think  most  likely  rep- 
resents a toxic  reaction  to  drugs.  There  was  no 
evidence  of  viral  hepatitis. 

In  summary,  the  patient’s  primary  disease 
was  Goodpasture’s  syndrome,  and  following  im- 
munosuppressive therapy  he  died  of  infection 
beginning  with  primary  necrotizing  Pseudomonas 
prostatitis;  infection  of  the  lungs  with  both 
Pseudomonas  and  gram-positive  cocci;  wide- 
spread moniliasis,  primarily  of  the  bowel;  and 
disseminated  cytomegalovirus  infection.  The 
final  cause  of  death:  Goodpasture’s  syndrome. 


Drs.  Ratts,  Duvall,  and  Pierce,  Parkland  Memorial  Hos- 
pital, 5201  Harry  Hines,  Dallas,  Tex  75235. 

Drs.  Hull,  Schenker,  and  Ziff,  Department  of  Internal 
Medicine:  Drs.  Fallis,  Shultz,  and  Eigenbrodt,  Depart- 
ment of  Pathology,  University  of  Texas  Southwestern 
Medical  School,  5323  Harry  Hines,  Dallas,  Tex  75235. 
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SIX  TEXAS  lESOUITIONS  RECEIVE  AMA  HOUSE  ADOPTIIIN 


Six  resolutions  presented  by  the 
Texas  delegation  were  adopted  by 
the  house  of  delegates  at  the  Ameri- 
can Medical  Association’s  1969  an- 
nual convention  in  New  York  City 
July  13-17.  Six  other  resolutions  re- 
ceived favorable  consideration,  but 
were  referred  to  the  AMA  board  of 
trustees  or  other  appropriate  AMA 
councils  or  committees  for  study. 
Only  one  Texas  resolution  was  re- 
jected. 

The  13  resolutions  represented 
the  largest  number  ever  presented 
by  the  Texas  delegates  to  the  AMA 
as  they  continued  to  seek  to  influ- 
ence the  policies  of  the  national  or- 
ganization. All  13  resolutions  pre- 
viously had  been  approved  in  May 
by  Texas  Medical  Association’s 
House  of  Delegates,  which  instructed 
the  delegation  to  introduce  them  at 
the  AMA  meeting. 

The  Texas  delegation  also  was 
successful  in  its  efforts  to  elect  two 
TMA  members  to  key  councils  of  the 
AMA.  Dr.  Robert  Mayo  Tenery,  Waxa- 
hachie  surgeon,  was  reelected  to  a 
second  term  of  five  years  on  the 
council  on  constitution  and  by-laws. 
Dr.  Joseph  M.  White,  dean  of  medi- 
cine at  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  was  elected 
to  the  council  on  medical  education. 
Dr.  White  defeated  Dr.  O.  T.  Clagett, 
Rochester,  Minn.,  for  the  place  on 
the  council. 

Actions  by  the  AMA  house  of  del- 
egates on  Texas  resolutions  are  as 
follows: 

Concept  of  Reasonable  Fees  in  the 
Medicaid  Program:  The  AMA  House 
of  Delegates,  responding  to  resolu- 
tions presented  by  the  Texas  dele- 
gation and  eight  other  state  delega- 
tions, has  urged  a reassessment  by 
Congress  of  its  intent  and  priorities 
in  relation  to  the  Medicaid  program. 
The  reassessment  was  urged  on  the 
basis  that  actions  taken  by  the  De- 
partment of  Health,  Education,  and 
Welfare  which  set  rigid  limits  on 
levels  of  payments  to  physicians  for 
services  under  Medicaid  appear  to 


contradict  Congressional  intent  that 
those  needy  patients  should  receive 
care  on  the  same  basis  as  private 
patients. 

The  Texas  delegation  presented 
two  resolutions  as  a result  of  direc- 
tives issued  by  HEW  which,  in  effect, 
have  “frozen”  fees  for  professional 
services  rendered  under  the  Medi- 
care program,  and  which  stipulate 
that  states  eventually  must  gear 
Medicaid  payments  to  a level  based 
upon  the  75th  percentile  of  normal 
and  customary  charges.  These  di- 
rectives have  altered  the  concept  of 
reasonable  fees  which  have  been 
paid  to  physicians  since  the  imple- 
mentation of  those  programs. 

The  Texas  resolutions  pointed  out 
that  physicians  have  made  a con- 
scientious effort  to  cooperate  and  to 
provide  good  medical  care  to  pa- 
tients under  the  Medicare  and  Medi- 
caid programs.  The  new  directives 
obviously  have  singled  out  physi- 
cians in  an  effort  to  curtail  costs. 
This  is  a discriminatory  approach 
since  physicians  and  practitioners 
have  received  only  about  11%  of 
monies  paid  under  those  programs. 
The  directives  will  result  in  payments 
to  many  physicians  which  will  be 
below  levels  of  usual,  customary, 
and  reasonable  fees  charged  other 
patients.  In  addition,  the  freezing  of 
fees  has  been  imposed  at  a time  of 
inflation  when  the  costs  of  main- 
taining a medical  practice  continues 
to  increase.  These  directives  were 
issued  without  consulting  practicing 
physicians  and  without  heed  to  ex- 
pressions by  medical  societies. 

Texas  delegates  emphasized  that 
continued  physician  participation 
cannot  be  assumed  unless  practic- 
ing physicians  and  medical  societies 
are  made  parties  to  consideration 
of  proposed  changes  in  those  pro- 
grams. They  asked  the  AMA  to  in- 
tensify its  efforts  to  maintain  the 
established  concept  of  reasonable 
fees  in  order  to  insure  physician  par- 
ticipation in  those  programs. 

Collection  of  Fees  above  those  Paid 


by  Third  Parties:  The  AMA  board  of 
trustees,  through  its  appropriate 
committees,  has  been  asked  to  ex- 
plore an  issue  presented  by  the 
Texas  delegation  related  to  fees  paid 
by  third  parties. 

The  Texas  resolution  pointed  out 
that  the  federal  government  has  en- 
tered into  contracts  with  health  in- 
surance carriers  to  cover  civil  ser- 
vice employees.  It  expressed  con- 
cern about  contracts  which  set  fees 
for  services  by  physicians  in  accord- 
ance with  schedules  established  by 
the  insurance  company,  unless  the 
doctor  enters  into  a prior  agreement 
with  the  patient. 

The  resolution  reminded  physi- 
cians that  it  is  unethical  for  mem- 
bers of  the  AMA  to  allow  third  par- 
ties to  stipulate  terms  under  which 
they  may  practice.  It  asked  the  AMA 
house  of  delegates  to  reiterate  the 
policy  that  physicians  can  and  may 
ethically  collect  the  portion  of  their 
fees  for  services  above  that  paid  by 
third  parties  for  the  patient. 

The  action  of  the  house  of  dele- 
gates calls  for  the  presentation  of 
recommendations  by  appropriate 
AMA  committees  following  a study 
of  the  Texas  resolution  and  the  prob- 
lem which  it  enumerates. 

Reducing  Paper  Work  in  the  Practice 
of  Medicine:  The  house  of  delegates 
approved  a Texas  resolution,  which 
originated  in  the  Bee-Live  Oak-Mc- 
Mullen  Counties  Medical  Society, 
that  would  seek  to  reduce  paper 
work  currently  required  of  physi- 
cians. 

The  Texas  resolution  pointed  out 
that  the  increasing  population,  the 
desire  of  the  public  for  a greater 
amount  of  medical  care,  and  the 
establishment  of  many  new  pro- 
grams providing  federal  government 
financing  of  medical  services  has 
placed  greater  demands  upon  phy- 
sicians for  their  professional  ser- 
vices. The  volume  of  paper  work  re- 
lated to  the  practice  of  medicine 
also  has  increased  sharply  and  has 
diminished  the  time  which  is  avail- 
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able  to  physicians  for  the  rendering 
of  medical  care  to  patients. 

As  adopted,  the  resolution  calls 
for  the  AMA  and  state  medical  so- 
cieties to  undertake  new  discussions 
with  governmental  agencies,  insur- 
ance companies,  and  hospitals  with 
the  objective  of  achieving  substan- 
tial reductions  in  the  amount  of  pa- 
per work.  Hopefully,  these  discus- 
sions should  aim  to  decrease  paper 
work  by  one-half.  These  efforts,  if 
productive,  would  reduce  the  cost  of 
health  care  and  would  enable  physi- 
cians to  devote  the  maximum  time 
and  effort  possible  to  the  care  of 
patients. 

Training  More  Physicians:  The  AMA 
house  of  delegates  approved  a Texas 
resolution  related  to  the  utilization 
of  a greater  percentage  of  public 
funds  for  educating  more  physicians. 

The  Texas  resolution  pointed  out 
that  there  is  a pressing  need  for  a 
greater  number  of  physicians  to  ren- 
der medical  care  to  patients.  It  ex- 
pressed concern  that  the  availability 
of  public  funds  for  research  has 
placed  undue  emphasis  on  investi- 
gative programs  in  medical  schools 
and  has  diverted  many  physicians 
from  clinical  practice  into  research. 

Acting  favorably  upon  the  Texas 
resolution,  the  AMA  house  of  dele- 
gates stated  its  policy  favoring  the 
utilization  of  a greater  percentage  of 
public  funds  for  educating  more  phy- 
sicians, which  is  the  primary  mission 
of  medical  schools.  The  resolution 
further  asks  the  AMA  and  state  and 
county  medical  societies  to  increase 
their  efforts  to  advise  the  federal 
government  of  the  great  need  for 
more  physicians,  and  to  emphasize 
that  public  funds  can  bring  the 
greatest  returns  in  terms  of  good 
patient  care  by  being  utilized  for  the 
education  of  doctors. 

Practice  of  Medicine  Only  by  Li- 
censed Physicians:  Texas  was  one 
of  12  states  which  introduced  reso- 
lutions expressing  concern  that  the 
AMA  had  opened  its  publications 
and  convention  exhibits  to  the  soli- 
citation and  commercial  advertising 
of  medical  services  performed  by  in- 
dividuals, firms,  and  corporations 
which  are  not  licensed  to  practice 
medicine.  That  action  was  adopted 
by  the  AMA  board  of  trustees  in 
1968  after  reviewing  legal  and  other 
considerations. 

The  resolution  pointed  out  that 
the  laws  of  many  states,  including 
Texas,  hold  that  only  individuals  li- 
censed to  practice  medicine  may 
render  services  which  constitute  the 
practice  of  medicine.  The  action  of 
the  AMA  in  accepting  advertisements 


by  lay  corporations,  firms,  and  indi- 
viduals practicing  medicine  is  a so- 
licitation to  physicians  in  those 
states  to  violate  laws  relating  to  the 
practice  of  medicine. 

The  Texas  delegation  asked  the 
house  of  delegates  to  reaffirm  the 
AMA’s  position  that,  in  the  interest 
of  good  patient  care,  medicine 
should  be  practiced  only  by  licensed 
physicians.  The  resolution  asked  the 
AMA  to  accept  no  advertising  or  ex- 
hibits which  have  the  effect  of  en- 
couraging physicians  to  violate  the 
laws  of  their  states,  or  which  assist 
lay  corporations  in  the  practice  of 
medicine. 

The  Texas  resolution  and  those  in- 
troduced by  11  other  states  pro- 
duced considerable  discussion.  The 
resolutions  were  referred  to  the 
AMA’s  judicial  council,  which  will  be 
obligated  to  submit  a report  to  the 
house  of  delegates  on  this  issue. 

Revision  of  Standards  of  Joint  Com- 
mission on  Accreditation  of  Hospi- 
tals: The  Texas  delegation  lost  its 
only  resolution  when  the  AMA  house 
of  delegates  turned  down  its  appeal, 
asking  commissioners  to  the  Joint 
Commission  on  Accreditation  of  Hos- 
pitals (JCAH)  to  work  vigorously  for 
further  revisions  in  the  proposed 
new  standards  with  the  objective  of 
enabling  the  individual  physician  to 
devote  the  maximum  time  and  effort 
possible  to  patient  care  through  the 
minimizing  of  burdensome  nonclini- 
cal  responsibilities. 

The  proposed  new  standards  were 
issued  on  July  1.  They  are  scheduled 
to  be  implemented  on  Jan.  1,  1970. 
The  Texas  resolution  expressed  con- 
cern that  the  proposed  new  stan- 
dards have  not  reduced  appreciably 
the  great  increase  in  the  number  of 
committees,  meetings,  and  reports 
which  are  required  of  medical  staffs. 
The  view  was  expressed  that  unnec- 
essary demands  have  been  placed 
upon  the  time  of  the  medical  staff, 
as  well  as  physicians  individually. 
Those  demands  have  not  resulted  in 
a commensurate  improvement  in  the 
standards  of  medical  practice.  Ac- 
cording to  the  resolution,  the  oppo- 
site result  is  occurring,  and  patient 
care  is  being  sacrificed  to  paper 
work. 

The  Texas  resolution  was  opposed 
by  AMA  appointees  to  the  joint  com- 
mission. They  testified  that  stan- 
dards were  proposed  only  when 
deemed  necessary  to  improve  the 
quality  of  patient  care.  They  stated 
that  JCAH  continually  is  striving  to 
further  reduce  nonessential  demands 
upon  the  physician’s  time  through 
such  ways  as  (1)  reducing  the  fre- 
quency of  required  staff  meetings. 


(2)  eliminating  the  requirement  for 
an  admission  history  and  physical  if 
such  an  examination  were  performed 
within  the  preceding  month,  and  (3) 
attempting  to  streamline  the  entire 
medical  records. 

The  AMA  house,  therefore,  turned 
down  the  Texas  resolution  on  the 
basis  of  information  provided  that 
the  joint  commission  has  been  more 
than  responsive  to  the  need  for  max- 
imum effective  utilization  of  the  phy- 
sician’s time. 

Unification  of  Medical  Profession  by 
the  AMA:  A Texas  resolution  calling 
for  unification  of  the  medical  pro- 
fession by  the  AMA  was  approved 
enthusiastically  by  the  house  of  dele- 
gates. 

The  resolution  pointed  out  that 
the  medical  profession  is  more  likely 
to  reach  its  goals  and  mission  of 
developing  adequate  health  care  for 
all  people  by  recognizing  one  organi- 
zation as  most  completely  represent- 
ing the  profession.  It  expressed  con- 
cern that,  in  some  states,  there  has 
been  a decline  in  membership  in  the 
AMA  or  a decline  in  the  rate  of 
growth  of  AMA  membership. 

The  house  of  delegates  adopted 
the  Texas  resolution  which  asks  the 
AMA  board  of  trustees  to  initiate  a 
study  of  physicians  who  are  not 
members  of  the  AMA.  The  trustees 
will  be  expected  to  present  recom- 
mendations as  to  how  the  medical 
profession  may  more  wisely  unify 
itself  under  the  AMA  and  encourage 
nonparticipating  physicians  to  join. 

Formation  of  a Primary  Board  of  Al- 
lergy: Acting  upon  resolutions  pre- 
sented by  Texas  and  by  seven  other 
states,  the  AMA  house  of  delegates 
has  contributed  to  orderly  progress 
of  the  establishment  of  a certifying 
board  in  the  specialty  of  allergy. 

At  present,  a physician  who  wish- 
es to  obtain  board  certification  must 
first  become  board  certified  in  either 
internal  medicine  or  pediatrics  in 
order  to  qualify  for  an  allergy  sub- 
board. 

It  is  evident  that  many  physicians 
who  are  engaged  in  the  practice  of 
allergy  favor  the  establishment  of  a 
primary  board  of  allergy.  A board 
oriented  toward  the  training  of  aller- 
gists can  be  of  valuable  service  to 
the  profession  and  to  patients 
through  the  examination  of  candi- 
dates who  wish  to  qualify  as  experts 
in  the  specialty. 

The  Texas  resolution  called  for  the 
various  groups,  organizations,  and 
physicians  to  be  encouraged  to  get 
together  in  the  interest  of  establish- 
ing a primary  board,  and  then  to 
seek  recognition  of  the  board  from 
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the  Advisory  Committee  for  Specialty 
Boards.  It  urged  the  AMA  to  ask  the 
advisory  committee  to  give  due  con- 
sideration to  the  recognition  of  a 
primary  board  of  allergy. 

The  Texas  resolution  and  those 
from  other  states  were  referred  to 
the  AMA  council  on  medical  educa- 
tion. The  council  will  have  a respon- 
sibility to  present  a progress  report 
in  December  at  the  AMA  clinical  con- 
vention in  Denver. 

A Study  of  Medical  Instruments  and 
Devices;  The  house  of  delegates 
adopted  a Texas  resolution  com- 
mending the  AMA  for  its  position 
supporting  the  concept  of  a thorough 
study  of  the  field  of  medical  instru- 
ments and  devices  prior  to  passage 
of  specific  regulatory  legislation. 

Legislation  relating  to  federal 
standards  regulating  the  use  of  med- 
ical instruments  and  devices  is  pend- 
ing before  the  present  91st  Con- 
gress. One  proposed  legislative  ap- 
proach calls  for  the  establishment 
of  a commission  to  study  thorough- 
ly this  entire  field  and  to  make  rec- 
ommendations to  the  President  and 
Congress  prior  to  the  passage  of 
specific  regulatory  legislation. 

The  Texas  resolution  pointed  out 
that  medical  instruments  and  de- 
vices are  playing  an  ever-increasing 
role  in  the  provision  of  health  care. 
The  resolution  stated  that  it  is  de- 
sirable that  this  progress  be  con- 
tinued, and  that  it  not  be  hampered 
by  regulations  which  may  not  be 
necessary  or  warranted. 

Funding  for  Transplant  Patients  with 
Total  Disability:  The  house  of  dele- 
gates took  no  final  action  on  a Texas 
resolution  which  called  for  the  AMA 
to  reiterate  its  opposition  to  any 
attempt  to  amend  the  Medicare  pro- 
gram to  provide  medical  benefits  to 
those  below  age  65.  The  resolution 
was  referred  to  the  board  of  trustees 
for  study. 

The  Texas  delegation  has  been 
concerned  specifically  about  propos- 
als which  would  provide  Medicare 
benefits  for  organ  transplantation  to 
persons  under  age  65.  The  reso- 
lution pointed  out  that  Medicare 
should  be  limited  to  the  aged,  as 
intended  when  enacted  by  Congress. 
It  cited  the  high  costs  of  procedures 
related  to  organ  transplantation,  and 
the  fact  that  costs  of  the  Medicare 
program  already  had  far  exceeded 
estimates,  and  that  greater  benefits 
would  further  raise  the  costs  and 
would  require  higher  taxes. 

As  an  alternative,  the  Texas  reso- 
lution suggested  that  teaching  insti- 
tutions seek  funds  for  organ  trans- 
plantation from  philanthropic  foun- 


dations and  other  private  sources. 
Ultimately,  after  being  more  suffi- 
ciently defined,  these  costs  should 
be  incorporated  into  major  medical 
health  insurance  coverage. 

The  intent  of  the  resolution  was 
originated  by  the  Hill  County  Medi- 
cal Society  and  adopted  by  the  TMA 
House  of  Delegates  at  the  1969  An- 
nual Session. 

Lights  or  Reflectors  for  Railway  Ve- 
hicles; Favorable  consideration  was 
accorded  a Texas  resolution  which 
asked  the  AMA  to  investigate  wheth- 
er a federal  law  would  be  desirable 
which  would  require  all  railway  ve- 
hicles to  bear  lights,  reflecting  paint, 
reflectors,  or  combinations,  so  that 
they  would  be  clearly  visible  at  night 
from  all  sides.  This  plan  of  action 
was  approved  for  the  purpose  of  pre- 
venting accidents  and  saving  lives  at 
railway  crossings. 

The  resolution  was  originated  by 
the  Cameron-Willacy  Counties  Medi- 
cal Society,  and  was  approved  by  the 
TMA  House  of  Delegates  at  the  1969 
Annual  Session.  It  expressed  con- 
cern about  the  number  of  accidents 
which  occur  at  unguarded  railway 
crossings  at  night,  and  particularly 
about  automobiles  which  have  run 
into  unlighted  freight  cars.  Some 
drivers  who  have  survived  those  ac- 
cidents have  reported  that  they  did 
not  see  the  train. 

The  view  has  been  expressed  that 
some  car-train  collisions  might  be 
prevented  if  the  railroad  cars  are 
clearly  visible  at  night  from  all  sides. 

The  adopted  resolution  does  not 
commit  the  AMA  to  work  for  the 
passage  of  a federal  regulation  un- 
less the  proposed  study  demon- 
strates that  it  would  be  beneficial. 

Health  Education  of  the  Public:  The 

house  of  delegates  adopted  a Texas 
resolution  which  calls  for  medical 
societies  to  step  up  activities  related 
to  health  education  of  the  public. 
This  activity  has  been  urged  at  a 
time  when  health  is  becoming  of  in- 
creasing interest  to  the  public  and 
is  a result  of  the  medical  profes- 
sion’s awareness  of  the  need  for 
more  healthful  living  as  a significant 
aspect  of  preventive  medicine. 

The  AMA  urged  state  and  county 
medical  societies,  along  with  their 
woman’s  auxiliaries,  to  sponsor  Com- 
munity Health  Week  programs  and 
health  fairs.  The  observance  of  Com- 
munity Health  Week  has  been  en- 
dorsed by  the  AMA.  Many  county 
societies  which  have  sponsored  pro- 
grams have  found  them  to  be  an  ef- 
fective medium  in  conveying  health 
information  to  the  public. 

The  resolution  suggested  that. 


where  feasible,  county  societies 
should  establish  and  maintain  health 
museums.  It  pointed  out  that  health 
fairs  and  health  museums  are  func- 
tioning smoothly  in  many  cities,  in- 
cluding Dallas  and  Fort  Worth. 

Medical  societies  are  encouraged 
to  give  meaningful  support  to  the 
health  committees  of  the  chambers 
of  commerce:  and  to  city,  county, 
and  state  health  departments.  They 
further  are  asked  to  cooperate  with 
all  reputable  groups  in  contributing 
to  health  education  of  the  public. 
School  health  education  programs 
also  were  cited. 

The  resolution  has  encouraged 
physicians  to  use  health  education 
materials  which  have  been  devel- 
oped by  the  AMA.  They  include 
pamphlets,  books,  publications  such 
as  Today’s  Health  magazine  and  To- 
day’s Health  Guide,  films,  news  re- 
leases for  use  in  the  communica- 
tions media,  aids  and  consultation 
for  school  health  programs,  and  spe- 
cial presentations  in  areas  such  as 
nutrition,  exercise,  and  health  ca- 
reers. 

Memorial  Resolution  — John  King 
Glen,  M.D.:  A Memorial  Resolution 
for  the  late  Dr.  John  King  Glen, 
Houston,  was  adopted  by  the  house 
of  delegates  by  observing  a minute 
of  silence  as  a tribute  to  his  mem- 
ory at  the  opening  exercises  on  Sun- 
day, July  13.  Dr.  Glen  had  passed 
away  that  morning. 

The  resolution  cited  Dr.  Glen’s  49 
years  of  service  as  a physician  and 
pediatrician,  and  his  long  service  as 
a member  of  the  AMA  house  of  dele- 
gates. It  expressed  the  sincere  sym- 
pathy of  members  of  the  AMA  house 
to  Mrs.  Glen  and  the  family. 

Research  Grant  Will  Aid 
Study  of  Visual  Behavior 

Texas  Society  for  the  Prevention 
of  Blindness,  Inc.,  Baylor  College  of 
Medicine  and  The  University  of  Tex- 
as Graduate  School  of  Biomedical 
Sciences  at  Houston,  have  awarded 
a research  grant  to  two  Houston  sci- 
entists. Recipients  are  Dr.  Morris  L. 
J.  Crawford  (PhD),  assistant  profes- 
sor of  psychology  at  Baylor  and  Dr. 
S.  J.  Cool  (PhD),  assistant  professor 
of  physiological  optics  at  Baylor 
and  assistant  professor  of  neural 
sciences  at  The  UT  Graduate  School 
of  Biomedical  Sciences. 

The  grant  will  enable  Drs.  Craw- 
ford and  Cool  to  investigate  ways  by 
which  the  single  cells  of  the  central 
nervous  system  receive  and  transmit 
visual  information  and  how  the  brain 
encodes  such  information. 
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TMA  MEMBERS,  GUESTS  ANSWER  CALL  OF  ORIENT,  SEPT.  TO 


The  Golden  Pavilion  in  Kyoto,  Japan,  is  just  a short  journey  away  from  Tokyo  by 
Bullet  Train.  The  pavilion  is  on  one  of  the  optional  tours  available  to  persons  who 
will  be  going  on  an  Orient  Adventure  in  September.  The  Texas  Medical  Association- 
sponsored  tour  and  medical  seminars  take  members  and  guests  to  Hong  Kong  and 
Tokyo,  leaving  by  chartered  jet  airplane  from  Dallas  and  Houston  Sept.  10  and  re- 
turning Sept.  24. 


On  Aug.  29  and  Sept.  10,  328 
Texas  Medical  Association  members 
and  their  guests  will  answer  the  call 
of  the  Orient  and  board  private  jets 
for  Hong  Kong  and  Tokyo.  Their 
journey  will  include  a Texas  Medical 
Association  sponsored  Orient  Ad- 
venture tour  and  medical  seminar. 
The  tour  lasts  two  weeks,  and  tour 
members  will  spend  a week  and  at- 
tend a seminar  in  both  cities. 

Association  members  and  their 
guests  will  fly  from  Houston  and 
Dallas  to  Tokyo  on  a chartered  World 
Airways  707  jet  featuring  stretch-out, 
extra-comfort  seating  plus  food, 
champagne,  and  complimentary  cock- 
tails. Tour  members  will  stay  at 
Tokyo’s  New  Otani  Hotel. 

While  in  Tokyo,  guests  will  be  free 
to  sightsee,  shop  on  the  Ginza,  go 
nightclubbing,  and  play  golf.  They 
may  also  take  optional  excursions  to 
Nikko,  Kamakura,  and  Kyoto,  the 
ancient  capital  of  Japan.  Sightsee- 
ing trips  within  the  city  of  Tokyo  are 
also  available.  Dining  at  Tokyo’s  res- 
taurants will  also  interest  visitors. 

A medical  seminar  for  physicians 
will  take  place  during  this  week  of 
the  tour.  Papers  will  include  the  fol- 
lowing subjects:  a contribution  to 
the  normal  fluctuation  of  leukocyte 
count,  advances  of  diagnosis  and 
surgical  management  of  upper  gas- 
trointestinal diseases  with  endo- 
scopy: demonstration  of  gastrocam- 
era  and  fiberscopes;  new  concept  on 
cholesterol  metabolism  or  metabo- 
lism of  plasma  cholesterol  ester  in 
liver  diseases  and  hypercholesterol- 
emia, several  rare  neurological  dis- 
orders of  childhood,  and  interesting 
hematological  disorders.  Papers  deal- 
ing with  health  conditions  in  Japan 
include  national  health  insurance, 
cardiovascular  diseases,  clinicopath- 
ological  studies  on  the  mediastinal 
tumors,  gastroduodenal  ulcers,  gas- 
tric and  esophageal  carcinomas, 
birth  control  and  abortions,  and 
ovarian  tumors. 

The  seminar  will  include  a visit  to 
Tokyo  University  Hospital  or  to  Prof. 
Komei  Nakayama’s  Hospital  for  Gas- 
tric Surgery. 

Among  seminar  speakers  will  be 
Prof.  H.  Katsunuma,  Prof.  T.  Haya- 
shida.  Prof.  Hideo  Ueda.  Prof.  Iwao 
Ito,  Dr.  Yoshiyata  Takahashi,  Prof. 
Shigeru  Hatano,  Prof.  Minoru  Oi, 
Prof.  Komei  Nakayama,  Prof.  S.  Tojo, 
Prof.  M.  Mochizuki,  Prof.  Tadao  Ta- 
katsu,  and  Dr.  W.  P.  Loh. 

After  seven  days  in  Tokyo,  tour 
members  will  fly  to  Hong  Kong 


where  they  will  stay  at  the  Mandarin 
Hotel.  Attractions  in  Hong  Kong,  in- 
clude dining,  shopping,  relaxing  on 
the  beaches,  and  sightseeing.  Again, 
guests  may  take  a special  low-cost 
excursion,  this  time  to  Bangkok, 
Thailand. 

The  Hong  Kong  medical  seminar 
will  include  papers  on  the  following 
subjects:  nasopharyngeal  carcinoma, 
cryptogenic  splenomegaly  and  recur- 
rent pyogenic  cholangitis,  thalasse- 
mia in  Chinese  people,  immunologi- 
cal aspects  of  infection  with  Clonor- 
cliis  sinensis,  and  hydatidiform  mole. 
Attendees  will  be  able  to  visit  the 
Hay  Ling  Chau  Leprosarium  and  the 
University  of  Hong  Kong  Medical 
Center. 

Speakers  will  include  Dr.  H.  C.  Ho, 
Prof.  A.  J.  S.  McFadzean,  Dr.  David 
Todd,  Dr.  T.  Sun,  Prof.  Daphne 
Chun,  and  Prof.  G.  B.  Ong. 

The  Texas  Medical  Association 
staff  is  handling  physical  arrange- 
ments for  the  tour.  International 
Travel  Advisors,  Inc.  (INTRAV),  is 
processing  expenditures.  The  first 
mailing  concerning  the  tour  went  out 
to  TMA  members  in  February.  Soon 
thereafter,  two  airplanes  were  filled. 


Blue  Shield  Produces 
Film  on  Drug  Abuse 

Although  several  national  publica- 
tions have  reported  that  the  “hip 
generation’’  is  at  last  becoming  dis- 
illusioned with  hard  drugs  and  mari- 
juana, the  curiosity  and  search  for 
"kicks”  are  still  very  much  preva- 
lent among  high  school  and  college 
students  who  feel  they  are  not  “with 
it”  until  they  take  at  least  one  trip. 

The  National  Association  of  Blue 
Shield  Plans,  211  E.  Chicago  Ave., 
Chicago  60611,  has  completed  the 
third  of  its  trilogy  of  motion  pic- 
tures for  showing  by  medical  socie- 
ties and  related  groups  to  students 
and  community  organizations. 

The  final  film,  “Bridge  From  No- 
place,” is  equally  suitable  for  tele- 
vision or  for  auditorium  viewing. 
Narrated  by  Academy  Award  winner 
Rod  Steiger,  it  reports  on  the  inno- 
vations now  being  employed  by  re- 
habilitation centers  throughout  the 
US.  This  motion  picture,  plus  the 
three-part  package  under  the  series 
name  of  “The  Distant  Drummer,” 
may  be  requested  from  local  Blue 
Shield  Plans  or  the  national  office. 
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Pathologists’  College 
Settles  Antitrust  Suit 

A compromise  settlement  in  a 
civil  antitrust  action  \was  reached 
June  14  between  the  US  Depart- 
ment of  Justice  and  the  College  of 
American  Pathologists  after  the  fed- 
eral Antitrust  Division  agreed  to  set- 
tle the  three-year-old  suit. 

The  1966  suit  had  charged  the 
college  with  alleged  price-fixing  and 
boycott  agreements  to  keep  non- 
members out  of  the  medical  labora- 
tory business. 

President  Dr.  Oscar  B.  Hunter,  Jr., 
of  Washington,  D.C.,  said  the  college 
entered  into  the  proposed  consent 
decree  “when  the  Justice  Depart- 
ment advised  us  of  a favorable  com- 
promise to  dispose  of  the  action  dat- 
ing back  to  1966.”  The  decree,  filed 
in  US  district  court  in  Chicago,  was 
expected  to  become  final  in  30  days. 

“The  settlement  in  no  way,”  said 
Dr.  Hunter,  “constitutes  an  admis- 
sion by  the  college  of  any  of  the 
charges  in  the  complaint  or  any  vio- 
lation of  the  law.  The  college  has 
always  contended,  and  still  main- 
tains, that  its  activities  were  in  the 
best  interests  of  patients  and  in  full 
compliance  with  the  antitrust  laws. 

“The  settlement  simply  represents 
a compromise,  and  thus  disposes  of 
a matter  which  would  have  diverted 
substantial  energies  of  the  college 
and  its  members  from  their  primary 
duties  of  contributing  significantly 
to  the  care  of  sick  patients  and  to 
the  prevention  of  illness  and  dis- 
ability. 

“Furthermore,  it  obviates  the  ne- 
cessity of  spending  a great  deal  of 
time  and  money  by  both  sides  on 
this  case.” 

Under  the  decree  the  college  will: 

1.  Continue  to  set  standards  of 
operation  of  clinical  laboratories  and 
to  inspect  and  accredit  them  in  an 
ongoing  effort  to  assure  patients  and 
their  physicians  of  the  highest  qual- 
ity service; 

2.  Continue  to  police  its  own 
ranks,  imposing  sanctions  on  a 
member  if  he  has  been  found  guilty 
of  professional  misconduct  or  defi- 
cient in  moral  character  or  profes- 
sional competence;  and 

3.  Continue  to  require  that  its 
members  report  results  of  laboratory 
tests  only  to  physicians  and  others 
permitted  by  law  to  receive  such  re- 
sults. 

And  the  college’s  objectives,  un- 
der the  consent  decree,  will  remain 
unchanged:  (1)  to  foster  the  highest 
standards  in  education,  research, 
and  the  practice  of  pathology;  (2)  to 
advance  the  science  of  pathology 


and  to  improve  medical  laboratory 
service;  and  (3)  to  maintain  the  dig- 
nity, precision,  and  efficiency  of  the 
medical  specialty. 

The  decree  seeks  to  insure  that 
the  college  does  not  insist  upon  or 
suggest  fee  schedules;  does  not  re- 
strict or  prevent  anyone  from  own- 
ing or  operating  a laboratory  or  from 
referring  specimens  to  any  labora- 
tory; does  not  boycott  any  person 
associated  with  any  laboratory,  or 
does  not  impede  anyone  from  ac- 
cepting advertising  or  exhibits  from 
any  person. 

Dr.  Hunter  emphasized  that  the 
college  had  never  engaged  in  any  of 
these  practices  alleged  by  the  gov- 
ernment in  its  suit,  and  the  college 
“is  not  now,  nor  has  it  ever  involved 
itself  in  any  activities  unbecoming 
to  a professional  organization. 

“The  college  plans  not  only  to 
continue  its  wide  range  of  activities 
in  improving  and  broadening  medi- 
cale  care  for  patients,  but  also  to 
expand  its  ‘programs  of  excellence’ 
for  raising  laboratory  standards  and 
services  for  the  benefit  of  patients 
and  its  member-physicians.” 

The  college  has  a membership  of 
more  than  5,000  pathologists  and  is 
headquartered  in  Chicago. 

UT  Austin  Sponsoring 
Dietetics  Traineeships 

Five  traineeships  for  graduate 
study  in  dietetics  are  available  at 
The  University  of  Texas  at  Austin. 

Dr.  Margaret  Eppright  (PhD), 
chairman  of  the  Department  of 
Home  Economics,  will  direct  the  pro- 
gram which  is  funded  through  a 
$20,675  grant  from  the  US  Depart- 
ment of  Health,  Education,  and  Wel- 
fare. 

Qualifications  for  application  in- 
clude: a bachelor’s  degree,  comple- 
tion of  a dietetic  internship  or  three 
years  of  preplanned  work  experi- 
ence, and  acceptance  in  The  UT 
Austin  Graduate  School. 

Preference  will  be  given  dietitians 
with  experience  in  hospital  food  ser- 
vices or  therapeutic  dietetics. 

Stipends  will  be  at  least  $2,400 
for  a 12-month  period,  with  tuition 
and  fees  and  an  allowance  for  de- 
pendents also  provided. 

“Now  it  will  be  possible  for  pro- 
fessional dietitians  to  return  for 
further  education,”  Dr.  Eppright  said. 

The  grant  will  help  to  provide 
added  leadership  in  the  nutrition  and 
dietetic  fields.  It  also  will  help  in 
providing  consultants  for  smaller 
hospitals  and  teachers  at  the  junior- 
college  level  where  the  needs  are 
greatest.  Dr.  Eppright  said. 


Poison  Control  Center 
Given  Regional  Approval 

A Southwest  Regional  Poison  Con- 
trol Center  for  Texas,  Arkansas,  Lou- 
isiana, and  Oklahoma  has  been  ap- 
proved for  The  University  of  Texas 
Medical  Branch  at  Galveston. 

This  center,  sponsored  by  the  US 
Public  Health  Service,  will  offer  ex- 
pert poison  information  and  diag- 
nostic toxicology  by  prearranged 
consultation  to  any  qualified  physi- 
cian in  the  region. 

Dr.  Joe  B.  Nash  (PhD),  associate 
professor  of  pharmacology  and  toxi- 
cology is  selected  center  director. 
Other  officers  will  be  E.  Galvan 
(RPh),  director  of  The  University  of 
Texas  Medical  Branch’s  pharmacy, 
and  V.  A.  Lomonte,  Jr.  (RPh),  asso- 
ciate directors;  and  Dr.  Armond  S. 
Goldman,  associate  professor  in  pe- 
diatrics, medical  consultant.  Other 
clinical  and  basic  science  members 
of  the  University  will  participate  in 
the  program. 

One  of  the  prime  purposes  of  this 
center  will  be  to  act  as  a consultant 
to  other  poison  control  centers  in 
the  four  state  area. 

This  is  the  only  regional  poison 
control  center  established  in  the 
United  States.  Regional  centers  are 
intended  to  upgrade  the  measures 
for  prevention,  recognition,  and  ther- 
apy of  poisoning  cases. 

A poison  control  center  has  been 
in  operation  at  the  Medical  Branch 
for  about  10  years,  and  the  center 
has  been  operating  under  the  aus- 
pices of  the  US  Public  Health  Ser- 
vice for  about  two  years.  The  re- 
gional center  was  awarded  to  Gal- 
veston primarily  because  of  the  toxi- 
cology laboratory  located  there,  the 
only  one  within  the  specified  geo- 
graphic area. 

Several  Medical  Branch  faculty 
members  have  been  working  in  the 
area  of  decreasing  the  frequency  of 
intoxications.  These  persons  include 
Drs.  Goldman  and  Don  Micks  (ScD) 
and  Messrs.  Galvan  and  Lomonte. 

A contract  totaling  $36,000  has 
been  given  by  the  USPHS  for  the 
second  year’s  operation. 

Free  toxicological  consultation  and 
information  on  medicinal  and  com- 
mercial products  is  available  by 
phone  from  physicians  whose  pa- 
tients are  poisoned.  The  center  is 
open  24  hours  each  day,  7 days  a 
week,  with  professionally  trained 
staff  present.  Physicians  should  call 
area  code  713  and  one  of  the  num- 
bers SO  5-1420  or  SO  5-2408,  The 
University  of  Texas  Medical  Branch 
at  Galveston  77550. 
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Senior  Consultants 

Perry  C.  Talkington,  M.D. 
Charles  L.  Bloss,  M.D. 

Psychiatrist-in-Chief 

Howard  M.  Burkett,  M.D. 

Medical  Director 

James  K.  Peden,  M.D. 

Associate  Psychiatrists 

Jerry  M.  Lewis,  M.D. 

Ward  G.  Dixon,  M.D. 


Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  Mae  Hanke,  M.D. 
Thomas  H.  Allison,  M.D. 
Maurice  S.  Green,  M.D. 
Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 
Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Joe  W.  King,  M.D. 

Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 
John  T.  Gossett,  Ph.D. 

Dale  R.  Turner.  Ph.D. 
Robert  W.  Hagebak,  Ph.D. 

Social  Work 

Sally  Stansfield,  M.S.W. 
Robert  O'Connor,  M.S.S.W 
Kathleen  Wood.  M.S.W. 
Margie  W.  Buell,  M.S.S.W. 
Robert  P.  Stewart,  M.S.S.W 


Occupational  Therapy 

Geraldine  Skinner.  B.S.. 
O.T.R.,  Director 

Recreational  Therapy 

Lois  Timmins,  Ed.D.. 
Director 

Director  of  Nurses 

Mae  Belle  James,  R.N. 

Business  Manager 

Ralph  M.  Barnette,  B.B.A. 


Evergreen  1-7181 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

Narcotic  Cases  Not  Admitted 


LAWN 

PSYCHIATRIC  CENTER 

Dallas,  Texas  75223  p.  Q.  Box  11288 


6624  FANNIN  STREET 


KELSEY-SEYBOLD  CLINIC 


JA  6-2671 


INTERNAL  MEDICINE 

Endocrine  and  Metabolie 
Diseases 

Mavis  P.  Kelsey,  M.D.. 
F.A.C.P. 

Alfred  E.  Leiser,  M.D.. 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D.. 
F.R.C.P.(C) 

Pulmonary  Diseases 

H.  Irving  Schweppe,  Jr 
M.D.,  F.A.C.P. 

Stanton  P.  Fischer,  M.D  . 
F.A.C.P. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D 
F.A.C.P. 

Philip  S.  Bentlif  M.D 
F.A.C.P. 

Ralph  D.  Eichhom.  M D 
F.A.C.P. 

F.  Scott  O’Neil,  M.D 
F.A.C.P. 

Heart  Disease  a/nd  Cardiac 

Catheterization 
Earl  F.  Beard.  M.D.. 
F.A.C.P. 

Efrain  Garcia,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D 
F.A.C.P. 


•Military  Service 


Hypertension  and  Peripheral 
V ascular  Diseases 
Gene  E.  Burke.  M.D. 

Cancer  Chemotherapy 
Carlos  F.  Taboada,  M.D. 
Nephrology 

Francis  X.  Schloeder,  M.D. 
Hematology 

Jerome  B.  Bart,  M.D. 

General  Medicine 
Moises  Lopez,  M.D. 

OCCUPATIONAL  MEDICINE 
John  R.  Hall,  M.D.,  M.P.H 
F.A.C.P. 

Paul  E.  Wright.  M.D., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D.. 
F.A.C.Pr.M. 

Richard  M.  Fenno,  M.D 
M.P.H..  F.A.C.P. 

Cannon  A.  Owen,  M.D., 
F.A.C.S. 

Edward  A.  Anderson,  M.D.. 
F.A.C.Pr.M. 

William  E.  Froemming,  M.D. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold.  M.D.. 
F.A.C.S. 

James  D.  McMurrey,  M.D. 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Melville  L.  Cody,  M.D.. 
F.A.C.S. 

J.  Stanley  Conner,  M.D 
William  A.  Johnson,  III' 

M.D. 


PSYCHIATRY 

Chester  G.  Cochran.  M.D. 
♦Ricardo  Daichman,  M.D. 
William  H.  Boylston,  M.D. 

PEDIATRICS 
Rheumatology 
Earl  J.  Brewer,  Jr..  M.D 
F.A.A.P. 

Allergy 

Charles  W.  Ewing,  M.D.. 
F.A.A.P. 

OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D. 
F.A.C.S. 

James  L.  Smith,  M.D., 
F.A.C.S. 

Joseph  S.  Weycer.  M.D. 
NEUROLOGY 

Robert  R.  Pierce.  M.D.. 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D.. 
F.A.C.S. 

J.  David  Wright,  M.D. 

ORTHOPEDIC  SURGERY 
W.  Malcolm  Granberry 
M.D. 

Jesse  H.  Dickson,  M.D. 

OPHTHALMOLOGY 

Henry  E.  Wahlen,  M.D. 

RADIOLOGY 

David  M.  Rulfs.  M.D. 

John  D.  Brooks,  M.D. 

PATHOLOGY 

Robert  A.  Jordan.  M.D. 


HOUSTON,  TEXAS  77025 


DENTISTRY 

Eugene  W.  Gray,  D.D.S. 
PSYCHOLOGY 

Mrs.  Ruth  Blackman.  M.A. 
Robert  de  von  Flindt,  Ph.D. 
Cheryl  McBrude,  M.S. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 
Donna  R.  Fox.  Ph.D. 
Carolyn  C.  Garcia,  M.S. 

CONSULTANTS 
Maxilla  Facial  Surgery 
Edward  C.  Hinds,  MJ)., 
D.D.S..  F.A.C.S. 

Psychiatry 

Albert  Owers,  M.D. 

Oph  thalmology 

W.  Eugene  Alford,  M.D. 

N eurosurgery 
Day  P.  McNeel,  Jr.,  M.D. 
Gerald  R.  Litel,  M.D. 

SPECIAL  FACILI'nES 
Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
V ectorcard  iography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 
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GENERAL  NEWS 


Negro  Doctors  Sought 
By  Film,  AMA  Program 

The  AMA  and  constituent  and 
component  medical  societies  are 
making  an  increasingly  concerted  ef- 
fort to  attract  more  black  students 
to  the  study  of  medicine.  Joining  in 
this  program  are  several  other  pro- 
fessional organizations,  including  the 
National  Medical  Association  and  in- 
dividual medical  schools. 

A new  motion  picture  has  just 
been  produced  and  released  by  the 
International  Afro-American  Museum, 
Inc.,  in  cooperation  with  the  Detroit 
Medical  Society.  Entitled  “You  Can 
Be  a Doctor,”  the  film  is  in  color, 
15-minutes  long,  and  available  from 
the  museum  at  1549  W.  Grand  Blvd., 
Detroit  48208. 

M.  D.  Anderson  Receives 
AAALAC  Accreditation 

The  University  of  Texas  M.  D.  An- 
derson Hospital  and  Tumor  Institute 
at  Houston  is  one  of  16  laboratory 
animal  facilities  to  become  fully  ac- 
credited recently  by  the  American 
Association  for  Accreditation  of  Lab- 
oratory Animal  Care  (AAALAC).  A to- 
tal of  135  laboratories  in  the  US 
have  been  so  accredited  to  date.  In- 
cluded in  this  number  are  29  medi- 
cal schools,  17  hospitals,  4 dental 
schools,  5 medical-dental  combined 
facilities,  and  2 veterinary  medical 
schools,  9 private  research  labora- 
tories, 36  pharmaceutical  manufac- 
turers, 9 laboratory  animal  breeders, 
4 universities,  2 schools  of  phar- 
macy, 1 school  of  public  health,  and 
17  government  facilities. 

Accreditation  is  entirely  voluntary. 
The  institution  must  apply  to  AAA- 
LAC and  complete  a detailed  appli- 
cation after  which  two  specialists  in 
laboratory  animal  care  will  conduct 
an  inspection  of  the  facility.  Based 
on  their  report,  the  facility  is  ac- 
credited or  provisionally  accredited 
or  accreditation  is  withheld.  Once  a 
facility  is  accredited,  it  must  submit 
an  annual  report,  and  AAALAC  will 
make  follow-up  site  visits  periodi- 
cally. 

Seventeen  organizations  are  repre- 
sented on  the  AAALAC  board  of  trus- 
tees: American  Medical  Association, 
American  Hospital  Association, 
American  Association  for  Laboratory 
Animal  Science,  American  Associa- 
tion for  the  Advancement  of  Science, 
American  Association  of  Colleges  of 
Pharmacy,  American  Association  of 
Dental  Schools,  American  College  of 
Physicians,  American  College  of  Sur- 
geons, American  Dental  Association, 
American  Heart  Association,  Amer- 


ican Veterinary  Medical  Association, 
Association  of  American  Medical  Col- 
leges, Association  of  American  Vet- 
erinary Medical  Colleges,  Associa- 
tion of  State  Universities  and  Land- 
Grant  Colleges,  Federation  of  Amer- 
ican Societies  for  Experimental  Bi- 
ology, Pharmaceutical  Manufacturers 
Association,  and  National  Society 
for  Medical  Research. 

New  Speech  Program 
Beginning  at  NTSU 

North  Texas  State  University  and 
physicians  at  The  University  of  Tex- 
as Southwestern  Medical  School  at 
Dallas  will  institute  a special  train- 
ing program  for  students  of  speech 
pathology  and  audiology  this  fall. 

Under  the  plan  six  NTSU  students 
enrolled  in  a graduate  pacticum  will 
spend  about  six  hours  per  week  in 
the  offices  of  Drs.  M.  C.  Culbertson 
and  Trevor  E.  Mabery,  Dallas  oto- 
laryngologists who  are  members  of 
the  clinical  faculty  of  The  University 
of  Texas  Southwestern  Medical 
School  at  Dallas. 

NTSU  regents  implemented  the 
new  program  in  June,  establishing 
the  graduate  practicum  and  appoint- 
ing the  two  physicians  adjunct  pro- 
fessors of  speech  pathology  and 
audiology  for  the  academic  year 
1969-1970.  The  men  will  serve  with- 
out remuneration. 

The  cooperative  undertaking,  an 
NTSU  announcement  said,  will  be 
“an  effort  to  gain  meaningful  ex- 
posure to  medical  procedures  of 
diagnosis,  prognosis,  and  therapy  to 
persons  afflicted  with  communica- 
tion disorders.” 

Although  the  clinical  speech  path- 
ologist or  audiologist  often  finds  em- 
ployment in  a medical  setting  such 
as  a hospital,  physician’s  office,  or 
speech  and  hearing  clinic,  the  stu- 
dent's training  has  been  largely  lim- 
ited to  an  educational  orientation  to 
clinical  practice,  the  university  said. 

The  new  instructional  program 
was  proposed  by  the  Speech  and 
Hearing  Therapy  Division  of  the 
NTSU’s  Department  of  Speech  and 
Drama.  Students  will  be  gaining 
credit  toward  a master’s  degree  in 
speech  pathology  and  audiology. 

Students’  experiences  will  include 
observation  of  the  examination  and 
treatment  of  patients,  with  accom- 
panying explanation  and  instruction 
by  the  physician  of  the  pathologies 
and  treatments  involved. 

Dr.  Culbertson  is  clinical  associate 
professor  of  otolaryngology  at  The 
University  of  Texas  Southwestern 
Medical  School  and  is  head  of  the 
Department  of  Otolaryngology  at 


Children’s  Medical  Center  in  Dallas. 
Dr.  Mabery  is  clinical  instructor  in 
otolaryngology  at  Southwestern  and 
is  on  the  staff  of  Children’s  Medical 
Center. 

Easter  Seal  Foundation 
Gives  Research  Grants 

The  effects  of  oxygen  deprivation 
on  the  infant  before  birth,  the  re- 
sponses of  brain-damaged  children 
to  teachers’  techniques,  and  new 
methods  for  treating  hydrocephalus 
are  subjects  covered  by  three  of 
eight  new  grants  made  by  the  Easter 
Seal  Research  Foundation  in  May. 

The  foundation  also  made  funds 
available  for  research  into  the  bio- 
chemical changes  that  take  place 
during  various  kinds  of  exercise  as 
a basis  for  new  designs  for  braces 
for  handicapped  persons.  Other 
studies  that  received  grants  are  the 
locomotive  patterns  of  the  hemiple- 
gic, integrated  camping  for  handi- 
capped children  with  able-bodied 
children,  new  screening  techniques 
to  discover  heart  defects,  and  a 
study  of  professional  and  client  view- 
points on  rehabilitation  problems. 

Renewal  grants  made  at  the  same 
time  will  permit  further  work  on  proj- 
ects dealing  with  the  sucking  be- 
havior of  infants  as  a diagnostic  in- 
dication of  central  nervous  system 
dysfunction  and  with  other  studies 
specifically  concerned  with  bone  as 
related  to  dwarfism,  osteoporosis, 
rickets,  and  arthritis. 

A total  of  $217,651  was  commit- 
ted for  the  13  projects. 

Announcement  of  the  awards  was 
made  by  Dr.  V^illiam  Gellman  (PhD), 
director  of  the  Easter  Seal  Research 
Foundation,  which  has  to  date  made 
grants  totaling  approximately  $3,- 
000,000  to  further  research  into 
causes  and  means  of  alleviating 
crippling. 


"There's  a drunk  in  this  room,  Doctor, 
waving  a water  pistol:  and  he  wants 
you  to  fly  the  hospital  to  Cuba!” 
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Nurse  Examiners  Board 
Cites  Nine  Offenders 

The  Board  of  Nurse  Examiners 
for  the  State  of  Texas  has  cited  nine 
persons  for  various  violations  of  the 
board’s  regulations.  Employers  are 
warned  that  these  persons  are  not 
licensed  to  practice  nursing  in  Texas. 

The  nine  persons  and  brief  back- 
ground of  each  follow. 

1.  Alma  Fay  Carroll  (or  Alma  Fay 
Lishman,  Little,  or  Martin)  has  used 
the  name  of  Gladys  Leona  Carroll 
Quinn  who  is  a registered  nurse  in 
Mississippi.  Alma  Fay  Carroll  is  not 
registered  as  a nurse  in  either  state. 

2.  Lorraine  Schaeffer  Johnson 
Dincer  claims  registration  in  the  Re- 
public of  Panama  and  graduation 
from  St.  Thomas  Hospital  in  Pan- 
ama City.  According  to  the  Indiana 
State  Board  of  Nurses’  Registration 
and  Nursing  Education,  she  has 
used  false  credentials  in  that  state. 
Mail  sent  by  the  Texas  board  to  her 
alleged  Houston  address  was  re- 
turned “Addressee  Unknown.” 

3.  Elton  Pope  Hodges  has  not  es- 
tablished that  she  is  or  has  been 
licensed  in  any  state. 

4.  Patricia  Ryan  Martyn  claims 
registration  in  New  Mexico.  Because 
the  Texas  board  suspects  that  this 
person’s  license  may  be  stolen  from 
a deceased  nurse,  employers  should 
carefully  check  credentials. 

5.  Fern  Ann  Nelson  in  January 
pleaded  guilty  to  having  practiced 
nursing  without  a license  in  Okla- 
homa. She  has  also  practiced  nurs- 
ing in  Kansas,  Missouri,  and  pos- 
sibly Texas  under  the  aliases  of 
Shirley  Blizzard,  Ann  Houser  Bliz- 
zard, Ann  S.  Braden  Blizzard,  Carol 
Ann  Culver,  Ann  Culver,  Ann  Jean- 
nette Baker,  Ann  Carol  Barker  Nel- 
son, Carol  Ann  Nelson,  Ann  Culver 
Blizzard,  Fern  Asbury  Krokoskia, 
Fern  Krokoskia  Nelson,  Mrs.  Clayton 
Nelson;  and  Mrs.  Fern  Krokoskia. 
She  has  never  produced  written  evi- 
dence of  graduation  from  a school 
of  nursing  or  licensure  in  any  state. 

6.  Edith  Smythe  has  signed  a 
confession  indicating  that  she  has 
injected  herself  with  2 cc  of  Demerol 
without  prescription  from  a physi- 
cian, sometimes  while  on  duty  as  a 
nurse.  Although  she  is  registered  in 
California  and  in  New  Mexico,  she 
is  not  licensed  to  practice  in  Texas. 

7.  Marjorie  Spickler  has  not  been 
licensed  to  practice  nursing  in  Texas 
under  that  name.  She  claims  gradu- 
ation from  Baylor  University  School 
of  Nursing,  Dallas. 

8.  Patricia  Ann  Meyer  Standley  is 
also  not  registered  to  practice  nurs- 
ing in  Texas  under  that  name. 


9.  Mary  Louise  Windham  (or  Mary 
Louise  Boyd)  is  not  registered  to 
practice  in  Texas  and  has  not  been 
employed  by  Rockglen  General  Hos- 
pital, Inc.,  Houston,  and  Bayshore 
Hospital,  Pasadena,  as  claimed. 

Top  AM  A Auxiliary  Post 
Goes  to  Houston  Woman 

Mrs.  Robert  C.  L.  Robertson,  wife 
of  a Houston  neurosurgeon,  has 
been  named  president-elect  of  the 
Woman’s  Auxiliary  to  the  American 
Medical  Association.  She  will  be  in- 
stalled as  president  at  the  1970 
AMA  convention  in  Chicago. 

Mrs.  Robertson  was  made  honor- 
ary life  president  of  the  Woman’s 
Auxiliary  to  the  Harris  County  Medi- 
cal Society  in  1967.  She  has  served 
the  national  auxiliary  as  bulletin  cir- 
culation chairman,  director,  chair- 
man of  the  rural  health  committee, 
constitutional  secretary,  and  south- 
ern regional  vice  president.  Mrs. 
Robertson  has  served  the  Woman’s 
Auxiliary  to  the  Texas  Medical  Asso- 
ciation as  president. 

Noted  for  her  community  work, 
Mrs.  Robertson  has  been  treasurer 
of  the  City  Council  PTA  in  Houston, 
president  of  the  Tanglewood  Garden 
Club,  and  president  of  St.  Martin’s 
Episcopal  Church  Woman’s  Associa- 
tion. She  is  one  of  the  founders  of 
the  Living  Bank  International,  a reg- 
istry for  potential  organ  transplant 
donors. 

Mrs.  Robertson,  the  former  Mar- 
jorie Woolsey,  is  a graduate  of  North- 
western University  in  Evanston,  III. 
The  Robertsons  are  the  parents  of 
two  sons,  Robert,  II,  and  James. 


MRS.  R.  C.  L.  ROBERTSON 


Mental  Health  Program 
Aids  Rural  Area  Patients 

The  outlook  for  better  mental 
health  care  for  Americans  living  in 
the  rural  areas  of  the  nation  is  now 
brighter  than  at  any  time  since  the 
rise  of  the  large  custodial  mental 
hospital  because  of  a federally  fund- 
ed community  mental  health  pro- 
gram. 

In  a recent  tabulation  of  the  grow- 
ing number  of  community  mental 
health  centers,  the  National  Insti- 
tute of  Mental  Health  reports  that 
centers  are  now  slated  for  23%  of 
the  country’s  rural  county  popula- 
tion. These  centers  will  bring  mental 
health  services  within  reach  of  mil- 
lions of  Americans,  most  of  whom 
never  before  had  access  to  com- 
munity-based care  and  alternatives 
to  hospitalization. 

In  11  states,  centers  to  be  cre- 
ated with  the  aid  of  federal  con- 
struction and  staffing  grants  will 
cover  more  than  one  third  of  their 
rural  county  populations. 

Among  the  states  with  the  highest 
mental  health  service  coverage  for 
rural  county  residents,  based  on 
grants  awarded  up  to  early  1969, 
are:  Kentucky,  88%;  North  Dakota, 
63%,  and  Vermont,  44%.  Colorado, 
Massachusetts,  Montana,  and  Michi- 
gan, range  from  39  to  42%.  Penn- 
sylvania, Florida,  New  Hampshire, 
South  Carolina,  range  from  33  to 
38%  coverage. 

Among  the  states  which  so  far 
have  no  funded  centers  covering 
rural  counties  are  Connecticut, 
Rhode  Island,  Delaware,  New  Jersey, 
Utah,  Alaska,  California,  Nevada,  and 
Oregon.  Approximately  2,260,000 
citizens  reside  in  the  rural  counties 
of  these  states. 

Of  the  500  poorest  counties  in  the 
country,  486  are  rural.  Funded  cen- 
ters will  serve  122,  or  25  percent, 
of  these. 

Of  the  3,134  counties  in  the 
United  States,  2,160  are  outside  of 
standard  metropolitan  statistical 
areas,  and  more  than  50%  of  their 
residents  live  in  communities  small- 
er than  2,500. 

Most  of  the  134  new  rural  centers 
will  cover  several  counties,  using 
mobile  treatment  teams  or  satellite 
clinics.  They  will  provide  a compre- 
hensive range  of  services,  as  re- 
quired by  the  federal  aid  program: 
inpatient  and  outpatient  care;  emer- 
gency services;  day  or  night  care 
(partial  hospitalization);  and  consul- 
tation and  education  for  physicians, 
schools,  clergy,  and  local  agencies. 


86 


TEXAS  MEDICINE 


GENERAL  NEWS 


Committee  To  Study 
Medical  School  Sites 

The  feasibility  of  establishing 
a Texas  state-supported  medical 
school  in  locations  other  than  on 
main  campuses  of  existing  major 
state  colleges  and  universities  is 
slated  for  study  by  a special  com- 
mittee to  be  appointed  by  the  gov- 
ernor and  lieutenant  governor. 

Because  of  the  critical  need  for 
more  trained  physicians,  state  Sen- 
ator Murray  Watson  of  Waco  intro- 
duced a resolution  into  the  Texas 
Senate  on  May  31  asking  that  such 
a committee  be  formed.  The  resolu- 
tion was  passed  by  the  Senate  and 
sent  to  Gov.  Preston  Smith.  The  doc- 
ument calls  for  ten  committee  mem- 
bers, five  from  the  Senate  and  five 
Texas  citizens  not  from  the  Senate. 
At  Texas  Medicine  press  time,  com- 
mittee members  had  not  been  ap- 
pointed. 

The  resolution  requests  that  the 
Coordinating  Board  of  the  Texas  Col- 
lege and  University  System  and  the 
administrations  of  The  University  of 
Texas  System,  Texas  Technological 
College,  all  existing  medical  schools, 
and  schools  which  have  been  named 
as  proposed  locations  of  state-sup- 
ported medical  schools  cooperate 
with  the  appointed  committee  in  its 
study. 

Findings  of  the  committee  will  be 
reported  to  the  62nd  Texas  Legisla- 
ture in  January,  1971. 

Pathologists  Offer  Tests 
For  Proficiency  of  Labs 

An  opportunity  for  physicians  to 
evaluate  their  own  laboratories’  pro- 
ficiency and  quality  control  now  is 
being  offered  in  a new  Office  Lab- 
oratory Proficiency  Evaluation  Pro- 
gram designed  by  the  College  of 
American  Pathologists  (CAP)  for  phy- 
sicians, especially  general  practi- 
tioners, internists,  and  pediatricians. 

Dr.  Russell  J.  Filers,  Kansas  City, 
Kan.,  chairman  of  the  CAP’S  stand- 
ards committee,  said  the  proficiency 
evaluation  program  is  directed  to  the 
physician  who  does  limited  labora- 
tory work  for  his  patients  and  to 
small  group  practices  which  have 
laboratories  providing  limited  labor- 
atory services. 

Each  mailing  will  contain  (1)  a 
whole  blood  specimen  for  a hemo- 
globin determination:  (2)  a lyophil- 
ized  chemistry  specimen  for  a glu- 
cose and  blood  urea  nitrogen  (BUN) 
determination;  and  (3)  a lyophilized 
urine  specimen  for  specific  gravity, 
protein,  reducing  substances,  bile, 
and  hemoglobin. 


Cost  of  the  1969  testing  packet  is 
$45,  which  includes  cost  of  two 
mailings  of  specimens,  one  in  Sep- 
tember and  another  in  November. 

Dr.  Eilers  explained  that  the  office 
laboratory  program  will  endeavor  to 
insure  high  quality  laboratory  ser- 
vices to  patients  through  interlab- 
oratory evaluation,  and  “participa- 
tion will  demonstrate  a physician’s 
desire  for  quality  laboratory  work 
and  the  highest  standards  of  patient 
care. 

“It  also  will  serve  as  an  external 
quality  control  program,”  he  said, 
“and  assist  the  laboratory  in  evalu- 
ating currently  used  methodology 
and  procedures.  It  will  indicate  out- 
dated methodology  and  pinpoint  the 
need  for  change  through  a list  of 
corrective  steps  coded  in  the  evalu- 
ation report.” 

Further  information  on  the  1969 
Office  Laboratory  Proficiency  Evalu- 
ation Program  may  be  obtained  from 
the  CAP,  230  N.  Michigan  Ave.,  Chi- 
cago 60601. 

AMA  Revamps  Paper  As 
‘American  Medical  News’ 

July  7 marked  the  beginning  of 
American  Medical  News. 

The  weekly  newspaper  succeeded 
The  AMA  News,  which  began  in 
1958  as  a bi-weekly,  became  a 
weekly  in  1965,  and  appeared  398 
times  in  its  ll-year  existence. 

From  an  initial  circulation  of  224,- 
450,  the  newspaper  has  grown  to 
its  present  press  run  of  350,000 
copies  weekly.  Its  readership  in- 
cludes physicians,  students  in  the 
final  three  years  of  medical  school, 
and  members  of  allied  health  pro- 
fessions. 

“Now,”  says  an  editorial,  “a  new 
name,  a new  purpose,  and  a new 
approach  to  reporting  news  is  need- 
ed. The  [American  Medical  Associa- 
tion] Board  of  Trustees  recently  ap- 
proved the  change  in  name  ‘with 
re-direction  of  its  editorial  content 
so  that  it  is  not  entirely  a newspaper 
reporting  on  AMA  activities  but  one 
that  will  become  a source  of  bal- 
anced treatment  of  any  news  of  im- 
portance to  medicine.’  ” 

Among  a variety  of  innovations  is 
a personal  opinion  column. 

Although  American  Mediccd  News 
will  take  new  approaches  in  makeup 
as  well  as  in  editorial  content,  it 
will  retain  the  tabloid  format. 

Marvin  L.  Rowlands,  a member  of 
the  original  AMA  News  staff  and 
editor  since  1966,  continues  to  head 
the  staff.  Dick  Walt  is  executive  edi- 
tor. There  are  six  associate  editors. 


Longevity  Prospects 
Affect  Married  Couples 

Because  of  the  great  improvement 
in  longevity  prospects  over  the  past 
50  years,  more  married  couples  now 
reach  the  older  ages  together,  ac- 
cording to  statisticians  of  Metropoli- 
tan Life  Insurance  Company. 

This  improvement  has  made  it 
necessary  to  reconsider  what  con- 
stitutes a distinctly  favorable  family 
history  of  longevity.  For  example,  a 
husband  age  25  and  wife  age  22 
currently  can  look  forward  to  reach- 
ing the  wife’s  60th  birthday  in  two 
out  of  three  cases.  The  probability 
is  more  than  one  out  of  two  that  the 
couple  will  survive  to  the  wife’s  at- 
taining age  65,  with  a probable  two 
out  of  five  couples  both  living  to 
see  the  wife’s  70th  birthday.  Almost 
one  of  four  couples  will  be  alive 
when  the  wife  celebrates  her  75th 
birthday. 

Fifty  years  ago,  the  correspond- 
ing chances  were  only  about  one 
out  of  two  that  the  husband  would 
survive  to  the  wife’s  attaining  age 
60,  and  only  about  two  out  of  five 
that  he  would  be  alive  when  the  wife 
reached  age  65.  The  chances  were 
approximately  three  out  of  ten  that 
both  would  survive  to  the  wife’s  at- 
taining age  70,  and  only  one  in  six 
that  they  would  together  celebrate 
the  wife’s  75th  birthday. 

It  is  also  significant  to  look  at  the 
changes  in  the  chances  of  both 
spouses  not  living  to  the  older  ages. 
The  probability  that  a husband  age 
25  and  a wife  age  22  would  die  be- 
fore each  has  attained  age  60  was 
only  2%  in  1967  against  5%  in 
1917.  The  corresponding  probabili- 
ties for  both  dying  before  reaching 
age  65  are  estimated  at  4%  and 
10%  respectively.  Prospects  for  not 
attaining  age  70  are  estimated  at  9 
and  17%  respectively,  and  for  not 
reaching  age  75,  the  corresponding 
figures  become  18  and  28%. 

These  probabilities  of  survival 
have  been  calculated  from  tables 
that  have  traced  the  longevity  of 
males  born  in  the  United  States  in 
1942  and  1892,  and  females  in  1945 
and  1895.  They  reflect  the  historical 
effects  of  epidemics,  changes  in  the 
pattern  of  disease,  and  of  medical 
advances  throughout  the  lifetime  of 
persons  born  at  the  same  time. 

Metropolitan  statisticians  suggest 
that  male  mortality  is  likely  to  re- 
main at  current  levels  in  the  years 
to  come,  but  that  female  mortality 
will  continue  to  decrease,  although 
at  a slower  pace  than  in  the  past. 
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Modified  Astronaut  Suit 
May  Aid  Heart  Patients 

A modified  astronaut's  suit  may 
be  utilized  within  the  next  few  years 
as  an  emergency  heart  assist  device 
to  save  the  lives  of  individuals 
stricken  with  a severe  heart  attack. 

The  suit  will  squeeze  blood  from 
the  arms  and  legs  into  the  central 
portion  of  the  body  at  the  instant  of 
heart  relaxation,  and  relax  itself  at 
the  onset  of  heart  contraction.  The 
net  effect  of  this  is  to  reduce  the 
work  load  on  the  heart,  and  to  aug- 
ment coronary  blood  flow. 

Dr.  Lawrence  Cohen,  of  the  De- 
partment of  Internal  Medicine  at  The 
University  of  Texas  Southwestern 
Medical  School  at  Dallas,  is  collab- 
orating with  Dr.  Charles  Mullins  and 
Dr.  Jere  Mitchell  in  the  development 
of  the  experimental  device. 

“The  unique  feature  of  the  Se- 
quenced Pulsator  is  that  the  arms 
and  legs  of  the  suit  are  composed 
of  a series  of  cuffs  or  bladders 
which  can  be  precisely  timed  to  in- 
flate or  deflate  in  sequence,”  said 
Dr.  Cohen.  The  cuffs  are  similar  to 
those  used  in  blood  pressure  testing 
devices.  “The  suit  would  ‘milk’  blood 
back  into  the  central  portion  of  the 
body  from  the  extremities,”  he  said. 

“We  anticipate  that  this  device 
would  be  used  in  patients  with  acute 
myocardial  infarction.  If  you  can  di- 
minish the  work  load  of  the  heart 
after  a myocardial  infarction,  mar- 
ginal areas  of  heart  muscle  might 
survive.” 

If  experiments  already  begun  at 
Southwestern  proceed  on  schedule. 
Dr.  Cohen  said,  the  suit  might  with- 
in two  years  become  a usable  clini- 
cal tool  in  helping  battle  death  from 
heart  attacks. 

For  the  first  experiments,  baboons 
are  being  used  since  they  most 
closely  resemble  the  body  build  of 
humans,  said  Dr.  Cohen.  An  experi- 
mental suit,  tailored  to  the  measure- 
ments of  a baboon,  is  presently  un- 
dergoing laboratory  tests  at  the  Dal- 
las medical  school. 

In  his  most  recent  experiments, 
Dr.  Cohen  said  the  pulsator  suit  has 
performed  satisfactorily  on  four  ba- 
boons in  whom  heart  attacks  have 
been  induced. 

“The  suit  definitely  raised  the  ba- 
boons' blood  pressure  after  cardio- 
genic shock  had  been  induced,”  he 
said.  “Studies  are  in  progress  to  de- 
termine whether  the  sequenced  pul- 
sator actually  improved  chances  of 
survival.” 

The  human  phase  of  the  test  pro- 
gram is  tentatively  scheduled  to  be- 
gin early  next  year,  he  said,  follow- 


ing completion  of  experiments  with 
the  baboon  and  thorough  evaluation 
of  the  data  from  these  tests.  The 
artificial  heart  program  of  the  Na- 
tional Heart  Institute,  which  is  fi- 
nancing and  monitoring  the  research 
through  the  Hamilton  Standard  Cor- 
poration, will  study  the  early  find- 
ings before  authorizing  tests  of  the 
device  to  be  made  on  humans. 

One  advantage  of  the  Sequenced 
Pulsator  suit  is  that  no  tubes  or  oth- 
er device  need  be  surgically  installed 
in  the  body.  And  even  though  the 
sequenced  “squeezing”  would  be 
electronically  timed  with  the  heart, 
the  perfected  suit  hopefully  would 
be  simple  enough  for  paramedical 
personnel  such  as  ambulance  at- 
tendants to  use. 

Health  Officials  List 
Home  Care  Guidelines 

The  number  of  home  health  agen- 
cies certified  to  qualify  for  reim- 
bursement by  the  Health  Insurance 
Benefits  program  for  Medicare  re- 
cipients is  increasing  in  Texas.  The 
Home  Health  Services  Division  of 
the  Texas  State  Department  of 
Health’s  Medical  Care  Administration 
Services  Section  has  recently  em- 
phasized guidelines  for  the  provision 
of  such  home  medical  care. 

Each  of  these  agencies  must  pro- 
vide skilled  nursing  and  at  least  one 
other  therapeutic  service:  physical 
therapy,  speech  therapy,  occupation- 
al therapy,  medical  social  service,  or 
home  health  aide  service.  Service  is 
part-time,  intermittent  care  of  home- 
bound  patients  under  the  supervi- 
sion of  the  patient’s  personal  physi- 
cian. 

In  order  for  a patient  to  be  eligible 
for  benefits  under  this  program,  a 
physician  must  certify  as  to  the  pa- 
tient’s need  for  home  care,  and  the 
physician  must  establish  a written 
plan  of  treatment. 

Health  Department  experience  has 
shown  that  physicians’  orders  limit- 
ed to  “nursing  visits”  or  “physical 
therapy”  tend  to  result  in  an  inade- 
quate regimen.  Therefore,  the  care 
plan  should  be  concise  and  explicit 
so  as  to  obviate  any  independent 
medical  judgment  by  the  agency.  It 
should  include  goals  for  the  patient’s 
progress  and  the  kind  of  skilled  nurs- 
ing or  other  therapeutic  service  to  be 
used  in  reaching  the  goals. 

The  doctor  should  expect  progress 
reports  from  the  agency  as  often  as 
the  patient’s  condition  indicates, 
preferably  monthly,  but  at  least  once 
every  two  months. 

Visits  made  to  a patient  without 
an  order  from  the  physician  are  not 


reimbursable  by  the  Health  Insur- 
ance Benefits  program.  The  Health 
Department  recommends  that  a phy- 
sician plan  with  the  registered  nurse 
and  the  therapist  for  best  use  of 
their  services  and  to  assure  wisest 
use  of  the  number  of  reimbursable 
visits. 

Each  certified  agency  has  written 
policies  to  assure  compliance  with 
the  conditions  of  participation.  These 
policies  are  available  for  the  physi- 
cian’s inspection.  The  Health  De- 
partment emphasizes  that  only  the 
physician  is  qualified  to  prescribe 
medical  care  and  to  implement  the 
plan  of  treatment. 

Horth  Carolina  Improves 
Hospital  Visitor  Rules 

A survey  and  subsequent  commit- 
tee action  has  resulted  in  more  ac- 
ceptable hospital  practices  regarding 
patients’  visitors  in  North  Carolina. 

In  1967  a survey  was  conducted 
by  the  North  Carolina  Committee  on 
Patient  Care  among  North  Carolina 
hospitals.  More  than  50%  expressed 
dissatisfaction  with  the  then  current 
visitation  practices.  Excessive  visita- 
tions burdened  both  patients  and 
staff  members. 

After  the  results  of  the  survey  had 
been  tabulated,  the  committee  es- 
tablished demonstration  projects  in 
a rural  and  a metropolitan  commu- 
nity hospital.  Lay  and  professional 
persons  were  appointed  to  commit- 
tees to  identify  problems  of  excess 
visitations  and  to  devise  programs 
for  changing  visiting  patterns. 

Resulting  recommendations  in- 
cluded stricter  visitation  practices 
and  specific  programs  to  educate  the 
public  to  respect  hospitals’  visitor 
regulations.  The  appointed  commit- 
tees also  conducted  in-service  train- 
ing classes  for  hospital  personnel. 

A year  after  the  first  study,  a fol- 
low-up survey  showed  that  visitor 
traffic  had  been  reduced  by  more 
than  50%  in  the  rural  hospital  and 
more  than  30%  in  the  urban  hos- 
pital. 

When  the  results  were  reported 
to  the  executive  committee  of  the 
Medical  Society  of  the  State  of  North 
Carolina,  the  North  Carolina  Hospi- 
tal Association,  and  the  North  Caro- 
lina State  Nurses  Association  in 
1968,  these  organizations  adopted 
the  recommendations  for  improving 
and  expediting  visitor  programs  in 
hospitals  throughout  the  state. 

Copies  of  the  study  and  findings 
are  available  from  the  North  Caro- 
lina Committee  on  Patient  Care, 
1500  North  Carolina  National  Bank 
Bldg.,  Charlotte  28202. 
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an  antibiotic 
you  can  use 

without  risk 
to  the  kidney 


Polycillin-lV 

(sodium  ampicillin) 
the  penicillin  you  use  like  a 
broad-spectrum  antibiotic 


PRESCRIBING  INFORMATION.  11-1/2/69.  For  complete  in- 
formation consult  Official  Package  Circular. 

Indications:  Infections  due  to  susceptible  strains  of  Gram- 
negative bacteria  (including  Shigellae,  S.  typhosa  and  other 
Salmonellae,  £.  coli,  H.  influenzae,  P.  mirabilis,  N.  gonor- 
rhoeae  and  N.  meningitidis)  and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpenicillinase-pro- 
ducing staphylococci). 

Contraindications:  A history  of  allergic  reactions  to  penicillins 
or  cephalosporins  and  infections  due  to  penicillinase-produc- 
ing organisms. 

Precautions:  Typical  penicillin-allergic  reactions  may  occur, 
especially  in  hypersensitive  patients.  Mycotic  or  bacterial  su- 
perinfections may  occur.  Experience  in  newborn  and  prema- 
ture infants  is  limited  and  caution  should  be  used  in  treatment, 
with  frequent  organ  function  evaluations.  Safety  for  use  in 
pregnancy  is  not  established.  In  gonorrheal  therapy,  serologic 
tests  for  syphilis  should  be  performed  initially  and  monthly  for 
4 months.  Assess  renal,  hepatic  and  hematopoietic  function 
intermittently  during  long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urticaria,  nausea,  vom- 
iting, diarrhea  and  anaphylactic  reactions.  Mild  transient  ele- 
vations of  SGOT  or  SGPT  have  been  noted.  Black  tongue  has 


been  noted  in  some  patients  receiving  the  Chewable  Tablets. 
Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h.  (according  to 
infection  site  and  offending  organisms).  Children— 50-100 
mg./ Kg. /day  in  3 to  4 divided  doses  (depending  on  infection 
site  and  offending  organisms).  Bacterial  meningitis— 150-200 
mg./  Kg./  day  in  6 to  8 divided  doses.  Children  weighing  more 
than  20  Kg.  should  be  given  an  adult  dose  when  prescribing 
orally.  In  parenteral  administration,  children  weighing  more 
than  40  Kg.  should  be  given  an  adult  dose.  Beta-hemolytic 
streptococcal  infections  should  be  treated  for  at  least  10  days. 
Supplied:  Capsules— 250  mg.  in  bottles  of  24  and  100.  500 
mg.  in  bottles  of  16  and  100.  For  Oral  Suspension— 125  mg./ 
5 ml.  in  60,  80  and  150  ml.  bottles.  250  mg./ 5 ml.  in  80 
and  150  ml.  bottles.  Chewable  Tablets— 125  mg.  in  botties  of 
40.  Injectable— for  I.M./I.V.  use— vials  of  125  mg.,  250  mg., 
500  mg.,  and  1 Gm.  Pediatric  Drops— 100  mg./ ml.  in  20  mi. 
bottles.  A.H.F.S.  Category  8:12.16 
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Indications:  For  the  treatment  of  trichomoniasis  in 
both  male  and  female  patients  and  the  sexual  part- 
ners of  patients  with  a recurrence  of  the  infection 
provided  trichomonads  have  been  demonstrated  by 
wet  smear  or  culture. 

Contraindications:  Evidence  of  or  a history  of  blood 
dyscrasia,  in  patients  with  active  organic  disease  of 
the  central  nervous  system,  and  the  first  trimester 
of  pregnancy. 

Warnings:  Use  with  discretion  during  the  second 
and  third  trimesters  of  pregnancy  and  restrict  to 
patiersts  not  cured  by  topical  measures.  Flagyl  (me- 
tronidazole) is  secreted  in  the  breast  milk  of  nursing 
mothers:  it  is  not  known  whether  this  can  be  in- 
jurious to  the  newborn. 

Precautions:  .Mild  leukopenia  has  been  reported 
during  Flagyl  ussj  total  and  differential  leukocyte 
counts  are  recommended  before  and  after  treat- 
ment with  the  drug,  especially  if  a second  course  is 


necessary.  Avoid  alcoholic  beverages  during  Flagyl 
therapy  because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  There  is  no  ac- 
cepted proof  that  Flagyl  is  effective  against  other 
organisms  and  it  should  not  be  used  in  the  treat- 
ment of  other  conditions.  Exacerbation  of  monilia- 
sis may  occur. 

Adverse  Reactions:  Nausea,  headache,  anorexia, 
vomiting,  diarrhea,  epigastric  distress,  abdominal 
cramping,  constipation,  a metallic,  sharp  and  un- 
pleasant taste,  furry  or  sore  tongue,  glossitis  and 
stomatitis  possibly  associated  with  a sudden  over- 
growth of  Monilia,  exacerbation  of  vaginal  monilia- 
sis, an  occasional  reversible  moderate  leukopenia, 
dizziness,  vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an  extremity, 
fleeting  joint  pains,  confusion,  irritability,  depres- 
sion, insomnia,  mild  erythematous  eruptions,  "weak- 
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The  effectiveness  of  Flagyl  in  Trichomonas  vaginalis  vaginitis  has 
been  so  constant  that  use  of  less  effective  agents  would  seem  to  invite 
unnecessary  failures.  ■ The  simplicity,  completeness  and  persistence 
of  cures  with  Flagyl  qualify  it  as  the  logical  first  therapeutic  choice  in 
trichomonal  infections. 


Ten-day  treatment  with  Flagyl  oral  tablets  has  replaced  a multitude 
of  untidy  douches,  powders,  creams  and  jellies. 


complete 


•Tlagyl  is  the  only  medication  available  that  is  able  to  reach  all  the 
crypts,  glands  and  cavities  of  the  female  urogenital  system  as  well 
;^as  reservoirs  of  reinfection  in  male  trichomonas  carriers. 


lasting 
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Flagyl  eradicates  resistant,  deep-seated  invasions  of  Trichomonas 
vaginalis  and  consistently  produces  cure  rates  above  90  per  cent  and 
often  as  high  as  100  per  cent  in  large  series  of  patients.  When  the 
diagnosis  is  positive,  Flagyl  is  positive. 


ness,"  urticaria,  flushing,  dryness  of  the  mouth, 
vagina  or  vulva,  vaginal  burning,  pruritus,  dysuria, 
cystitis,  a sense  of  pelvic  pressure,  dyspareunia, 
fever,  polyuria,  incontinence,  decrease  of  libido, 
nasal  congestion,  proctitis,  pyuria  and  darkened 
urine  have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  abdominal 
distress,  nausea,  vomiting  or  headache  if  alcoholic 
beverages  are  consumed.  The  taste  of  alcoholic 
beverages  may  also  be  modified. 

Dosage  and  Administration:  In  the  Female.  One 
250-mg.  tablet  orally  three  times  daily  for  ten  days. 
Courses  may  be  repeated  if  required  in  especially 
stubborn  cases;  in  such  patients  an  interval  of  four 
to  six  \weeks  between  courses  and  total  and  differ- 
ential leukocyte  counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts  of 
500  mg.  are  available  for  use,  particularly  in  stub- 
born cases.  When  the  vaginal  inserts  are  used,  one 


500-mg.  insert  is  placed  high  in  the  vaginal  vault 
each  day  for  ten  days  and  \he  oral  dosage  is  reduced 
to  two  250-mg.  tablets  daily  during  the  ten-day 
course  of  treatment.  Do  not  use  the  vaginal  inserts 
as  the  sole  form  of  therapy.  In  the  Male.  Prescribe 
Flagyl  only  when  trichomonads  are  demonstrated 
in  the  urogenital  tract,  one  250-mg.  tablet  two  times 
daily  for  ten  days.  Flagyl  should  be  taken  by  both 
partners  over  the  same  ten-day  period  when  it  is 
prescribed  forthe  male  In  conjunction  with  the  treat- 
ment of  his  female  partner. 

Dosage  Forms:  Oral  tablets  250  mg. 

Vaginal  inserts  . , .500  mg. 
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Committee  To  Study 
Television  and  Violence 

The  Surgeon  General's  Scientific 
Advisory  Committee  on  Television 
and  Social  Behavior  held  its  first  or- 
ganizational meeting  June  16-17,  in 
Chevy  Chase,  Md. 

Dr.  William  H.  Stewart,  US  Public 
Health  Service  surgeon  general,  gave 
the  committee  its  charge:  “provide 
consultation  and  guidance  on  a sci- 
entific study  of  the  relationship  be- 
tween televised  crime  and  violence 
and  antisocial  behavior,  with  special 
emphasis  on  children.’’ 

Dr.  Stewart  urged  that  the  study 
take  into  account  the  full  context  of 
the  relationship  between  television 
and  social  behavior. 

The  committee’s  discussion  cen- 
tered around  the  general  research 
strategy  and  tactics  to  be  employed 
in  initiating  the  project.  A number 
of  guidelines  were  accepted. 

1.  The  committee  will  serve  in  a 
scientific  advisory  role  to  the  sur- 
geon general  and  to  the  research  to 
be  developed  by  the  National  Insti- 
tute of  Mental  Health  where  the  full- 
time staff  is  now  being  organized. 

2.  The  National  Institute  of  Men- 
tal Health  will  serve  as  the  central 
resource  for  the  work.  NIMH  will  be 
the  referral  point  for  official  inquiries 
and  responses  about  the  work  of  the 
committee. 

3.  The  next  step  will  be  the  de- 
velopment and  selection  of  research 
projects  to  obtain  new  knowledge  to 
try  to  answer  the  major  research 
questions  on  the  relationship  be- 
tween television  and  social  behavior. 
Approximately  $1,000,000  is  ear- 
marked for  actual  research  initiated 
by  or  recommended  by  this  com- 
mittee. 

4.  The  advisory  committee  recom- 
mended that  recent  relevant  activi- 
ties such  as  the  work  of  the  Mass 
Media  Task  Force  of  the  National 
Commission  on  the  Causes  and  Pre- 
vention of  Violence  be  carefully  ex- 
amined to  ensure  maximum  use  of 
any  recent  findings  in  the  initiation 
of  research  studies. 

5.  Because  the  present  state  of 
research  in  television  and  social 
behavior  is  the  work  of  individual  in- 
vestigators and  is  largely  uncoor- 
dinated, the  advisory  committee  rec- 
ommended that  the  NIMH  National 
Clearinghouse  for  Mental  Health  In- 
formation provide  a comprehensive 
and  continuing  source  of  information 
about  research  on  TV  and  social  be- 
havior. 

6.  The  committee  agreed  that  it 
would  be  inappropriate  to  take  a 
narrow  view  of  the  problem  of  tele- 


vision and  social  behavior.  It  there- 
fore recommended  that  the  research 
efforts  be  undertaken  in  two  phases: 
(a)  a short-term  objective  of  a year 
or  two  to  try  to  obtain  better  im- 
mediate answers,  and  (b)  a long- 
term objective  to  develop  a continu- 
ing comprehensive  examination  of 
the  process  of  child  development 
which  is  influenced  by  the  impact  of 
television  on  social  behavior. 

7.  No  firm  completion  date  for 
the  study  was  set.  A progress  report 
will  be  made  in  October. 

AMA  Issues  Stafement 
On  School  Athletics 

Medical  societies  who  supply  vol- 
unteer physicians  and  medical  super- 
vision to  athletic  events  of  local 
school  systems  may  wish  to  request 
from  the  American  Medical  Associa- 
tion the  statement  on  "Competitive 
Athletics  for  Children  of  Elementary 
School  Age,’’  published  in  the  Octo- 
ber, 1968,  issue  of  Pediatrics. 

The  statement  was  developed 
jointly  by  the  American  Academy  of 
Pediatrics:  the  AMA  committee  on 
the  medical  aspects  of  sports;  the 
American  Association  for  Health, 
Physical  Education  and  Recreation; 
and  the  Society  of  State  Directors  of 
Health,  Physical  Education,  and  Rec- 
reation. These  organizations  recog- 
nize that  because  organized  sports 
programs  for  children  13  years  of 
age  and  younger  are  now  wide- 
spread, medical  and  athletic  direc- 
torial personnel  should  be  aware  of 
the  special  problems  unique  to  these 
youngsters  who  “are  not  miniature 
adults.’’ 

"The  problems  involved  are  suffi- 
ciently significant  and  variable  to 
warrant  each  community’s  having  a 
local  committee  representing  educa- 
tion, recreation,  and  medical  special- 
ists,” the  statement  reads.  Recom- 
mended are  proper  physical  condi- 
tioning: guidelines  for  the  conduct 
of  the  sport  involved:  grouping  of  the 
players  in  regard  to  their  size;  weight 
and  skill:  properly  fitted  equipment, 
well-maintained  sports  facilities;  and 
delineation  of  the  spheres  of  author- 
ity and  responsibility  for  school  ad- 
ministration, family,  sponsor,  physi- 
cian, coach,  and  athlete. 

The  statement  concludes  that 
“unless  a school  or  community  can 
provide  exemplary  supervision — 
medical  and  educational — it  should 
not  undertake  a program  of  com- 
petitive sports,  especially  collision 
sports  at  the  preadolescent  level.” 

The  Texas  Medical  Association 
Committee  on  Athletics  in  May, 


1967,  unanimously  recommended 
that  schools  below  junior  high  level 
should  not  sponsor  an  organized 
program  of  football. 

Project  HOPE  Begins 
Second  Program  in  US 

After  initiating  its  domestic  pro- 
gram with  a health  education  pro- 
ject among  the  Mexican-American 
citizens  of  Laredo,  Tex.,  Project 
HOPE  has  extended  its  program  to  a 
second  site,  Ganado,  Ariz. 

Ganado  is  located  within  the  16- 
million-acre  Navajo  nation  in  the 
states  of  Arizona,  Utah,  and  New 
Mexico.  As  is  true  of  several  of  the 
developing  nations  HOPE  has  dealt 
with,  the  Navajos  are  plagued  with 
tuberculosis,  diseases  of  the  diges- 
tive tract,  heart  disease,  and  cancer. 
Other  Indian  problems  include  high 
infant  mortality  rate,  low  median 
age,  relatively  low  average  level  of 
education,  and  lack  of  physicians 
and  auxiliary  medical  personnel. 

Project  HOPE  was  invited  to  work 
among  the  Navajos  when  the  Pres- 
byterian church's  board  of  national 
missions  began  considering  phasing 
out  its  operation  there.  Navajo  Trib- 
al Council  chairman  Raymond  Nakai 
invited  HOPE  to  consider  locating  in 
Ganado.  HOPE  has  since  assumed 
administrative  and  operative  respon- 
sibility for  Sage  Memorial  Hospital 
in  Ganado  and  for  its  supporting 
buildings  under  a renewable  five- 
year  contract.  HOPE  is  working 
closely  with  the  Navajo  Tribal  Coun- 
cil. 

The  overall  purpose  of  Project 
HOPE’S  domestic  program  is  the  de- 
velopment and  implementation  of 
teaching  programs  for  nurses,  nurse 
auxiliaries,  practical  nurses,  labora- 
tory technicians,  x-ray  technicians, 
dental  assistants,  maintenance  and 
administrative  personnel,  health  ed- 
ucators, and  community  health 
workers.  The  Ganado  project  is 
unique  in  that  it  is  the  first  time 
that  Navajos  have  received  such  a 
wide  range  of  health  career  training 
at  facilities  on  the  reservation.  Long 
range  plans  call  for  the  establish- 
ment of  a system  that  will  extend 
the  medical  care  facilities  of  the 
central  hospital  in  Ganado  to  all  the 
Navajos  in  the  region  and  at  the 
same  time  provide  intensive  care 
for  the  seriously  ill. 

Once  trained,  Navajos  and  other 
resident  Indian  groups  will  gradu- 
ally assume  positions  of  responsi- 
bility: and  within  a reasonable  time 
period  they  will  completely  operate 
the  hospital,  its  supporting  facilities, 
and  its  training  programs. 
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Survey  Shows  Salaries 
Of  Interns,  Residents 

The  council  of  teaching  hospitals 
(COTH)  of  the  Association  of  Ameri- 
can Medical  Colleges,  through  its  in- 
formation center,  has  released  a pre- 
liminary analysis  of  the  results  of  its 
first  survey  dealing  with  economic 
factors  related  to  internship  and  res- 
idency programs. 

The  survey  showed  that  the  na- 
tional average  salaries  paid  to  in- 
terns and  first-year  residents  were 
$6,200  and  $6,800  respectively  dur- 
ing the  academic  year  1968-1969 
with  anticipated  increases  to  $6,900 
and  $7,500  in  1969-1970.  Interns 
and  residents  receive  salaries  above 
the  national  average  in  the  northeast 
and  midwest  regions  but  below  the 
average  in  the  south  and  west. 

The  overall  yearly  increase  in 
minimum  salaries  for  1970  over 

1969  averaged  $700  for  both  interns 
and  residents.  On  a regional  basis 
these  projected  increases  averaged 
$900  in  the  northeast;  $700  in  the 
south;  $800  in  the  midwest;  and 
$500  in  the  west. 

Of  the  questionnaire  respondents, 
23%  indicated  salaries  paid  interns 
and  residents  in  their  institutions 
varied  because  of  the  influence  of 
federal  grants  or  fellowships  and  de- 
partmental funds  used  to  increase 
salaries  for  specific  specialties.  Hos- 
pital operating  budget  allocations  to 
internship  and  residency  programs 
ranged  from  5%  to  15%.  More  de- 
tailed results  of  the  survey,  includ- 
ing analysis  of  perquisites,  will  be 
published  at  a later  date. 

The  Teaching  Hospital  Information 
Center,  which  conducted  the  survey, 
is  supported  by  the  Department  of 
Health,  Education,  and  Welfare  Na- 
tional Center  for  Health  Services  Re- 
search and  Development. 

The  survey  included  234  COTH 
member  hospitals  giving  1968-1969 
salary  figures  and  223  giving  1969- 

1970  figures.  In  Texas  13  hospitals 
are  members. 

Nationally,  the  highest  salary  paid 
an  intern  in  1968-1969  was  $10,000; 
the  lowest,  $4,200;  and  the  average, 
$6,200.  In  1969-1970,  the  highest 
intern  salary  reported  was  $10,000; 
the  lowest,  $4,600;  and  the  average, 
$6,900.  First  year  residents’  highest 
salaries  in  1968-1969  were  $11,200; 
lowest,  $4,500;  and  average,  $6,800. 
In  1969-1970  first  year  residents  are 
receiving  salary  highs  of  $11,200; 
lows  of  $5,000;  and  average  salary 
of  $7,500. 

By  region,  survey  results  are; 

Northeast.  Interns,  1968-1969: 
high,  $10,000;  low,  $4,200;  average, 


$6,400.  Interns,  1969-1970;  high, 
$10,000;  low,  $4,800;  average, 
$7,300.  First  year  residents,  1968- 
1969;  high,  $11,000;  low,  $4,500; 
average,  $7,000.  First  year  residents, 
1969-1970:  high,  $11,000;  low, 
$5,400;  average,  $7,900. 

South  (includes  Texas):  Interns, 
1968-1969;  high,  $7,900;  low,  $4,- 
200;  average,  $5,400.  Interns,  1969- 
1970:  high,  $9,100;  low,  $4,600; 
average,  $6,100.  First  year  residents, 
1968-1969:  high,  $9,100;  low,  $4,- 
500;  average,  $5,900.  First  year  res- 
idents, 1969-1970:  high,  $10,000; 
low,  $5,000;  average,  $6,600. 

Midwest-Great  Plains.  Interns, 

1968- 1969:  high,  $10,000;  low,  $4,- 
500;  average,  $6,400.  Interns,  1969- 
1970:  high,  $10,000;  low,  $4,800; 
average,  $7,200.  First  year  residents, 

1969- 1970:  high,  $11,000;  low, 
$5,000;  average,  $6,900.  First  year 
residents,  1969-1970:  high,  $11,000; 
low,  $5,100;  average,  $7,700. 

West.  Interns,  1968-1969:  high, 
$10,000;  low,  $4,200;  average,  $6,- 

000.  Interns,  1969-1970;  high,  $10,- 
000;  low,  $4,800;  average,  $6,500. 
First  year  residents,  1968-1969: 
high,  $11,200;  low,  $4,800;  average, 
$6,900.  First  year  residents,  1969- 
1970:  high,  $11,200;  low,  $5,500; 
average,  $7,400. 

Emergency  Treatment 
Stressed  by  Surgeons 

Improved  in-hospital  emergency 
treatment  of  highway  crash  victims 
is  the  aim  of  a new  educational  pro- 
gram of  the  American  College  of 
Surgeons  (ACS)  with  financial  as- 
sistance from  the  Insurance  Institute 
for  Highway  Safety. 

Dr.  William  Haddon,  Jr.,  Albany, 
N.Y.,  institute  president,  announced 
today  that  a $15,000  grant  had  been 
made  to  enable  the  college’s  com- 
mittee on  trauma  to  undertake  the 
program.  The  college  is  matching 
this  amount  and  will  seek  additional 
funds  to  expand  the  program. 

The  program  will  begin  with  three 
eight-week  educational  projects  for 
physicians  in  several  rural  areas 
and  later  will  be  expanded  nation- 
wide. Members  of  the  college  will 
conduct  the  courses.  A majority  of 
deaths  from  highway  injuries  result 
from  crashes  occurring  far  from  ur- 
ban medical  centers. 

In  accepting  the  institute  grant. 
Dr.  John  Paul  North,  Chicago,  direc- 
tor of  the  college,  said;  "The  com- 
mittee is  conducting  nationwide  edu- 
cational activities  to  improve  the 
immediate  care  and  transportation 
of  the  injured  before  they  reach 


hospitals.  The  college  now  wants  to 
broaden  its  trauma  program  by  in- 
cluding emphasis  on  the  closely  re- 
lated in-hospital  emergency  treat- 
ment of  the  injured.” 

The  new  program  will  be  under 
the  staff  direction  of  Dr.  Oscar  P. 
Hampton,  St.  Louis,  college  assist- 
ant director  for  trauma  activities. 

"Comprehensive  curricula  will  be 
developed  for  a series  of  weekly  or 
twice-a-week  educational  sessions,” 
Dr.  Hampton  said.  “On-site  instruc- 
tional courses  will  be  given  by  teams 
of  surgeons  from  the  college’s  com- 
mittee on  trauma,  or  from  its  state 
and  provincial  committees  on  trau- 
ma, to  physician-students  from  the 
surrounding  areas.  Visual  and  print- 
ed educational  aids  will  supplement 
the  instruction.” 

Chairman  of  the  ACS  committee 
on  trauma  is  Dr.  Curtis  P.  Artz, 
chairman  of  the  Department  of  Sur- 
gery, Medical  College  of  South  Caro- 
lina, Charleston. 

3 of  5 Ambulance  Calls 
Not  Emergency  Cases 

When  an  ambulance  answers  an 
emergency  call,  three  out  of  five 
times  there  is  no  emergency. 

In  two  out  of  five  calls,  the  "vic- 
tim” strolls  unassisted  into  the  am- 
bulance; indeed  the  patient  has  to 
be  carried  to  the  ambulance  by 
stretcher  in  less  than  one  trip  in 
five.  Other  times,  of  course,  the  am- 
bulance arrives  in  time  to  have  the 
patient  refuse  service;  or  the  ambu- 
lance arrives  to  find  no  patient. 

The  Health  Insurance  Institute 
reports  these  and  other  findings 
from  a study  of  15  municipal  and 
27  voluntary  hospitals  in  the  city  of 
New  York.  The  study  was  based  on 
41,632  emergency  requests  made  in 
a single  month. 

Other  findings  include; 

1.  In  3.7%  of  the  calls,  treatment 
was  refused. 

2.  In  3.5%,  no  patient  could  be 
found. 

3.  Nearly  8%  of  the  calls  were 
subsequently  canceled  by  police 
communications. 

4.  In  11%  of  the  calls,  only  rou- 
tine transfer  of  patients  from  one 
hospital  to  another  was  needed. 

5.  In  37%,  patients  walked  to  the 
ambulance. 

In  most  cases,  the  bill  for  an 
emergency  ambulance  call  must  be 
paid  by  the  patient.  Many  health  in- 
surance plans  pay  benefits  for  am- 
bulance costs,  and  all  persons  with 
insurance  company  major  medical 
protection  have  protection  against 
this  expense  on  a local  basis. 
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Pediatrics  Group  Plans 
Allied  Personnel  Training 

The  American  Academy  of  Pediat- 
rics (AAP)  has  taken  a major  step  to 
improve  the  delivery  of  child  health 
care  in  the  United  States  by  initiat- 
ing a national  program  to  train  allied 
child  health  personnel  including  pe- 
diatric nurse  associates,  pediatric  of- 
fice assistants,  and  pediatric  aides. 

The  academy  hopes  that  more 
than  6,000  associates,  assistants, 
and  aides  will  be  trained  within  the 
next  five  years,  thereby  greatly  in- 
creasing the  pediatrician’s  capability 
to  provide  comprehensive  pediatric 
care  to  larger  segments  of  the 
public. 

To  implement  this  program,  the 
academy  executive  board,  meeting 
in  Evanston,  III.,  approved  the  es- 
tablishment of  a division  of  child 
health  manpower  within  the  AAP 
central  office. 

The  AAP  executive  board  also 
unanimously  endorsed  as  official 
academy  policy  the  position  that  a 
physician  may  delegate  to  a prop- 
erly trained  individual  working  under 
his  supervision  the  responsibility  of 
providing  appropriate  portions  of 
health  examinations  and  health  care 
for  infants  and  children. 

The  academy  has  recommended 
development  of  the  following  classi- 
fications of  child  health  personnel: 

Pediatric  Nurse  Associate:  A reg- 
istered nurse  who  has  completed  a 
diploma  nursing  program,  an  asso- 
ciate degree  nursing  program,  or  is 
a graduate  of  a baccalaureate  nurs- 
ing program.  This  associate  will  also 
have  completed  a recognized  pedi- 
atric nurse  associate  (practitioner) 
program  of  about  nine  months  dur- 
ation. A pediatric  nurse  associate’s 
responsibilities  may  include  obtain- 
ing medical  and  health  histories; 
performing  portions  of  the  physical 
examination:  giving  information  and 
counsel,  and  managing  health  prob- 
lems. These  tasks  will  be  performed 
under  the  supervision  of  a physician. 

Pediatric  Office  Assistant:  A pedi- 
atric office  assistant  will,  when  pos- 
sible, have  completed  at  least  two 
years  of  college  or  its  equivalent,  or 
be  a graduate  licensed  visiting  or 
licensed  practical  nurse.  She  will 
work  under  the  supervision  of  a phy- 
sician or  a nurse  associate.  Her  re- 
sponsibilities may  include  activities 
that  aid  the  physician  or  nurse  as- 
sociate in  patient  care:  obtaining 
medical  histories,  performing  screen- 
ing procedures,  and  various  admin- 
istrative, clerical  and  minor  techni- 
cal functions. 


Pediatric  Aide:  A pediatric  aide, 
when  possible,  will  have  completed 
at  least  high  school  or  its  equiva- 
lent. A pediatric  aide  will  usually  be 
trained  on  the  job  by  a pediatrician 
certified  by  the  American  Board  of 
Pediatrics.  She  will  work  under  the 
supervision  of  a physician,  pediatric 
assistant,  or  pediatric  nurse  as- 
sociate. 

These  classifications  are  subject 
to  change.  The  American  Medical 
Association  in  cooperation  with  the 
medical  specialty  organizations,  in- 
cluding the  AAP,  is  presently  study- 
ing the  classifications  of  allied  health 
personnel  to  develop  standardized 
terminology. 

The  initiation  of  an  allied  child 
health  care  manpower  program  by 
the  academy  represents  a direct  re- 
action to  expressed  opinions  voiced 
by  an  overwhelming  majority  of 
AAP  members  responding  to  a sur- 
vey of  office  practices  conducted 
during  the  past  two  years  by  the 
AAP  subcommittee  on  pediatric 
manpower. 

(968:  Insurance  Company 
Benefit  Payments  Rise 

Benefit  payments  were  higher  in 
every  major  category  of  private 
health  insurance  in  1968,  the  Health 
Insurance  Institute  reported  in  June. 
This  includes  Blue  Cross-Blue  Shield, 
insurance  company,  and  other  hos- 
pital medical  plans. 

According  to  the  institute,  the 
level  of  benefits  has  been  steadily 
rising  since  the  end  of  World  War 
II,  and  the  trend  is  expected  to 
continue. 

At  the  beginning  of  1969  more 
than  9 out  of  every  10  Americans 
under  age  65  owned  some  form  of 
private  health  insurance.  Benefits 
paid  to  these  policyholders  in  1968 
came  to  an  estimated  $12  billion, 
about  $7  billion  more  than  the  pre- 
vious year  and  nearly  $2  billion 
more  than  in  1966. 

Overall  estimated  benefits  for  hos- 
pital expenses  last  year,  including 
payments  under  major  medical  ex- 
pense coverage,  were  $6.65  billion. 
Surgical,  medical,  and  dental  ex- 
pense insurance  (including  major 
medical  benefits)  accounted  for 
$4  billion. 

The  institute  pointed  out  that  of 
the  estimated  168  million  persons 
with  private  health  insurance,  more 
than  100  million  persons  now  own 
protection  through  insurance  plans. 

On  an  average  day  in  1968  insur- 
ance companies  provided  more  than 
$18  million  in  benefit  payments 
made  to  the  public. 


PERSONALS 


Dr.  Milford  O.  Rouse,  Dallas,  past 
president  of  the  American  Medical 
Association,  will  become  president  of 
the  Dallas  Health  & Science  Museum 
in  September.  Dr.  Rouse  also  was  an 
AMA  delegate  to  the  World  Medical 
Association  meeting  in  Paris,  June 
22-28. 

The  Department  of  the  Army  Out- 
standing Civilian  Service  Award  was 
presented  to  Dr.  George  R.  Herr- 
mann June  6 by  Brig.  Gen.  William 
H.  Moncrief,  Jr.,  commanding  offi- 
cer, Brooke  General  Hospital,  San 
Antonio.  The  award  recognizes  Dr. 
Herrmann,  the  first  Ashbel  Smith 
Professor  of  internal  medicine  and 
director  of  the  cardiovascular  re- 
search laboratory  at  The  University 
of  Texas  Medical  Branch  at  Galves- 
ton, for  his  outstanding  service  as  a 
civilian  consultant  to  Brooke  General 
Hospital. 

Dr.  Nicholas  C.  Hightower,  direc- 
tor of  research  and  education  at 
Scott  and  White  Memorial  Hospital, 
Temple,  was  named  chairman  of  the 
state  advisory  board  of  the  Regional 
Medical  Programs  for  Texas  June  16 
in  Austin.  He  will  serve  a one-year 
term. 

Recipient  of  the  1969  Oscar  B. 
Hunter  Memorial  Award  of  the  Amer- 
ican Therapeutic  Society  is  Dr.  Ar- 
thur Grollman,  professor  of  experi- 
mental medicine  at  The  University 
of  Texas  Southwestern  Medical 
School  at  Dallas.  The  award  is  pre- 
sented each  year  in  recognition  of 
an  outstanding  contribution  or  se- 
ries of  contributions  to  therapy.  Dr. 
Grollman  was  recognized  July  11  for 
his  work  on  hypertension  conducted 
during  recent  years. 

Dr.  Frank  Harrison  has  been 
named  president  of  The  University 
of  Texas  at  Arlington.  Prior  to  his 
appointment  as  acting  president  in 
September,  1968,  Dr.  Harrison  had 
been  associate  dean  of  graduate 
studies  for  both  The  University  of 
Texas  Southwestern  Medical  School 
at  Dallas  and  UT  Arlington. 

Dr.  John  M.  Knox,  chairman,  De- 
partment of  Dermatology,  Baylor 
College  of  Medicine,  Houston,  has 
been  named  chairman  of  the  Coun- 
cil for  the  National  Program  for 
Dermatology,  sponsored  by  the 
American  Academy  of  Dermatology, 
Inc.  Dr.  Knox  is  also  chief  of  derma- 
tology of  Ben  Taub  General,  Veter- 
ans Administration,  and  Texas  Chil- 
dren’s hospitals,  all  in  Houston. 
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tinea  versicolor 


Altliougli  tinea  versicolor  is  not  a seri- 
ous disease  it  is  chronic  and  recurrent 
and  specific  treatment  is  cosmetically 
important.  “Of  the  wide  variety  of 
compounds  recommended  for  the  treat- 
ment of  tinea  versicolor,  sodium  tliio- 
sulpliate  still  remains  the  standard.”* 
However,  wlien  sodium  thiosulfate  is 
administered  alone  it  decomposes 
rapidly  and  produces  an  offensive  odor. 
The.se  disadvantages  have  been  largely 
eliminated  hy  the  development  of 
TINVER  Lotion,  which  contains 
sodium  thiosulfate  and  salicylic  acid 
iiiMICEL  A®  hase.t 

TINVER— the  likable  lotion 
for  tinea  versicolor  — is  clini- 
cally effective,  cosmetically 
acceptable,  and  easy  to  apply. 

It  produces  rapid,  visible 
improvement  without  the 
objectionable  features  of  oily 
pastes  and  odorous  solutions. 

Patient  acceptability  encour- 
ages continued  therapy  with- 
out interruption.  TINVER  is 


practical  and  economical  for  long-term 
t herapy. 

Indications : For  topical  use  in  the 
treatment  of  tinea  versicolor. 
Precautions : If  signs  of  irritation  or 
sensitivity  develop,  discontinue  use. 
Do  not  use  on  or  about  the  eyes. 
Dosage  and  Administration : Thor- 
oughly wash,  rinse,  and  dry  the  affected 
area  before  applying  medication.  Apply 
a thin  film  of  the  lotion  twice  a day,  or 
as  directed.  Although  diagnostic  evi- 
dence of  the  tinea  versicolor  may  dis- 
appear in  a few  days,  it  is  advisable  to 
continue  treatment  for  a much 
longer  period.  Clothing  should 
be  boiled  to  prevent  reinfection. 

Supply:  5 oz.  polyethylene 
squeeze  bottle. 

♦McClarin,  W.  M.,  and  Knox,  J.  M.; 
Cutis  3:619  (June)  1967. 

tThe  MICEL  A®  base  is  a thixotropic 
gel  of  colloidal  alumina  with  unique 
compounding  properties.  The  base 
dries  to  an  invisible  film  that  holds 
ingredients  on  the  skin  without 
powdering  or  flaking. 


Tiiiver  Lotion 


Sodium  thiosulfate  USP  25%,  salicylic  acid  USP  1%,  isopropyl  alcohol 
NF  10%,  and  propylene  glycol  USP,  in  a MICEL  A base  of  menthol 
USP,  disodium  edetate,  colloidal  alumina,  and  purified  water  USP. 


BARNES-HIND  LABORATORIES 


Subsidiary  of  Barnes-Hind  Pharmaceuticals,  Inc. 
Sunnyvale,  Calif.  94086 


SPECIAL  ARTICLE 


PROFESSIONAL  ASSOCIATION  ACT  MAY  PROVIDE 
TAX  ADVANTAGES  FOR  MEDICAL  PRACTITIONERS 


Q What 


is  a professional  association? 


A professional  association,  like  a profes- 
sional corporation,  is  an  organization  sanctioned 
by  law  which  has  a life  separate  and  distinct 
from  the  individuals  who  have  ownership  inter- 
est in  the  association.  In  Texas,  under  the  Pro- 
fessional Association  Act,  an  association  may 
be  formed  by  one  or  more  licensed  profession- 
als, an  association  may  own  property,  incur 
debt,  sue  and  be  sued,  and  hire  employees  to 
carry  out  the  purpose  for  which  it  is  organized. 
The  association  may  provide  only  one  type  of 
professional  service.  (For  instance,  an  associa- 
tion may  not  provide  both  medical  and  legal 
services.)  Under  Texas  law,  ownership  units  in 
the  association  must  be  held  by  associates  who 
are  licensed  to  provide  the  professional  service 
for  which  the  association  is  organized. 


Q What  is  the  difference  between  a profes- 
sional association  and  a professional  corpora- 
tion? 


There  are  certain  legal  or  technical  differ- 
ences which  would  not,  in  most  cases,  affect  the 
operation  of  a professional  practice.  From  a tax 
standpoint,  there  is  no  difference  between  the 
professional  corporation  and  the  professional 
association  if  both  are  properly  organized  and 
operated,  and  both  may  secure  corporate  tax 
advantages. 


Q Why  did  the  Texas  Medical  Association 
oppose  the  Professional  Corporation  Act  as  long 
as  physicians  were  included  and  then  strongly 
support  the  Professional  Association  Act? 


The  TMA’s  position  is  a simple  and  con- 
sistent one.  The  Association  rejects  the  corpor- 
ate practice  of  medicine  in  all  forms,  whether 
this  be  done  through  a hospital  hiring  a physi- 
cian and  selling  his  services,  or  by  a clinic 
owned  or  operated  by  non-physicians  such  as 
was  the  situation  in  Watt  v.  Texas  State  Board  oj 
Medical  Examiners.  The  Association  has  fought 
long  and  hard  to  see  that  the  prohibition  of  the 
corporate  practice  of  medicine  as  contained  in 


the  Medical  Practice  Act  is  not  violated.  For 
these  reasons,  the  TMA  acting  through  its  Coun- 
cil on  Medical  Jurisprudence  and  the  F^ouse  of 
Delegates,  voted  to  oppose  the  Professional 
Corporation  Act,  since  it  would  authorize  the 
practice  of  medicine  by  a corporation.  The  As- 
sociation did,  however,  work  closely  with  Sen. 
Charles  Herring  of  Austin  in  writing  and  secur- 
ing the  passage  of  Senate  Bill  745,  the  Profes- 
sional Association  Act,  which  will  provide  the 
identical  tax  benefits  that  are  available  to  the 
practitioner  who  incorporates  his  practice  under 
the  Professional  Corporation  Act. 

Q What  are  the  positions  of  the  Internal  Rev- 
enue Service  and  the  federal  courts  in  regard  to 
professional  associations  and  professional  cor- 
porations? 

A.  The  Internal  Revenue  Service  has,  for 
many  years,  held  that  neither  professional  asso- 
ciations nor  corporations  are  entitled  to  cor- 
porate tax  treatment  unless  they  meet  certain 
extremely  stringent  standards  of  organization 
operation.  These  standards  are  much  stricter 
than  the  criteria  used  to  judge  whether  or  not  a 
business  organization  qualifies  as  a corporation, 
and  under  the  IRS  Regulations,  it  has  been 
almost  impossible  for  any  professional  associa- 
tion or  corporation  to  qualify  for  corporate  tax 
treatment. 

However,  the  federal  courts  have  held  that  the 
regulations  are  arbitrary,  capricious,  and  un- 
reasonable and  have  declared  them  to  be  in- 
valid. To  date,  there  have  been  three  federal 
circuit  court  opinions  declaring  these  regula- 
tions to  be  invalid  and  therefore  void.  There 
have  been  many  more  federal  district  court 
opinions,  including  at  least  two  in  Texas,  which 
hold  that  a professional  association  may  be 
taxed  as  a corporation  if  the  association  con- 
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tains  sufficient  “corporate  characteristics.’’  No 
court  has  upheld  the  IRS  position  and  enforced 
the  regulations. 

Q What  “corporate  characteristics’’  are  nec- 
essary in  order  that  a professional  association 
obtain  corporate  tax  treatment? 

The  association  must  have  a life  which 
would  continue  beyond  the  death,  retirement, 
or  withdrawal  of  any  individual  associates.  This 
is,  of  course,  different  from  partnership  law 
which  provides  that  the  partnership  automati- 
cally dissolves  upon  any  change  in  the  partners. 
Also,  required  characteristics  include  a trans- 
ferability of  shares  or  ownership  units  in  the 
association  without  dissolution  of  the  associa- 
tion, a limitation  on  the  liability  of  the  associ- 
ates, centralized  management  with  power  to 
bind  the  association  vested  in  a board  of  direc- 
tors or  executive  committee,  and  shares  or 
other  units  of  ownership  in  the  association  held 
by  the  associates. 

No  professional  association  organized  under 
the  Texas  Professional  Association  Act  may  en- 
gage in  more  than  one  type  of  professional  ser- 
vice. Each  association  shall,  in  addition,  elect 
officers  which  shall  include  a president,  vice 
president,  secretary,  treasurer,  and  others  that 
the  board  may  determine.  The  act  provides  that 
any  person  may  serve  in  more  than  one  office 
provided  that  the  president  and  the  secretary 
of  the  association  shall  not  be  the  same  person. 
Of  course,  when  the  professional  association  is 
composed  of  only  one  associate,  then  that  asso- 
ciate must  serve  as  each  of  the  required  offi- 
cers. The  professional  association  shall  adopt 
a name  consisting  of  the  full  or  last  name  of 
one  or  more  of  the  associates,  followed  by  “as- 
sociates,’’ “association,’’  “professional  assocfa- 
tion,’’  or  abbreviations  “Assoc.”  or  “P.A.” 


physician  is  paid  a salary  as  an  employee  of  the 
association,  just  as  a salary  is  paid  to  nurses, 
technicians,  office  assistants,  and  others.  Then 
the  association  itself,  for  the  purpose  of  pro- 
viding benefits  to  its  employees,  may  establish 
a pension  or  retirement  plan  to  provide  a spe- 
cific monthly  or  yearly  pension  following  retire- 
ment for  the  employees  of  the  association.  Addi- 
tionally, savings,  thrift,  or  profit-sharing  plans 
may  be  established;  a group  insurance  plan 
which  might  include  group  life  insurance,  dis- 
ability insurance,  and  medical  and  hospitaliza- 
tion insurance  could  be  included  in  the  package 
of  benefits.  The  amounts  expended  on  behalf  of 
the  employees  in  such  programs  by  the  associa- 
tion are  deductible  as  business  expenses  of  the 
association  up  to  certain  levels,  with  the  net 
cost  of  such  programs  substantially  reduced 
over  the  cost  expended  for  the  same  benefits  in 
the  non-association  situations.  If,  for  instance, 
the  physician  is  in  a 50%  tax  bracket  and  has 
been  expending  $3,000  a year  for  life  insur- 
ance premiums,  then  he  has  had  to  earn  over 
$6,000  a year  to  pay  the  premiums  with  after- 
tax dollars.  The  association,  as  employer  of  the 
physician,  may  pay  such  premiums  and  deduct 
them  as  an  expense  item. 

It  should  be  remembered,  however,  that  oil 
employees  of  the  association  must  be  treated 
equally  and  the  programs  available  to  the  phy- 
sicians must  also  be  available  to  the  employees. 

As  an  added  benefit,  some  professionals  re- 
port that  they  are  now  able  to  attract  and  hold 
highly-qualified  assistants,  nurses,  and  techni- 
cians, with  fringe  benefits  comparable  to  those 
offered  by  larger  institutions  or  business  cor- 
porations. 

Q What  steps  are  necessary  in  order  to  or- 
ganize and  establish  a professional  association 
and  secure  corporate  tax  treatment  therefor? 


Q What  advantages  may  the  professional  as- 
sociation enjoy  over  the  partnership  form  of 
medical  practice? 


In  a professional  medical  association,  the 


First  the  physician  or  his  group  should 
contact  an  attorney  conversant  with  the  forma- 
tion of  a professional  association  and  go  over, 
point-by-point,  all  the  considerations  involved  in 
forming  an  association.  The  establishment  of  an 
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association  is  a complex  and  time-consuming 
undertaking  and  should  not  be  attempted  by 
physicians  without  competent  legal  counsel. 

In  order  that  the  association  may  deduct  ex- 
penditures to  the  pension,  profit-sharing,  or 
thrift  plans,  these  programs  must  meet  IRS 
standards.  The  Internal  Revenue  Service,  even 
though  litigation  as  to  whether  or  not  an  asso- 
ciation is  taxable  as  a corporation  may  be  at  an 
end,  will  still  insist,  even  if  the  strict  regulations 
are  relaxed,  that  each  association  is  in  fact  op- 
erated within  the  corporate  framework.  There- 
fore, the  association  must  be  run  by  a board  of 
directors  or  executive  committee  which  has  the 
power  to  bind  the  associates,  the  physician  as- 
sociates must  enter  into  an  employment  con- 
tract with  the  association  and  draw  a stipulated 
salary,  and  the  association  must  meet  the  other 
established  criteria  for  a corporation.  If  the 
“association”  does  not  operate  within  the  pre- 
scribed framework,  the  IRS  may  well  take  the 
position  that  the  medical  practice  in  question 
is  not  an  association  but  is,  in  fact,  a partner- 
ship which  has  formed  a corporate  shell  simply 
for  tax-reporting  purposes.  The  “corporate  char- 
acteristics” requirements  are  not  merely  win- 
dow dressing  but  are  characteristics  which  must 
be  functional  and  actually  serve  as  the  opera- 
tional guidelines. 

Difficulty  also  might  be  encountered  with  the 
IRS  if  an  attempt  is  made  to  qualify  a retire- 
ment plan  in  which  the  associate-employees  re- 
ceive disproportionate  benefits  to  the  other  em- 
ployees. It  is  vital  that  the  professional  associa- 
tion make  certain  that  its  plans  do  not  discrim- 
inate against  non-professional  employees. 

As  an  example  of  some  of  the  formal  pro- 
cedural steps  to  be  taken,  the  association  will 
have  to  sign  Articles  of  Association,  sign  by- 
laws, file  the  articles  with  the  secretary  of  state, 
elect  officers,  change  the  nam(e  of  the  organiza- 
tion on  all  mailings,  obtain  a new  taxpayer  iden- 
tification number,  begin  income  tax  withholding 
on  associates’  salaries  and  revise  bank  ac- 
counts. In  addition,  there  must  be  certificates 


of  ownership  issued;  association  seal  and  record 
book  maintained;  employment  contracts  en- 
tered into;  and  pension,  profit-sharing,  or  thrift 
plans  established  and  contributions  made  there- 
to. In  some  cases,  the  partnership  must  be  ter- 
minated. 

The  preceding  very  brief  summary  of  pro- 
cedural steps  to  be  taken  should  clearly  indi- 
cate that  the  establishment  of  a professional  as- 
sociation with  a tax-qualified  retirement  or  pen- 
sion plan,  profit-sharing  programs,  savings  or 
thrift  plans  plus  insurance  programs  is  not  a 
do-it-yourself  project  which  should  be  under- 
taken on  the  spur  of  the  moment  without  advice 
and  counsel. 

Q Who  is  qualified  to  advise  persons  in  the 
establishment  of  a professional  association  and 
the  funding  of  a retirement  plan  and  selection 
of  insurance  programs? 

It  is  essential  that  the  association  receive 
impartial  recommendations  and  that,  accord- 
ingly, primary  advisers  should  derive  no  finan- 
cial benefit  from  the  funding  decisions  made  by 
the  association.  Advice  should,  therefore,  be 
received  and  made  the  basis  of  the  decisions 
on  funding  from  those  who  have  “nothing  to 
sell.”  Investments  in  insurance  programs,  mu- 
tual funds,  common  stock,  or  other  investment 
media  may  well  be  exactly  what  your  associa- 
tion should  adopt,  but  you  and  your  associates 
will  be  well  served  to  secure  the  advice  of  peo- 
ple who  do  not  sell  insurance,  mutual  funds, 
common  stock,  or  other  investment  funds,  since 
their  vision  may  well  be  influenced  by  the  par- 
ticular product  which  they  market.  The  physi- 
cian must  place  his  ultimate  reliance  on  the 
advice  of  his  attorney  who  will  arrange  for  ex- 
pert actuarial  service  as  well  as  guide  the  asso- 
ciates through  the  formation  and  operation  of 
their  association. 


Philip  R.  Overton,  LL.B. 
Sam  V.  Stone,  Jr.,  LL.B. 
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'SPEAKING^  OF  DISABILITY  IN5URANCE 


The  Texas  Medical  Association  long-term  plan  pays  sickness  benefits  to 
age  65  for  all  disabilities  which  occur  prior  to  age  60  Between  age  60  and 
70  the  maximum  benefit  period  is  5-years,  but  no  payments  are  made 
beyond  age  72.  Accident  disabilities  are  payable  for  lifetime  regardless  of 
the  age  of  the  insured. 


The  Group  Disability  Insurance  Program  sponsored  by  the  Texas  Medical 
Association  has  been  in  force  since  1955"your  assurance  of  permanence 
and  stability 

The  T.M.A.  Plan  has  paid  cash  dividends  to  policyholders  each  year  since 
1961 


T.M.A  policies  are  renewable  to  age  70.  Many  policies  of  this  type  fail 
to  provide  protection  during  the  critical  years  because  they  terminate  at 
age  65 


Your  T.M.A.  long-term  group  plan  contains  a sound  and  equitable  premium 
rate  for  all  ages.  The  premium  has  never  been  increased  even  though  the 
plan  has  been  improved  several  times. 
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TEXAS  MEDICINE 


ASSOCIATION  NEWS 


OCT.  4 IMA  COIIFEREMX  TO  EMPIUSIZE  PIHJC  SERVICE 


The  constant  provision  of  better 
medical  care  and  services  to  the 
community  will  get  foremost  consid- 
eration by  Texas  physicians  at  the 
Texas  Medical  Association  1969  Con- 
ference on  Public  Affairs  and  Public 
Relations,  Saturday,  Oct.  4,  in  Austin. 

Five  principal  speakers  and  mem- 
bers of  two  panel  session  groups  will 
focus  attention  on  how  the  physician 
can  help  in  the  provision  of  better 
medical  care  and  services  for  the 
community  he  lives  in. 

The  five  principal  speakers  and 
their  topics  of  discussion  will  be  Dr. 
Max  H.  Parrott,  Portland,  Ore.,  mem- 
ber, American  Medical  Association 
board  of  trustees,  “The  Data  Mill 
and  Health  Care’’;  Dr.  Robert  Haak- 
enson  (PhD),  Philadelphia,  associate 
director  of  public  relations.  Smith 
Kline  & French  Laboratories,  “The 
Physician  and  Community  Responsi- 
bility”; Dr.  Herbert  A.  Raskin,  South- 
field,  Mich.,  member,  AMA  commit- 
tee on  alcoholism  and  drug  depend- 
ence, “Problem  of  Drug  Abuse  and 
Drug  Dependence”;  Dr.  Charles  Max 
Cole,  Dallas,  TMA  President,  “What’s 
Right  about  Texas  Medicine?”;  and 
Dr.  Charles  Jarvis  (DDS),  San  Mar- 
cos, humorist,  “The  Abominable 
Snow  Job.” 

Two  panel  discussion  groups  will 
concentrate  on  “Providing  Greater 
Health  Manpower”  and  on  “Health 
Care  Costs — Responsibilities  of  the 
Profession.” 

Dr.  Charles  A.  LeMaistre,  Austin, 
deputy  chancellor  of  The  University 
of  Texas  System,  will  moderate  the 
panel  on  “Providing  Greater  Health 
Manpower.”  Speakers  and  topics 
will  be  Dr.  G.  V.  Brindley,  Jr.,  Tem- 
ple, Immediate  Past  President  of 
TMA  and  member.  Coordinating 
Board,  Texas  College  and  University 
System,  “Medical  Education  in  Tex- 
as; Increasing  the  Supply  of  Physi- 
cians”; Dr.  Travis  Smith,  Abilene, 
“An  Approach  to  Attracting  More 
Physicians  to  a Community”;  and 
Dr.  John  D.  Bonnet,  Temple,  chair- 
man, TMA  Committee  on  Health  Ca- 
reers, “Attracting,  Educating,  and 
Training  Paramedical  Personnel.” 

The  panel  session,  “Health  Care 
Costs — Responsibilities  of  the  Pro- 
fession” will  feature  the  following 


speakers  and  topics:  Dr.  Jack  B.  Lee, 
San  Antonio,  vice  speaker,  TMA 
House  of  Delegates,  chairman;  Bur- 
ton G.  Hackney  (LLB),  Austin,  Texas 
state  commissioner  of  public  wel- 
fare, “Medicaid  Abuse  in  Texas — 
Fact  or  Fiction?”;  Dr.  Dewey  W. 
Johnston,  Fort  Worth,  chairman, 
TMA  Committee  on  Liaison  with 
Blue  Shield,  “The  Role  of  Review 
Mechanism”;  and  Dr.  Russell  L.  De- 
ter, El  Paso,  chairman,  TMA  Com- 
mittee on  Health  Care  Costs,  “Ap- 
proaches to  Controlling  the  Costs  of 
Health  Care.” 

For  new  and  transfer  members  of 
TMA,  an  Orientation  Program  also 
will  be  held  on  Oct.  4.  Speakers  and 
topics  will  include  Dr.  Wendell  H. 
Hamrick,  Houston,  speaker,  TMA 
House  of  Delegates,  and  Dr.  Joe  T. 
Nelson,  Weatherford,  Tex.,  chairman, 
TMA  Council  on  Medical  Jurispru- 
dence, moderators;  Dr.  James  A. 
Hallmark,  Fort  Worth,  member,  TMA 
Board  of  Trustees,  “An  Accounting 
of  Stewardship;  What  Happens  to 
Your  Dues”;  Dr.  S.  Braswell  Locker, 
Brownwood,  Tex.,  chairman,  TMA 
Board  of  Councilors,  “Medical  Ethics 
— Obligations  of  the  Physician  to 
His  Colleagues  and  to  the  Medical 
Profession”;  C.  Lincoln  Williston, 
Austin,  TMA  Executive  Secretary; 
“The  Role  of  Texas  Medicine  In  In- 
fluencing Federal  Medical  Service 
Programs”;  Dr.  Robert  Mayo  Tenery, 
Waxahachie,  Tex.,  chairman,  TMA 
Council  on  Constitution  and  By- 
Laws,  “Doctor-Patient  Relations”; 
Donald  M.  Anderson,  Austin,  TMA 
Assistant  Executive  Secretary,  “Serv- 
ing the  Doctors  of  Texas”;  and  Philip 
R.  Overton  (LLB),  Austin,  TMA  gen- 
eral counsel,  “Legal  Aspects  of  Med- 
ical Practice;  Malpractice — How  to 
Avoid  It.” 

Numerous  other  activities  will  take 
place  during  the  Conference  week- 
end, Oct.  3-5.  Some  of  these  activi- 
ties are  meetings  of  TMA  commit- 
tees, councils,  and  boards,  culmin- 
ating in  the  meeting  of  the  Executive 
Board,  Sunday,  Oct.  5;  Conference 
on  the  Health  Aspects  of  Air  Pollu- 
tion, sponsored  by  the  Texas  State 
Department  of  Health  and  The  Uni- 
versity of  Texas  at  Austin  College  of 
Engineering,  Oct.  3;  annual  School 


of  Instruction  and  Executive  Board 
meeting  of  the  Woman’s  Auxiliary  to 
TMA  on  Thursday  and  Friday,  Sept. 
19-20;  luncheon  for  physicians  and 
guests  at  the  TMA  Headquarters 
Building,  Saturday,  Oct.  4;  hospital- 
ity hour  at  5:30  p.m.,  Saturday,  Oct. 
4,  sponsored  by  Charles  0.  Finley  & 
Company;  and  football  game  between 
The  University  of  Texas  at  Austin 
and  the  US  Naval  Academy  at  7:30 
p.m.  Saturday,  Oct.  4. 

Rooms  have  been  reserved  at  six 
Austin  hotels  and  motels  for  TMA 
physicians  and  guests.  A physician 
may  obtain  a room  reservation  by 
writing  directly  to  the  facility  of  his 
choice:  Stephen  F.  Austin  Hotel, 
Commodore  Perry  Hotel,  Gondolier- 
Ramada  Hotel,  Sheraton  Crest  Inn, 
Terrace  Motor  Hotel,  or  Villa  Capri 
Motor  Hotel. 


‘Team  Physician’  Fiim 
AYaiiabie  from  AMA,  TMA 

How  to  minimize  athletic  injuries 
is  the  subject  of  the  AMA’s  newly 
produced  motion  picture,  “The  Team 
Physician.”  It  is  recommended  for 
coaches,  school  administrators,  par- 
ents, and  athletes,  as  well  as  phy- 
sicians. 

The  film  outlines  the  role  of  the 
attending  physician  in  preventing  in- 
juries. Its  narrator,  Bud  Wilkinson, 
stresses  the  five  basic  regulations 
of  a safe  school  sports  program: 
training  and  conditioning,  good 
equipment,  good  coaching,  good  of- 
ficiating, and  proper  health  supervi- 
sion. 

Now  available  to  the  profession 
from  the  AMA  Film  Library,  the  film 
is  16  mm,  color-sound,  and  28-min- 
utes. Lay  requests  should  be  direct- 
ed to  Modern  Talking  Picture  Ser- 
vice, Prudential  Plaza,  Chicago 
60601,  with  a 30-day  advance  order. 

The  Texas  Medical  Association 
Memorial  Library  has  purchased  a 
copy  of  the  film.  It  is  available  upon 
request  from  Memorial  Library,  TMA 
Headquarters  Building,  1801  N.  La- 
mar Blvd.,  Austin  78701. 

This  free  film  (return  shipping 
cost  only)  is  appropriate  for  medi- 
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cal  societies,  schools,  colleges,  hos- 
pitals, television,  woman’s  auxiliar- 
ies, health  councils,  and  youth  or- 
ganizations. 


Community  Health  Week 
Scheduled  for  Oct.  19-25 

Texas  Medical  Association  and 
American  Medical  Association  have 
officially  pointed  out  that  an  excel- 
lent opportunity  for  county  medical 
societies  to  present  health  education 
programs  is  coming  up.  The  seventh 
annual  observance  of  Community 
Health  Week  will  be  Oct.  19-25  in 
most  participating  localities. 

The  recurring  national  theme  of 
Community  Health  Week,  which  was 
established  by  AMA’s  house  of  dele- 
gates in  1962,  is  “Teaming  up  for 
better  health.” 

Purposes  of  the  observance  are 
(1)  to  focus  attention  on  continuing 
advances  in  health  care  and  medical 
science:  (2)  to  pinpoint  local  health 
problems  and  needs;  and  (3)  to  stim- 
ulate greater  public  awareness  of 
improved  quality  and  increasing 
availability  of  health  resources  and 
facilities  in  the  community. 

The  TMA  House  of  Delegates,  in 
action  taken  at  its  meeting  in  May, 
urged  all  county  medical  societies 
to  give  more  emphasis  to  Commu- 
nity Health  Week  and  other  activities 
related  to  education  of  the  lay 
public. 

A complete  kit  of  promotional 
aids,  developed  by  the  AMA  to  as- 
sist county  medical  societies  in  plan- 
ning and  promoting  Community 
Health  Week,  may  be  obtained  at  no 
charge  from  either  the  Advertising 
and  Public  Relations  Office,  TMA 
Headquarters  Bldg.,  1801  N.  Lamar 
Blvd.,  Austin  78701,  or  Program 
Services  Department,  AMA,  535  N. 
Dearborn  St.,  Chicago  60610. 


“Does  one  grunt  mean  I’m  getting  better 
or  I’m  getting  worse?’ ' 


Blue  Cross  Plans  Enroll 
Record  91  Million  People 

Blue  Cross  in  Texas  joined  the 
rest  of  the  United  States  in  serving 
a record  number  of  persons  in  1968. 

The  Texas  Blue  Cross  and  Blue 
Shield  Plan  processed  in  1968  more 
than  600,000  Part  A Medicare 
claims,  for  total  payments  of  more 
than  $186,000,000.  Under  Part  B 
more  than  1,900,000  claims  were 
processed  representing  a claim  pay- 
ment of  about  $77,000,000.  In  Tex- 
as, Blue  Cross  administers  the  Medi- 
care program;  and  the  government 
reimburses  Blue  Cross  for  the  exact 
administration  costs. 

The  national  Blue  Cross  system 
served  a record  91  million  people  in 
1968  by  registering  its  largest  an- 
nual enrollment  increase  in  nine 
years.  New  highs  were  also  scored 
in  total  income  and  claims  paid  by 
the  system. 

Within  the  75  Blue  Cross  Plans 
in  the  United  States  and  Puerto 
Rico,  the  enrollment  gain  was  2.7 
million  members,  or  4.1%,  bring- 
ing total  US  membership  to  68.4 
million. 

The  Blue  Cross  system,  the 
world's  largest  voluntary  health  pre- 
payment organization,  also  served 
4.5  million  persons  in  1968  through 
its  five  Blue  Cross  Plans  in  Canada 
and  Jamaica. 

The  addition  of  18.1  million  per- 
sons served  by  Blue  Cross  Plans 
through  their  administrative  services 
for  Medicare,  Medicaid,  and  other 
Public  Health  Assistance  Programs 
brings  the  number  of  persons  served 
by  Blue  Cross  in  North  America  to 
the  91  million  mark. 

These  statistics  were  released  in 
a “Report  to  the  Nation,”  issued  in 
behalf  of  the  plans  by  the  Blue 
Cross  Association,  national  coordi- 
nating agency  for  Blue  Cross. 

“The  figures  show  that  within  the 
US,  Blue  Cross  served  more  than 
two  out  of  five  persons,  or  86.5  mil- 
lion citizens,  as  it  began  its  40th 
year  of  service  to  the  American  peo- 
ple,” said  Walter  J.  McNerney,  asso- 
ciation president. 

The  Blue  Cross  Plans  in  the  Unit- 
ed States  and  Puerto  Rico  also  set 
a new  record  in  subscription  income 
and  benefits  administered,  handling 
an  estimated  $6.9  billion.  This  rep- 
resented a $640  million,  or  9%,  in- 
crease over  the  $6.26  billion  1967 
figure. 

Of  the  $6.9  billion  total,  an  esti- 
mated $3.7  billion  was  subscription 
income;  and  a record  $3.33  billion 
was  paid  out  in  benefit  claims,  90% 
of  total  earned  income.  Money  pro- 


cessed for  public  programs  totaled 
$3.2  billion. 

Estimates  for  1968  show  that  Blue 
Cross  Plans  allocated  5.5%  of  total 
earned  income  for  operating  ex- 
penses and  set  aside  4.4%  for  re- 
serves. 

In  the  past  three  years,  the  Blue 
Cross  Plans  have  more  than  doubled 
their  income  and  benefit  money  ad- 
ministered, moving  up  from  slightly 
more  than  $3  billion  in  1965. 

The  advent  of  Medicare  on  July  1, 
1966,  was  partially  responsible.  Blue 
Cross’s  new  administrative  duties 
under  that  program  increased  the 
total  monies  handled  by  the  system 
in  1966  to  $4.6  billion.  During  1967, 
the  first  full  year  of  Medicare,  the 
system  handled  $6.26  billion. 

As  Medicare  intermediary  for  in- 
stitutional benefits.  Blue  Cross 
serves  91%  of  the  hospitals,  57% 
of  the  extended  care  facilities,  and 
84%  of  the  home  health  agencies 
participating  in  the  program. 

By  the  end  of  1968,  Blue  Cross 
Plans  also  had  Medicaid  administra- 
tive responsibilities  in  18  states.  Two 
more  states,  Colorado  and  Virginia, 
were  scheduled  to  implement  Medic- 
aid programs  with  some  administra- 
tive assistance  from  plans  in  1969. 

Medical  Schools  Need 
Money,  Dr.  Rouse  Says 

Physicians  recently  received  a let- 
ter from  Dr.  Milford  0.  Rouse,  presi- 
dent of  the  AMA  Education  and  Re- 
search Foundation,  urging  increased 
financial  support  for  the  nation’s 
medical  schools.  He  warned  that  un- 
less a solution  is  found  to  ease  the 
financial  straits  of  these  institutions, 
several  medical  schools  are  in  im- 
minent danger  of  shutting  down. 

“Our  medical  schools  are  feeling 
the  effects  of  the  major  cutbacks  in 
federal  support.  Hardest  hit  are  the 
older,  private  medical  schools  which 
depend  on  private  funds  and  endow- 
ments for  the  major  portion  of  their 
operation  expenses,”  Dr.  Rouse  said. 

He  appealed  to  each  physician  to 
contribute  at  least  $100  so  that  the 
AMA-ERF  would  have  a substantial 
sum  to  distribute  among  the  needy 
schools  and  enough  left  over  to  build 
a nestegg  for  the  future. 

A variety  of  literature  explaining 
the  urgent  financial  requirements  of 
medical  schools,  plus  pledge  cards 
and  forms  for  contributing  in  behalf 
of  one’s  anniversary,  birthday,  or  re- 
membrance, are  available  in  quan- 
tity from  the  AMA-ERF,  535  N.  Dear- 
born St.,  Chicago  60610. 
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SPECIAL  ARTICLE 


PHYSICIANS  NECESSARY  FOR  FULL  RMP  SUCCESS 


MARJORIE  CLAPP 

Public  Information  Director, 

Regional  Medical  Program  of  Texas 

The  full  potential  of  the  Regional 
Medical  Program  (RMP)  of  Texas 
will  be  brought  to  fruition  only  with 
the  whole  hearted  support  and  co- 
operation of  the  practicing  physi- 
cian, contends  the  new  state  coor- 
dinator, Dr.  Charles  B.  McCall. 

“Although  the  RMP  is  Congres- 
sionally-implemented  and  publicly- 
funded,”  he  states,  "it  is  the  one 
governmental  health  program  that 
puts  the  leadership  in  the  hands  of 
those  to  whom  it  rightfully  belongs.” 

Formerly  associate  professor  of 
medicine  at  the  University  of  Ten- 
nessee and  a private  practitioner  in 
Memphis,  the  internist  was  named 
new  RMP  leader  in  February.  As 
such,  he  will  direct  new  centralized 
headquarters  in  Austin  to  coordinate 
grants  and  projects  of  participants 
in  the  program. 

Additionally,  in  his  new  role.  Dr. 
McCall  will  serve  as  official  spokes- 
man for  the  program.  And  in  this 
respect,  he  is  quick  to  point  out  that 
while  the  RMP  bears  the  label  of  a 
federal  program,  it  is  prohibited  by 
law  from  interfering  with  the  basic 
concepts  of  American  medical  prac- 
tice. 

Indicative  of  this  is  the  fact  that 
the  RMP  cannot  provide  direct  pa- 
tient care.  The  purpose  of  grants 
made  available  through  the  program 
is  to  assist  physicians,  dentists,  and 
other  community  leaders  in  the  de- 
velopment and  implementation  of 
plans  of  action  to  provide  better  care 
for  a greater  number  of  people  in 
the  areas  of  heart,  cancer,  stroke, 
and  related  diseases. 

The  appointment  of  Dr.  McCall  as 
fulltime  RMP  coordinator,  along 
with  a full-time  staff,  was  made  at 
a time  when  the  grant-sponsored 
program  became  ready  to  assume 
greater  cohesion  and  regional  im- 
pact. 

Texas  became  involved  in  imple- 
mentation of  the  federal  program 
shortly  after  its  inception  nearly  four 
years  ago.  In  the  years  since  that 
time,  a solid  foundation  for  progress 
has  been  laid  under  the  leadership 
of  Dr.  John  F.  Thomas  of  Austin  as 
chairman  of  the  Regional  Advisory 
Committee  (RAC),  policy-making 
body  for  the  RMP  of  Texas,  for  the 
past  two  years. 

Now,  plans  call  for  Dr.  McCall, 
with  the  counsel  of  the  RAC  and 
assistance  of  the  new  core  staff,  to 


build  upon  this  foundation  to  intro- 
duce greater  unity  into  the  program 
and  to  move  it  swiftly  toward  its 
intended  objectives. 

According  to  the  new  RMP  di- 
rector, however,  such  unity  will 
evolve  only  from  the  involvement 
and  voluntary  participation  in  the 
program  on  the  part  of  the  practic- 
ing physicians  and  dentists  of  Texas, 
through  their  respective  county  or 
state  professional  societies  or  in  as- 
sociation with  health  agencies  or  in- 
stitutions. 

At  the  present  time,  12  RMP- 
funded  projects  are  in  operation  in 
Texas.  The  majority  of  these  grew 
out  of  planning  carried  out  at  the 
state’s  large  medical  centers,  which, 
says  Dr.  McCall,  play  a vital  role  in 
the  development  of  any  RMP  pro- 
gram. 

Also  implied  in  the  law,  however, 
is  that  the  private  physician  and  den- 
tist must  share  the  responsibility  for 
the  development  and  implementa- 
tion of  bold,  new,  imaginative  pro- 
grams for  community-wide  health 
services. 

As  enacted  by  the  89th  Congress 
in  October,  1965,  the  bill  creating 
RMP  calls,  briefly,  for  the  develop- 
ment of  whatever  voluntary  cooper- 
ative arrangements  are  necessary  to 
insure  the  availability  of  adequate 
health  care  services  for  all  citizens 
in  the  areas  of  heart,  cancer,  stroke, 
and  related  diseases. 

Health  care  services  and  facilities 
are  to  be  established  according  to 
priority  of  needs  determined  at  the 
local  level.  But  any  changes  in  ex- 
isting medical  practices  brought 
about  by  these  services  and  facili- 


“I  do  hope  this  is  a modern  medical 
center,  doctor,  and  that  your  x-rays 
are  in  color  instead  of  black  and  white.” 


ties  can  only  result  with  the  full  ap- 
proval of  the  practicing  physician  of 
Texas. 

The  legislation,  as  Dr.  McCall  sees 
it,  was  a clear-cut  expression  of  a 
growing  public  demand  to  bring 
health  care  and  the  latest  advances 
in  medicine  in  the  areas  of  heart, 
cancer,  stroke,  and  related  diseases 
to  every  community,  regardless  of 
location.  Unlike  other  federal  pro- 
grams, however,  the  RMP  places  full 
responsibility  for  health  planning 
upon  the  community,  with  the  phy- 
sician and  dentist  in  the  key  role  of 
leadership. 

Although  eligibility  for  an  RMP 
grant  does  not  extend  to  the  private 
physician,  any  non-profit  organiza- 
tion within  the  community  is  eligible 
to  receive  funds,  whether  it  is  a 
health  agency  or  the  local  medical 
society.  The  individual  physician, 
however,  may  call  attention  to  the 
health  needs  of  the  community  and 
may  assist  in  the  preparation  of 
plans  of  action  for  insuring  the  avail- 
ability of  the  highest  quality  health 
care  possible  for  the  greatest  pos- 
sible number  of  citizens. 

Indisputable,  therefore,  states  Dr. 
McCall,  is  "that  the  success  of  the 
Regional  Medical  Program  of  Texas 
will  be  measured  by  the  support  it 
receives  from  the  practicing  profes- 
sion rather  than  the  amount  of  dol- 
lars invested  in  it.” 

Not  only  is  the  RMP  unique 
among  governmental  programs  in  its 
decentralization  of  health  care  plan- 
ning, but  it  is  also  one  of  the  most 
flexible  in  that  only  broad  criteria 
must  be  followed  in  the  establish- 
ment of  projects.  For  example,  the 
guidelines  under  which  grants  may 
be  obtained  do  not  dictate  the  meth- 
odology or  mechanisms  by  which  co- 
operative arrangements  are  devel- 
oped between  individuals  or  organi- 
zations concerning  disease  preven- 
tion or  diagnosis  and  patient  treat- 
ment or  rehabilitation. 

Such  cooperative  arrangements 
may  consist  of  programs  of  continu- 
ing education:  establishment  of  pa- 
tient care  demonstration  units;  de- 
velopment of  a catalog  of  needs 
in  the  areas  of  health  care  services, 
facilities,  and  personnel;  or  the  im- 
plementation of  any  other  plan  of 
action  designed  to  provide  adequate 
health  care  to  all  segments  of  the 
community. 

It  was  such  broad-based  oppor- 
tunity for  service  which  led  Dr.  Mc- 
Call to  leave  his  teaching  post  and 
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practice  to  coordinate  the  RMP  in 
Texas. 

He  contends  the  RMP  affords  the 
physician  the  opportunity  “to  pre- 
serve the  quality  and  freedom  in- 
herent in  the  practice  of  medicine  as 
it  now  exists,  yet  provide  the  leader- 
ship in  serving  identified  but  unmet 
needs.” 

The  appointment  of  Dr.  McCall,  a 
Memphis  native  and  honor  graduate 
of  Vanderbilt  University,  marked  the 
end  of  a long  search  for  a man  of 
both  medical  and  administrative 
capabilities  by  Dr.  Charles  A.  Le- 
Maistre,  deputy  chancellor  of  The 
University  of  Texas  System,  grantee 
institution  for  the  RMP  in  Texas. 

Representing  the  reaction  to  the 
appointment  was  the  enthusiastic 
welcome  accorded  the  new  coordin- 
ator and  his  plans  for  action  by  the 
Regional  Advisory  Committee.  This 
group  consists  of  48  of  the  state’s 
most  knowledgeable  physicians,  den- 
tists, and  laymen,  5 of  whom  are 
official  representatives  of  the  Texas 
Medical  Association. 

The  RAC,  at  a meeting  shortly 
after  Dr.  McCall’s  appointment, 
unanimously  approved  his  recom- 
mendation for  the  organization  of  a 
core  staff  to  direct  RMP  planning 
and  operations,  as  well  as  specific 
appointees  to  the  staff. 

Serving  as  associate  coordinator 
of  the  program  will  be  Dr.  Stanley 
Burnham,  a UT  Austin  professor  of 
physical  education  and  physical  re- 
habilitation specialist.  James  C. 
Mocker,  hospital  administrator  and 
former  operations  officer  for  the 
Memphis  Regional  Medical  Program, 
will  act  as  director  of  health  care 
delivery  demonstrations. 

Also  on  the  staff  is  Mrs.  Louise 
Miller,  director  of  administrative  ser- 
vices for  the  program.  Reporting  for 
duty  in  October  as  RMP  deputy  co- 
ordinator will  be  Dr.  Ross  McLean, 
professor  of  medicine  at  Emory  Uni- 
versity. 

Also  approved  by  the  RAC  as  part 
of  the  plans  for  reorganization  pro- 
posed by  Dr.  McCall  was  the  estab- 
lishment of  satellite  or  sub-regional 
offices  as  extensions  of  the  core 
office  to  assist  professional  and 
community  leaders  in  making  inven- 
tories of  resources,  identifying 
needs,  setting  priorities,  and  devel- 
oping plans  of  action. 

At  the  same  time,  the  RAC,  now 
headed  by  Dr.  N.  C.  Hightower  of 
Scott  and  White  Clinic  and  Hospital, 
Temple,  also  approved  a budget  of 
$2,220,891  to  be  expended  over  a 
15-month  period  for  RMP  planning 
and  operations.  I 


POSTGRADUATE 

COURSES 


Hand  Trauma  and  Disease:  The 
American  Academy  of  Orthopedic 
Surgeons  will  sponsor  a course  on 
Trauma  and  Disease  of  the  Hand 
Oct.  22-25  in  San  Antonio  for  ortho- 
pedic surgeons,  general  surgeons, 
plastic  surgeons,  and  residents. 

Subjects  covered  will  include  acute 
hand  injuries,  tendon  transfer,  the 
arthritic  wrist  and  hand,  burns,  in- 
juries of  the  growing  hand,  infec- 
tions, snake  bites,  cerebral  palsy, 
and  congenital  abnormalities. 

For  application  forms  and  further 
information,  write  Dr.  Charles  A. 
Rockwood,  Jr.,  The  University  of 
Texas  Medical  School  at  San  An- 
tonio, 7703  Floyd  Curl  Dr.,  San  An- 
tonio 78229. 

Pediatrics:  The  Kidney  Foundation  of 
Houston  and  the  Greater  Gulf  Coast 
and  the  Department  of  Pediatrics, 
Baylor  College  of  Medicine,  will  hold 
the  Annual  Pediatric  Postgraduate 
Symposium  Nov.  13-15  at  Texas 
Children’s  Hospital  in  Houston.  Topic 
for  the  symposium  will  be  pediatric 
nephrology. 

Guest  speakers  will  include  Dr.  C. 
William  Daeschner,  The  University  of 
Texas  Medical  Branch  at  Galveston; 
Dr.  Robert  H.  Heptinstall,  Johns 
Hopkins  University  School  of  Medi- 
cine, Baltimore:  Dr.  Charles  V. 
Pryles,  State  University  of  New 
York  Downstate  Medical  Center,  New 
York  City,  Brooklyn:  Dr.  William  B. 
Weil,  Michigan  State  University  Col- 
lege of  Human  Medicine,  East  Lans- 
ing: and  Dr.  Robert  L.  Vernier,  Uni- 
versity of  Minnesota  Medical  School, 
Minneapolis. 

There  will  be  no  registration  fee 
for  the  symposium.  Additional  infor- 
mation may  be  obtained  from  Dr.  L. 
Leighton  Hill,  Associate  Professor, 
Department  of  Pediatrics,  Baylor  Col- 
lege of  Medicine,  Houston  77025. 

Pediatrics:  The  American  Academy  of 
Pediatrics  will  offer  its  Postgraduate 
Course  No.  1 Sept.  11-13  at  the 
Denver  Children’s  Hospital  in  Denver 
and  University  of  Colorado  Medical 
Center.  Entitled  “Failure  to  Thrive: 
Fetus-Infant-Adolescent,”  the  course 
will  present  basic  information  and 
new  approaches  to  the  understand- 
ing and  management  of  failure  to 
thrive  at  all  ages. 

Registration  fee  is  $5,  and  tuition 
is  $75  for  members  and  $105  for 
nonmembers.  Write  to  Dr.  Gerald 
E.  Hughes,  Secretary  for  Educational 
Affairs,  American  Academy  of  Pedi- 


atrics, P.O.  Box  1034,  Evanston,  III. 
60204,  for  further  information. 

Tuberculosis:  The  National  Commu- 
nicable Disease  Center  will  present 
a course  in  the  “Clinical  Manage- 
ment and  Control  of  Tuberculosis” 
Oct.  13-24  at  the  National  Jewish 
Hospital  in  Denver. 

Course  content  will  consist  of  the 
following  subjects:  pathogenesis  of 
tuberculosis,  role  of  the  patient  in 
tuberculosis  control,  treatment  of 
the  infected  and  the  diseased,  out- 
patient vs.  inpatient  care,  role  of  the 
nurse  and  practicing  physician,  prac- 
tical epidemiology,  atypical  myco- 
bacteria, and  role  of  the  laboratory 
in  managing  the  patient. 

Enrollment  is  restricted  to  physi- 
cians and  nurses  who  plan  or  direct 
tuberculosis  control  programs,  those 
who  teach  courses  in  tuberculosis 
and  other  pulmonary  diseases,  and 
physicians  who  are  concerned  with 
the  diagnosis  and  treatment  of  tu- 
berculosis. There  is  no  tuition. 

Further  information  may  be  ob- 
tained from  Dr.  Seth  N.  Leibler 
(EdD),  Chief,  Training  Unit,  Tuber- 
culosis Program,  National  Communi- 
cable Disease  Center,  Atlanta,  Ga. 
30333. 

Maternal  and  Child  Health:  The  Divi- 
sion of  Maternal  and  Child  Health  of 
the  University  of  California  School 
of  Public  Health  at  Berkeley  will  offer 
a series  of  postgraduate  programs 
for  pediatricians,  obstetricians,  and 
other  physicians  interested  in  re- 
ceiving training  in  the  field  of  ma- 
ternal and  child  health.  Subject 
areas  will  include  maternal  and 
child  health,  family  planning,  school 
health,  the  multiply  handicapped 
and  mentally  retarded  child,  and 
career  development  programs. 

Applications  are  now  being  ac- 
cepted for  entrance  in  July  or  Sep- 
tember, 1970.  Further  information 
may  be  obtained  from  Dr.  Helen  M. 
Wallace,  School  of  Public  Health, 
University  of  California,  Berkeley 
94720. 

Emergency  Room  Nurses:  The  third 
annual  Postgraduate  Course  for 
Emergency  Room  Nurses  will  be  held 
Sept.  25-27  in  Chicago.  Sponsored 
by  the  Chicago  committee  on  trau- 
ma of  the  American  College  of  Sur- 
geons, the  course  will  expand  en- 
rollment to  include  not  only  those 
nurses  assigned  to  hospital  emer- 
gency rooms,  but  also  nurses  who 
meet  injury  situations  in  their  affili- 
ations with  industry  and  schools. 

Tuition  is  $60,  and  advance  reg- 
istration is  required.  Additional  in- 
formation is  available  from  Dr. 
George  T.  Anast,  55  E.  Washington 
St.,  Chicago  60602. 
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TEXAS  MEDICINE 


TEXAS  MEDICAL  ASSOCIATION  CONFERENCE 
ON  PUBLIC  RELATIONS  AND  PUBLIC  SERVICE 

Texas  physicians  will  concentrate  on  how  to  constantly  improve 
medical  services  rendered  to  their  respective  communities,  Oct.  4, 
at  the  Texas  Medical  Association  1969  Public  Affairs  and  Public 
Relations  Conference.  Conference  sessions  will  take  place  at  the 
TMA  Headquarters  Building,  1801  N.  Lamar  Blvd.,  Austin. 

Five  principal  speakers  and  two  panel  discussion  groups  will 
focus  attention  on  how  the  physician  can  better  serve  his  com- 
munity. Speaker's  and  topics  are  Dr.  Max  H.  Parrott,  Portland, 
Ore.,  trustee,  American  Medical  Association,  “The  Data  Mill  and 
Health  Care”;  Dr.  Robert  Haakenson  (PhD),  Philadelphia, 
associate  director  of  public  relations.  Smith  Kline  & French  Lab- 
oratories, “The  Physician  and  Community  Responsibility”;  Dr. 
Herbert  A.  Raskin,  Southfield,  Mich.,  member,  AMA  committee 
on  alcoholism  and  drug  dependence,  “Problem  of  Drug  Abuse 
and  Drug  Dependence”;  Dr.  Charles  Max  Cole,  Dallas,  TMA 
President,  “What’s  Right  about  Texas  Medicine?”;  and  Dr. 
Charles  Jarvis  (DDS),  San  Marcos,  humorist,  “The  Abominable 
Snow  Job.” 

Panel  groups  are  entitled  “Providing  Greater  Health  Manpower” 
and  “Health  Care  Costs — Responsibilities  of  the  Profession.” 
Other  Conference  weekend  activities  will  include  Orientation 
Program  for  new  and  transfer  members  of  TMA;  Conference  on 
the  Health  Aspects  of  Air  Pollution;  School  of  Instruction  and 
Executive  Board  meeting  of  the  Woman’s  Auxiliary  to  TMA; 
luncheon  for  physicians  and  guests;  hospitality  hour  sponsored 
by  Charles  0.  Finley  & Co.;  and  football  game  between  The 
University  of  Texas  at  Austin  and  the  US  Naval  Academy. 
Additional  information  about  the  Conference  appears  on  p.  101. 
C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin  78701,  is 
Association  Executive  Secretary. 

TEXAS  HEART  ASSOCIATION 

The  annual  South  Central  United  States  Scientific  Sessions  on 
Cardiovascular  Diseases  will  be  presented  Sept.  25-27  in  Houston 
by  the  Texas  Heart  Association  in  cooperation  with  Baylor  Col- 
lege of  Medicine  and  the  American  Heart  Association  council  on 
clinical  cardiology.  Two  main  sessions  will  include  papers  on 
“A  Survey  of  Cardiovascular  Disease  and  Its  Management  in 
1969”  and  “Cardiovascular  Emergencies.” 

Out-of-state  guest  speakers  will  include  Dr.  Leon  Goldberg,  At- 
lanta, Ga.;  Dr.  Herbert  Hultgren,  Palo  Alto,  Calif.;  Dr.  Walter 
Kirkendall,  Iowa  City,  Iowa;  Dr.  John  Kirklin,  Birmingham, 
Ala.;  Dr.  James  J.  Leonard,  Pittsburgh;  Dr.  Raymond  D.  Pruitt, 
Rochester,  Minn.;  and  Dr.  Norman  Shumway,  Palo  Alto,  Calif. 
Richard  A.  Ferguson  is  associate  director  for  the  medical  pro- 
gram, Texas  Heart  Association,  P.O.  Box  25041,  Houston  77005. 

SYMPOSIUM  ON  MYOCARDIAL  INFARCTION 

In  conjunction  with  the  opening  of  new  facilities  including  a 
coronary  care  unit  and  intensive  care  unit  at  Methodist  Hospital 
of  Dallas,  a Symposium  on  Acute  Myocardial  Infarction  will 
take  place  Sept.  11-13  in  Methodist’s  We'iss  Educational  Building. 
The  symposium  is  cosponsored  by  The  University  of  Texas 
Southwestern  Medical  School’s  Postgraduate  Division  and  the 
American  College  of  Chest  Physicians. 

Among  guest  speakers  will  be  Dr.  Francois  Abboud,  Iowa  City, 
Iowa;  Dr.  Nancy  Flowers,  Augusta,  Ga.;  Dr.  Goffredo  G.  Gen- 
sini,  Syracuse,  N.Y.;  Dr.  William  B.  Kannel,  Framingham, 
Mass.;  Drs.  Thomas  Killip  and  C.  Walton  Lillehei,  both  of  New 
York  City;  Dr.  Benjamin  Manchester,  Washington,  D.C.;  and  Dr. 
Henry  J.  L.  Marriott,  St.  Petersburg,  Fla. 

Registration  fee  is  $50  for  physicians;  $25,  for  fellow's,  residents, 
or  interns.  Dr.  F.  A.  Bashour,  Methodist  Hospital  of  Dallas, 
P.O.  Box  5999,  Dallas  75222,  is  program  chairman. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS  IN  TEXAS 

TEXAS  SURGICAL  SOCIETY  will  meet 
Sept.  29-30  at  the  Robert  Driscoll  Hotel  in 
Corpus  Christi.  Some  of  the  papers  to  be 
presented  are  hypoglycemia  due  to  non- 
pancreatic  tumors  ; injuries  to  the  inferior 
vena  cava ; carcinoma  of  the  prostate ; a 
benign  or  malefic  lesion  ; surgery  for  pul- 
monary tuberculosis  in  children ; hyperali- 
mentation techniques  in  infancy,  fatalities 
in  football,  orbital  floor  fractures,  annular 
pancreas,  and  congenital  absence  of  gall- 
bladder. The  list  of  speakers  includes  Drs, 
Ronald  C.  Jones,  M.  O.  Perry,  G.  T.  Shires, 
Paul  C.  Peters,  Theodore  P.  Votteler,  and 
Ronald  F.  Garvey,  all  of  Dallas ; Drs.  W. 
S.  Lorimer,  Jackson  E.  Cagle,  Jr.,  David 
A.  Grant,  and  Marcus  L.  Finley,  all  of 
Fort  Worth ; Drs.  James  R.  Smith,  J.  C. 
Ford,  John  E.  Carter,  and  Donald  Camp- 
bell, all  of  San  Antonio ; Drs.  Randolph 
Rutledge  and  A.  "W.  Bronwell,  both  of  Lub- 
bock ; Drs.  Robert  Crosthwait,  Jr.,  and 
Gilbert  I.  Anderson,  both  of  Waco;  Dr.  E. 
E.  Middleton,  Abilene;  Dr.  Raleigh  White, 
Temple ; Dr.  Stanley  L.  Clayton,  Denison  ; 
and  Dr.  Robert  L.  Coscia,  Irving,  Special 
guest  speakers  will  be  Dr.  William  S.  Dye, 
Chicago,  and  Prof.  J.  H.  Louw,  Capetown, 
South  Africa.  Dr.  Jesse  E.  Thompson,  3434 
Swiss  Ave.,  Dallas  75204,  is  secretary  of 
the  society. 


TEXAS  NURSING  HOME  ASSOCIATION 
will  sponsor  a Management  Institute  Sept. 
21-24  at  the  Inn  of  the  Golden  West  in 
Odessa.  Subjects  to  be  studied  include 
management  by  objectives  and  initiating 
the  exception  principles,  essentials  of  ad- 
ministration, and  conference  leadership.  In- 
structors will  be  Dr.  Dennis  B.  Ford,  Jr., 
(PhD),  director.  Division  of  Business  Ad- 
ministration, Texas  A & I University, 
Kingsville,  and  Miss  Mary  Frances  Bowden, 
supervisory  and  management  training  spe- 
cialist, Division  of  Extension,  The  Univer- 
sity of  Texas  at  Austin.  Sidney  D.  Rich, 
6225  US  Highway  290  E.,  Austin  78723,  is 
association  executive  director. 


TEXAS  SOCIETY  FOR  THE  PREVEN- 
TION OF  BLINDNESS  will  hold  its  1969 
state  semi-annual  board  of  directors  meet- 
ing at  the  Inn  of  the  Six  Flags,  Arlington, 
Aug.  22-23.  A dinner  meeting  will  be  held 
Friday  night,  Aug.  22.  Dallas  and  Fort 
Worth  branches,  Texas  Society  for  the 
Prevention  of  Blindness,  will  host  the  meet- 
ing. Guest  speaker  will  be  Leo  J.  Souriall, 
president.  Zero  Control  Engineering,  De- 
troit, Mich.  Mrs.  Pauline  Outland,  3617 
Fannin  St.,  Houston  77004,  is  society  execu- 
tive director. 
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MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


TENTH  INDUSTRIAL  HYGIENE  AND 
AIR  POLLUTION  CONFERENCE  is  sched- 
uled Oct.  3 at  the  engineering  complex  on 
The  University  of  Texas  at  Austin  campus. 
Entitled  ‘‘Health  Aspects  of  Air  Pollution,*' 
the  1969  conference  is  being  organized  by 
Dr.  Patrick  R.  Atkins  (PhD),  assistant  pro- 
fessor of  environmental  health  engineering. 
The  University  of  Texas  at  Austin.  Sessions 
will  cover  health  aspects  of  auto  pollution, 
health  aspects  of  industrial  pollution,  health 
data  and  “episodes,**  and  costs  and  benefits 
of  air  pollution  control.  Speakers  include 
Dr.  John  S.  Chapman,  Dallas,  chairman, 
AMA  council  on  environmental  and  public 
health : Bill  Stewart,  Texas  State  Depart- 
ment of  Health:  Dr.  Joe  O.  Ledbetter 
(PhD),  UT  Austin  Department  of  Civil 
Engineering ; and  Dr.  Glen  E.  Journeay 
(MD,  PhD).  UT  Austin  Department  of 
Aerospace  Engineering  and  Engineering 
Mechanics.  The  purpose  of  the  conference 
is  to  give  doctors,  engineers,  pollution  con- 
trol officials,  and  industrial  representatives 
an  opportunity  to  express  their  views  and 
to  discuss  problems  of  community  air  pol- 
lution. Contact:  Dr.  Patrick  R.  Atkins, 
College  of  Engineering.  The  University  of 
Texas  at  Austin,  Austin  78712. 

ENVIRONMENTAL  QUALITY  CONTROL 
CONFERENCE  will  take  place  Oct.  2-3  in 
the  Townes  Hall  Auditorium  at  The  Uni- 
versity of  Texas  School  of  Law.  A panel 
and  speakers  will  discuss  air,  w^ater,  and 
noise  pollution  controls.  The  Hon.  Criss 
Cole,  Houston,  state  senator,  will  deliver 
the  keynote  address.  Other  speakers  in- 
clude Charles  R.  Barden,  executive  secre- 
tai*y,  Texas  Air  Control  Board,  Austin,  and 
the  Hon.  Bob  Eckhardt,  Houston,  Repre- 
sentative, 8th  US  Congressional  District. 
Registration  fee  is  $20.  Contact:  Byron 
Fullerton,  Assistant  Dean,  UT  School  of 
Law,  2500  Red  River,  Austin  78705. 

CURRENT  REGIONAL  MEETINGS 

TULANE  UNIVERSITY  SCHOOL  OF 
MEDICINE  will  wrap  up  a series  of  con- 
ferences on  childhood  diabetes  Aug.  21,  28, 
and  Sept.  4.  Televised  live  over  the  Louisi- 
ana Hospital  Television  Network  on  those 
dates  at  12:15  p.m.,  the  conferences  will 
strive  to  help  in  the  education  of  the  dia- 
betic child  and  his  family.  Speakers  will 
include  physicians  from  Tulane  University 
School  of  Medicine  and  from  Louisiana 
State  University  School  of  Medicine,  both  in 
New  Orleans  ; nurses  ; dietitians  ; and  one 
diabetic  family.  The  following  programs 


are  scheduled  : “How  Diabetes  Affected  My 
Life,**  “Diabetic  Diets  Do  Not  Have  to  Be 
Expensive,”  and  “Review  Session.’*  Further 
information  is  available  from  local  hospi- 
tals. The  series  has  been  running  since 
July  10. 

TIDEWATER  HEART  ASSOCIATION  will 
sponsor  its  Tenth  Annual  Cardiovascular 
Symposium  Sept.  5-7  at  the  Williamsburg 
Lodge  and  Conference  Center,  Williams- 
burg, Va.  The  symposium  will  be  presented 
with  the  aid  also  of  the  Peninsula  Heart 
Association  and  the  Council  on  Clinical 
Cardiology  of  the  American  Heart  Associa- 
tion. A panel  discussion  and  question  and 
answer  periods  will  follow  speeches  during 
the  three  half-day  sessions.  Registration 
fee  is  $25.  Cocktails,  dinner,  entertainment, 
a coffee  for  the  wives,  and  free  time  to 
investigate  colonial  Williamsburg  have  been 
scheduled.  Contact:  Dr.  Eugene  F.  Poutasse, 
Tidewater  Heart  Association,  523  Boush  St., 
Norfolk,  Va.  23510,  symposium  chairman. 

CURRENT  NATIONAL  MEETINGS 

AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE’S  21st  annual  scientific  as- 
sembly will  take  place  Sept.  29-Oct.  2 in 
Philadelphia.  The  50-topic  program  is 
structured  to  refresh  practicing  family 
doctors  professionally  and  to  help  prepare 
members  for  family  practice  certification. 
Clinical  seminar  courses,  patient-oriented 
clinical  demonstrations,  and  programmed 
instruction  courses  will  offer  a minimum 
of  17  hours  of  approved  postgraduate 
credit  to  academy  members  and  can  pro- 
vide as  much  as  9 additional  credit  hours. 
A broad  range  of  topics,  from  cancer  re- 
search, to  teenage  drug  abuse,  to  stroke 
rehabilitation,  will  be  covered.  Among  the 
speakers  will  be  Robert  H.  Finch,  Wash- 
ington, D.C.,  secretary  of  Health,  Educa- 
tion, and  Welfare;  Dr.  Maynard  Shapiro, 
Chicago,  academy  president ; and  Dr.  John 
Hubbard,  Philadelphia,  president  of  the 
National  Board  of  Medical  Examiners.  Mac 
F.  Cahal,  Volker  Blvd.  at  Brookside,  Kan- 
sas City,  Mo.  64112,  is  executive  director. 

AMERICAN  DIETETIC  ASSOCIATION 
will  host  representatives  from  60  countries 
at  its  52nd  annual  meeting,  held  jointly 
with  the  Fifth  International  Congress  of 
Dietetics,  Sept.  8-12  in  Washington,  D.C. 
With  the  theme,  “Dietetics  in  a Changing 
World,”  the  congress  will  appraise  the  role 
of  dietitians  and  nutritionists  in  meeting 


the  health  needs  of  tomorrow’s  world.  The 
international  assembly  will  present  research 
and  findings  of  world-wide  scope,  explor- 
ing anticipated  changes  in  food,  health, 
and  social  structures  in  the  world.  Topics 
to  be  discussed  in  depth  include  social  as- 
pects of  a changing  world,  nutritional  stat- 
us and  the  health  potential  of  our  world 
population,  and  food  science  in  the  world 
of  today  and  tomorrow.  Speeches  in  the 
major  sessions  will  be  translated  simul- 
taneously into  French,  German,  Spanish, 
and  English.  Headquarters  for  the  sessions 
and  exhibitions  will  be  The  Sheraton-Park 
Hotel.  Contact:  Demi  Costas,  American 
Dietetic  Association,  620  N.  Michigan  Ave., 
Chicago  60611. 

AMERICAN  MEDICAL  ASSOCIATION 
will  sponsor  its  29th  annual  Congress  on 
Occupational  Health  Sept.  15-16  at  Stouf- 
fer’s  Riverfront  Inn  in  St.  Louis.  Sym- 
posiums will  be  conducted  on  aviation  med- 
icine, agricultural  occupational  hazards, 
the  nurse’s  role  in  pre-placement  examina- 
tions, and  measurement  of  permanent  par- 
tial impairment  in  workmen’s  compensa- 
tion ; and  other  topics  will  be  covered  by 
individual  speakers.  The  congress  requires 
no  registration  fee  and  is  acceptable  for 
101/4  elective  hours  by  the  American  Acad- 
emy of  General  Practice.  Henry  F.  Howe, 
535  N.  Dearborn  St.,  Chicago  60610,  is 
director  of  the  department  of  occupational 
health. 

AMERICAN  MEDICAL  WRITERS  ASSO- 
CIATION’S 29th  annual  convention  is 
scheduled  Sept.  18-21  at  the  Sheraton  Hotel 
in  Philadelphia.  Workshops  will  be  held  on 
the  following  subjects : “Ecology  of  Pub- 
lishing,” “Rewriting  and  Making  it  Short- 
er,” “Responsibilities  in  New  Medical  De- 
velopments,” “Changing  the  Format  of 
Scientific  Meetings,”  “Problem-Solving  for 
Writers  and  Editors,”  “The  Birth  of  a 
Journal,”  “Medical  and  Hospital  Public 
Relations,”  and  “Writers*  Block  and  How 
to  Solve  It.”  Registration  fee,  excluding 
meals,  is  $10  for  members  and  $30  for  non- 
members. Tickets  are  $5  for  luncheon  ses- 
sions and  $10  for  the  Annual  Awards  din- 
ner and  dance.  W.  Wayne  Curtis,  420  Lex- 
ington Ave.,  Suite  417,  New  York  City 
10017,  is  association  executive  secretary. 

EIGHTH  INTERNATIONAL  CONGRESS 
OF  GERONTOLOGY  will  convene  Aug. 
24-29  at  the  Sheraton-Park  and  Shoreham 
hotels  in  Washington,  D.C.  Held  every 
three  years  in  one  of  the  29  member  coun- 
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Our  secret  formula  has  been  handed 
down  from  seneration  to  generation. 


The  Guernseys  know  it.  So 
do  the  Holsteins.  The  Jerseys. 
The  Brown  Swiss.  And  a few 
more  of  the  finest  families  of  the 
land.  They  know  the  secret.  But, 
they’re  not  telling. 

What  we  can  tell  you  is  that 
not  enough  people  know  about 
the  nutritional  benefits  of  real 
milk  and  the  other  dairy  foods. 

Sure,  most  mothers  know  milk 
is  good  for  children.  But  it 
shouldn’t  stop  there.  They  should 
know  that  dairy  foods  provide 
over  75%  of  the  calcium  in  the 
American  food  supply.  Calcium 
for  strong  bones  and  teeth. 

And,  too,  that  a balanced 
diet  of  meat,  breads  and  cereals, 
fruits  and  vegetables  and 
dairy  foods  is  essential  to 
everyday  health. 

Who’s  going  to  tell  people? 


We  hope  it’s  you.  Because 
as  a professional,  more  people 
will  listen  to  you. 

If  you  need  more  information, 
we  can  help.  We  have  complete 
materials  that  detail  milk’s  role 
in  nutrition. 

Mak  ing  the  mi  Ik  is  th  e cow’s 
business.  Making  milk  part  of 
man’s  diet,  that’s  where  you 
can  help. 


Milk  Sto,y 

Dairy  Council,  Inc. 
ion  N.  W.  Loop  410 
San  AnI-onio,  Texas  78213 

Name - - - 

Position . 

Address 

City 

State Zip 


When  vertigo  began,  her  life  took  a turn  for  the  worse. 
Either  she  spins  and  the  room  stands  still, 
or  the  other  way  around . . . and  around  and  around. 
Even  when  she  lies  down,  the  spinning 
continues.  Sometimes  there’s  nausea  and  vomiting,  too. 
It’s  just  one  thing  after  another. 

You  can  help  stop  the  spin 
_ with 

(MECLIZINE  HCI) 

Bonine  protects  most  patients  against  vertigo  and 
nausea  up  to  24  hours  with  a single  dose. 

Pleasant-tasting  Bonine  tablets  are  chewable  and 
can  be  taken  anytime,  anywhere, 
without  water.  In  difficult  cases,  multiple  daily  doses 
may  be  necessary  for  maximum  response. 


Precautions:  Although  the  incidence  of  drowsiness  and  atropine-like 
side  effects  such  as  dry  mouth  and  blurring  of  vision  is  low,  the  physi- 
cian should  alert  the  patient  to  the  need  for  due  precautions  when  en- 
gaging in  activities  where  alertness  is  mandatory.  Use  in  women  of 
childbearing  age:  In  weighing  potential  benefits  vs.  risk  in  women  of 
childbearing  age,  consider  the  fact  that  a review  of  available  animal 
data  reveals  that  meclizine  exerts  a teratogenic  response  in  the  rat.  In 
one  study  a dose  of  50  mg./ kg./ day  (50  times  the  maximum  recom- 
mended human  dose)  produced  cleft  palate  in  2 of  87  fetuses  when 
administered  to  the  rat  at  critical  times  during  the  first  15  days  of 
gestation.  At  doses  of  125  mg. /kg. /day,  meclizine  will  produce  100% 
incidence  of  cleft  palate  in  the  rat.  At  doses  of  25  mg./ kg./ day, 
decreased  calcification  of  the  vertebrae  and  relative  shortening  of  the 
limbs  were  also  produced  in  the  rat,  but  experts  disagree  as  to  whether 
this  is  a teratogenic  response.  While  available  clinical  data  are  incon- 
clusive, scientific  experts  are  of  the  opinion  that  this  drug  may  possess 
a potential  for  adverse  effects  on  the  human  fetus.  Consequently,  con- 
sideration should  be  given  to  initial  use  of  a nonphenothiazine  agent 
that  is  not  suspected  of  having  a teratogenic  potential.  In  any  case,  the 
dosage  and  duration  of  treatment  should  be  kept  to  a minimum. 
Supply:  25  mg.  scored  tablets. 

More  detailed  professional  information  available  on  request. 
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tries  of  the  International  Association  of 
Gerontology,  the  congress  brings  together 
outstanding  professionals  in  gerontology 
and  allied  fields  for  an  exchange  of  ideas 
and  knowledge  relating  to  the  studies  and 
problems  of  the  aged.  Symposia  and  other 
sessions  will  be  held  in  biology,  clinical 
medicine,  psychological  and  social  sciences, 
and  applied  social  research.  Two  plenary 
sessions  will  feature  biological,  psychologi- 
cal, and  social  theories  of  aging  and  cur- 
rent practice  in  gerontology.  Registration 
fee  is  $50.  This  year’s  congress  is  under 
the  direct  sponsorship  of  the  Gerontologi- 
cal Society  and  the  American  Geriatrics 
Society.  Contact : Secretariat,  Eighth  In- 
ternational Congress  of  Gerontology,  9650 
Rockville  Pike,  Bethesda,  Md.  20014. 


FOURTH  INTERNATIONAL  SYMPOSI- 
UM ON  COMPARATIVE  LEUKEMIA 
RESEARCH,  under  the  auspices  of  the 
World  Committee  for  Comparative  Leu- 
kemia Research,  will  be  held  in  the  United 
States  for  the  first  time  Sept.  21-25  at  the 
Cherry  Hill  Inn  in  Cherry  Hill,  N.J.  Sub- 
jects to  be  covered  include  comparative 
aspects  of  the  leukemias ; avian  leukosis : 
murine  leukosis ; bovine  leukosis  ; leukemia 
and  associated  disease  in  other  species ; 
feline,  canine,  and  porcine  leukosis ; and 
leukemia  in  man.  The  Leukemia  Society  of 
America,  Inc.,  and  the  Special  Virus  Can- 
cer Program  of  the  National  Cancer  In- 
stitute will  cosponsor  the  symposium.  Dr. 
Edward  P.  Larkin,  School  of  Veterinary 
Medicine,  University  of  Pennsylvania,  Ken- 
nett  Square,  R.D.  #1,  Pa.  19348,  is  com- 
mittee secretary. 


NEW  YORK  UNIVERSITY  SCHOOL  OF 
MEDICINE,  Department  of  Obstetrics  and 
Gynecology,  Division  of  Family  Planning, 
will  sponsor  a family  planning  seminar  on 
conception  control  Sept.  17-19  at  the  New 
York  University  Medical  Center  in  New 
York  City.  Designed  for  nurses,  midwives, 
social  workers,  health  educators,  and  other 
professionals  interested  in  and  involved  in 
family  planning,  the  seminar  will  cover 
general  concepts  of  ecology ; social,  eco- 
nomic, and  cultural  factors  in  conception 
control  and  population  dynamics ; anatomy 
and  physiology  of  reproduction ; contem- 
porary methodology  ; sex  education  ; infer- 
tility ; and  other  complementary  aspects  of 
conception  control.  Registration  fee  is  $5. 
The  course  is  free  to  family  planning 
clinic  personnel.  Contact:  NYU  Medical 
Center,  Dept.  OB/GYN,  Division  of  Family 
Planning,  650  First  Ave.,  New  York  City 
10016. 


20TH  INTERNATIONAL  TUBERCULO- 
SIS CONFERENCE  of  the  International 
Union  Against  Tuberculosis  will  take  place 
Sept.  2-6  at  the  Waldorf-Astoria  Hotel  in 
New  York  City.  Concerned  with  problems 
impeding  the  conquest  of  tuberculosis  in 
both  affluent  and  emerging  countries,  the 
conference  will  attempt  to  identify  priori- 
ties for  speeding  up  action  against  tuber- 
culosis whatever  the  stage  of  development 
of  a particular  area’s  control  program. 
Four  plenary  sessions  are  scheduled  to 
discuss  tuberculosis  in  the  world  today, 
personnel  requirements  in  the  modern  tu- 
berculosis control  program,  recent  control- 
led trials  of  chemotherapy,  and  the  lUAT 
mutual  assistance  program.  A series  of 
scientific  and  public  health  papers  which 
have  been  selected  on  the  basis  of  submit- 
ted abstracts  will  be  presented.  Dr.  James 
E.  Perkins.  National  Tuberculosis  and 
Respiratory  Disease  Association,  1740 
Broadway,  New  York  City  10019,  is  asso- 
ciation managing  director  and  lUAT  pres- 
ident. 


MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


ALSO  IN  AUGUST 

AMBHIICAN  CONGRESS  OF  REHABILITATION  MED- 
ICINE, Chicago,  Aug.  17-22,  1969.  Creston  C.  Herold,  SO 
N.  Michigan  Ave.,  Chicago  60602,  Exec.  Dir. 

AMERICAN  HOSPITAL  ASSOCIA’HON,  Chicago.  Aug. 
18-21,  1969.  Dr.  Edwin  L.  Crosby,  840  N.  Lake  Shore  Dr., 
Chicago  60611,  Exec.  Officer. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS. 
Houston,  Aug.  24-29,  1969.  Dr.  M.  H.  Crabb,  1612  Summit 
Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 


ALSO  IN  SEPTEMBER 

AMERICAN  SOCIETY  OF  CUNICAL  PATHOLOGISTS 
and  COLLEGE  OF  AMERICAN  PATHOLOGISTS,  Chi- 
cago, Sept.  14-20,  1969.  Albert  G.  Boeck,  Jr.,  446  Lake 
Shore  Dr.,  Chicago  60611,  Exec.  Dir. 

MEDICAL  SOCIETY  OF  ’THE  US  AND  MEXICO,  Albu- 
querque, Sept.  24-27,  1969.  Mrs.  Virginia  E.  Bryant,  333 
W.  Thomas  Rd.  #207,  Phoenix  86013. 

■ TEXAS  HEART  ASSOCIA'HON,  South  Central  United 
States  Scientific  Sessions  on  Cardiovascular  Diseases, 
Houston,  Sept.  25-27,  1969.  Jim  R.  Rose,  P.O.  Box  25041, 
Houston  77005,  Acting  Exec.  Dir. 

■ TEXAS  PEDIATRIC  SOCIE’TY,  Corpus  Christi,  Sept. 
26-27,  1969.  Dr.  P.  A.  Cato,  1016  E.  S2nd  St.,  Austin 
78705,  Sec. 

■ TEXAS  SOCIETY  OF  CHILD  PSYCHIATRY.  Hous- 
ton, Sept.  20-21,  1969.  Dr.  John  A.  Boston,  500  W.  15th, 
Austin  78701,  Sec.-Treas. 

■ TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES,  Austin,  Sept.  5-6,  1969.  Mrs.  Betty 
J.  Anderson,  1012  State  Office  Bldg.,  Austin  78701,  Exec. 
Sec. 


■ THE  UNIVERSITY  OF  TEXAS  SOUTHWESTERN 
MEDICAL  SCHOOL  AT  DALLAS  and  METHODIST 
HOSPITAL  OF  DALLAS,  Symposium  on  Myocardial  In- 
farction, Sept.  11-13,  1969.  Department  of  Postgraduate 
Education,  The  University  of  Texas  Southwestern  Medical 
School,  5323  Harry  Hines  Blvd.,  Dallas  75236. 


OCTOBER 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Chicago,  Oct.  12-17,  1969.  Dr.  C. 
M.  Kos,  16  Second  St.,  SW,  Rochester,  Minn.  65901,  Exec. 
Sec.-Treas. 

■ AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS. postgraduate  course.  Trauma  and  Disease  of  the 
Hand.  San  Antonio,  Oct.  22-25,  1969.  Dr.  Charles  A. 
Rockwood,  Jr.,  P.O.  Box  7190,  San  Antonio  78207,  Infor- 
mation Contact. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Chicago, 
October,  1969.  Dr.  Robert  G.  Frazier,  1801  Hinman  Ave., 
Evanston,  111.,  Exec.  Officer. 
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Trichomonads...  Monilia.. .Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem- 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives, braad-spectrum  antibiatics^’  and  prolonged  use  of  corticosteroids.^ 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  v/ith  AVC.’  ” 


Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/ cervicitis  and  vaginal  surgery. 


Eosy  as  AVC 

Contraindications;  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  opplicatorful  or  one  suppository  in- 
travaginally  once  or  twice  doily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicotor.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.!  Am.  J.  Med. 
40:807,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc,,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L.:  Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A,  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


AVC 


^DCAAA  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
'wKCMm  15.0%,  allantoin  2.0%) 

C|  IDD/^CITODICC  (aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
OUrr  I wixICO  ] .05  Gm.,  allantoin  0.014  Gm.) 


trademark : AVC 


AV-9I9A  7/69 


in  trauma 
new 

Orenzyme 

Bitabs  One  tablet  q.i.d. 

Trypsin:  100000  N.F.  Units,  Chymotrypsin:  8,000  N.F,  Units,;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 

DOUBLE  STRENDITH 


Proteolytic  enzyme  therapy 
specifically  indicated 
for  the  rapid  resolution  of 
inflammation  and  edema 
as  adjunctive  therapy 
in  accidental  and 
surgical  trauma. 

1 tablet  q.i.d. 
provides  recommended 
therapeutic  dose  at 
lower  cost. 


truuMisoosui 


Description:  ORENZYME  BITABS  offers  the  therapeutic  effects  of 
trypsin  in  on  oral  form  os  adjunctive  therapy  for  the  rapid  reso- 
lution of  inflammation  and  edema.  ORENZYME  BITABS  is  con- 
venient to  use,  promotes  patient  cooperation  and  is  ideally 
suited  lor  maintenance  therapy  following  parenteral  trypsin. 
Indications:  When  used  as  adjunctive  therapy  for  the  rapid  res- 
olution of  inflammation  and  edema,  good  results  have  been 
obtained  in: 

□ Accidental  Trauma 

□ Postoperative  Tissue  Reactions. 

Other  conventional  measures  of  treatment  should  be  used  os 
indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given  to 
patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemophilia, 
or  with  severe  hepatic  or  renal  disease.  Safe  use  in  pregnancy 
has  not  been  established. 


Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  manifesta- 
tions (rash,  urticaria,  itching),  gastrointestinal  upset  and  in- 
creased speed  of  dissolution  of  animal-origin  surgical  sutures. 
There  have  been  isolated  reports  of  anaphylactic  shock,  albu- 
minuria and  hematuria.  Increased  tendency  to  bleed  has  alsa 
been  reparted  but,  in  controlled  studies,  it  has  been  seen  with 
equal  incidence  in  placeba-treated  groups.  (See  Precautions.) 
It  is  recommended  that  if  side  effects  occur  medication  be 
discontinued. 

Dosage:  One  tablet  q.i.d. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 

TRADEMARK:  BITABS  U.S.  PATENT  NO.  3,004,893  4/69  0-821A 


MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


■ AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE.  Dallas,  Oct.  13-17,  1969.  Joseph  J.  Gar- 
vey, 4 E.  Clinton  St.,  Joliet,  111.,  60434,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  MEDICAL  ASSIST- 
ANTS, Honolulu,  Oct.  16-19,  1969.  Miss  Pauline  M. 
Hunter.  6662  N.  10th  St.,  Phoenix  86040,  Sec. 

AMERICAN  ASSOCIATION  OF  OPHTHALMOLOGY, 
Chicago,  Oct.  11-12,  1969.  Lawrence  A.  Zupan,  1100  17th 
St.  NW,  Washington,  D.C.  20036,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  Chi- 
cago, Oct.  29-Nov.  2,  1969.  Murray  Komfeld,  112  E. 
Chestnut  St..  Chicago  60611,  Exec.  Dir. 

■ AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Houston,  Oct.  19-22,  1969.  Daniel  Weiss,  33  W.  60th  St., 
New  York  City  10023,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  San  Francisco. 
Oct.  6-10,  1969.  Dr.  John  Paul  North,  66  E.  Erie  St., 
Chicago  60611,  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS.  San 
Francisco,  Oct.  26-29,  1969.  John  W.  Andes,  616  Busse 
Hwy.,  Park  Ridge,  HI.  60068,  Exec.  Sec. 

ASSOCIATION  OP  AMERICAN  MEDICAL  COLLEGES, 
Cincinnati,  Oct.  30-Nov.  3,  1969.  Dr.  John  A.  D.  Cooper, 
2630  Ridge  Ave.,  Evanston,  HI.  60201. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  Denver,  Oct.  9-11,  1969.  Frank  K.  Woolley, 
230  N.  Michigan  Ave.,  Suite  1000,  Chicago  60601,  Exec. 
Dir. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS, Quebec,  Canada,  Oct.  16-17,  1969.  Dr.  Arthur 
E.  Brown,  601  Boylston  St.,  Boston  02117,  Sec.-Treas. 

COLORADO  HEART  ASSOCIATION,  16th  Western  Car- 
diac Conference,  Denver,  Oct.  22-24,  1969.  Colorado  Heart 
Association,  1375  Delaware  St.,  Denver  80204. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN  AND  ADULTS  OF  TEXAS.  Dallas,  Oct.  17-18, 
1969.  William  E.  Russell,  4429  N.  Central  Expressway, 
Dallas  76206,  Exec.  Dir. 

■ INSTRUMENT  SOCIETY  OF  AMERICA,  Houston, 
Oct.  27-30,  1969.  Jerry  Graham,  Public  Relations  Dept., 
630  William  Penn  Place,  Pittsburgh  15219,  Information 
Contact. 

OKLAHOMA  CITY  CLINICAL  CONFERENCE,  Okla- 
homa City,  Oct.  27-29,  1969.  Mrs.  Alma  O’Donnell,  2809 
NW  Expressway,  Oklahoma  City  73112,  Exec.  Sec. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lub- 
bock, Oct.  11,  1969.  Mrs.  Carlie  Umphrea,  Box  3276,  Am- 
arillo 76106,  Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIA'nON,  Asheville, 
N.C..  Oct.  6-7,  1969.  Dr.  Nat  T.  Winston,  Jr.,  300  Cor- 
deU  HuU  Bldg.,  436  Sixth  Ave.  N.,  Nashville,  Tenn.  37219. 


■ TEXAS  ACADEMY  OF  GENERAL  PRACTICE,  San 
Antonio,  Oct.  12-16,  1969.  Donald  C.  Jackson,  1906  N. 
Lamar  Blvd.,  Austin  78705,  Exec.  Sec. 

■ TEXAS  ASSOCIATION  FOR  MENTAL  HEALTH, 
Dallas,  Oct.  15-18,  1969.  Fred  Bell,  107  Lantern  Lane, 
Austin  78731,  Exec.  Officer. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  Austin,  Oct. 
4-5,  1969.  Dr.  Coleman  Jacobson,  3707  Gaston  Ave.,  Dallas 
75246,  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION.  TEXAS  STATE 
DEPARTMENT  OF  HEALTH,  THE  UNIVERSITY  OF 
TEXAS  AT  AUSTIN,  CONFERENCE  ON  HEALTH  AS- 
PECTS OF  AIR  POLLUTION,  Austin,  Oct.  3.  1969.  Dr. 
Patrick  R.  Atkins  (PhD),  College  of  Engineering,  The 
University  of  Texas  at  Austin,  Austin  78712,  Program 
Chairman. 

■ TEXAS  MEDICAL  ASSOCIATION,  Conference  on  Pub- 
lic Affairs  and  Public  Relations.  Austin.  Oct.  4,  1969. 

C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin  78701, 
Exec.  Sec. 

■ TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  Salado,  Tex.,  October,  1969.  Dr.  James 
Caldwell,  3500  Gaston  Ave.,  Dallas  75210,  Sec. 

■ TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES,  Examinations,  Austin,  Oct.  6-7,  1969. 
Mrs.  Betty  J.  Anderson,  1012  State  Office  Bldg.,  Austin 
78701,  Exec.  Sec. 

NOVEMBER 

■ AMERICAN  ASSOCIATION  OF  BLOOD  BANKS, 
Houston,  Nov.  16-20,  1969.  Miss  Lois  J.  James,  Suite 
1322,  30  N.  Michigan,  Chicago  60602,  Exec.  Officer, 

AMERICAN  ASSOCIATION  FOR  INHALATION  THER- 
APY, Kansas  City,  Mo.,  Nov.  15-19,  1969.  Mark  T.  Bow- 
ers, 4075  Main  St.,  Riverside,  Calif.  92601,  Elxec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City, 
Nov.  6-8,  1969.  Lane  W.  Adams,  219  E.  42nd  St.,  New 
York  City  10021,  Exec.  Vice  Pres. 

■ AMERICAN  HEART  ASSOCIATTON.  Dallas,  Nov. 
13-16,  1969.  Dr.  James  M.  Hundley,  44  E.  23rd  St.,  New 
York  10010.  Exec.  Dir. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION,  INC., 
Cincinnati.  Nov.  6-8,  1969.  Mrs.  Gertrude  F.  Conroy, 
1740  Broadway,  New  York  10019,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  Phila- 
delphia, Nov.  10-14,  1969.  Dr.  Berwyn  F.  Mattison,  1740 
Broadway,  New  York  City  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  Chicago.  Nov. 
6-8,  1969.  Dr.  Warren  R.  Lang,  7112  Lincoln  Dr.,  Phila- 
delphia 19119,  Exec.  Sec.-Treas. 

ASSOCIATION  OF  MILITARY  SURGEONS,  Washing- 
ton, D.C.,  Nov.  16-19,  1969.  Brig.  Gen.  Frank  E.  Wilson, 
1600  Massachusetts  Ave.  NW,  Suite  132,  Washington 

D. C.  20006,  Exec.  Sec. 

■ FLYING  PHYSICIANS  ASSOCIATION.  TEXAS 
CHAPTER,  Houston,  Nov.  3-5,  1969.  Dr.  James  R.  Old, 
3165  Stagg  Dr.,  Beaumont  77701,  Sec. 
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INSTITUTE  OF  MEDICINE  OF  CHICAGO,  workshop 
for  physicians  and  other  health  leaders,  Chicago,  Nov. 
21-22,  1969.  Dr.  Walter  S.  Priest,  332  S.  Michigan  Ave., 
Chicago  60604,  Exec.  Dir. 

MOUND  PARK  HOSPITAL  FOUNDATION,  INC.,  Post- 
graduate Conference,  ‘‘Today’s  Hospital  Problems ; An 
Interdisciplinary  Approach,”  St.  Petersburg,  Fla.,  Nov. 
12-15,  1969.  Dr.  M.  A.  Barton,  Mound  Park  Hospital 
Foundation,  Inc.,  St.  Petersburg,  Fla.  33701,  Pres. 

NATIONAL  EASTER  SEAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS,  Columbus,  Ohio,  Nov.  19-22, 
1969.  Miss  Catharine  Bauer,  2023  W.  Ogden  Ave.,  Chi- 
cago 60612,  Public  Relations  Dir. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA. 
Chicago,  Nov.  30-Dec.  5,  1969.  Dr.  Reynold  F.  Brown. 
433  California  St.,  San  Francisco  94104,  Chm.  Bd.  of 
Directors. 

SOUTHERN  MEDICAL  ASSOCIATION.  Atlanta,  Ga.. 
Nov.  10-13,  1969.  Robert  F.  Butts.  2601  Highland  Ave., 
Birmingham,  Ala.  35205,  Exec.  Dir. 

■ TEXAS  NURSING  HOME  ASSOCIATION,  Houston. 
Nov.  5-7,  1969.  Sid  Rich,  6225  Hwy.  290-E.,  Austin 
78723,  Exec.  Dir. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  Bal  Har- 
bour, Fla..  Dec.  6-11,  1969.  Mrs.  Dorothy  Compton,  2250 
NW  Flanders,  Portland,  Ore.  97210,  Exec.  Sec. 

AMERICAN  RHEUMATISM  ASSOCIATION,  Tucson, 
Ariz.,  Dec.  5-6,  1969.  Margaret  M.  Walsh,  1212  Avenue 
of  the  Americas,  New  York  10036,  Exec.  Sec. 

INTERNATIONAL  UNION  OF  AIR  POLLUTION  PRE- 
VENTION ASSOCIATIONS,  Second  International  Clean 
Air  Congress,  Washington,  D.C.,  Dec.  6-11,  1970.  Arnold 
Arch.  Air  Pollution  Control  Association.  4400  Fifth  Ave., 
Pittsburgh  15213,  Exec.  Sec. 

■ PRIVATE  CLINICS  AND  HOSPITALS  ASSOCIA- 
TION OF  TEXAS,  Dallas,  Dec.  4-5,  1969.  Mrs.  Patty 
Pettigrew,  Kaufman.  Tex.  75142,  Sec. 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va.,  December,  1969.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center,  Durham,  N.C.  27706.  Sec. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE, 
Houston,  Dec.  6,  1969.  Dr.  O.  R.  HoUan,  703  Nix  Pro- 
fessional Bldg.,  San  Antonio  78205,  Sec. 

■ TEXAS  DIVISION.  INC.,  AMERICAN  CANCER  SO- 
CIETY. Austin,  Dec.  10-11,  1969.  Curt  W.  Reimann,  6014 
Bull  Creek  Rd.,  Austin  78731,  Flxec.  Vice  Pres. 

■ TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, Fort  Worth,  Dec.  5-6,  1969.  Dr. 

James  H.  Scruggs,  2223  Austin  Ave.,  Waco  76701,  Sec. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Fort  Worth,  Dec.  8-10,  1969.  Dr.  M.  H.  Crabb,  1612  Sum- 
mit Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 


JANUARY 

AMERICAN  ACADEMY  OF  ORTHOPAFDIC  SUR- 
GEONS, Chicago,  Jan.  17-22,  1970.  John  K.  Hart,  430  N. 
Michigan  Ave.,  Chicago  60611,  Exec.  Sec. 

■ FIFTH  DISTRICT  MEDICAL  SOCIETY,  San  Antonio, 
Jan.  28.  1970.  S.  E.  Cockrell,  202  W.  French  PL,  San 
Antonio  78212,  Flxec.  Officer. 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS,  San  Antonio,  Jan.  26-28,  1970. 
S.  E.  Cockrell.  Jr.,  202  W.  FYcnch  PL,  San  Antonio 
78212,  Exec.  Dir. 

SOCIETY  FOR  CRYOSURGERY,  Hollywood,  Fla.,  Jan. 
4-9,  1970.  Dr.  John  G.  Bellows.  30  N.  Michigan  Ave., 
Chicago  60602,  Sec. 

■ SOUTHERN  PROFESSORS  OF  PSYCHIATRY,  Dallas, 
January,  1970.  Dr.  Robert  Stubblefield,  6323  Harry  Hines 
Blvd.,  Dallas  75236,  Chm. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan.  17, 
1970.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Galveston,  Jan. 
30-31,  1970.  Dr.  Herman  C.  Sehested,  100  Medical  Tower, 
1550  W.  Rosedale,  Fort  Worth  76104,  Sec. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC.,  San 
Antonio,  Jan.  24-25,  1970.  Dr.  Jack  L.  Smith,  3155  Stagg 
Dr.,  Beaumont  77701,  Sec. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  Fort  Worth,  January,  1970.  Wally  Christensen, 
1010  Lavaca,  Austin  78701,  Exec.  Officer. 


FEBRUARY 

AMERICAN  ACADEMY  OF  ALLERGY,  New  Orleans, 
Feb.  14-18,  1970.  James  O.  Kelley,  756  N.  Milwaukee  St., 
Milwaukee,  Wis.  53202,  Exec.  Sec. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC.,  Atlanta,  Ga.,  Feb.  9-10,  1970.  Dr.  Simon 
Fredericks,  1103  Medical  Towers,  Houston  77025,  Sec. 

■ SOUTHWESTERN  MEDICAL  ASSOCIATION,  El 
Paso,  Feb.  12-14,  1970.  Bob  Reid,  723  Mills  Bldg.,  El 
Paso  79902,  Exec.  Sec. 

■ TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Austin, 
Feb.  22-25,  1970.  Joseph  N.  Murphy,  Jr.,  Box  5192,  Aus- 
tin 78703,  Exec.  Officer. 


MARCH 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Chicago, 
March  31-April  3,  1970.  Dr.  Russell  T.  Woodbume  (PhD), 
Department  of  Anatomy,  The  University  of  Michigan, 
East  Medical  Building,  Ann  Arbor,  Mich.  48104,  Sec.- 
Treas. 

AMERICAN  COLLEGE  OF  ALLERGISTS,  Bal  Harbour, 
Miami  Beach,  Fla.,  March  15-19,  1970.  Eloi  Bauers,  2100 
Dain  Tower,  Minneapolis,  Minn.  65402,  Exec.  Vice  Presi- 
dent and  Counsel. 
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MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


■ AMERICAN  COLLEGE  OF  RADIOLOGY,  Dallas, 
March  3-4,  1970.  William  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Boca 
Raton,  Fla.,  March  19-24,  1970.  Dr.  Charles  Barrett  Ken- 
nedy, 1542  Tulane  Ave.,  New  Orleans  70115,  Exec.  Sec. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  16-18,  1970.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75201,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLE, 
New  Orleans,  March  2-5,  1970.  Mrs.  Irma  B.  Sherwood, 
1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

■ NINTH  DISTRICT  MEDICAL  SOCIETY,  Pasadena, 
Tex.,  March  19,  1970.  Dr.  William  H.  Bridges,  1105  Deck- 
er Dr.,  Baytown,  Tex.  77520,  Sec. 

■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Houston,  March  11,  1970.  Mrs.  Elsie  Howard, 
2109  Commerce  St.,  Dallas  75201,  Exec.  Sec. 

SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDI- 
CINE, Oklahoma  City,  March  13-16,  1970.  Dr.  Herbert  C. 
Allen,  Jr.,  100  Hermann  Professional  Bldg.,  Houston 
77025,  Sec. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & 
GYNECOLOGISTS,  Houston,  March  6-7,  1970.  Dr.  J.  L. 
Jinkins,  Jr.,  200  University  Blvd.,  Suite  921,  Galveston 
77550,  Sec. 


APRIL 

AEROSPACE  MEDICAL  ASSOCIATION,  St.  Louis,  Mo., 
April  27-30,  1970.  Dr.  Merrill  H.  Goodman,  Washington 
National  Airport,  Washington,  D.C.,  Exec.  Vice  Pres, 
and  Sec. 

AMERICAN  ACADEMY  OF  NEUROLOGY,  Miami 
Beach,  Fla.,  April  27-May  2,  1970.  Stanley  A.  Nelson, 
4006  W.  65th  St.,  Minneapolis  65435,  Exec.  Officer. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Washington,  D.C.,  April  6-8,  1970.  Miss  Ada 
Hanvey,  7710  Carondelet  Ave.,  St.  Louis,  Mo.  63105,  Exec. 
Officer. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  New  York  City,  AprU  12-18,  1970. 
Dr.  Michael  Newton,  79  W.  Monroe  St.,  Chicago  60603, 
Exec.  Officer. 

AMERICAN  PEDIATRIC  SOCIETY,  AUantic  City,  N.J., 
April  29-May  2,  1970.  Dr.  Charles  D.  Cook,  333  Cedar  St., 
New  Haven,  Conn.  06510,  Exec.  Sec. 

■ EIGHTH  DISTRICT  MEDICAL  SOCIETY,  Lake  Jack- 
son,  Tex.,  April,  1970.  Dr.  Clinton  E.  Woodson,  2100  N. 
Pulton  St.,  Wharton,  Tex.  77488,  Sec. 

INDUSTRIAL  MEDICAL  ASSOCIATION,  Chicago,  April 
12-16,  1970.  Howard  N.  Schulz,  65  E.  Washington,  Chi- 
cago 60602,  Exec.  Dir. 

■ SOUTHWESTERN  SURGICAL  CONGRESS,  Dallas, 
April  20-23,  1970.  Dr.  Jack  A.  Barney,  301  Pasteur  Bldg., 
Oklahoma  City  73103,  Sec.-Treas. 


■ TEXAS  DENTAL  ASSOCIATION,  Fort  Worth,  April 
26-29,  1970.  Bill  B.  Howard,  3707  Gaston  Ave.,  Dallas 
75246,  Exec.  Sec. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION, 
Dallas,  April,  1970.  Dr.  Carolyn  K.  Veatch,  4837  Merri- 
mac.  Corpus  Christ!  78415,  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  Annual  Session, 
Dallas,  April  30-May  3,  1970.  C.  Lincoln  Williston,  1801 
N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

■ TEXAS  PROCTOLOGIC  SOCIETY,  Dallas,  April,  1970. 
Dr.  James  M.  Hampton,  448  Hermann  Professional  Bldg., 
Houston  77025,  Sec.-Treas. 

■ 13TH  DISTRICT  MEDICAL  SOCIETY,  Wichita  Falls, 
Tex.,  April  11,  1970.  Dr.  William  H.  Neil,  800  Fifth  Ave., 
Fort  Worth  76104,  Sec. 


MAY 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER,  May  16,  1970.  Dr.  Ernest  Poulos, 
6140  Sherry  Lane,  Dallas  75225,  Sec.-Treas. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  San  Fran- 
cisco, May  11-15,  1970.  Dr.  Walter  E.  Barton,  1700  18th 
St.  NW.,  Washington,  D.C.  20009,  Exec.  Officer. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION,  TEXAS 
DISTRICT  BRANCH,  Dallas,  May.  1970.  Mrs.  Iris  Wen- 
zel, 1801  N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION,  Philadel- 
phia, May  11-14,  1970.  Richard  J.  Hannigan,  1120  N. 
Charles  St.,  Baltimore,  Exec.  Officer. 

■ CONFERENCE  OF  CITY  AND  COUNTY  HEALTH 
OFFICERS,  Dallas,  May,  1970.  Dr.  J.  E.  Peavy,  1100  W. 
49th  St.,  Austin  78756,  Texas  State  Commissioner  of 
Health. 

■ INTERNATIONAL  CANCER  CONGRESS,  Houston, 
May  22-29,  1970.  Dr.  Murray  M.  Copeland,  Office  of  the 
Secretariat,  Tenth  International  Cancer  Congress,  P.O. 
Box  20465  Astrodome  Station,  Houston  77026,  Secretary- 
General. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  Dallas,  May  2, 
1970.  Dr.  C.  F.  MUler,  Box  1338,  Waco  76703,  Sec. 

■ TEXAS  HOSPITAL  ASSOCIATION.  Houston,  May 
17-20,  1970.  O.  Bay  Hurst,  P.  O.  Box  4553,  Austin  78751, 
Exec.  Vice  Pres. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  Dal- 
las, May  1,  1970.  Dr.  John  C.  Kuppinger,  1515  Ed  Carey 
Dr.,  Harlingen  78550,  Sec. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION,  Dallas, 
May  2,  1970.  Dr.  John  J.  Hinchey,  lA  Medical  Profes- 
sional Bldg.,  San  Antonio  78212,  Exec.  Officer. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION, 
Dallas,  May,  1970.  Dr.  James  L.  Baldwin,  712  N.  Wash- 
ington, Dallas  75246,  Sec. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  Dallas, 
May  2,  1970.  Dr.  E.  Frank  Dunton,  3434  Swiss  Ave.. 
Suite  104,  Dallas  76204,  Sec. 
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The  Francis  name. 

Our  claim  to  fame. 

The  C.  B.  Francis 
health  care  story 
has  few  parallels. 
Since  1957,  when 
the  dynamic  young 
executive  left  a 
thriving  insurance 
business  to  enter  the  medical  care  pro- 
fession, he  has  had  much  to  do  with 
the  introduction  of  modern,  business- 
like methods  and  techniques.  First, 
Francis  determined  that  his  facilities 
should  offer  hope  and  recreation,  and 
that  patients,  no  matter  what  their 
ages,  can  recuperate  to  some  degree. 
Thus,  the  insistence  on  round-the- 


clock  registered  nurses,  cleanliness, 
cheerful  environments,  and  the  estab- 
lishment of  “convalescent"  centers, 
not  "nursing"  homes.  He  has  served 
as  president  of  the  Texas  association, 
and  vice  president  of  the  national 
organization  in  the  convalescent 
field.  And  now,  C.  B.  Francis  is  blaz- 
ing a new  trail:  The  Francis  Hospitel, 
a private  hospital  to  meet  the  chal- 
lenge of  rising  costs  and  crowded 
conditions.  And  Francis  Convalescent 
Centers  continue  to  grow,  and  ex- 
pand, because  people  have  confi- 
dence in  the  Francis  name,  our 
claim  to  fame. 


fr^ncisT 

HOSPiTELS 

INCORPORATED 


FR^CIsf^ 

I CONVALESCENT 
CENTERS 


FRANCIS  HOSPITELS — WACO:  Francis  Hospitel,  2501  Maple  Avenue,  Ph.  752-0311  FRANCIS  CONVALESCENT 
CENTERS — AUSTIN:  Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Cen- 
ter, 1000  6th  Avenue,  Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph. 
853-9981;  LONGVIEW:  Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor,  616 
West  Russell,  Ph.  732-5181  FRANCIS  MANAGEMENT — PORT  ARTHUR:  The  Golden  Triangle  Convalescent  Center, 
3900  Highway  365,  Ph.  727-1651. 


Home  office:  2303  W.  North  Loop,  Austin,  Ph.  454-2725.  C.  B.  Francis,  President. 
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BOOKS  ON  CANCER  RECOMMENCED  FOR  PHYSICIAN,  LAYMAN 


Cancer,  A Manual  for  Practitioners, 
ed.  4,  T.  W.  Botsford,  ed.,  408 
pp.,  Boston,  American  Cancer  So- 
ciety, Massachusetts  Division, 
1968,  $3. 

PREPARED  for  the  American  Cancer 
Society,  Massachusetts  Division,  this 
is  the  fourth  edition  of  a small,  easy- 
to-read  manual  on  cancer.  Each  of 
the  46  chapters  is  written  in  a con- 
cise and  uncomplicated  manner. 

With  the  exception  of  11  chapters 
dealing  with  general  problems  in 
cancer,  from  epidemiology  to  the 
role  of  the  dentist  in  cancer  con- 
trol, each  chapter  is  a short  mono- 
graph on  malignancy  in  various  or- 
gan systems.  Coverage  of  each  sub- 
ject varies  considerably,  depending 
on  the  contributor.  For  example,  the 
chapter  on  breast  cancer  includes 
mention  of  all  of  the  commonly  ac- 
cepted general  therapeutic  regimens. 
On  the  other  hand,  the  therapeutic 
program  for  carcinoma  of  the  thy- 
roid, about  which  there  is  much 
room  for  reasonable  controversy,  is 
presented  as  one  man’s  personal 
and  rather  dogmatic  approach. 

Because  it  is  so  easy  to  read,  this 
book  makes  an  excellent  manual  for 
a lay  person  interested  in  cancer.  To 
the  serious  student  and  to  the  prac- 
titioner of  medicine,  the  manual 
goes  down  as  pleasantly  as  a Chi- 
nese dinner,  but,  like  that  dinner, 
leaves  one  hungry  immediately  after- 
ward. 

KENNETH  R.  T.  TYSON,  M.D., 
Galveston. 

What  You  Can  Do  About  Cancer,  Jo- 
seph C.  Maroon,  194  pp.,  illus.. 
Garden  City,  N.Y.,  Doubleday  & 
Co.,  Inc.,  1969,  $5.95. 

WRITTEN  for  the  lay  reader,  this 
short  book  attempts  to  further  dis- 
seminate understanding  of  cancer. 
Its  purpose  is  to  facilitate  the  proper 
diagnosis  and  management  of  can- 
cer by  cautioning  against  delay  in 
seeking  medical  aid.  Following  a gen- 
eral chapter  on  malignant  diseases 
are  detailed  chapters  on  the  more 
common  sites  of  carcinoma.  Case 
histories,  as  well  as  series  of  ques- 
tions and  answers,  are  included.  The 


final  chapter  warns  of  the  dangers 
of  quackery. 

The  author  draws  freely  from  the 
publications  of  the  American  Cancer 
Society,  and  his  goal  is  the  same  as 
the  goal  of  that  organization. 

JOHN  THOMAS,  M.D., 
Austin. 

Cancer  of  the  Head  and  Neck,  Wil- 
liam S.  MacComb  and  Gilbert  H. 
Fletcher,  598  pp.,  illus.,  Baltimore, 
The  Williams  & Wilkins  Co.,  1967, 
$28.50. 

ONE  COULD  WRITE  a review  on  each 
of  the  22  sections  of  this  volume. 
Sections  deal  with  skin,  melanoma, 
intra-oral  cavity,  nasopharynx,  oro- 
pharynx, hypopharynx  and  cervical 
esophagus,  larynx,  thyroid,  para- 
nasal sinuses,  salivary  glands,  orbit, 
external  auditory  canal,  middle  ear 
and  mastoid,  pediatric  tumors,  and 
Hodgkin’s  disease.  Other  subjects, 
such  as  anesthesia  problems,  max- 
illofacial prostheses,  regional  chemo- 
therapy, and  medical  and  terminal 
care  of  the  cancer  patient. 

Subjects  are  dealt  with  compre- 
hensively. Data  include  incidence 
rates,  mortality  rates,  age,  sex,  di- 
agnosis, and  management.  Surgery, 
radiotherapy  (interstitial  and  exter- 
nal), chemotherapy,  and  well-round- 
ed medical  care  are  allotted  space 
according  to  the  importance  of  each. 
The  use  of  plastic  surgery  and  pros- 
theses to  make  cancer  patients’ 
lives  more  liveable  is  properly  pre- 
sented. Also,  the  liberal  use  of  fine 
photographs  and  excellent  anatomi- 
cal illustrations  depicting  the  anat- 
omy of  cancerous  areas,  including 
blood  and  lymphatic  supply  and 
drainage,  are  commendable.  Individ- 
ual and  combined  treatment  meth- 
ods are  frankly  discussed.  The  radi- 
ation dosages  given  with  illustra- 
tions of  obtained  results  provide  an 
invaluable  reference  aid  for  those 
engaged  in  the  treatment  of  cancer 
of  the  head  and  neck. 

Three  dozen  M.  D.  Anderson  Hos- 
pital contributors  certainly  deserve 
credit  for  the  excellence  of  their 
presentations. 

JOE  C.  RUDE,  M.D., 
Austin. 


The  Proliferation  and  Spread  of  Neo- 
plastic Cells,  A Collection  of  Pa- 
pers Presented  at  the  Twenty-first 
Annual  Symposium  on  Fundamen- 
tal Cancer  Research,  1967,  The 
University  of  Texas  M.  D.  Ander- 
son Hospital  and  Tumor  Institute 
at  Houston,  794  pp.,  illus.,  Balti- 
more, The  Williams  & Wilkins  Co., 
1968,  $17. 

PARTICIPANTS  in  this  symposium 
discuss  information  concerning  the 
mechanism  of  the  growth  and  spread 
of  malignant  cells  in  man  and  ani- 
mals. Papers  on  the  clinical  and  ex- 
perimental growth  and  kinetics  of 
both  normal  and  neoplastic  cells  are 
presented.  These  papers  are  com- 
prehensive and  well-illustrated,  and 
they  reflect  current  trends  in  cellular 
kinetics  research. 

MEMORIAL  LIBRARY  STAFF. 

Carcinogenesis:  A Broad  Critique,  A 
Collection  of  Papers  Presented  at 
the  Twentieth  Annual  Symposium 
on  Fundamental  Cancer  Research, 
1966,  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tu- 
mor Institute,  Houston,  774  pp., 
illus.,  charts,  Baltimore,  The  Wil- 
liams and  Wilkins  Co.,  1967,  $16. 

A MONOGRAPH,  this  publication  in- 
cludes a formidable  list  of  contribu- 
tors engaged  in  cancer  research; 
most  are  from  the  United  States, 
but  some  are  from  abroad.  The 
symposium  takes  a broad  look  at 
the  problem  of  human  carcinogene- 
sis from  multiple  approaches.  Book 
divisions  include  lymphomas  and 
leukemia,  carcinogenesis  in  mam- 
mary tissues,  carcinogenesis  in  the 
liver,  differentiation  and  transforma- 
tion of  cultured  animal  cells  to  neo- 
plastic states,  and  the  general  status 
of  chemical  and  physical  agents  in 
carcinogenesis. 

A very  excellent  review  by  experts, 
the  book  presents  the  massive 
amount  of  cancer  research  being 
done.  Subjects  included  are  viral 
factors  in  mammary  tumorigenesis, 
form  of  leukemia  as  immunopro- 
liferative  disorders,  cell  cultures  and 
transformations,  and  chemical  and 
physical  agents  in  carcinogenesis. 
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Although  much  of  the  material  is 
technical  and  suited  to  the  research 
oriented  reader,  the  book  contains 
significant  amounts  of  information 
interesting  to  those  who  wish  to 
acquaint  themselves  with  the  cancer 
research  going  on.  The  book  will  cer- 
tainly be  valuable  to  medical 
schools,  hospital  libraries,  tumor 
clinics,  college  science  departments, 
and  possibly  in  high  school  science 
departments. 

MARTHA  MADSEN,  M.D., 
Midland. 


Decision  Making  in  National  Science 
Policy,  Ciba  Foundation  and  Sci- 
ence of  Science  Foundation  Sym- 
posium, Anthony  de  Reuck,  Mau- 
rice Goldsmith,  and  Julie  Knight 
(eds.),  310  pp.,  Boston,  Little, 
Brown  and  Co.,  1968,  $12. 

SIXTEEN  scientists,  science  admin- 
istrators, economists,  and  sociolo- 
gists participated  in  a symposium 
sponsored  in  April,  1967,  by  the 
Ciba  Foundation  and  the  Science  of 
Science  Foundation.  Symposium 
members  represent  the  US,  Great 
Britain,  France,  Germany,  Switzer- 
land, USSR,  Germany,  Holland, 
Czechoslovakia,  India,  Sweden,  Is- 
rael, Argentina,  and  Hungary.  Their 
reports  fill  this  book. 

Science  as  discussed  here  is  syn- 
onymous with  scientific  research. 

The  symposium  is  divided  into 
two  sections:  one  on  evaluation  of 
research  productivity  and  the  other 
outlining  national  science  policy  in 
tho  various  countries  represented. 
The  participants  agree  that  no  real- 
ly good  guides  are  available  on 
how  much  money  a government 
should  spend  on  what  kind  of  sci- 
ence and  that  the  biggest  diffi- 
culty in  this  decision  is  the  limited 
availability  of  scientists  with  some 
knowledge  of  all  scientific  fields  and 
who  are  willing  to  advise  a govern- 
ment on  which  field  needs  more 
support  and  which  needs  less.  W.  D. 
Carey,  US  Bureau  of  the  Budget, 
states  that  the  US  need  is  particu- 
larly great  in  this  area  because 
available  government  money  for  re- 
search is  now  tight  and  much  more 
choice  in  support  of  recipients  is 
necessary  than  previously. 

Several  participants  show  that 
getting  a product  from  the  research 
stage  to  the  market  costs  about 
nine  times  as  much  as  the  research 


itself.  Also,  counteracting  by-prod- 
ucts of  inventions,  such  as  automo- 
bile-caused smog,  may  carry  incal- 
culable costs.  And  while  some  re- 
search is  very  expensive,  some  is 
not. 

This  book  is  valuable  to  scientists 
and  others  who  are  actively  involved 
in  evaluating  how  much  support 
should  be  given  to  what  kind  of  re- 
search. Relatively  little  discussion  of 
medical  research  is  included,  and 
parts  of  the  report  are  not  easy  to 
read.  Anyone  short  on  time  would 
learn  more  about  present  problems 
of  US  research  by  reading  pertinent 
articles  in  Science  and  Forbes  maga- 
zines. 

WALTER  K.  LONG,  M.D., 
Austin. 


Rehabilitation  and  Medicine,  Sidney 
Licht,  ed.,  823  pp.,  illus..  New 
Haven,  Conn.,  Elizabeth  Licht, 
1968,  $18. 

ALTHOUGH  prescribed  by  a physi- 
cian, the  rehabilitation  program  is 
usually  executed  by  professional 
workers,  many  of  whom  are  thera- 
pists. But  this  book  is  not  intended 
for  therapists.  Instead  it  is  intended 
for  the  physician  whose  patient  re- 
ceives physical  and  related  thera- 
pies; for  such  a physician  requires 
a knowledge  of  each  therapy  in  or- 
der to  prescribe  intelligently. 

The  first  part  of  the  book  defines 
and  describes  physical,  occupational, 
and  speech  therapy,  including  indi- 
cations and  methods  of  each.  Simi- 


“Medical  school  isn’t  difficult  if  you 
keep  your  nose  to  the  grindstone, 
shoulder  to  the  wheel  and  your  eye 
on  the  ball  . . . then  you  can  get  a job 
as  a contortionist!" 


larly  covered  are  the  fields  of  reha- 
bilitation nursing,  social  work,  psy- 
chology, and  vocational  rehabilita- 
tion. 

The  discussion  of  spinal  cord  in- 
jury is  virtually  book-length  and  all- 
inclusive.  Chapters  on  muscular  dys- 
trophy, amputations,  arthritis,  hemi- 
plegia, parkinsonism,  and  peripheral 
nerve  disorders  are  included.  The 
book  also  contains  much  useful  in- 
formation about  the  management  of 
cerebral  palsy  and  multiple  sclero- 
sis. The  author  discusses  the  ra- 
tionale of  theoretical  and  practical 
cardiopulmonary  disease  manage- 
ment and  outlines  programs  appli- 
cable to  all  suitable  patients.  Dis- 
cussion in  other  chapters  covers  the 
newly  blind,  the  hard-of-hearing,  and 
the  mentally  ill. 

MEMORIAL  LIBRARY  STAFF. 

Black  Market  Medicine,  Margaret 
Kreig,  309  pp..  New  York,  Ban- 
tam Books,  Inc.,  1968,  95  cents. 

PRESENTING  FACTS,  this  book  is 
based  on  the  author’s  firsthand  ob- 
servations of  undercover  investiga- 
tions conducted  by  US  Food  and 
Drug  Administration  (FDA)  inspec- 
tors. 

Margaret  Kreig  is  the  first  writer 
not  employed  by  FDA  to  participate 
in  undercover  operations  and  to 
have  access  to  many  records.  The 
idea  for  this  book  originated  with 
the  author.  Her  viewpoint  and  con- 
clusions are  her  own.  As  a condi- 
tion of  FDA’s  cooperation,  only  two 
restrictions  were  placed  on  her  com- 
pleted manuscript:  that  it  be  tech- 
nically accurate  and  that  it  be  writ- 
ten, insofar  as  possible,  so  that 
lives  and  pending  cases  would  not 
be  jeopardized.  The  events  in  this 
book  are  so  contemporary  that  ac- 
tual names,  locations,  and  other 
identifying  characteristics  were  not 
used. 

MEMORIAL  LIBRARY  STAFF. 

Heredity,  Disease,  and  Man:  Genet- 
ics in  Medicine,  Alan  E.  H.  Emery, 
247  pp.,  illus.,  Berkeley  and  Los 
Angeles,  University  of  California 
Press,  1968,  $6.95. 

TAKING  UP  the  development  and 
present  knowledge  of  genetics  and 
heredity,  this  book  is  well-written. 
Subjects  explored  include  the  known 
abnormality  of  chromosomes,  math- 
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ematical  possibilities  of  inheriting 
certain  abnormalities  due  to  defects 
within  the  chromosome  itself,  and 
the  effect  of  radiation  on  inheri- 
tance. A very  fine  summary  on  how 
the  practitioner  can  apply  these  con- 
cepts in  his  practice  is  also  included. 

This  is  a good  basic  book  which 
no  doubt  can  be  expanded  in  the 
future.  It  is  excellent  for  the  busy 
practitioner  who  does  not  have  time 
to  wade  through  a lot  of  statistics 
that  to  him  would  not  be  needed. 

V.  W.  PRYOR,  M.D., 
Jacksonville,  Tex. 

Medical  Abbreviations,  A Cross  Ref- 
erence Dictionary,  ed.  2,  The  Spe- 
cial Studies  Committee  of  the 
Michigan  Occupational  Therapy 
Association,  Ann  Arbor,  1967, 
165  pp.,  $3. 

ANYONE  WHO  DEALS  with  the  pa- 
perwork of  medicine  and  its  related 
fields  will  get  his  money’s  worth 
from  this  book.  It  fills  a need,  be- 
cause the  increasing  and  sometimes 
haphazard  use  of  abbreviations  in 
the  various  specialties,  institutions, 
and  paramedical  fields  can  lead  to 
frustrating  delays  or  even  errors  in 
communicating  information.  For  ex- 
ample, “M”  has  34  different  mean- 
ings 

The  dictionary  provides  an  alpha- 
betical list  of  abbreviations  with  one 
or  more  meanings  for  each.  In  an- 
other section,  words  and  phrases 
are  listed  followed  by  their  standard 
abbreviations.  Also  included  are  sev- 
eral pages  of  numbered  abbrevia- 
tions and  symbols. 

In  addition  to  technical  terms 
used  in  medicine  and  related  fields, 
the  dictionary  includes  many  titles, 
academic  degrees,  organizations, 
government  offices  and  programs, 
and  other  entities  whose  abbrevia- 
tions can  be  puzzling. 

In  Texas  Medicine’s  editorial  office 
we  have  used  the  first  edition  of 
this  dictionary  for  several  years,  and 
usually  it  contains  the  information 
we  need.  In  the  second  edition, 
many  newer  terms  have  been  add- 
ed. Although  references  of  this  type 
can  never  be  “complete,”  Medical 
Abbreviations  is  comprehensive  and 
remarkably  error-free.  For  the  most 
part,  all  abbreviations  have  been 
standardized  to  conform  with  those 
given  in  publications  such  as  rec- 
ognized dictionaries  and  the  Style 


Book  and  Editorial  Manual  of  the 
American  Medical  Association.  This 
abbreviations  dictionary  serves  its 
purpose  well,  and  should  be  helpful 
to  physicians  as  well  as  secretaries, 
nurses,  technicians,  therapists,  die- 
titians, dentists,  librarians,  editors, 
and  many  others. 

Copies  may  be  ordered  from  the 
Michigan  Occupational  Therapy  As- 
sociation, P.O.  Box  1801,  Ann  Arbor, 
Mich.  48106. 
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NEW  BOOKS 
IN  TMA  LIBRARY 

Ayres,  S.  M.,  and  Giannelli,  S.,  Jr.: 
Care  of  the  Critically  III,  New 
York,  Applet  on -Century -Crofts, 
1967. 

Bayne-Jones,  S.:  The  Evolution  of 
Preventive  Medicine  in  the  US 
Army,  1607-1939,  Washington,  D. 
C.,  Office  of  the  Surgeon  General, 
Department  of  the  Army,  1968. 

Buros,  0.  K.:  The  Sixth  Mental  Mea- 
surements Yearbook,  Highland 
Park,  N.  J.,  The  Gryphon  Press, 
1965. 

Chandler,  C.  A.,  Lourie,  R.  S.,  and 
Peters,  A.  D.:  Early  Child  Care, 
The  New  Perspectives,  Laura  L. 
Dittmann  (ed.),  ed.  1,  New  York, 
Atherton  Press,  1968. 

DeBold,  R.  C.,  and  Leaf,  R.  C. 
(eds.);  LSD,  Man  & Society,  Mid- 
dletown, Conn.,  Wesleyan  Univer- 
sity Press,  1967. 

Debus,  A.  G.  (ed.):  World  Who’s 
Who  in  Science,  A Biographical 
Directory  of  Notable  Scientists 
from  Antiquity  to  the  Present, 
ed.  1,  Chicago,  Marquis-Who’s 
Who,  Inc.,  1968. 

Fishbein,  M.:  Morris  Fishbein,  M.D.: 
An  Autobiography,  Garden  City, 
N.  Y.,  Doubleday  & Co.,  Inc., 
1969. 

Froelich,  R.  E.,  and  Bishop,  F.  M.: 
Medical  Interviewing,  A Program- 
med Manual,  St.  Louis,  The  C.  V. 
Mosby  Co.,  1969. 

Glenn,  J.  F.  (ed.):  Urologic  Surgery, 
New  York,  Harper  & Row,  Pub- 
lishers, 1969. 

Klein,  K.  K.,  and  Allman,  F.  L.,  Jr.: 
The  Knee  in  Sports:  Conditioning, 
Injury  Prevention,  Rehabilitation 
and  Studies  Related  to  the  Knee, 
Austin,  The  Pemberton  Press, 
1969. 


Krayenbuhl,  H.  A.,  and  Yasargil,  M. 
G.:  Cerebral  Angiography,  ed.  2, 
Philadelphia,  J.  B.  Lippincott  Co., 
1968. 

Meade,  R.  H.:  An  Introduction  to  the 
History  of  General  Surgery,  Phila- 
delphia, W.  B.  Saunders  Co., 
1968. 

Mills,  J.  W.  (ed.):  Diagnostic  Meth- 
ods, London,  Butterworth  & Co., 
Ltd.,  1968. 

Morgan,  W.  L.,  Jr.,  and  Engel,  G.  L.: 
The  Clinical  Approach  to  the  Pa- 
tient, Philadelphia,  W.  B.  Saun- 
ders Co.,  1969. 

Norris,  W.,  and  Campbell,  D.:  Anaes- 
thetics, Resuscitation  and  Intensive 
Care:  A Textbook  for  Students  and 
Residents,  ed.  2,  Baltimore,  The 
Williams  and  Wilkins  Co.,  1968. 

Ravitch,  M.  M.:  Repair  of  Hernias, 
A Handbook  of  Operative  Surgery, 
Chicago,  Year  Book  Medical  Pub- 
lishers, Inc.,  1969. 

Reynolds,  G.  S.:  The  Mortality  Mer- 
chants, New  York,  David  McKay 
Co.,  Inc.,  1968. 

Roback,  A.  A.,  and  Kiernan,  T.:  Pic- 
torial History  of  Psychology  and 
Psychiatry,  New  York,  Philosophi- 
cal Library,  1969. 

Rodman,  T.,  and  Sterling,  F.  H.: 
Pulmonary  Emphysema  and  Relat- 
ed Lung  Diseases,  St.  Louis,  The 
C.  V.  Mosby  Co.,  1969. 

US  Army  Medical  Service:  Medical 
Supply  in  World  War  H,  Robert 
S.  Anderson  (ed. -in-chief),  Wash- 
ington, D.  C.,  Office  of  the  Sur- 
geon General,  US  Government 
Printing  Office,  1968. 

US  Atomic  Energy  Commission:  Ra- 
dioactive Pharmaceuticals:  Proceed- 
ings of  a Symposium  Held  at  the 
Oak  Ridge  Institute  of  Nuclear 
Studies,  Nov.  1-4,  1965,  G.  A.  An- 
drews, Ralph  M.  Kniseley,  and 
Henry  N.  Wagner,  Jr.,  (eds.), 
Springfield,  Va.,  Clearinghouse  for 
Federal  Scientific  and  Technical 
Information,  National  Bureau  of 
Standards,  US  Department  of 
Commerce,  1966. 

The  University  of  Texas  M.  D.  An- 
derson Hospital  and  Tumor  Insti- 
tute at  Houston,  Exploitable  Mo- 
lecular Mechanisms  and  Neoplasia: 
A Collection  of  Papers  Presented 
at  the  Twenty-Second  Annual  Sym- 
posium on  Fundamental  Cancer 
Research,  1968,  Baltimore,  The 
Williams  and  Wilkins  Co.,  1969. 

Winter,  C.  C.:  Practical  Urology,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1969. 
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The  National  Society  for  Medical 
Research  has  published  the  second 
in  a series  of  booklets  on  the  his- 
tory of  medicine  and  animal  experi- 
mentation, Unravelling  the  Mystery 
of  Viruses.  The  text  traces  the  devel- 
opment of  virology  from  man's  ear- 
liest encounters  with  viral  diseases 
to  present-day  research. 

Also  available  is  The  Untouchable 
Heart,  a history  of  cardiac  surgery 
emphasizing  the  vital  contribution 
animal  experimentation  has  made  to 
today’s  science. 

Single  copies  of  both  publications 
may  be  obtained  from  the  National 
Society  for  Medical  Research,  1330 
Massachusetts  Ave.,  N.W.,  Suite  103, 
Washington,  D.C.  20005,  for  ten 
cents.  Prices  for  multiple  copies  are 
available  on  request. 

A book  to  help  bridge  the  genera- 
tion gap.  Adolescence  for  Adults,  is 
being  distributed  by  Blue  Cross-Blue 
Shield  of  Texas.  The  illustrated  100- 
page  book  is  designed  to  help  adults 
understand  today’s  adolescents  and 
to  help  adolescents  better  under- 
stand themselves.  It  focuses  on  the 
period  of  late  adolescence,  the  late 
high  school  years  and  the  first  years 
of  college  or  employment. 

Copies  of  this  fourth  in  a series 
of  public  health  education  books  by 
Blue  Cross  are  available  on  a com- 
plimentary basis  from  Fred  R.  Hig- 
ginbotham, 2201  Main  St.,  Dallas 
75222. 

The  “growing  and  diverse  sources 
of  information”  on  comprehensive 
health  planning  are  summarized  in 
a new  resource  document  published 
by  the  Health  Insurance  Institute. 
Entitled  Comprehensive  Health  Plan- 
ning Selective  Reading,  the  48- page 
bibliography  was  prepared  in  coop- 
eration with  the  Institute  of  Life  In- 
surance and  the  Health  Insurance 
Association  of  America. 

It  contains  more  than  150  listings 
of  papers,  articles,  and  publications 
on  major  aspects  of  comprehensive 
community  health  planning.  Subject 
matter  includes  comprehensive  com- 
munity planning,  planning  theory 
and  techniques,  comprehensive 
health  planning,  health  services 
planning,  health  facilities  planning, 
and  health  manpower  planning. 

The  Health  Insurance  Institute 
plans  to  distribute  the  document  to 
health  planning  agencies,  health  ed- 
ucators, government  agencies,  med- 
ical writers,  hospital  and  medical 
associations,  and  insurance  people 
involved  in  local  planning  programs. 


DR.  H.  B.  KINGSBURY 

Dr.  Herman  Buchanan  Kingsbury, 
Fort  Worth  physician  and  surgeon  for 
the  past  60  years,  died  of  arterio- 
sclerotic heart  disease  June  16, 
1969,  in  Fort  Worth.  He  was  85. 

The  son  of  Robert  W.  and  Jose- 
phine Thompson  Kingsbury,  Dr. 
Kingsbury  was  born  Nov.  17,  1883. 
He  received  his  MD  degree  from  the 
University  of  Illinois  College  of  Med- 
icine, Chicago,  in  1907  and  served 
an  internship  at  Cook  County  Hos- 
pital in  Chicago.  He  did  postgradu- 
ate work  at  Yale  University  in  New 
Haven,  Conn.,  Rockefeller  Institute 
for  Medical  Research  in  New  York, 
and  Mayo  Clinic  in  Rochester,  Minn. 

Dr.  Kingsbury  served  as  a cap- 
tain in  the  US  Army  Medical  Corps 
during  World  War  I.  He  was  a staff 
surgeon  for  more  than  20  years  at 
City  and  County  Hospital  in  Fort 
Worth. 

A former  professor  at  the  Fort 
Worth  School  of  Medicine,  Dr.  Kings- 
bury was  a charter  member  of  the 
Fort  Worth  Academy  of  Medicine. 
He  belonged  to  University  Baptist 
Church  in  Fort  Worth,  Moslah  Tem- 
ple Shrine,  and  the  Dallas  Masonic 
Consistory.  He  was  a member  of 


Tarrant  County  Medical  Society,  Tex- 
as Medical  Association,  and  Ameri- 
can Medical  Association. 

Dr.  Kingsbury  was  preceded  in 
death  by  his  wife,  Jersey  Applegate 
Kingsbury,  in  1955.  He  is  survived 
by  two  daughters,  Mrs.  E.  H.  Brown- 
ing and  Mrs.  B.  K.  Pressley,  both  of 
Fort  Worth. 

DR.  C.  E.  OSWALT 

Dr.  Charles  Edward  Oswalt,  Jr., 
53,  Fort  Stockton  general  practition- 
er for  more  than  22  years,  died  of 
cancer  June  5,  1969,  in  Dallas. 

Born  in  Fort  Worth  July  16,  1915, 
Dr.  Oswalt  was  the  son  of  Charles 
Edward  and  Mary  Lewis  Fussell  Os- 
walt. He  was  a 1936  honor  graduate 
of  Texas  Christian  University  and 
received  his  MD  degree  in  1940  from 
The  University  of  Texas  Medical 
Branch  at  Galveston.  He  interned  at 
City  and  County  Hospital  in  Fort 
Worth  and  served  his  residency  at 
St.  Mary’s  Hospital  in  Galveston. 

Dr.  Oswalt  served  as  a US  Navy 
flight  surgeon  during  World  War  II 
and  was  discharged  with  the  rank  of 
lieutenant  commander.  He  was  pre- 
sented the  World  War  II  Victory 
Medal. 

Following  his  discharge  from  the 
Navy,  Dr.  Oswalt  practiced  medicine 
briefly  in  Fort  Worth  before  moving 
to  Fort  Stockton.  He  became  chief 
of  staff  of  Memorial  Hospital  in 
1949. 

Dr.  Oswalt  served  as  president 
and  vice  president  of  the  Texas 
Academy  of  General  Practice  and 
was  the  recipient  of  the  academy’s 
Outstanding  Leadership  award.  At 
the  time  of  his  death,  he  was  the 
academy’s  delegate  to  the  American 
Academy  of  General  Practice.  Dr. 
Oswalt  had  also  served  as  chairman 
of  the  Board  of  Councilors  of  Texas 
Medical  Association  and  was  a mem- 
ber of  American  Medical  Association, 
Big  Bend  Counties  Medical  Society, 
and  Alpha  Omega  Alpha  honorary 
medical  fraternity. 

In  Fort  Stockton,  Dr.  Oswalt  was 
a charter  member  and  past  presi- 
dent of  the  Jaycees,  1964  president 
of  the  Lions  Club,  1965  president  of 
the  Chamber  of  Commerce.  He  was 
a Selective  Service  examiner  for  15 
years,  was  local  flight  inspector  for 
the  Federal  Aviation  Agency,  was 
both  city  and  county  health  officer, 
and  was  honored  in  1960  for  long 
years  of  service  to  Boy  Scouts  of 
America. 

As  a member  of  First  Methodist 
Church  of  Fort  Stockton,  Dr.  Oswalt 
served  as  chairman  of  the  board  of 
trustees,  was  the  1968  district  lay 
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leader  for  the  Carlsbad  District,  was 
a licensed  lay  speaker,  and  was  on 
the  church’s  administradve  board. 

Dr.  Oswalt  was  also  a charter 
stockholder  and  director  of  both  the 
First  National  Bank  of  Fort  Stockton 
and  the  First  Savings  and  Loan  As- 
sociation. 

Surviving  Dr.  Oswalt  are  his  wife, 
the  former  Eugenia  Dawson;  four 
sons,  Charles  Edward  Oswalt,  III, 
and  John  Dawson  Oswalt,  both  stu- 
dents at  The  University  of  Texas 
Medical  Branch  at  Galveston,  William 
Morris  Oswalt  and  Barry  Fussell  Os- 
walt, both  of  Fort  Stockton;  a daugh- 
ter, Judith  Ann  of  Fort  Stockton;  his 
mother,  Mrs.  Mary  Oswalt  of  George- 
town; and  a brother.  Jack  Oswalt  of 
Austin. 

DR.  H.  I.  RABINOWITZ 

Dr.  Haskell  I.  Rabinowitz,  43,  Mc- 
Allen pediatric  allergist,  died  June  3, 
1969,  in  McAllen  after  a lengthy  ill- 
ness. 

A native  of  San  Antonio,  Dr.  Ra- 
binowitz was  born  May  13,  1926,  the 
son  of  Abraham  and  Sadie  Lada- 
baum  Rabinowitz.  He  had  lived  in 
McAllen  for  the  past  11  years  and 
had  previously  lived  in  Dallas. 

Dr.  Rabinowitz  attended  The  Uni- 
versity of  Texas  at  Austin  and  was  a 
1949  graduate  of  The  University  of 
Texas  Medical  Branch  at  Galveston 
with  an  MD  degree.  He  served  an 
internship  at  St.  Louis  City  Hospital 
in  St.  Louis,  Mo.  He  served  resi- 
dencies at  St.  Joseph  Infirmary  in 
Louisville,  Ky.,  and  Hermann  Hos- 
pital in  Houston  and  was  chief  resi- 
dent in  pediatrics  at  Jefferson  Davis 
Hospital  also  in  Houston. 

During  World  War  II  he  served  in 
the  Navy  V12  officer’s  candidate 
program,  and  he  attained  the  rank 
of  captain  in  the  US  Air  Force  and 
served  as  base  pediatrician  at  Ladd 
Air  Force  Base  in  Fairbanks,  Alaska, 
during  the  Korean  War. 

In  1958-1959  he  studied  at  The 
University  of  Texas  Southwestern 
Medical  School  and  at  Children’s 
Medical  Center  in  Dallas;  and  in 
1960  he  studied  at  Northwestern 
University  Medical  School  in  Chica- 
go on  fellowships  for  research  in 
allergies. 


Dr.  Rabinowitz  was  a member  of 
Hidalgo-Starr  Counties  Medical  So- 
ciety, Texas  Medical  Association, 
American  Medical  Association,  South- 
ern Medical  Association,  American 
Academy  of  Pediatrics,  and  American 
Academy  of  Allergy. 

Surviving  Dr.  Rabinowitz  are  his 
wife,  the  former  Grace  Ruhmann;  a 
daughter,  Susan  Rabinowitz;  and  a 
brother.  Dr.  George  E.  Rabinowitz, 
all  of  McAllen. 

DR.  H.  W.  PARCHMAN 

Dr.  Hugh  Walter  Parchman,  Paris 
general  practitioner,  died  in  St.  Jo- 
seph’s Hospital  in  Paris  on  June  4, 
1969.  He  was  66. 

Former  mayor  of  the  city  of  Paris, 
Dr.  Parchman  was  born  May  23, 
1903,  in  Dallas,  the  son  of  Walter 
Parchman  and  Harriet  Anne  Gum- 
ming. He  was  graduated  from  South- 
ern Methodist  University.  He  received 
his  MD  degree  in  1931  from  Baylor 
University  College  of  Medicine  and 
served  his  internship  at  Jefferson 
Davis  Hospital  in  Houston  from 
1931  to  1932. 

A member  of  the  Lamar-Delta 
Counties  Medical  Society,  Dr.  Parch- 
man also  belonged  to  the  Texas 
Medical  Association,  the  American 
Medical  Association,  and  the  Ameri- 
can Academy  of  General  Practice. 
He  was  past  president  of  the  St. 
Joseph’s  Hospital  medical  staff  and 
of  the  Lamar-Delta  Counties  Medical 
Society.  He  was  a past  member  of 
Kiwanis  International  and  the  Cham- 
ber of  Commerce  and  served  as  a 
steward  in  the  First  Methodist  Church 
in  Paris. 

Dr.  Parchman  practiced  medicine 
for  10  years  in  Overton,  Tex.,  be- 
fore he  moved  to  Paris,  where  he 
was  on  the  staff  at  Lamar  Medical 
Center  and  at  St.  Joseph’s  Hospital 
for  24  years.  He  also  served  as  a 
captain  in  the  US  Army  Medical 
Corps  from  1942  to  1945,  during 
which  time  he  spent  more  than  a 
year  with  a surgical  team  in  the 
South  Pacific. 

Surviving  Dr.  Parchman  are  his 
wife,  the  former  Helen  Ackerman; 
and  his  son.  Dr.  Hugh  W.  Parchman, 
Jr.,  of  Fort  Worth. 


DR.  SHERRILL 


DR.  L.  H.  SHERRILL 

Ozona  physician.  Dr.  Lloyd  Hag- 
gard Sherrill,  59,  died  on  May  19, 
1969,  of  a heart  attack.  He  had 
practiced  in  Ozona  since  1956. 

Dr.  Sherrill,  who  had  practiced 
medicine  in  Houston  for  18  years 
before  moving  to  Ozona,  was  born 
Dec.  5,  1909,  in  Caldwell,  Tex.  He 
was  the  son  of  Dr.  E.  A.  Sherrill,  Sr., 
and  Alice  Lowe  Sherrill.  He  was 
graduated  from  Tulane  University 
School  of  Medicine  at  New  Orleans 
in  1939. 

A member  of  Tom  Green  Eight 
Counties  Medical  Society,  he  was  also 
a member  of  Texas  and  American 
Medical  Associations,  Texas  Acad- 
emy of  General  Practice,  and  Ameri- 
can Academy  of  General  Practice 
and  served  the  West  Texas  Chapter 
of  the  Texas  Academy  of  General 
Practice  in  all  elective  offices.  He 
was  on  the  staff  of  Crockett  County 
Hospital  and  was  a member  of  the 
local  chapter  of  the  Texas  Heart  As- 
sociation. A 32nd  degree  Scottish 
Rite  Mason,  he  was  past  master  of 
Ozona  Masonic  Lodge  No.  747.  He 
had  served  as  chairman  of  the  ad- 
ministrative board  and  as  a trustee 
of  Ozona  Methodist  Church. 

Surviving  Dr.  Sherrill  are  his  wife, 
the  former  Mildred  Smith  of  Ozona; 
his  mother,  Mrs.  Alice  Sherrill  of 
Houston;  three  sisters,  Mrs.  Reese 
Martin  of  Beaumont,  Mrs.  Alice  S. 
Crow  of  Houston,  and  Mrs.  Lenora 
Hawkins  of  Lubbock;  two  brothers. 
Dr.  Douglas  B.  Sherrill  of  Pasadena 
and  Dr.  William  M.  Sherrill  of  Hous- 
ton. 

DR.  M.  T.  KNOX 

Dr.  Marshall  Thomson  Knox,  Cle- 
burne physician,  died  April  26,  1969, 
at  his  home. 

After  attending  the  Patterson  In- 
stitute at  Hillsboro,  Dr.  Knox  was 
graduated  from  Fort  Worth  School 
of  Medicine,  now  Baylor  College  of 
Medicine,  in  1911,  and  began  prac- 
ticing medicine  in  Parker,  Tex.  In 
1922,  Dr.  Knox  moved  to  Cleburne. 
He  established  the  Knox  Hospital  in 
1940  and  operated  it  until  the  open- 
ing of  the  Johnson  County  Hospital. 
Dr.  Knox  did  postgraduate  work  at 
Tulane  University  School  of  Medicine 
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at  New  Orleans  from  1928  to  1934, 
at  the  University  of  Tennessee  at 
Memphis  in  1940,  and  at  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston  in  1944. 

Elected  in  1966  to  honorary  mem- 
bership in  the  Texas  Medical  Asso- 
ciation, Dr.  Knox  was  also  an  hon- 
orary member  of  the  American  Med- 
ical Association.  He  was  a past  pres- 
ident of  Johnson  County  Medical  So- 
ciety, Central  Texas  Medical  Associ- 
ation, and  the  Cleburne  Lions  Club. 
A breeder  of  Aberdeen-Angus  cattle, 
he  had  served  as  an  officer  in  the 
North  Texas  Angus  Association.  He 
was  a 50-year  member  of  the  Cle- 
burne Masonic  Lodge  No.  315,  was 
a Royal  Arch  Mason,  and  a member 
of  Royal  and  Select  Masters.  In 
1931,  Dr.  Knox  was  a delegate  to 
the  White  House  conference  on 
child  health  and  welfare.  He  served 
as  city  health  officer  in  Cleburne  for 
three  terms.  He  was  an  elder  of  the 
First  Presbyterian  Church  in  Cle- 
burne. 

Dr.  Knox  was  born  April  17,  1880, 
in  Milford,  Tex.,  and  was  the  son  of 
Dr.  Marshall  and  Sarah  Thomson 
Knox. 

Surviving  Dr.  Knox  are  his  wife, 
the  former  Ruth  Lynn;  two  sons,  M. 
S.  Knox  of  Fort  Worth  and  F.  T. 
Knox  of  Cleburne;  two  daughters, 
Mrs.  Frances  Godbehere  of  Galves- 
ton and  Mrs.  J.  Harris  Morgan  of 
Greenville,  Tex.;  and  two  sisters, 
Mrs.  B.  Y.  Cummings  of  Dallas  and 
Mrs.  W.  N.  Hustead  of  Tampa,  Fla. 

DR.  J.  D.  JORDAAN 

Dr.  John  D.  Jordaan,  retired  Ama- 
rillo physician,  died  June  2,  1969, 
from  head  injuries  received  in  an 
automobile  accident  near  the  Ama- 
rillo Air  Force  Base.  He  was  88. 

Dr.  Jordaan  was  born  Sept.  1, 
1881,  in  Lamed,  Kan.,  and  was  the 
son  of  M.  A.  and  Julia  Cramer  Jor- 
daan. Dr.  Jordaan  received  his  MD 
degree  from  the  University  Medical 
School  of  Kansas  City,  Kan.,  in  1904. 
He  served  an  internship  at  Kansas 
City  General  Hospital  in  Kansas  City 
in  1903  and  a residency  at  Santa  Fe 
Memorial  Hospital  at  Topeka,  Kan., 
from  1904  to  1909.  Postgraduate 
work  was  later  done  in  Chicago  and 


at  the  Mayo  Clinic  in  Rochester, 
Minn. 

In  1909,  Dr.  Jordaan  moved  to 
Amarillo,  where  he  was  in  practice 
until  his  retirement  in  1960. 

Elected  in  1960  to  inactive  mem- 
bership in  Texas  Medical  Association, 
he  was  also  an  honorary  member  of 
American  Medical  Association,  a 
member  of  Potter-Randall  Counties 
Medical  Society,  and  Panhandle  Dis- 
trict Medical  Society.  In  1957,  Dr. 
Jordaan  was  presented  with  a certi- 
ficate of  appreciation,  issued  by 
President  Eisenhower,  for  serving  15 
years  as  an  uncompensated  member 
of  the  Selective  Service  System. 

Dr.  Jordaan,  who  had  never  mar- 
ried, left  no  survivors. 

DR.  J.  H.  ARRINGTON 

Wichita  Falls  eye,  ear,  nose,  and 
throat  specialist.  Dr.  John  Hodge 
Arrington,  died  April  23,  1969,  after 
a lengthy  illness.  He  was  62. 

Dr.  Arrington,  who  received  his 
MD  degree  from  Tulane  University 
School  of  Medicine  at  New  Orleans 
in  1931,  was  born  April  17,  1907, 
in  Monticello,  Miss.  He  was  the  son 
of  John  Hodge  and  Nancy  Johnston 
Arrington. 

Dr.  Arrington  served  an  intern- 
ship in  1931-1932  at  the  United 
States  Marine  Hospital  at  New  Or- 
leans; and  he  served  residencies  at 
Idaho  Falls  Hospital  of  the  Church 
of  Jesus  Christ  of  Latter  Day  Saints 
at  Idaho  Falls,  Idaho,  and  Chicago 
Eye,  Ear,  Nose,  and  Throat  Hospital 
from  1932  to  1934.  He  also  did 
postgraduate  work  at  University  Hos- 
pital of  Cleveland  in  Cleveland,  Ohio, 
in  1935-1936. 

From  1936  to  1938,  Dr.  Arrington 
practiced  medicine  at  Jefferson  City, 
Mo.,  moving  to  Wichita  Falls  in  1938. 
From  1942  to  1945,  Dr.  Arrington 
served  as  flight  surgeon  in  the  US 
Army,  attaining  the  rank  of  major. 
He  then  returned  to  Wichita  Falls 
where  he  practiced  medicine  until 
his  retirement  in  December,  1965. 

Dr.  Arrington  was  a member  of 
Wichita  County  Medical  Society, 
Texas  Medical  Association,  American 
Medical  Association,  Texas  Otolaryn- 
gological  Society,  Southern  Medical 
Association,  and  American  Society 


of  Ophthalmologic  and  Otolaryngo- 
logic Allergy.  A Baptist,  he  was  a 
member  of  Theta  Kappa  Psi  medical 
and  Sigma  Nu  social  fraternities. 

Surviving  Dr.  Arrington  are  his 
wife,  the  former  Madeline  Shafer; 
two  daughters,  Nancy  of  Wichita 
Falls,  and  Ann  of  Abilene,  Tex.;  a 
son,  Capt.  John  H.  Arrington,  III, 
stationed  in  Thailand;  a sister,  Susie 
Arrington  of  Monticello,  Miss.;  and 
three  brothers,  Joe  and  Fox  Arring- 
ton, both  of  Gulfport,  Miss.,  and  Dr. 
Lamar  Arrington  of  Meridian,  Miss. 

DR.  H.  E.  G.  BROWNING 

Dr.  Helen  E.  Gray  Browning,  Junc- 
tion, Tex.,  physician,  died  in  a Fred- 
ericksburg hospital  on  April  3,  1969. 
She  was  72. 

Dr.  Browning  was  born  Sept.  23, 
1896,  in  Paxico,  Kan.  She  was  the 
daughter  of  Fred  and  Catherene  Par- 
sons Gray.  She  received  a BS  degree 
in  1919  from  the  University  of  Kan- 
sas in  Lawrence.  One  of  two  women 
in  her  graduating  class,  she  received 
an  MD  degree  in  1921  from  the 
University  of  Kansas  School  of  Med- 
icine at  Lawrence  and  at  Kansas 
City,  Kan.  Her  internship  was  served 
in  1921-1922  at  Christian  Church 
Hospital  in  Kansas  City,  Mo. 

Dr.  Browning,  whose  hobbies  in- 
cluded “bronc  busting,”  became 
Junction’s  first  and  only  woman  phy- 
sician in  1924.  She  practiced  there 
until  her  retirement  in  1940.  In 
1962,  Dr.  Browning  joined  the  staff 
of  Kimble  County  Hospital  in  Junc- 
tion and  served  until  1965.  She  and 
her  husband  maintained  a ranch  in 
Kimble  County  for  many  years. 

Dr.  Browning,  elected  in  1968  to 
honorary  membership  in  Texas  Med- 
ical Association,  also  was  a member 
of  Kimble-Mason-Menard-McCullough 
Counties  Medical  Society,  American 
Medical  Association,  and  American 
Cancer  Society,  and  had  served  as 
Kimble  County  health  officer  since 
1951.  She  belonged  to  First  Presby- 
terian Church  in  Junction. 

Dr.  Browning’s  husband,  A.  W. 
Browning,  preceded  her  in  death  in 
1954.  Surviving  are  a daughter,  Mrs. 
Jerry  Bean  of  Brady;  and  a brother, 
Alfred  Gray  of  Dallas. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L.  Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D. 

Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 


Psychology 

TraudI  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 
David  K.  Fooshee,  M.  S. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 


Volume  65,  August,  1969 


125 


ACHROMYCIN*  V 


TETRACYCLINE  HCl 


HOMESTEAD 

CHILD  PLACEMENT  AGENCY 
and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedate 

ED  5-5942  ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


Looking  for 
a great  vacation? 

You  don’t  have 
to  look  very  far. 

America  with  all  its  natural 
and  man-made  marvels  is 
right  in  your  own  backyard. 

You'll  find  everything  from 
historical  monuments,  mile- 
high  mountains,  sand-duned 
deserts,  bustling  cities— and 
more.  The  natives,  friendly. 

America.  It's  a great  place  to 
visit,  and  aren't  you  glad 
you  live  here. 


ONCOLOGY 

Oscar  L.  Morphis,  M.D.,  F.A.C.R.  R.  P. 

O’Bannon,  M.D.,  F.A.C.R. 

Radiation  Therapy 

Radiation  Therapy 

Radium  Therapy 

Norris  Gilfillan,  M.D.,  F.A.C.S.  Tom  B.  Bond,  M.D.,  F.A.C.R. 

Chemotherapy 

Consultant 

Jack  M.  Morgan,  M.S.,  F.A.C.R. 

Consultant-Physicist 

1550  West  Rosedale,  Suite  620  Fort  Worth 

ED  6-2028 
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In  Gastritis 


Also  available  as  Estomul  Tablets: 


Each  sw/allow  tablet  contains:  orphenadrine  hydrochloride, 
25  mg.;  bismuth  aluminate,  25  mg.;  magnesium  oxide,  45 
mg.;  aluminum  hydroxide-magnesium  carbonate  (as  co- 
precipitate), 500  mg. 

Indications:  Peptic  ulcer:  duodenal,  marginal,  gastric, 
esophageal;  gastroesophageal  reflux;  esophagitis  (without 
stricture);  irritable  bowel  syndrome;  hyperacidity  and  dys- 
pepsia; congenital  shortening  of  esophagus  with  esophagi- 
tis; heartburn;  spasm  of  the  cardiac  end  of  esophagus; 
gastritis;  symptomatic  hiatus  hernia;  alcoholic  gastritis; 
functional  pylorospasm. 


anticholinergic 
antacid 
demuicent 
topicai  anesthetic 


Contraindications:  Because  of  the  anticholinergic  action  of 
orphenadrine,  Estomul  should  not  be  used  in  patients  with 
glaucoma,  pyloric  or  duodenal  obstruction,  stenosing  peptic 
ulcers,  prostatic  hypertrophy  or  obstruction  at  the  bladder 
neck,  achalasia  (megaesophagus),  and  myasthenia  gravis. 

Precautions:  Doses  in  excess  of  six  tablets  or  six  table- 
spoons of  liquid  daily  may  produce  minor  side  actions 
such  as  dryness  of  the  mouth  or  blurred  vision. 

Warning:  Use  of  any  drug  in  pregnancy,  lactation  or  in 
women  of  child-bearing  age  requires  that  the  potential 
benefit  of  the  drug  be  weighed  against  its  possible  hazards 
to  the  mother  and  child.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Side  Effects:  Possible  side  actions  include:  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  dry  mouth, 
blurred  vision,  dilatation  of  the  pupil,  increased  ocular  ten- 
sion, weakness,  nausea,  vomiting,  headache,  dizziness, 
constipation,  drowsiness,  and  rarely,  urticaria  and  other 
dermatoses.  Infrequently,  an  elderly  patient  may  experi- 
ence some  degree  of  mental  confusion. 


it’s  all  here! 

Estomuf 

Liquid 

Each  tablespoon  (15  cc.)  contains: 
orphenadrine  HCI,  25  mg.; 
bismuth  aluminate,  50  mg.; 
aluminum  hydroxide  — magnesium  carbonate 
(as  co-precipitate),  918  mg. 


Dosage:  For  adults:  One  or  two  tablespoons  of  liquid  or 
one  or  two  swallow  tablets  three  times  daily;  depending  on 
severity. 


Availability:  On  Rx  only.  12  oz,  bottles  of  liquid  and  bottles 

of  100  swallow  tablets.  Riker  Laboratories  • Northridge,  California  91324 


The  Riker  Representatives  in  your  area  are:  Bob  Jones,  Bill  Corcoran,  Al  Daniels,  Henry  Birdwell,  Jack  Mercadal, 

Tom  Tucker,  Bill  Halstead,  Bill  Newton,  Roger  Moore,  Bill  Baker,  Bob  Oliver,  Taft  Allen,  Stan  Smith,  Phil  Carroll,  Dave  Hill 


Clues  to 

PVD 


heavy  smoker 
with  vasospasm 


He  may  be  comparatively  young  or  approaching  middle  age.  Typically,  he  is  a 
heavy  cigarette  smoker — a pack  or  more  a day  for  a number  of  years.  Whether 
smoking  is  a causative  or  an  important  exacerbating  factor  in  peripheral  vascular 
disease  is  still  under  discussion.  But  the  vasoconstrictive  effects  of  nicotine  are 
firmly  supported  by  a substantial  body  of  laboratory  and  clinical  evidence,  and  the 
close  association  is  now  generally  accepted. 

Thus,  a history  of  heavy  smoking  coupled  with  vasospasm  may  serve  as  warning 
signals  to  the  physician.  When  a diagnosis  is  established,  therapeutic  measures  are 
directed  toward  increasing  the  local  circulation,  and  appropriate  management  of  the 
patient’s  general  medical  needs  should  be  instituted.  These  include  the  important 
safeguards  of  keeping  warm  and  refraining  from  smoking. 


Before  prescribing  Roniacol  Timespan 
(nicotinyl  alcohol  tartrate),  please  consult 
complete  product  information,  a summary  of 
which  follows. 

Indications:  Conditions  associated  with  deficient 
circulation;  e.g.,  peripheral  vascular  disease, 
vascular  spasm,  varicose  ulcers,  decubital  ulcers, 
chilblains,  Meniere’s  syndrome  and  vertigo. 
Caution;  Roche  Laboratories  endorses  caution 
in  the  administration  of  any  therapeutic  agent 
to  pregnant  patients. 

Side  Effects:  Transient  flushing,  gastric 
disturbances,  minor  skin  rashes  and  allergies  may 
occur  in  some  patients,  seldom  requiring 
discontinuation  of  the  drug. 

Dosage:  1 or  2 Timespan  Tablets  morning  and 
night. 

How  Supplied:  Timespan  Tablets — 150  mg 
nicotinyl  alcohol  in  the  form  of  the  tartrate  salt 
— bottles  of  50. 


I^ROCH^ 


Roche 

LABORATORIES 


Division  of  Hoffmann-La Roche  Inc. 
Nutley,  New  Jersey  07110 


Important  in 
total  management  of 
peripheral  vascular  disease, 
vascular  spasm  or 
chilblains  nr>  ♦ 1 ® 

— Komacol 
i imespan 

(nicotinyl  alcohol  tartrate) 
for  relief  of  ischemic  symptoms 


Convenience  of  b.i.d.  dosage — sustained-release  Timespan  Tablets  usually  provide 
prolonged  relief  of  ischemic  symptoms  with  two  doses  daily. 

Smoothness  of  onset — the  action  of  Roniacol  (nicotinyl  alcohol)  is  smooth  and 
gtadual  in  onset,  rarely  causing  severe  flushing. 

Selectivity  of  action — relaxes  the  musculature  of  peripheral  blood  vessels. 

High  degree  of  safety — side  effects  seldom  require  discontinuation  of  therapy. 


M3d  ulcerative  colitis  may  be  triggered  here... 


In  mild  ulcerative  colitis,  a number  of 
factors  can  precipitate  an  attack:  for  in- 
stance, dietary  indiscretion,  such  as  eat- 
ing raw  foods,  or  emotional  overreaction, 
such  as  that  aroused  by  financial  difficul- 
ties. No  matter  what  causes  the  patient’s 
sensitive  colon  to  “act  up,”  he  soon  suf- 
fers from  acute  discomfort... and  often, 
from  anxiety  and  apprehension  as  well. 
Such  patients  frequently  respond  well  to 
adjunctive  dual-action  Librax®  therapy. 

Librax  combines,  in  a single  conve- 
nient capsule,  the  well-known  antianxiety 
effect  of  Librium®  (chlordiazepoxide 
HCl)  and  the  dependable  anticholinergic 
/antispasmodic  effect  of  Quarzan®  (clidi- 
nium  Br).  Therefore,  as  Librax  helps  to 
relieve  the  patient’s  excessive  anxiety  and 
reduce  his  overreaction  to  stress,  it  also. 


at  the  same  time,  helps  to  control  hyper- 
secretion and  hypermotility,  thus  reliev- 
ing spasm  and  abdominal  discomfort. 

With  Librax,  the  dosage  schedule  is 
simple;  1 or  2 capsules,  t.i.d.  or  q.i.d., 
will  in  most  cases  bring  the  patient  sig- 
nificant relief  of  both  the  emotional  and 
physical  elements  that  contribute  to  his 
psychovisceral  disorder. 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows. 

INDICATIONS:  Indicated  as  adjunctive  ther- 
apy to  control  emotional  and  somatic  factors  in 
gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glau- 
coma; prostatic  hypertrophy  and  benign  blad- 
der neck  obstruction:  known  hypersensitivity 
to  chlordiazepoxide  HCl  and/or  clidinium 
bromide. 

WARNINGS:  Caution  patients  about  possible 


combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  cau- 
tion patients  against  hazardous  occupations  re- 
quiring complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psy- 
chological dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering Librium  (chlordiazepoxide  hydro- 
chloride) to  known  addiction-prone  individuals 
or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use 
of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential! 
benefits  be  weighed  against  its  possible  hazards.^ 
As  with  all  anticholinergic  drugs,  an  inhibiting; 
effect  on  lactation  may  occur.  Sij 

PRECAUTIONS:  In  elderly  and  debilitated, t 
limit  dosage  to  smallest  effective  amount  to  pre-1 
elude  development  of  ataxia,  oversedation  or^ 
confusion  (not  more  than  two  capsules  per  day  i 
initially;  increase  gradually  as  needed  and  toler-'j 
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ated).  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimula- 
tion and  acute  rage)  have  been  reported  in  psy- 
chiatric patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  im- 
pending depression:  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 

ADVERSE  REACTIONS:  No  side  effects  or 
manifestations  not  seen  with  either  compound 
alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone, 
drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These 


are  reversible  in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a few 
instances  .syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-volt- 
age fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood 
counts  and  liver-function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported 
with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary 
hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low 
residue  diet. 


two  good  reasons 
for  prescribing 

LIBRAX* 

Each  capsule  contains  5 mg  chlordiaz- 
epoxide HCl  and  2.5  mg  clidinium  Br. 


ROCHE 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


'NEOSPORItf' 


brand 


POLYIWYXil  l-BACITilCII-IEOliYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


B LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

B Literature  on  indications  and  dosage  avail- 
able on  request. 


B No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

B Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 


( LTR23 ) 


Starlife  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 

of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
James  W.  Buice,  M.D.,  M.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
James  A.  Holland,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  D.A.B.R. 


Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


100  Medical  Tower  Bldg.  — ED  6-8681 


Offices : 


1217  West  Cannon  — ED  6-8627 


TRAVIS  CLINIC  ASSOCIATION  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 


General  Surgery : 

L.  L.  Travis,  M.D. 

J.  S.  O’Hare,  M.D. 

R.  K.  Willms,  M.D. 

Orthopedic  Surgery : 

E.  L.  Mahon,  Jr.,  M.D. 

Urology : 

H.  F.  Rives,  M.D. 

Pathology : 

Harbert  Davenport,  Jr.,  M.D. 


STAFF 
Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  PesneU,  M.D. 

Mary  A.  Bone,  M.D. 

Obstetrics  and  Gjmecology : 
J.  C.  Rucker,  M.D. 

J.  D.  Crawford.  M.D. 

Ophthalmology : 

Fred  Haberle,  M.D. 


Pediatrics : 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes : 
L.  W.  Ralston,  M.D. 

William  J.  Fowler 

Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 


MEDICAL  ARTS  CLINIC 

Box  841 

Corsicana,  Texas 


PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 

JAMES  E.  SPEIER,  M.D. 

INTERNAL  MEDICINE 
ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WITTEN,  M.D.,  A.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

OBSTETRICS  & GYNECOLOGY 
KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
DERMATOLOGY 
JOSEPH  M.  GLTCKSMAN,  M.D. 


BUSINESS  MANAGER 
OWEN  G,  ELLIOTT,  M.G.M.A. 

SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D. 
OPHTHALMOLOGY 
ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
EAR,  NOSE,  THROAT 
PHILLIP  M.  AWTREY,  M.D.,*  F.A.A.0.0. 
DENTISTRY 

ROBERT  A.  LANG,  D.D.S. 


*DipIomate  of  the  American  Board 
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TEXAS  MEDICINE 


PHYSICIANS'  DIRECTORY 


Allergy 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $8.00  per  column  inch  and  must  run  six 
months.  New  listings  are  limited  to  those  specialties  rec- 
ognized by  the  American  Medical  Association.  A discount 
of  5%  is  allowed  for  six  month’s  advance  payment.  Mail 
copy  to  Advertising  Assistant,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is 
20th  of  the  month  preceding  publication  month. 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein.  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatric  Allergy 


216  Medical  Prof.  Bids. 
CA  6-7671 


San  Antonio  16.  Texaa 
CA  7-6331 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 
RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON.  M.D., 

F.A.C.A..  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER.  M.D.,  F.A.C.A. 

RAMON  GARRIDO,  M.D. 

(Certified  American  Board  of  Pediatrica) 

Suite  156,  Hermann  Professional  Buildins 
6410  Fannin  St.,  Houston,  Texaa  77026 
JA  6-3281 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


Clinics 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregrard  Avenue 
SAN  ANGELO,  TEXAS 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear.  Nose  and  Throat 
R.  A.  Morse,  M.D.. 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 

Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 


O phthalmology 
H.  W.  Diserena,  M.D., 
Pediatrica 

O.  Sterling  Gillia  IIL  M.D., 
Obstetrics  and  Gynecology 
(on  military  leave) 

D.  D.  Wall.  M.D.,  Consultant 
in  Obstetrics  and  Gynecology 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultants  in  Radiology — 
John  E.  Ballard.  M.D. 

John  G.  Bolen,  M.D. 

WiDiam  T.  Gordon,  M.D. 


Robert  P.  Gordon,  C.P.A.,  Administrator 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomats  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

2203  West  Tennessee  Midland,  Texas  79701 

MU  2-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Hasrwood,  M.D. 
Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D, 

Charles  D.  Haunschild,  M.D.  James  A.  Murray,  M.D. 

Certified  American  Boards  of  Pediatrica  and  Allergy 

6655  Travis  Houston,  Texas  77025  JA  8-5591 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 
Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


ALLERGY  CLINIC 
Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 
TU  2-3487 

2530  Morgan  Corpus  Christi,  Texas 


Cardiovascular  Disease 


GUS  SCHREIBER,  M.D.,  F.A.C.C. 

24-Hoiir  Reception  and  Interpretation  of 
Telephone-Transmitted  Electrocardiograms. 

Matching  Electrocardiographs*  Transmitters, 
and  Tape  Recorders  Leased  to  Institutions. 

1430  Medical  Arts  Building  Dallas,  Texas  75201 

Telephone  214  748-3715 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 


John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  SewelL  M.D. 

0.  M.  PhUlips,  M.D.  C.  K.  HoUapple,  M.D. 

Wm.  L.  Aaper,  Bus.  Mgr. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


MEDICINE 

Sidney  E.  Stout.  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


GENERAL  PRACTICE 
Donald  S.  Gibbs.  M.D. 

RADIOLOGY 
Otto  H.  Grunow.  M.D. 


THOMAS-SPANN  CLINIC 
& THOMAS-SPANN  HOSPITAL,  INC. 

1546  S.  Brownlee  Corpus  Christi,  Texas  78404 

Telephone  884-3861 


SURGERY 

R.  Gayle  Spann,  M.D..  F.A.C.S. 
J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 


INTERNAL  MEDICINE 
William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 
Pruett  Moore.  Jr.,  M.D. 


L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps.  M.D. 

T.  D.  Harvey.  M.D. 

H.  R.  Rose.  M.D. 

C.  L.  Vemor,  M.D. 
ORTHOPEDICS 
Carlos  M.  Yanez,  M.D. 


RADIOLOGY 

Crysup  Sory.  M.D. 
ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 
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RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street  ’ 713  LE  2-1700 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

David  W.  Samuelaon,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  26,  Texas  JA  6-2061 

Internal  Medicine  and  Diagnosis 


GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

PATHOLOGY 
Hector  M.  Perches.  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D., 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 

UROLOGY 

H.  Z.  Frets,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 

NEUROPSYCHIATRY 
Raleigh  R.  Gleason.  M.D. 

BUSINESS  MANAGER 
C.  H.  Rugeley 


Cardiovascnlar  Disease 
'Charles  D.  Reece,  M.D. 

Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

Endocrinology  and 
Metabolic  Diseases 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandiver,  M.D. 
Charles  H.  Gregory,  M.D. 

B.  Frederick  Gregory,  M.D. 

Endocrinology,  Metabolic 
Diseases  and  Director  of 
Clinical  Research 

Raymond  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Fredrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 


Infections  Diseases 

Lewie  L.  Travis,  Jr.,  M.D. 
Jack  L.  Reddin,  M.D. 

Internal  Medicine 

Jeffrey  Zatorski,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Jack  P.  Abbott,  M.D. 

Paul  B.  Radelat,  M.D. 

Pathology 

Pulmonary  Diseases 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Radiology  and  Nuclear  Medicine 
William  L.  Hinds,  M.D. 
Charles  P.  Eldri(^e,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Rheumatology 
John  E.  Norris,  M.D. 

Administration 
C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 

Laboratory : 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 

Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


'Deceased 


CONSULTATION  BY  APPOINTMENT 


R.  E.  Goelzer,  M.D.,  F.A.C.S. 

THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 

33S0  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-6411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gjmecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Stirgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Pediatrics 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller,  M.D.,  Consiiltant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 

E,  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  227-2161 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 
R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


B E E L E R-M  A N S K E CLINIC 


9th  Avenue  N,  at  6th  Street  N, 
Texas  City,  Texas  77690 
AC  713,  WI  8-8621 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 
B.  W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 

J.  H.  Cochrane.  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith.  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 


ED  6-4333 

SURGERY  INTERNAL  MEDICINE 


W.  S.  Lorimer,  Jr.,  M.D., 
F.A.C.S. 


W.  W,  Moorman,  M.D., 
F.A.C.P. 


R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


D.  W.  Johnston,  M.D., 
F.A.C.P. 


Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


MALONE  and  HOGAN  CLINIC 
901  Main  Street  Phone  267-6361 

Big  Spring,  Texas  79720 


THE  AUSTIN  DIAGNOSTIC  CLINIC 
801  West  34th  Street,  Austin,  Texas  78705  542-9292 

INTERNAL  MEDICINE 


Ophthalmology  and 
Otolaryngology 

P.  W.  Malone.  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D.,  F.A.C.S. 

Orthopedic  Surgery 
P.  H.  Rhymes,  M.D. 

Internal  Medicine 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


Obstetrics  and  Gynecology 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot,  Jr.,  M.D.,  F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  DiUon,  M.D. 

Consultants  in  Pathology 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

Business  Manager 
R.  L.  Heith 


HENRY  RENFERT,  JR.,  M.D. 
Endocrinology 

VIRGIL  B.  LAWLIS,  M.D. 

Gastroenterology 
LEONARD  J.  SAYERS,  M.D. 
Hematology 

HOMER  R.  GOEHRS,  M.D. 
Rheumatology 

JOHN  P.  VINEYARD,  JR..  M.D. 

Pulmonary  and  Infectious  Disease 
JOHN  M.  TYLER,  M.D. 

Cardiology 


WALTER  D.  ROBERTS,  M.D. 

Internal  Medicine 
TERRY  M.  COLLIER,  M.D. 

Internal  Medicine 
ROBERT  F.  ANDERSON,  M.D. 
Cai’diology 

DENNIS  E.  WELCH,  M.D. 
Oncology 

CHARLES  E.  FELGER.  M.D. 

Gastroenterology 
JACK  W.  MONCRIEF,  M.D. 
Nephrology 


NEUROLOGY  AND  ELECTROENCEPHALOGRAPHY 

J.  DOUGLAS  HUDSON,  M.D.  PETER  W.  WERNER,  M.D. 


CONFERENCE  ON  PUBLIC  RELATIONS 


RADIOLOGY  AND  NUCLEAR  MEDICINE 

JOSEPH  H.  LAWSON,  M.D.  BETHEA  W.  BRINDLEY,  M.D. 


October  A,  1969 


Austin 


ADMINISTRATION 


JAMES  R.  JEPSON 
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CLINIC  OF  THE  SOUTHWEST 
6437  High  Star  at  Hillcroft 
Houston,  Texas  77036  PR  4-7671 


INTERNAL  MEDICINE 
WIUi«in  C.  Prsnklin,  M.D. 
Charlea  C.  Dougrlass,  M.D. 
Hematolotry  & Oncology 


GENERAL  SIHIGERY 
Harvey  B.  Koch,  M.D. 
UROLOGY 

Glen  E.  Lewis.  M.D. 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  M^ical  Arts  Bldg.  San  Antonio,  Texas 


OBSTETRICS  & GYNECOLOGY 


Joy  L.  Deere,  M.D. 
Loren  B.  Goss,  M.D. 


DENTISTRY 

Burley  G.  Ingram,  D.D.S. 


RICHARD  D.  COLE,  M.D. 


PEDIATRICS 
John  R.  Dunn.  Jr.,  M.D. 
Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


RADIOLOGY 
Neil  B.  Longley,  M.D. 
Richard  E.  Schuette,  M.D. 

BUSINESS  MANAGER 
C.  C.  Walker 


Dermatology  and  Syphilology 
Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 

3610  34th  Street  Lubbock,  Texas 


Colon  and  Rectal  Surgery 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 
710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

T^olloa  nPovoa 

Off.  Tel.  TA  4-2573  ' Res.  Tel.  EM  1-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 
2715  Fannin  Street  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D. 
Surgery  of  the  Rectum  and  Colon 
406  Hermann  Professional  Bldg. 
Houston  25,  Texas 


C.  D.  L.  CROMAR,  M.D. 
Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 
Pasadena,  Texas  77502 


Dermatology 


ROGER  W.  MANAR,  M.D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 
1400  Eighth  Street  Wichita  Falls,  Texas 


BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 
DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

1410  Medical  Arts  Bldg.  Dallas.  Texas 


EVERETT  R.  SEALE,  M.D. 
Dermatology 

Treatment  of  Skin  Malignancies 
1217  Hermann  Professional  Bldg.  Houston  25,  Texas 


J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 
X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street  Dallas,  Texas 


J.  FRANKLIN  CAMPBELL,  M.D. 
EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 
1410  Pruitt  Street  Fort  Worth  4,  Texas 


Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatolo^  and  Syphilologry 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malismancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500  Lubbock,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 
FREDERICK  F.  CASTROW,  II,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 
703  Hermann  Professional  Building 
Phone  JA  6-3733  Houston  25,  Texas 

THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 
X-Ray  Therapy  in  the 
Treatment  of  Skin  Maligpiancies 
Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 


DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 
8548  Northwest  Plaza  Drive  Dallas  25,  Texas 
316  North  Shiloh  Road  Garland  40,  Texas 
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M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 
DERMATOLOGY 

HAIR  TRANSPLANTATION  & DERMOPLANING 
Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Phone:  464-6369  Houston,  Texas  77024 

General  Surgery 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

Eye,  Ear,  Nose,  Throat 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Jack  Blum,  M.D. 

Ophthalmology  and  Otolarsmgology 

8215  Westchester 

Suite  135 

Dallas,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

Drs.  Canon,  Watkins,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Noee  and  Throat,  Broncho-Esophagologry  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S.,  A.I.C.S. 

Wm,  F.  Anderson,  M.D.,  Ernest  Nalle,  Jr.,  M.D. 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  FJV..C.S..  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  523-8323  Houston,  Texas  77026 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3751 

1321  Hickory  St.  Abilene,  Texas 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7697 

Gastroenterology 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

MILFORD  0.  ROUSE,  M.D. 

announces  limitation  of  practice  to  consultation  in  hospitals. 
His  office  is  now  at  Dallas  Chamber  of  Commerce  in  Com- 
munity Health  Focus  program.  Records  of  his  patients  are 
with  Cecil  0.  Patterson,  M.D.,  and  Daniel  Polter,  M.D.,  1414 
Medical  Arts  Building,  Dallas,  RI  2-6144. 

HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77026 

JA  2-4141 

CECIL  0.  PATTERSON,  M.D. 
GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

Internal  Medicine 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 

John  W.  Fisher,  M.D. 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1106  Pennsylvania  Ave.  Fort  Worth,  Texas 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 

GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

HENRY  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 

Internal  Medicine  and  Diseases  of  the  Chest  and  Heart 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

1003  Memorial  Professional  Building 

1010  Louisiana  Houston,  Texas  77002  222-7224 

138 


TEXAS  MEDICINE 


Neurology/  Psychiatry 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D.  ‘Herbert  G.  Rush,  M.D. 

1066  W.  Ma^olia  Avenue  ED  6-6469 

Fort  Worth,  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 

HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

Section  of  Psychiatry  Section  of  Neurology 

*Abe  Hauser,  M.D.  Harris  M.  Hauser,  M.D. 

*Robert  I.  Hauser,  M.D.  *Gerald  Ratinov,  M.D. 

Wayne  F.  Keller,  M.D.  Robert  M.  Gordon,  M.D. 

Ronald  J.  Hauser,  M.D.  Abe  Hauser,  M.D. 

Barry  M.  Brown,  M.D. 

*Harris  M.  Hauser,  M.D. 

Section  of  Social  Work  Section  of  Psychology 

Ethel  Feinsilver,  M.S.  Robert  Langston,  Ph.D. 

Consultant 

Joanne  Borba,  M.A. 

Administrator 

Gordon  D.  Keller 

808  Memorial  Professional  Building 

Houston,  Texas  77002 

224-5041 

♦Diplomate,  American  Board  of  Psychiatry  and  Neurolo&y 

HOUSTON  ASSOCIATES 

IN 

PSYCHIATRY  AND  NEUROLOGY 

Houston,  Texas 

C.  A.  lannucci,  M.D. 

Joe  C.  A.  Eckhardt,  Jr.,  M.D. 

Alfred  H.  Vogt,  M.D. 

George  M.  Stevens,  M.D. 

Jules  Bohnn,  M.D. 

Leroy  Androes,  M.D. 

A.  R.  Martinez,  Ph.D. 

Ruth  Searls,  M.S.W. 

Diana  Sheer,  M.S.W. 

Dan  DeShazo,  M.S.W. 

Beth  Bowman,  M.A. 

Comprehensive  Neuropsychiatric 

Evaluation  and  Treatment 

Electroencephalography 

1021  Hermann  Prof.  Bldg.  JA  9-5721 

6812  Staffordshire  RI  8-3780 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 
practice  limited  to 

PSYCHIATRY 

4646  Samuell  Blvd.,  Dallas,  Texas 

Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-7181 

CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counseling 

Hypnotherapy  for  Smoking  and  Obesity 

3701  21st  Street  Lubbock,  Texas  79410 

swift  6-4023 

MEDICAL  NEUROLOGY  AND  ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 

3434  Swiss 

Dallas,  Texas  76204  827-3610 

Sheff  D.  Olinger,  M.D.  Joseph  S.  Jenike,  M.D. 

John  W.  Conwell,  M.D.  Charles  W.  Barrier,  M.D. 

Hours  by  Appointment  Only 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-6183 

DANIEL  J.  JOUBERT,  M.D. 

Diplomate  American  Board  of  Psychiatry  and  Neurology 

PSYCHIATRY 

1900  N.  Oregon  St.  915-532-4737  El  Paso,  Texas  79902 
303  University  Towers 

ALEX  K.  MUNSON,  M.D. 

Child  Psychiatry 

KERBEY  LANE  EVALUATION 

AND  TREATMENT  CENTER 

3400  Kerbey  Lane  Austin,  Texas  78703 

Office  Hours  by  Appointment 

AC  512-454-8718 

FOR  INFORMATION  ON  SUBMITTING 
MANUSCRIPTS  FOR  PUBLICATION  IN 

TEXAS  MEDICINE,  contact; 

Managing  Editor 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
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Neurological  Surgery 

CHARLES  A.  BORNE,  JR.,  M.D. 

Neurological  Surgery 

Suite  834,  Sealy-Smith  Professional  Building 

Galveston,  Texas  77550 

200  University  Boulevard  713-763-1688 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-6373  Residence:  JA  8-4038 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1501 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77026 

Ophthaimoiogy 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Professional  Building 

Houston,  Texas  77025 

Phone  52K-1918 
(AC  713) 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D.  Robert  H.  Stewart,  M.D. 

Malcolm  L.  Mazow,  M.D.  Robert  B.  Wilkins,  M.D. 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurolosrical  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 
Dallas,  Texas  ME  1-1600 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

ME  7-0420 

Suite  567-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  0.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  OphthalnurfoBy 

2300  West  7th  Avenue  Amarillo,  Texas 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston  Avenue  Dallas,  Texas  75246 

Telephone  TA  4-2543 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building 

Dallas.  Texas  748-0968 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0661 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0664 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

BERT  C.  BRYAN,  M.D. 

Surgery  and  Diseases  of  the  Eye 

1314  Medical  Arts  Building 

RI  7-7474  Dallas,  Texas  RI  7-2481 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77026 

JAckson  3-3684 

W.  REX  HAWKINS,  M.D. 

Detachment  of  the  Retina 

Diabetic  Retinopathy 

250  Hermann  Professional  Building 

Houston,  Texas  529-6727 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300 

University  Tov/ers 

916-642-0643 

1900  N.  Oregon  St.  El  Paso,  Texas  79902 

Harold  E.  Caplan,  M.D. 

Jed  Lee  Howard,  M.D. 

R.  Larry  Brenner,  M.D. 

Ophthalmology 

3320  Plainview'  Seabrook  Professional  Bldg. 

Pasadena,  Texas  2622  NASA  Road  1 

713  - 944-5700  Seabrook,  Texas 

713  - 877-2571 
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Orthopedic  Surgery 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopedic  Sursery 

HAND  SURGERY  AND 

UPPER  EXTREMITY  RECONSTRUCTIVE 
SURGERY 

3707  Gaston  Ave.  Area  Code  214 

Dallas,  Texas  76246  TA  3-6361 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D.  E.E.  Rising,  Jr.,  M.D. 

C.  Poindexter,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road  817-261-8284 

Arlington,  Texas  76010 

H.  H,  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 

THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  James  P.  Evans,  M.D. 

F.A.C.S.  Lewis  R.  Thompson,  M.D. 

Gerald  W.  Schofield,  M.D. 

4849  W.  Lawther  Dr.  D1  8-8300  Dallas,  Texas  75218 

Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomat's  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas  79601 

Otolaryngology 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road  Phone:  JA  9-4389 

Houston,  Texas 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Larsmgeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

ROYCE  C.  LEWIS,  JR.,  M.D. 

KENNETH  C.  SCHOLZ,  D.D.S.,  M.D. 

A.  CLARKE  MILLER,  M.D, 

3702  21st  St.,  Suite  9 806-763-8281 

Lubbock,  Texas  79410 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 

Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  J.  PhiJip  Richardson,  M.D. 

W.  Compere  Basom,  M.D.  Oren  H.  EUis,  M.D. 

Morton  H.  Leonard,  M.D.  Weilington  J.  Pindar,  M.D. 

Russel  W.  Van  Norman,  M.D. 

Donald  A.  Shearer,  Admstr. 

1220  N.  Stanton  St.  Tel.  633-7465  El  Paso,  Texas  79902 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  614 

Dallas,  Texas  Hours  By  Appt. 

B,  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  76246 

W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  76246 

ORTHOPEDIC  SURGERY 

Telephone 

TAylor  4-7883 

DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 
Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

212  South  Cottonwood  Suite  D 

Richardson,  Texas  76080 

ORTHOPEDIC  SURGERY 

231-6396 

AS  NEAR  AS  YOUR  MAILBOX  OR  TELEPHONE! 

TMA  MEMORIAL  LIBRARY 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

512  477-6704 

Volume  65,  August,  1969 


141 


Pathology 

NUCLEAR  MEDICINE  LABORATORIES 

OF  TEXAS 

6411  South  Main  Street 

Texas  Medical  Center 

Houston,  Texas  77026 

Completely  equipped  radioisotope  laboratory  for 

MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 

diagnostic  radioactive  tests  in: 

Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 

JAckson  6-1501 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

1106  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 

John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D, 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas.  Texas  76285 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  (817)  336-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomats,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  75901 

Phone  634-4463 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 

Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Professional  Bldg.,  JA  6-4031 

Houston  26,  Texas 

"Mailing  Containers  on  Request” 

"Office  Pickup  Service  in  Houston” 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cytology 

Surgical  Pathology  Medicolegal  Consultation 

Mailing  containers  on  request 

2112  Washington  Avenue  PL  6-7226 

P.O.  Box  3160  Waco,  Texas  76707 

Physical  Medicine 
and  Rehabilitation 

ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diploxnate  American  Board  of  Pathology 

Exfoliative  Cytology 

Surgical  and  Clinical  Pathology 

Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 

ED  2-9437  ED  5-6297 

Mailing  Containers  on  Request 

TEXAS  REHABILITATION  HOSPITAL 

OF  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  68.  GONZALES,  TEXAS  78629 

Facilities  for  physical  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade 
through  twelfth  grade. 

ROBERT  M.  IZARD,  JR.,  M.D.  LYNN  SMITH,  SR. 

Medical  Director  Administrator 

PATHOLOGISTS 

BIO-MEDICAL  LABORATORIES 

Exfoliative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 

George  J.  Race.  M.D.,  M.S.  Wm.  B.  Kingsley,  M.D. 

Gwendolyn  Crass,  M.D.  Donald  D.  Van  Fossan.  Ph.D., 

Wm.  M.  Nickey,  M.D.  M.D. 

Marie  L.  Shaw,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Mailing  Containers  on  Request 

300  Medical  Tower  Building 

712  N.  Washington,  Dallas,  Texas  75246 

Phone  TAylor  4-1258  or  TAylor  6-6918 

Do  your  patients 
understand 
your  fees? 

Patients  hesitate  to  ask  about  fees,  yet  open  dis- 
cussion before  treatment  often  prevents  misunderstand- 
ings later. 

An  AMA  Fee  Plaque,  prominently  displayed  in  your 
waiting  room,  serves  as  an  open  invitation  for  your  pa- 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  305 

Dallas,  Texas  76226 

Telephone : TA  3-6912 

Specimen  containers  on  request 

tients  to  discuss  medical  costs  with  you.  It  shows  you 
care.  Just  seeing  the  message  can  give  many  financially 
worried  patients  peace  of  mind. 

Order  one  or  more  today,  for  only  $1.25  each,  from 
Order  Department,  American  Medical  Association,  535 
North  Dearborn,  Chicago,  III.  60610. 
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Plastic  Surgery 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and  Surgery  of  the  Hand 

Suite  104 

Telephone  3434  Swiss  Avenue 

TAylor  4-7290  Dallas,  Texas 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  Street  JA  3-8131  Houston,  Texas  77004 

W.  W.  SCHUESSLER,  M.D.  F.A.C.S. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconsti-uctive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center 

Telephone  1501  Arizona  Avenue 

633-6362  El  Paso,  Texas  79902 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

630  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  76235  ME  7-4770 

Radiology 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3579 

Houston  25,  Texas  Res.  SUnset  2-1628 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106  373-8324 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904%  E.  Southmore 

Houston,  Texas  77025  Pasadena,  Texas  77502 

JA  3-5575  GR  3-5488 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiologry 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-4751 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg,  TE  8-4643 

502  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont.  Texas 

Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate,  American  Board  of  Plastic  Surgery 

Practice  limited  to  Plastic,  Reconstructive  and  Hand  Surgery 
Medical  Center  Office ; 272  Hermann  Prof.  Bldg. 

Houston,  Texas  77025  JA  8-2481 

Spring  Branch  Office:  9320  Westview 

Houston,  Texas  77056  JA  8-2481 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rotational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

845  Clarksville  St.  SU  4-4624  Paris,  Texas 
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Thoracic  Surgery 

Urology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  limited  to 

UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
Janies  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7454  PE  8-4594 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D.  FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD.  M.D. 

DONALD  E.  JOHNSON,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomats  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D. 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  and 

PERIPHERAL  VASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 

El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4765 

Robert  R.  Shaw,  M.D.  John  L.  Kee,  Jr.,  M.D. 

DRS.  SHAW  AND  KEE 

THORACIC  SURGERY 

The  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas  75246 

TA  6-5184 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Uroloffy 

Practice  Limited  to 

UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

DaUas,  Texas  76236  ME  7-4833 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 

UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

598  Westwood,  Suite  204  OR  7-2221 

Abilene,  Texas  79603 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  332-7879 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 

CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  I.  COX,  M.D. 

Diploma tes  American  Board  of  Urology 

Community  Health  Week-1969 
October  19-25 

"Teaming  Up  for  Better  Health" 

Richard  H.  Harrison  III,  M.D.  John  M.  Baird,  M.D. 

F.A.C.S.,  D.A.B.U. 

DRS.  HARRISON  AND  BAIRD 

UROLOGY 

2721  Osier  Blvd.  823-0011  Bryan,  Texas  77801 
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Physicians  Wanted 


WANTED— A GENERAL  PRACTITIONER,  but  would  consider  in- 
ternist; to  become  salaried  associate  to  a six  man  clinic  ffroup  who  op> 
•rate  an  accredited  hospital  under  same  roof  with  clinic  in  a central 
Texas  town  of  10,000  ; would  be  on  salaried  basis  for  two  years  as  asso- 
ciate and  then  become  owner-partner.  Please  reply  to  Charles  A.  Garrett, 
M.D.,  216  Craiff  Street,  Hillsboro,  Texas. 

WANTED — M.D.'s  to  do  general  practice  with  surgery,  Houston  area. 
Present  doctors  netting  $4,000  to  $8,000  monthly  after  six  months  prac- 
tice. No  investment  required.  Send  resume  to  Ad-179,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIAN  WANTED:  GP  moving  from  six  year  location.  Choice 
area  of  suburban  Houston.  Three  open-staff  hospitals  in  neighborhood. 
Office  and  equipment  available.  No  cash  needed.  Ideal  for  GP,  internist, 
pediatrician  or  OB/GYN.  Please  reply  to  Ad-158,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTICE — DALLAS.  Established  three  man  group.  Los- 
ing one  man.  General  medicine  and  obstetrics.  No  office  investment  need- 
ed. Beginning  salary  with  partnership  after  interval.  Regular  day  off  and 
annual  vacation  with  no  lost  income.  Write  Drs.  Smith  and  Teel,  221 
Pleasant  Grove  Shopping  Center,  Dallas,  Texas  76217. 

ORTHOPEDIC  SURGEON  AND  TWO  GP's  needed  by  19  doctor  group. 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas,  Texas  75216. 

GENERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford.  Texas.  The  community's  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals, 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  646,  Milford,  Texas  76670,  area  code  214,  493-2611. 

ANESTHESIOLOGY  RESIDENCIES  AVAILABLE— FuUy  approved 
two  year  program  in  600  bed  general  hospital  includes  neurosurgery, 
thoracic,  and  cardiovascular  surgery.  Annual  anesthetics  administered — 
over  13,000.  Stipend — $8100  and  $9300.  Board  and  laundry.  A.  N,  Hein- 
richs, M.D.,  Director,  Department  of  Anesthesia,  Harris  Hospital,  1300 
West  Cannon,  Fort  Worth,  Texas  76104. 

GENERAL  PRACTITIONER  WANTED  to  join  five  man  clinic  in 
growing  town  of  Clifton,  30  miles  northwest  of  Waco  near  Lake  Whit- 
ney. 41-bed  fully  accredited  hospital  with  plans  to  expand  by  30  beds. 
Salary  to  start,  commensurate  with  present  requirements : partnership 
later.  Good  schools,  churches  and  hunting  and  fishing  facilities.  Contact 

V.  D.  Goodall,  M.D.,  Goodall  & Witcher  Clinic,  Clifton,  Texas  76634. 

PATHOLOGY  RESIDENCIES  AND  INTERNSHIPS  available  in  600 
bed  general  hospital.  Fully  approved  four  year  program  in  anatomical 
and  clinical  Pathology.  Average  annual  specimens  and  tests — 348,687. 
Interns — $6300 ; residents — $8100  up.  Board  and  laundry.  Charles  B. 
Mitchell,  M.D.,  Director  of  Laboratories,  Hairis  Hospital,  1300  West  Can- 
non.  Fort  Worth,  Texas  76104. 

DERMATOLOGIST  AND  EENT  WANTED  to  associate  with  clinic 

with  five  physicians,  two  dentists,  one  orthodontist.  Also  complete  labora- 
tory and  x-ray  facilities.  Write  John  G.  Compton,  Jr.,  M.D.,  Medical 
Center  Clinic,  Waxahachie,  Texas  75165. 

GENERAL  PRACTICE:  DALLAS-FORT  WORTH  AREA.  Join  two 
well-established  physicians  in  large  practice.  Excellent  salary  and/or 
early  partnership.  Superior  opportunity  for  the  right  person.  Reply  for 
further  information  to  Ad-232,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

INTERNIST,  board  certified  or  eligible  to  join  four  internists  in  15- 
doctor,  multi-specialty  clinic  in  West  Texas  city  of  36,000.  Life  and  mal- 
practice insurance,  disability  and  retirement  programs  provided.  Modern 
clinic  building  adjacent  to  accredited  hospital.  Starting  salary  $25,000. 
Contact  Jack  H.  Burnett,  Jr.,  M.D.,  Malone  and  Hogan  Clinic,  901  Main 
Street,  Big  Spring,  Texas  79720. 

EXCELLENT  OPPORTUNITY  FOR  PHYSICIANS  in  Carrizo 
Springs,  Texas.  Office  space  available  in  new  professional  building  ad- 
jacent to  hospital  and  nursing  home.  Excellent  schools  and  housing  in 
city.  One  general  practitioner  needed.  For  information  write  or  call  C. 

W.  Vandervoort,  500  North  1st  Street,  Carrizo  Springs,  Texas  78834. 

Phone  876-2550. 

OBSTETRICIAN  AND  GYNECOLOGIST,  board  certified  or  eligible, 

to  associate  with  a progressive  and  expanding  multispecialty  group  in 
West  Texas.  Many  fringe  benefits  including  retirement  program.  No  in- 
vestment required.  Adjoining  accredited  hospital.  City  population  36,000. 
Contact  Ad-236,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas  Medu 
cine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

RADIOLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi^ 
cine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701.  

ORTHOPEDIC  SURGEON.  PEDIATRICIAN,  OBSTETRICIAN  AND 
TWO  GENERAL  PRACTITIONERS  needed  by  19  doctor-group.  Salary 
open.  PMll  partnership  in  one  year.  100-bed  fully  accredited  hospital. 
Many  fringe  benefits  including  tax-sheltered  retirement  plan.  For  addi- 
tional details  write  Chester  Clinic  and  Hospital  Association,  3330  South 
Lancaster  Road.  Dallas,  Texas  75216,  Attn:  John  B.  Chester,  M.D. 


DISTRICT  AND  EMERGENCY  ROOM  PHYSICIANS— The  AmariUo 
Hospital  District  has  positions  open  for  District  and  Emergency  Room 
physicians.  We  operate  a 275-bed  general  hospital  and  a 100-bed  adult 
psychiatric  hospital.  Compensation  is  open  and  may  be  engaged  on  a 
retainer  or  contractual  basis.  Contact:  Mr.  Don  Pipes.  Personnel  Di- 
rector.  Northwest  Texas  Hospital,  P.O.  Box  1110,  Amarillo.  Texas  79106. 

WANTED  GENERAL  PRACTITIONER  Dallas  area.  Guaranteed 
monthly  income.  Little  or  no  overhead  or  investment  initially.  Texas  li- 
cense. Send  resume  to  Ad-242,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

OB-GYN  AND  UROLOGIST  NEEDED  in  North  Central  Texas  metro- 
politan complex  of  60,000  population,  300  beds  available  within  ten  min- 
utes of  clinic.  Multi-specialty  group  without  OB-GYN  or  urologist.  Guar- 
anteed salary  first  year,  followed  by  full  participation  with  no  invest- 
ment. Contact  George  F.  Erzinger,  Clinic  Manager,  P.O.  Box  1338, 
Sherman,  Texas. 

OPHTHALMOLOGIST  NEEDED  in  South  Central  Texas  community 
located  between  Austin  and  Houston.  Seven  physicians  now  practice  in 
community  but  there  is  no  ophthalmologist.  New  million-dollar  60-bed 
hospital.  Population  of  city  4,400,  service  area  population  83,000.  Would 
prefer  full-time  service,  but  would  consider  a part-time  arrangement. 
Contact  La  Grange  Chamber  of  Commerce,  P.O.  Box  70,  La  Grange, 
Texas  78945.  Telephone  713-968-4756. 

OPPORTUNITY  FOR  AMBITIOUS  GENERAL  PRACTITIONER  to 
associate  or  otherwise  with  well-established  general  practitioner  in  cen- 
tral Texas  town.  Negotiate  salary.  Have  Medicare-approved  hospital  of 
16  beds  and  32-bed  rest  home  complex.  Ideal  country  outdoor  living  with 
excellent  schools,  churches,  and  nearby  recreational  facilities.  No  initial 
capital  investment.  Must  see  to  appreciate.  For  information  reply  to 
Ad-187,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIAN  WANTED : OBSTETRICIAN-GYNECOLOGIST,  board 
certified  or  eligible,  to  associate  with  a two  man  established  OB-Gyn 
group.  Guaranteed  salary  first  year  leading  to  partnership  at  beginning 
of  second  year.  No  investment  required.  Excellent  opportunity.  Reply  to 
John  M.  Travis,  Jr.,  M.D.,  3155  Stagg  Drive,  Beaumont,  Texas  77701. 

WANTED  GENERAL  SURGEON  as  an  associate  with  GP  in  small 
town  in  Central  Texas.  Have  privately  owned  combination  clinic  and 
hospital.  Beginning  salary  $4,000  per  month  or  may  rent  space  and  be 
on  own.  Dr.  M.  A.  Childress,  Goldthwaite,  Texas  76844.  Phone  648-2212. 

HOUSTON,  OB-GYN.  $20,000  guarantee  first  year  with  future  per- 
centage partnership.  Associate  with  two  OB-Gyn*s.  Alternate  nights  and 
weekends.  Please  reply  to  Ad-247,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

UNUSUAL  OPPORTUNITY  FOR  ONE  OR  TWO  GENERAL  PRAC- 
TITIONERS to  have  early  partnership  in  growing  community  near 
Houston.  New  office  building  — open  staff  hospital  — JCAH  accredited. 
Each  partner  netted  $70,000  plus  in  1968.  No  cash  investment  required. 
Six  months  trial,  salary  negotiable.  Please  reply  to  Ad-249,  Texas  Med- 
icine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST  WANTED:  Board  eligible.  Rio  Grande  Valley  area,  Pharr, 
Texas.  Spanish  speaking.  Attractive  offer  as  well  as  ideal  working  ar- 
rangements. On  call  every  fourth  weekend.  If  interested  write  to  C.  L. 
Cantu,  M.D.,  317  East  Park,  Pharr,  Texas  78577,  or  call  collect  area  code 
512,  ST  7-3822  or  ST  7-1501  after  5:00  p.m. 

WANTED:  PSYCHIATRIST  as  director  of  mental  health  service  in 
community  mental  health  center.  Central  Texas  city.  Salary  $26-30,000 
depending  upon  experience  and  qualifications.  Please  reply  to  Ad-251, 
Texas  Mediciyxe,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIANS  NEEDED;  Staff  physicians,  general  practitioners  and/ 
or  board  certified  specialists,  for  staff  of  Travis  State  School.  Fringe 
benefits  include  40  hour  work  week,  vacation  and  sick  leave.  Present  and 
projected  salary  increases  make  positions  attractive.  Contact  Medical  Di- 
rector, Travis  State  School,  P.O.  Box  430,  Austin,  Texas  78767. 

TWO  PHYSICIANS  NEEDED.  Groveton,  county  seat  of  Trinity 
County,  Texas,  with  a population  of  1200  within  city  limits  and  4000  in 
its  trade  territory,  is  without  a doctor.  Two  physicians  are  badly  needed 
to  staff  its  new  52-bod  general  hospital  and  nursing  home  to  open  in 
August  1969.  Fully  equipped  clinics  are  available.  Groveton  is  situated  in 
the  piney woods  of  East  Texas  where  the  air  is  unpolluted  and  with  un- 
limited acres  available  for  all  types  of  outdoor  recreation.  Call  642-3106  or 
642-2691,  or  write  Groveton  Texas  Hospital  Authoritv,  Groveton,  Texas 
75845. 

GENERAL  PRACTITIONER  OR  GP-SURGEON  WANTED  in  East 
Texas  community  of  Crockett  (Houston  County).  Office  space  available 
for  solo  practice  or  association  with  other  physicians  in  area — 106-bed 
new  hospital.  Center  for  industry,  farming,  livestock,  and  forestry  opera- 
tions. Excellent  schools,  churches,  and  recreational  facilities  available.  For 
additional  information  contact  Houston  County  Development  Foundation, 
P.O.  Box  307,  Crockett,  Texas  75835,  area  code  713,  544-2359. 

WANTED:  MD  to  do  general  practice,  with  surgery  and  OB  in  a two 
doctor  clinic.  Financial  arrangements  can  be  worked  out  on  an  individual 
basis.  Mineral  Wells,  Texas  has  a rapidly  growing  population  of  18,000 
with  a trade  area  of  40,000  to  50,000  located  four  miles  west  of  Fort 
Wolters.  We  have  good  school,  industry,  lakes,  golf  course,  hunting  and 
fishing.  Fifty  minutes  from  Fort  Worth  and  Dallas.  Contact  Mr.  W.  W. 
Caiier,  Business  Manager,  106  S.W.  6th  Avenue,  Mineral  Wells,  Texas 
76067,  phone  325-2565. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $6.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
I MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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RADIOLOGIST  WANTED^ — Board  eligible  or  certified  to  join  three- 
man  radiologic  group  in  Northeast  Texas.  Office  and  hospital  practice, 
including  general  and  vascular  radiology,  cobalt  therapy,  and  nuclear 
medicine.  Salary  leading  to  early  partnership.  Send  resume  to  Ad-252, 
Texas  Medicine^  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTITIONER  NEEDED  for  North  Central  Texas  com- 
munity of  1600  located  only  50  miles  north  of  Dallas  in  the  growing  Sher- 
man-Denison  Metropolitan  Area.  Strong  agricultural  economy  is  balanced 
with  fast  growing  area  industry.  Modern  office  space  available  in  build- 
ing occupied  on  one  side  by  dentist.  For  full  details,  contact  Ned  Culp, 
D.D.S.,  P.O.  Box  308,  Howe,  Texas  75059. 


Situations  Wanted 


MD  SEEKS  OPENING  in  state,  federal,  insurance,  industrial,  coUege 
or  relief  work.  Experienced  in  private  practice  and  industrial  and  insti- 
tutional work.  Part  time  or  locum  tenens.  Please  reply  to  Ad-195,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ORTHOPEDIC  SURGEON,  board  certified  and  in  practice  for  twelve 
years,  desires  to  relocate  in  the  Houston-Galveston  area.  Seeks  oppor- 
tunity for  solo  practice  or  association  with  orthopedic  surgeon.  Please 
reply  to  Ad-246,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

SEEKING  LOCATION— PATHOLOGIST,  44,  A.P..  C.P.  seeks  director- 
ship or  associate  position  in  a progressive  laboratory.  Special  interest  in 
clinical  chemistry.  Please  reply  to  R.  H.  Lee,  M.D.,  Box  113,  Stafford 
Springs,  Connecticut  06076. 

GENERAL  SURGEON,  board  equivalent.  Broad  experience.  Age  56, 
married,  protestant.  Will  invest,  group,  partnership  or  purchase.  Rio 
Grande  Valley  or  Southeast  Texas.  Available  September  1.  Please  reply 
to  Ad-254,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PATHOLOGIST — BOARD  CERTIFIED  in  clinical  and  anatomical.  41 
years  old  with  ten  years  experience.  E.xcellent  references.  Seeks  director- 
ship of  laboratory,  will  consider  associate  position.  Please  reply  to  Ad-253, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


OFFICES  AVAILABLE — Highly  prosperous  suburb,  Houston,  Texas. 
New  office  suites  available  with  established  physicians.  Area  needs  oto- 
laryngology, orthopedics,  pediatrics,  general  practice,  obstetrics  and  gyne- 
cology. For  information  call  HO  4-1557  or  write  James  E.  Cook,  M.D., 
9320  Westview,  Houston,  Texas  77055.  All  new  physicians  in  this  area 
have  been  successful  in  very  short  period  of  time. 


OFFICE  SPACE  AVAILABLE.  Early  success  is  assured  acceptable 
M.D.  who  moves  into  spacious  office.  Spring  Branch  area,  Houston,  with 
prosperous  burgeoning  population  and  two  local  hospitals.  Waiting  room, 
front  office,  x-ray  equipment  furnished  and  assistance  by  established 
M.D.  Contact  J.  Siegel.  M.D.,  7410  Long  Point,  Houston,  Texas  77066. 
Phone  682-2653. 


HILLCREST  MEDICAL  & PROFESSIONAL  BUILDING  in  San  An- 
tonio. Modern  well-established  building,  northwest  heavy  populated  area, 
yet  minutes  away  from  Methodist  Hospital  complex.  On  bus  line  and 
expressway  provides  ten  minute  travel  to  downtown  hospitals.  A most 
rewarding  future  for  general  practice  (two  general  practitioners  urgently 
needed),  surgeon,  pediatrician,  eye,  ear,  nose  and  throat  specialist.  Rate 
$.35  per  square  foot  includes  all  utilities,  daily  janitor  service  with  indi- 
vidual central  heating  and  air-conditioning  units,  and  music  speakers. 
For  information  contact  Herb  Dienger,  Hillcrest  Medic2Ll  and  Professional 
Building,  114  Glenview  Drive,  West,  San  Antonio,  Texas  78228.  Telephone 
area  code  512,  PE  3-8196. 


HILL  COUNTRY  DREAM.  550  acres,  beautiful  live  oak  country,  close 
to  town,  lots  of  game.  29%  down,  owner  finance,  6%  for  15  years.  Also 
1500  acres,  ranch  land,  pecan  bottom,  running  creek.  Lots  of  deer  and 
turkey.  $150  per  acre.  29%  down,  owner  finance.  Contact  Bill  Flint,  Ken 
Offer  Real  Estate,  212  East  Main  Street,  Fredericksburg,  Texas.  Area 
code  512,  997-2522. 


Miscellaneous 


SOUTHWEST  REGIONAL  POISON  CONTROL  CENTER.  Free  toxi- 
cological consultation  and  information  on  medicinal  and  commercial 
products  is  available  by  phone  when  your  patients  are  poisoned.  Center 
is  open  24  hours  each  day.  7 days  a week,  with  professionally  trained 
staff  present.  Call  area  code  713,  SO  5-1420,  SO  5-2408  or  765-1011.  The 
University  of  Texas  Medical  Branch,  Galveston,  Texas  77550.  Supported 
by  PHS-CPF-69-21. 


PHYSICIAN  WANTED 

Opening  in  occupational  medicine  is  currently  available 
at  a large  Dallas  plant  of  a national  manufacturing 
concern.  Surgical  background  desirable,  but  not  essen- 
tial. Previous  industrial  experience  is  desirable.  Salary 
commensurate  with  training.  Please  send  particulars 
and  if  possible  a photo  to  Ad-255,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


AN  EQUAL  OPPORTUNITY  EMPLOYER. 
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Description:  FLUOGEN  (Influenza  Virus  Vaccine,  Bivalent,  Ether  Extracted  Antigen)  (Types  A2  and 
B)  is  composed  of  the  antigen  of  the  strains  of  influenza  viruses  recommended  by  the  Division 
of  Biologies  Standards,  Notional  Institutes  of  Health,  Public  Health  Service.  It  is  formulated  to 
contain  400  CCA  (chick  cell  agglutination)  units  of  extracted  immunizing  antigen  of  type  A2/ 
Aichi/2/68  strain  (Hong  Kong  variant)  and  300  CCA  units  of  extracted  immunizing  antigen 
of  B/AAassachusetts/3/66  strain  for  a total  of  not  less  than  700  CCA  units  per  each  0.5  cc.  dose. 
Method  of  Preparation:  The  influenza  viruses  ore  propagated  on  developing  chick  embryos. 
The  extra-embryonic  fluid  containing  the  virus  suspension  is  harvested,  clarified  by  fitration 
and  concentrated  and  refned  by  ultracentrifugation.  Polysorbate-80,  U.S.P.  (175  meg.  per 
0.5  cc.)  is  added  to  the  refned  concentrate.  The  refned  concentrate  is  extracted  with  ethyl 
ether,  stabilized  with  formalin,  and  preserved  with  0.0 1 % thimerosal  (mercury  derivative).  The 
vaccine  contains  not  more  than  1 : 1 2,000  formalin,  used  during  the  process,  it  does  not  contain 
penicillin.  Aluminum  phosphate,  1.5  mg.  per  0.5  ml.  is  added  to  the  vaccine  as  an  adjuvant. 
Indications:  FLUOGEN  is  indicated  for  the  production  of  immunity  to  infuenza  produced  by 
the  strains  of  virus  containing  antigens  related  to  those  in  the  vaccine.  FLUOGEN  is  recom- 
mended primarily  as  a seasonal  booster  for  persons  who  were  previously  vaccinated  with 
vaccines  containing  the  A2  Hong  Kong  variant.  It  may  also  be  used  for  primary 
immunization  of  those  who  have  not  previously  received  the  Hong  Kong 
variant.  It  is  recommended  that  both  primary  and  booster  immuniza- 
tion be  completed  by  early  December  since  infuenza  is  more 
likely  to  appear  during  cold  weather.  It  is  understood  that 
should  epidemic  conditions  be  predicted,  immunization 
procedures  should  be  initiated  regardless  of  the  time 
of  year.  Attempts  to  produce  immunity  following  the 
appearance  of  an  epidemic  may  be  less  successful 
because  of  the  rapidity  with  which  the  disease 
spreads  and  the  time  required  for  antibody  pro- 
duction following  vaccination.  The  degree  of 
protection  afforded  by  immunization  with  any 
vaccine  may  not  be  sufficient  to  prevent  the 
disease  if  the  exposure  to  the  infuenza  virus 
strains  is  overwhelming  or  if  the  virus  strains 
are  not  closely  related  antigenically  to  those 
used  in  the  production  of  vaccine.  Although 
routine  vaccination  of  healthy  groups  of 
adults  and  children  is  not  recommended, 
when  widespread  epidemics  of  infuenza 
are  forecast,  vaccination  may  be  considered 
if  above-average  levels  of  absenteeism  would 
disrupt  satisfactory  operations  in  industries, 
schools,  and  other  such  groups.  Contraindica- 
tions: The  use  of  products  prepared  from  the 
embryonic  f uid  of  chicken  eggs  is  contraindicated 
in  persons  with  a history  of  allergy  to  eggs,  chicken, 
chicken  feathers,  or  chicken  dander.  In  persons  sus- 
pected of  having  an  allergic  condition,  immunization 
procedures  should  be  preceded  by  a scratch  test  or  an 
intradermal  injection  (0.05  ml.  to  0.1  ml.)  of  vaccine  diluted 
1:100  in  sterile  saline  to  determine  possible  sensitivity  to  the 
minute  residual  egg  protein  that  may  be  present  in  the  vaccine.  A 
positive  skin  reaction  contraindicates  immunization  with  the  vaccine. 

Immunization  should  be  deferred  in  the  presence  of  any  acute  respiratory 
disease  or  other  active  infection.  It  should  also  be  deferred  in  the  presence  of  on  epidemic  of 
poliomyelitis  unless  the  risk  of  infuenza  represents  a greater  threat  to  the  patient  than  the 
increased  possibility  of  poliomyelitis.  Precautions:  A separate  sterile  syringe  and  needle 
should  be  used  for  each  patient  to  prevent  transmission  of  homologous  serum  hepatitis  virus 
or  other  infectious  ogent  from  one  person  to  another.  Reusable  glass  syringes  and  needles 
should  be  heot  sterilized.  Epinephrine  should  be  immediately  available  for  use  should  on  acute 
anaphylactoid  reaction  occur  in  individuals  having  an  undisclosed  hypersensitivity  to  any  com- 
ponent of  the  vaccine.  Because  of  the  possibility  of  a febrile  reaction  following  immunization 
with  infuenza  virus  vaccine,  the  wisdom  of  attempting  to  immunize  patients  with  a history  of 
febrile  convulsion  should  be  given  careful  consideration.  Adverse  reactions:  Most  frequent  re- 
action reported  in  eorly  clinical  studiest  with  ether- extracted  vaccine  was  tenderness  at  the  site 
of  injection.  Headache  ond  maloise  were  reported  in  up  to  about  1 2%  of  subjects.  Nausea  and 
fever  occurred  in  approximately  5%  of  the  patients.  Muscle  ache,  joint  pain,  chills,  fatigue,  and 
anorexia  occurred  in  less  than  5%  of  the  subjects.  Package  information:  Bio579  — 5cc.rubber- 
diaphrggm-capped  vial.  Each  5 cc.  vial  contains  sufficient  vaccine  to  deliver  ten  0.5  cc.  doses. 
tUnpublished  data  available  upon  request. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232  58469 


new 

FLUOGEN™ 

enzQ  virus  vaccine, 
bivalent)  mmunizing 
antigen,  ether  extracted 


"Purified"  flu  vaccine  is  tidy  and 
homogeneous  ...  but  that's  just  the 
starting  material  for  FLUOGEN. 

First,  we  ether-extract  our  viruses  — 
stripping  away  a lot  of  reaction- 
causing  lipids  and  egg  protein 
in  the  process. 

Then  we  scrub  off  more  troublemakers 
with  our  exclusive  gel  filtration  process. 
Result:  An  ultrapure  antigen,  with 
the  adult  dose  reduced  to  0.5  cc. 

With  this  dose,  antibody  levels  are 
equal  or  superior  to  those  provided 
by  our  conventional  influenza  virus 
vaccines  but  FLUOGEN  is  only 
slightly  more  than  half  as  likely 
to  cause  side  effects.* 
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Walter  S.  Smith,  M.D.* 
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Superintendent  of  Nurses  : 
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Howard  0,  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
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^ 44  The  Unit  System: 

_i  A New  Approach 
y in  State  Hospital  Care 

^ Gary  E.  Miller  of  Austin  is 
deputy  commissioner 
= for  mental  Health,  Texas 
— Department  of  Mental 
2 Health  and  Mental  Re- 
y tardation.  After  graduation 
O from  The  University  of 
Texas  Medical  Branch  he 
interned  at  Montefiore 
Hospital,  New  York  City, 
and  was  a resident  in 
psychiatry  at  University 
Hospitals,  Cleveland,  and 
at  Austin  State  Hospital. 
Prior  to  his  current  ap- 
pointment, Dr.  Miller  was 
director  of  the  Harlingen 
State  Mental  Health  Clinic. 
He  is  a diplomate  in 
psychiatry,  American 
Board  of  Psychiatry  and 
Neurology,  and  a member 
of  the  American  Psychiatric 
Association,  its  Texas 
District  Branch,  and  the 
New  York  Academy  of 
Sciences. 


52  Nucleolar  “Cap” 
Formation  and  Carcino- 
genicity in  4-Nitroquinoline- 
1-Oxide  and  Related 
Compounds 

William  Bruce  Ross, 
winner  of  the  fourth  annual 
Texas  Medicine  Award 
for  scientific  writing  by 
Texas  medical  students. 


is  a junior  at  The  Univer- 
sity of  Texas  Southwestern 
Medical  School  at  Dallas. 
He  conducted  his 
original  research  for  this 
article  during  the  summer 
of  1968  under  the 
direction  of  Dr.  Joseph  S. 
Paul  (PhD),  assistant 
professor  of  pathology 
at  Southwestern.  He  was 
graduated  with  high 
honors  from  Southern 
Methodist  University  in 
1967,  and  received  the 
Longnecker  Award  as 
outstanding  senior  science 
student.  Mr.  Ross  is  a 
member  of  Phi  Beta 
Kappa  as  well  as  honorary 
history  and  biology 
fraternities.  On  Aug  2, 
1969,  he  and  the  former 
Miss  Denise  Guinn  were 
married.  Mrs.  Ross  also 
is  a junior  at  Southwestern. 


58  Diagnosis  of  Surgically 
Remediable  Hypertension 

Arthur  Grollman,  who  holds 
doctoral  degrees  in  both 
medicine  and  philosophy, 
is  professor  of  experi- 
mental medicine  in  the 
Department  of  Pathology, 
The  University  of  Texas 
Southwestern  Medical 
School.  He  is  a diplomate 
of  the  American  Board 
of  Internal  Medicine;  in 
July  of  this  year,  he 
received  the  Oscar  B. 
Hunter  Award  from  the 
American  Therapeutic 
Society.  Dr.  Grollman  also 
is  a member  of  the  US 
Pharmacopoeia  Revision 
Committee,  and  national 
civilian  consultant  to  the 
Surgeon  General,  USAF. 
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62  Hypertension  in  the 
Young  Athlete 

George  T.  Bryan  is 
associate  professor  of 
pediatrics  and  assistant 
director,  Clinical  Study 
Center,  The  University  of 
Texas  Medical  Branch, 
Galveston.  Specializing  in 
pediatric  endocrinology, 
he  is  a diplomate  of  the 
American  Board  of 
Pediatrics.  After  gradua- 
tion from  the  University 
of  Tennessee  College  of 
Medicine  in  Memphis,  he 
interned  at  District  of 
Columbia  General  Hospital, 
Washington,  DC,  and 
took  his  residency 
at  the  State  University  of 
Iowa  Hospitals,  Iowa  City. 
Before  coming  to  Texas, 
he  held  positions  with 
the  National  Institutes  of 
Health,  Bethesda,  Md. 


70  A New  Tub  for 
Burn  Wound  Care 

Benjamin  H.  Wofford,  Jr, 
is  a resident  in  plastic 
surgery  at  The  University 
of  Texas  Medical  Branch, 
Galveston.  He  was  grad- 
uated from  the  Medical 
College  of  Georgia, 

Augusta,  interned  at  the 
US  Public  Health  Service 
Hospital  in  Baltimore,  and 
returned  to  the  Medical 
College  of  Georgia  for 
his  first  residency.  His 
coauthors  are  Drs.  D.  L. 
Larson,  Sally  Abston, 

S.  R.  Lewis,  J.  B.  Lynch, 

T.  G.  Blocker,  Jr,  and 
Virginia  Blocker,  all 
of  Galveston. 


PUBLICATION  INFORMATION 


72  Clinicopathologic 
Conference 

Participants  in  this 
Clinicopathologic  Con- 
ference from  The  Univer- 
sity of  Texas  Southwestern 
Medical  School  and  Park- 
land Memorial  Hospital, 
Dallas,  are  Drs.  Marvin 
Stone,  1963  graduate 
of  the  University  of  Chicago 
Medical  School  and  now 
a resident  in  internal 
medicine  at  Parkland; 
Steven  Schenker,  associate 
professor  in  internal 
medicine;  Floyd  Rector, 

Jr,  professor  in  internal 
medicine;  Adolph  H. 
Giesecke,  associate 
professor  in  anesthesiol- 
ogy; Bruce  D.  Fallis, 
professor  in  pathology; 
and  Edwin  H.  Eigenbrodt, 
associate  professor  in 
pathology,  guest  editor. 


EDITORIALS 

33  Let's  Teach  Preventive 
Medicine 

Milford  O.  Rouse,  MD 

34  Hospital  Accreditation 
Topic  of  AMA  Delegates’ 
Review 

Walter  Walthall,  MD 

35  Teaching  Geriatrics  in 
Texas  Medical  Schools 

Larry  R.  Kimsey,  MD 
Jean  L.  Roberts,  MD 

39  A New  Insurance 
Program  for  TMA  Members 

Charles  Max  Cole,  MD 
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81  General  News 
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87  Public  Affairs  and 
Public  Relations 
Conference  Program 

95  Medicine  in  Literature 

98  New  Books  in 
TMA  Library 

103  Highlights  of 

Coming  Meetings 
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116  Pamphlets 

119  Postgraduate  Courses 

120  Recent  Deaths 


ON  THE  COVER 

The  design  symbolizes  the 
basic  component  of  Texas’ 
state  mental  hospitals  to- 
day— a unit  which  serves  a 
specific  geographic  area. 
Patients  are  assigned  to 
their  “home”  unit  from  the 
time  they  enter  the  hospi- 
tal until  they  are  ready  to 
leave.  Reaching  out  into  the 
communities,  unit  staff? 
may  work  with  local  person- 
nel to  help  assure  needed 
aftercare  for  discharged  pa- 
tients. The  state  mental 
hospitals  were  reorganized 
into  the  unit  system  a little 
more  than  a year  ago.  It 
was  a radical  change  from 
the  traditional  departmen- 
tal structure.  One  might 
have  expected  great  prob- 
lems, but  the  surprising 
thing  is  how  few  there  have 
been.  Why  did  the  hospitals 
reorganize?  What  does  the 
new  system  offer  that  the 
old  one  didn't?  How  does 
it  work?  Most  importantly, 
how  have  the  patients 
fared?  Dr.  Gary  E.  Miller  dis- 
cusses these  and  other  as- 
pects of  the  reorganization 
in  the  article  that  begins  on 
page  44.  After  reading  it, 
you  may  want  to  learn  more 
about  the  unit  that  serves 
your  own  community. 


NEXT  MONTH 

In  October’s  issue,  look  for 
articles  on  the  pathology  of 
Pseudomonas  infection;  the 
effect  of  arsenic  on  inflam- 
mation, infection,  and  car- 
cinogenesis; gastric  ulcer; 
duodenal  acidification  and 
peptic  ulcer;  and  anemia 
following  partial  gastrecto- 
my. Texas  Medicine’s  an- 
nual competition  for  excel- 
lence in  scientific  writing  by 
medical  students  can  have 
only  one  “winner,”  but  the 
high  quality  of  this  year’s 
entries  made  the  judges’ 
decision  difficult.  The  win- 
ning article  appears  in  this 
issue.  Next  month  we  will 
publish  another  excellent 
entry,  “Adhesives  in  Ocu- 
lar Surgery,”  by  Drs.  Stev- 
en H.  Cobb  and  Terry  A. 
Reed,  1969  graduates  of 
Baylor  College  of  Medicine. 
October’s  issue  also  will 
contain  another  radiological 
case,  on  congenital  lobar 
emphysema  in  a newborn, 
sponsored  by  the  Texas 
Radiological  Society. 
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He  is  elderly. 

He  is  on  corticosteroids. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 

DECLOSTATIN300 


Denuih^-lchlortflraqclineHCI  300  mg 
and  INystalin  500.000  units 
CAPSILE-SHAPED  TABLETS  Lcderle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy— the  protection  of 


V ^ C.'  — Ui. 

nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

^ For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
overgrowth. 


Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline.  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component,  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  hver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light  has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
tliema  to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines sho^d  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con 
stant  observation  is  essential.  If  new  infections  appear,  appropriatf 
measures  should  be  taken.  In  infants,  increased  intracranial  pressuri 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  havt 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system — anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth  dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo-i 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn-- 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therapy| 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  an| 
Ijone-forming  tissue  with  no  serious  harmful  effects  reported  thus  faaT 
in  humans.  -- 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods; 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  symptoms  have  subsided. 


LEDERLE  LABORATORIES 
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when  it’s  late  in  life 
and  anxiety 

and  depression 
coexist... 

initial  therapy 

Triavil440 

Each  tablet  contains  4 mg.  of  perphenazine  and  10  mg.  of 
amitriptyline  hydrochloride 

maintenance  therapy 

Triavii  2-10 

Each  tablet  contains  2 mg.  of  perphenazine  and  10  mg.  of 
amitriptyline  hydrochloride. 

appropriate 
therapy  in  an 
appropriate 
dosage 


During  the  years  of  declining  strength  and  in- 
creasing infirmity,  many  patients  are  more  sen- 
sitive to  both  the  desired  response  anci  the 
unwanted  effects  of  some  drugs.  That’s  when 
low-dosage  therapy  is  needed.  And  that’s  when 
Triavil  4T0,  as  initial  therapy,  and  Triavil 
2-10,  for  maintenance,  can  prove  particularly 
useful. 

Starting  with  Triavil  4-10  should  help  mini- 
mize possible  dose-related  side  effects  in  the 
geriatric  patient  with  coexisting  anxiety  and 
depression.  And,  subsequently,  Triavil  2-10 
can  increase  flexibility  in  adjusting  maintenance 
dosage. 

Activities  made  hazardous  by  ciiminished  alert- 
ness should  be  avoided.  Y ou  will  want  to  inform 
your  patients  that  the  effects  of  alcohol  may  be 
potentiated.  Because  of  the  potentiation  of 
other  drug  effects  possible  with  MAO  inhibitors, 
such  agents  should  not  he  given  concomitantly 
with  Triavil.  However,  therapy  with  Triavil 
can  be  initiated  cautiously  two  weeks  or  more 
after  withdrawal  of  the  MAOI  drugs.  And, 
until  significant  remission  is  observed,  close 
supervision  of  any  seriously  depressed  patient 
is,  of  course,  essential  to  guard  against  possible 
suicide.  The  drug  is  contraindicated  in  glau- 
coma, in  patients  expected  to  experience  prob- 
lems of  urinary  retention,  in  drug-induced  CNS 
depression,  and  in  bone  marrow  depression. 
Triavil  4-10  (Sc  2-10 — tranquilizer-antidepres- 
sant therapy  especially  appropriate  for  the 
elderly  patient  so  often  intolerant  to  medica- 
tion in  high  dosages. 


TRiAyiL 

containing  perphenazine  and  amitriptyline  HCI 
TRANQUILIZER-ANTI  DEPRESSANT 


for  moderate  to 
severe  anxiety 
v^ith  coexisting 
depression 


For  additional  prescribing  information,  please  see  following  page. 


TRIAVIL 

TRANQUILIZER-ANTIDEPRESSANT 

TRI AVIL  4-10;  Each  tablet  contains  4 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL  2-25:  Each  tablet  contains  2 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL  4'25:  Each  tablet  contains  4 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL  2-10;  For  use  in  adjusting  maintenance  dosage^ 
Each  tablet  contains  2 mg.  of  perphenazine  and  10  mg.  ot 
amitriptyline  hydrochloride. 


for  moderate  to  severe  anxiety  w^ith  coexisting  depression] 


INDICATIONS:  Patients  with  moderate  to  severe  anxiety 
and/or  agitation  and  depressed  mood;  patients  with  depres- 
sion in  whom  anxiety  and/or  agitation  are  severe;  patients' 
with  depression  and  anxiety  in  association  with  chronic 
physical  disease;  schizophrenics  with  associated  depressive 
symptoms. 

CONTRAINDICATIONS:  Central  nervous  system  de- 
pression from  drugs  (barbiturates,  alcohol,  narcotics, 
analgesics,  antihistamines);  hone  marrow  depression;  uri- 
nary retention;  pregnancy;  glaucoma.  Do  not  give  in  com- 
bination with  M AOI  drugs  because  of  possible  potentiation 
that  may  even  cause  death.  Allow  at  least  2 weeks  between 
therapies.  In  such  patients  therapy  with  TRIAVIL  should 
be  initiated  cautiously,  with  gradual  increase  in  the  dosage 
required  to  obtain  a satisfactory  reponse. 

WARNINGS:  Patients  should  be  warned  against  driving 
a car  or  operating  machinery  or  apparatus  requiring  alert 
attention,  and  that  response  to  alcohol  may  be  potentiated. 
PRECAUTIONS:  Suicide  is  always  a possibility  in  mental 
depression  and  may  remain  until  significant  remission 
occurs.  Supervise  patients  closely  in  case  they  may  require 
hospitalization  or  concomitant  electroshock  therapy.  Un- 
toward reactions  have  been  reported  after  the  combined 
use  of  antideptessant  agents  having  various  modes  of 
activity.  Accordingly,  consider  possibility  of  potentiation 
in  combined  use  of  antidepressants.  Not  recommended  for 
use  in  children.  Mania  or  hypomania  may  be  precipitated 
in  manic-depressives  (perphenazine  in  TRIAVIL  seems  to 
reduce  likelihood  of  this  effect).  If  hypotension  develops, 
epinephrine  should  not  he  employed,  as  its  action  is  blocked 
and  partially  reversed  by  perphenazine.  Caution  patients 
about  errors  of  judgment  due  to  change  in  mood. 

SIDE  EFFECTS:  Similar  to  those  reported  with  either 
constituent  alone.  Perphenazine:  Should  not  be  used 
indiscriminately.  Use  caution  in  patients  with  histoty  of 
convulsive  disorders  or  severe  reactions  to  other  pheno- 
thiazines.  Likelihood  of  untoward  actions  greater  with 
high  doses.  Closely  supervise  with  any  dosage.  Side  effects 
may  be  any  of  those  reported  with  phenothiazine  drugs: 
blood  dyscrasias  (pancytopenia,  thrombocytopenic  pur- 
pura, leukopenia,  agranulocytosis,  eosinophilia);  liver 
damage  (jaundice,  biliary  stasis);  extrapyramidal  symptoms 
(opisthotonos,  oculogyric  crisis,  hyperreflexia,  dystonia, 
akathisia,  dyskinesia,  parkinsonism)  usually  controlled  by 
the  concomitant  use  of  effective  antiparkinsonian  drugs  and  / 

MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.  Inc,  West  Point  Pa  19486 

where  today's  theory  is  tomorrow's  therapy 


or  by  reduction  in  dosage,  but  sometimes  persist  after  discon- 
tinuation of  the  phenothiazine;  severe,  acute  hypotension 
(of  particular  concern  in  patients  with  mitral  insufficiency  or 
pheochromocytoma);  skin  disorders  (photosensitivity,  itch- 
ing, erythema,  urticaria,  eczema,  up  to  exfoliative  dermatitis); 
other  allergic  reactions  (asthma,  laryngeal  edema,  angio- 
neuroticedema,  anaphylactoid  reactions) ; peripheral  edema; 
reversed  epinephrine  effect;  endocrine  disturbances  (lacta- 
tion, galactorrhea,  disturbances  of  menstrual  cycle);  grand 
mal  convulsions;  cerebral  edema;  altered  cerebrospinal 
fluid  proteins;  polyphagia;  paradoxical  excitement;  photo- 
phobia; skin  pigmentation;  failure  of  ejaculation;  EKG 
abnormalities  (quinidine-like  effect);  reactivation  of  psy- 
chotic processes;  catatonic-like  states;  autonomic  reactions 
such  as  dryness  of  the  mouth,  headache,  nausea,  vomiting, 
constipation,  obstipation,  urinary  frequency,  blurred  vision, 
nasal  congestion,  and  a change  in  the  pulse  rate;  hypnotic 
effects;  pigmentary  retinopathy;  corneal  and  lenticular  pig- 
mentation; occasional  lassitude;  muscle  weakness;  mild 
insomnia;  significant  unexplained  rise  in  body  temperature 
may  suggest  intolerance  to  perphenazine,  in  which  case 
discontinue.  Antiemetic  effect  may  obscure  signs  of  toxicity 
due  to  overdosage  of  other  drugs  or  make  diagnosis  of  other 
disorders  such  as  brain  tumors  or  intestinal  obstruction 
difficult.  May  potentiate  central  nervous  system  depressants 
(opiates,  analgesics,  antihistamines,  barbiturates,  alcohol), 
atropine,  heat,  and  phosphorous  insecticides.  Amitriptyl- 
ine: Careful  observation  of  all  patients  recommended. 
Side  effects  include  drowsiness  (may  occur  within  the  first 
few  days  of  therapy);  dizziness;  nausea;  excitement;  hypo- 
tension; fainting;  fine  tremor;  jitteriness;  weakness;  head- 
ache; heartburn;  anorexia;  increased  perspiration;  inco- 
ordination; allergic-type  reactions  manifested  by  skin  rash, 
swelling  of  face  and  tongue,  itching;  numbness  and  tingling 
of  limbs,  including  peripheral  neuropathy;  activation  of 
latent  schizophrenia  (however,  the  perphenazine  content 
may  prevent  this  reaction  in  some  cases);  epileptiform 
seizures  in  chronic  schizophrenics;  temporary  confusion, 
disturbed  concentration,  or  transient  visual  hallucinations 
on  high  doses;  evidence  of  anticholinergic  activity,  such  as 
tachycardia,  dryness  of  mouth,  blurring  of  vision,  urinary 
retention,  constipation,  paralytic  ileus;  agranulocytosis; 
jaundice.  The  antidepressant  activity  may  be  evident  with- 
in 3 or  4 days  or  may  take  as  long  as  30  days  to  develop 
adequately,  and  lack  of  response  sometimes  occurs.  Re- 
sponse to  medication  will  vary  according  to  severity  as  well 
as  type  of  depression  present.  Elderly  patients  and  adoles- 
cents can  often  be  managed  on  lower  dosage  levels. 
Before  prescribing  or  administering,  read  product  cir- 
cular with  package  or  available  on  request. 
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SODIUM® 


the  ^^daytime  sedative’’  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allayiny  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  cfepression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning;  May  be  habit  forming. 

Usuid  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (34  gr.)  to  30  mg.  {\  2 gr.)  t.i.d.  or  q.i.d. 

Available  for  dayrime  sedation:  Tablets,  15  int;.  ('4  gr.), 

30  mg.  pi  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  1'",.). 

BUXIC APS'®’ [Capsules  Burisoi.  SoniUM  (sodium  butabarbital)] 
15  mg.  gr.),  30  mg.  ('2  gr.). 

( McNEIL 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa, 
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■Current  Therapy  1967,  ed.  by  Conn,  H.  F.,  P.  80- 


Jenamyciii 

(oxytetracycline) 

Fire  victim.  Examination  reveals  second  degree  burn  of  lower 
leg.  To  combat  shock,  restore  circulatory  volume  and  replace 
protein  loss,  plasma  is  administered.  Local  pressure  dressing 
applied.  Limb  elevated  to  limit  the  flow  of  lymph.  About  36 
hours  after  admission  the  patient  develops  an  elevated  tem- 
perature and  complains  of  pain  at  the  site  of  the  lesion. 

Dressing  removed.  A suppurating  slough  area  has  developed 
over  part  of  the  burn.  A swab  specimen  is  taken  for  culture 
and  the  slough  area  is  debrided.  Antibacterial  treatment  is 
begun  with  Terramycin  I.M.  Days  later,  recovery  is  progress- 
ing, and  the  laboratory  report  shows  a mixed  infection  with  a 
predominance  of  susceptible  coliform  bacteria,  confirming  the 
therapeutic  choice.  Terramycin  therapy  is  continued  until  all 
signs  of  infection  disappear. 

Experience  has  shown  that  Terramycin  offers  special 
advantages  in  treating  bacterial  infections  complicating  burns, 
when  strains  of  causative  organisms  are  susceptible.  Broad- 
spectrum  antibacterial  coverage.  Activity  unaffected  by  peni- 
cillinase. Rapidly  achieved  therapeutic  blood  levels.  Proven 
tissue  toleration. 

Terramycin  I.M.  is  the  only  preconstituted  broad- 
spectrum  antibiotic  designed  specifically  for  intramuscular 
use.  Requires  no  refrigeration.  Remains  stable  for  at  least  two 
years.  Available  for  immediate  use  in  Isoject,®  a disposable 
injection  unit.  In  difficult  as  well  as  routine  cases,  when  tests 
reveal  susceptible  organisms,  consider  Terramycin.  One  of 
the  world’s  most  widely  used  broad-spectrums. 


LABORATORIES  DIVISION 

New  York,  N Y.  10017 


Contraindicated:  In  Individuals  hypersensitive  to  any 
of  the  components  of  this  drug. 

Warnings:  If  renal  impairment  exists,  even  usual 
doses  may  lead  to  excessive  systemic  accumulation  and 
possible  liver  toxicity.  In  such  patients,  lower  than 
usual  doses  are  indicated  and  for  prolonged  therapy 
oxytetracycline  serum  level  determinations  may  be 
advisable. 

Terramycin  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  re- 
ported thus  far  in  humans. 

Use  of  oxytetracycline  during  the  last  trimester  of 
pregnancy,  neonatal  period  and  early  childhood  may 
cause  discoloration  of  teeth.  This  effect  occurs  mostly 
during  long-term  use  of  the  drug,  but  it  has  also  been 
observed  in  usual  short-treatment  courses. 

During  treatment  with  tetracyclines,  individuals  sus- 
ceptible to  photodynamic  reactions  should  avoid  direct 
sunlight.  Discontinue  therapy  at  first  evidence  of  skin 
discomfort. 

Note:  With  oxytetracycline,  phototoxicity  is  not  be- 
lieved to  occur  and  photoallergy  is  very  rare. 
Precautions:  Use  of  broad-spectrum  antibiotics  occa- 
sionally may  result  in  overgrowth  of  nonsusceptible 
organisms.  Where  such  infections  occur,  discontinue 
oxytetracycline  and  institute  specific  therapy. 

As  with  all  intramuscular  preparations,  Terramycin 
Intramuscular  Solution  should  be  injected  well  within 
the  body  of  a relatively  large  muscle.  Adults:  The 
preferred  sites  are  the  upper  outer  quadrant  of  the  but- 
tock (i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh. 
Children:  It  is  recommended  that  intramuscular  in- 
jections he  given  preferably  in  the  mid-lateral  muscles 
of  the  thigh.  In  infants  and  small  children  the  periphery 
of  the  upper  outer  quadrant  of  the  gluteal  region 
should  be  used  only  when  necessary,  such  as  in  burn 
patients,  in  order  to  minimize  the  possibility  of  dam- 
age to  the  sciatic  nerve. 

The  deltoid  area  should  be  used  only  if  well  developed 
such  as  in  certain  adults  and  older  children,  and  then 
only  with  caution  to  av'oid  radial  nerve  injury.  Intra- 
muscular injections  should  not  be  made  into  the  lower 
and  mid-thirds  of  the  upper  arm.  As  with  all  intra- 
muscular injections,  aspiration  is  necessary  to  help 
avoid  inadvertent  injection  into  a blood  vessel. 
Increased  intracranial  pressure  with  bulging  fontanelles 
has  been  observed  occasionally  in  infants  receiving 
therapeutic  doses  of  the  drug,  but  such  signs  and 
symptoms  have  disappeared  rapidly  on  cessation  of 
treatment  with  no  sequelae. 

Adverse  Reactions:  Subcutaneous  and  fat-layer  in- 
jection may  produce  mild  pain  and  induration  which 
may  be  relieved  by  an  ice  pack.  Very  mild  gastro- 
intestinal disturbances,  not  requiring  discontinuance 
of  the  drug,  may  occur  occasionally.  Allergic  reactions, 
including  anaphylaxis,  rarely  have  been  observed. 
Dosage:  Adult:  The  optimal  dosage  varies,  depending 
on  the  type  and  severity  of  infection.  Unless  otherwise 
specified,  a dose  of  100  mg.  every  8 to  12  hours,  or  a 
single  daily  dose  of  250  mg.  should  be  adequate  for  the 
treatment  of  most  mild  or  moderately  severe  infections. 
In  severe  infections,  100  mg.  every  6 to  8 hours,  or  250 
mg.  every  12  hours  may  be  necessary. 

Serum  levels  obtained  by  the  recommended  dosages 
are  comparable  to  those  provided  by  the  oral  dosage 
of  1 to  2 Gm.  daily  in  adults.  Antibiotic  therapy 
should  be  continued  for  at  least  24  to  48  hours  after 
all  symptoms  and  fever  have  subsided. 

In  certain  diseases  specific  courses  of  therapy  may  be 
recommended  as  a general  guide.  In  primary  and  sec- 
ondary syphilis  for  example,  the  daily  administration 
of  2 Gm.  oxytetracycline,  orally,  in  divided  doses  for 
two  weeks  has  given  good  results.  In  cases  of  gonococ- 
cal infection  two  intramuscular  injections  of  250  mg. 
each,  or  one  intramuscular  injection  of  250  mg.  com- 
bined with  one  gram  given  orally  as  a single  dose,  will 
usually  suffice,  but  repetition  of  this  therapy  will  be 
required  in  an  occasional  case. 

In  the  treatment  of  hemolytic  streptococcal  infections, 
therapy  should  continue  for  at  least  10  days  to  prevent 
development  of  rheumatic  fever  or  glomerulonephritis. 
In  the  treatment  of  staphylococcal  infections  indicated 
surgical  procedures  should  be  carried  out  in  all  cases. 
Pediatric:  A dosage  of  3 mg. /lb. /day  in  two  doses  has 
been  found  satisfactory  In  the  treatment  of  most  mild 
to  moderately  severe  infections.  For  more  severe  infec- 
tions, higher  dosages  may  be  indicated  and  should  be 
adjusted  accordingly. 

Terramycin  Intramuscular  Solution  provides  maximum 
absorption  and  patient  toleration  with  minimal  local 
irritation. 

Suppl.v:  Terramycin  (oxytetracycline)  Intramuscular 
Solution:  available  In  single  dose,  prescored  glass  am- 
pules containing  100  or  250  mg.  oxytetracycline/2  cc., 
Isoject®  syringes  containing  100  or  250  mg.  oxytetra- 
cycllne/2  cc.  and  10  cc.  multiple  dose  vials  containing 
50  mg.  oxytetracycline/ cc. 

More  detailed  professional  information  available  on  request. 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 

AIVIR 

One  Ambar  Extentab  before  breakfast  can  / m 1 T 1 rB/m  1%  BRIEF  SUMMARY/Indicalions:  Ambar 

help  control  most  patients’  appetite  for  up  I I'  I "A  T)  CJ®  suppresses  appetite  and  helps  offset  emo- 

to  12  hours.  Methamphetamine,  the  appe-  XLyV  i XZviN  JL/xJ3k3  tional  reactions  to  dieting.  Contralndica- 
tite  suppressant,  gently  elevates  mood  and  methamphetamine  HCi  is  mg.,  tions:  Hypersensitivity  to  barbiturates  or 

, phenobarbital  64.8  mg.  (1  gr.)  •' 

helps  overcome  dieting  frustrations.  Pheno-  (Warmng:  may  be  habit  forming).  sympathomimetics;  patients  with  advanced 
barbital,  the  sedative  in  Ambar,  controls  irritability  and  renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 


anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


tion  in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details. 


A.  H.  ROBINS  COMPANY, 
RICHMOND.  VA.  23220 


/I-H-[^OBINS 
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TEXAS  MEDICINE 


from  the  discord  of  anxiety. . . 


to  emotional  harmony 


with  the  aid  of  antianxiety 

Librium® 

(chlordiazepoxide 

HCI) 

5-mg,  1 0-mg 
and  25-mg  capsules 

In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees 
of  excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  dis- 
ease. In  properly  individualized 
maintenance  dosage,  Librium 
(chlordiazepoxide  HCI)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunc- 
tive therapy  in  psychophysiologic 
disorders— yet  seldom  impairs 
mental  acuity  or  ability  to  func- 
tion. Librium  has  demonstrated  a 
wide  margin  of  safety  in  short- 
and  long-term  therapy. 

Also  available: 

Libritabs® 

(chlordiazepoxide) 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  de- 
pendence have  rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  ta  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  patential  benefits  be  weighed  against 
its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude  ataxia 
or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present  and  pratective  measures 
necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially 
in  the  elderly  and  debilitated.  These  are  reversible  in  mast  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during  protracted 
therapy. 
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The  Apprehensive  Hypertensive 


WELL,  YOU  HAVE  WHAT  WE  CALL 
MODERATE  HYPERTENSION- 
HIGH  BLOOD  PRESSURE.  NOW  I 
DON'T  WANT  YOU  TO  WORRY, 

BUT  WE  ARE  GOINS  TO  HAVE  TO 
CHANGE  A FEW  LIVING  HABITS. 
FIRST  WE'RE  GOING  TO  HAVE  To 
CUT  OUT  SMOKING-ALTOGETHER. 


THEN  WE  HAVE 
TO  LOSE  WEIGHT. 
20  POUNDS 
SHOULD  DO  IT... 
WE'LL  TALK  A LITTLE 
LATER  ABOUT  THIS 
DIET  WE'RE  GOING 


Regrotorf  to  lower  blood  pressure 

chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 


Regroton®;  chlorthalidone  50  mg. , reserpine  U.S.P.  0.25  mg. 
Indfcalions.  Hypertension.  Contra  indications:  History  of  mental  depres- 
sion. hypersensitivity,  and  most  cases  of  severe  renal  or  hepatic  dis- 
eases. Warning:  With  the  administration  of  enteric-coated  potassium 
supplements,  which  should  be  used  only  when  adequate  dietary  sup- 
plementation is  not  practical,  the  possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and  perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  frequently  been  required  and  deaths  have 
occurred.  Discontinue  coated  potassium-containing  formulations  imme- 
diately if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointesti- 
nal bleeding  occur.  Discontinue  one  week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs.  Use  in  pregnancy:  Because 
chlorthalidone  may  cross  the  placental  barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in  breast  milk,  this  drug  should  be  used  with 
care  in  pregnant  patients  and  nursing  mothers.  When  used  in  women 
of  childbearing  age,  the  potential  benefits  of  the  drug  should  be 
weighed  against  the  possible  hazards  to  the  fetus.  Use  of  chlorthalidone 
may  result  in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly 


other  adverse  reactions  which  have  occurred  in  the  adult.  Increased 
respiratory  secretions,  nasal  congestion,  cyanosis  and  anorexia  may 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions:  Antihy- 
pertensive therapy  with  this  drug  should  always  be  initiated  cautiously 
in  postsympathectomy  patients  and  in  patients  receiving  ganglionic 
blocking  agents,  other  potent  antihypertensive  drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  To 
avoid  hypotension  during  surgery,  discontinue  therapy  with  this  agent 
two  weeks  prior  to  elective  surgical  procedures.  In  emergency  surgery, 
use,  if  needed,  anticholinergic  or  adrenergic  drugs  or  other  supportive 
measures  as  indicated.  Because  of  the  possibility  of  progression  of 
renal  damage,  periodic  kidney  function  tests  are  indicated.  Discontinue 
if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may 
be  precipitated.  Electrolyte  imbalance,  sodium  and/or  potassium  de- 
pletion may  occur.  If  potassium  depletion  should  occur  during  therapy, 
the  drug  should  be  discontinued  and  potassium  supplements  given, 
provided  the  patient  does  not  have  marked  oliguria.  Take  particular  care 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients  receiving 


WE'VE  GOT  TO  GET 

plenty  of  rest  and 
TRV  TO  AVOID  SITUATIONS 
THAT  MAKE  US  ANXIOUS 
OR  TENSE.  AND  WE'LL 
TAKE  MEDICINETO  LOWER 
OUR  BLOOD  PRESSURE 
AND  CALM  US  DOWN. 


VVE'VE  GOT 


and  allay  anxiety  in  hypertension 


corticosteroids,  ACTH,  or  digitalis.  Severe  salt  restriction  is  not  recom- 
mended. Use  cautiously  in  patients  with  ulcerative  colitis  or  gallstones 
(biliary  colic  may  be  precipitated).  Bronchial  asthma  may  occur  in 
susceptible  patients.  Adverse  Reactions:  The  drug  is  generally  well 
tolerated.  The  most  frequent  side  effects  are  nausea,  gastric  irritation, 
vomiting,  diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina  pectoris, 
anxiety,  depression,  bradycardia  and  ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis),  drowsiness,  dull  sensorium,  hypergly- 
cemia and  glycosuria,  hyperuricemia,  lassitude,  restlessness,  transient 
myopia,  impotence  or  dysuria,  orthostatic  hypotension  which  may  be 
potentiated  when  chlorthalidone  is  combined  with  alcohol,  barbiturates 
or  narcotics,  leukopenia,  aplastic  anemia,  skin  rashes,  thrombocyto- 
penia, agranulocytosis,  nasal  stuffiness,  increased  gastric  secretions, 
nightmare,  purpura,  urticaria,  ecchymosis,  weakness,  uveitis,  optic 
atrophy  and  glaucoma,  and  pruritus.  Eruptions  and/or  flushing  of  the 
skin,  a reversible  paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea,  weight 


gain  decreased  libido,  dryness  of  the  mouth,  deafness,  anorexia,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.l.  symptoms  de- 
velop after  prolonged  administration.  Jaundice,  xanthopsia,  paresthesia, 
photosensitization  and  necrotizing  angiitis  are  possible.  Average  Dos- 
age:  One  tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
■tiWets  in  bottles  of  100  and  1000.  (B)46-600-C 

For  details,  please  see  complete  prescribing  informafion. 


50  mg. 
reserpineU.S.P.  0.25  mg. 

(^iw  Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502  re.6742 


Regroton 


chlorthalidone 


(0715) 


Before  prescribing,  see  complete 
prescribing  information,  includ- 
ing symptoms  and  treatment  of 
overdosage,  in  SK&F  literature 
or  PDR. 

Contraindications:  Patients 
with  glaucoma,  pyloric  obstruc- 
tion, prostatic  hypertrophy,  blad- 
der neck  obstruction,  obstructive 
intestinal  lesions  and/or  ileus. 

Precautions:  Use  with  caution 
in  elderly  patients.  Discontinue 
one  week  prior  to  U’*  uptake  and 
PBI  tests,  as  the  iodine  in  iso- 
propamide  iodide  may  alter  re- 
sults. Iodine  skin  rash  may  occur 
in  rare  instances.  Caution  pa- 
tients about  activities  requiring 
mental  alertness  (driving,  hazard- 
ous occupations).  Use  in  preg- 
nancy, lactation,  and  in  women 
of  childbearing  age  only  when 
necessary. 

Adverse  Reactions:  Dry 
mouth,  blurred  vision,  dilated 
pupils,  photophobia,  constipa- 
tion, urinary  retention  and  tachy- 
cardia. Seen  less  frequently  are: 
palpitation,  nausea,  dysphagia, 
fever  and  nasal  congestion. 

Supplied:  In  bottles  of  50. 


Smith  Kline  & French 
Laboratories 


Darbid 

brand  of 

isopropamide 

Round-the-clock  relief  from  spasm 
and  excess  secretion  with  b.i.d.  dosage 


economical, 
b.i.d.  anticholinergic 


■ 'rf*' ■- 


Android 

(thyroid-androgen)  tablets 


Effectiveness  confirmed  by  another  double  blind  study* 


1. SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20% 

**‘Sexuat  impotence  treatment  with  methyl  testosterone  — thyroid  (ANDROID)  a cannot  bc  disputGd. 

doable  blind  study**  - Montesano,  Evangelista:  Clinical  Medicine,  April  1966, 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy  of  reproductive  organs  in 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease,  hypertension  unless  the 
metabolic  rate  is  low. 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyr6Id« 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed, role  of 
chemotherapy 


Choice  of  4 strengths 

Android  Android-HP 


Android-X  Android-Plus 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2. 5 mg. 
Thyroid  Ext.  (1/6  gr.)  .10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  Of  100,  500.  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..S.Omg. 
Thyroid  Ext.  (Va  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500, 1000. 


Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

' 2500  W.  6th  St..  Los  Angeles.  Calif.  90057 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.(1  gr.)  ...  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  TO  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 

REFER  TO 

PDR 


WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext. {V4  gr.)  ..  .15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60,  500. 


also  available  with  ESTROGEN 

Android-E 

Each  Tablet  Contains. 

Methyl  Testosterone 


Ethinyl  Estradiol 
Thyroid  Ext.  (1/G  gr.)  . 
Thiamine  Hydrochloride 
Glutamic  Acid 


2.5  mg. 
0.02  mg. 
10  mg. 
10  mg. 
50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen  — only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis  DOSE:  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication,  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens; 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month.  CONTRA  INDICATIONS;  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands.  . 


por  the  treatment  of  the  aging  patient 

apathy 

irritability 

forgetfuiness 

confusion 


Cerebro-Nicin 


capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


' I 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole 100  mg; 


17% 


A 


POOR  ■ FAIR  GOOD 

GEREBRO-NICIN'®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
;^aging  patients  showed  striking  improvement. 

I *A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
‘the  Amer.  Ger.  Soc.  June,  1964 


Ascorbic  Acid - tOO 

Thiamine  HCI 25  mg/,; 

1-Gtutamlc  Acid 50  mg ,3 

Niacinamide 5 mg^l 

Riboflavin 2 mgq 

Pyridoxine - 3mg.>| 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  pint  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications'! 
to  Pentylenetetrazole  although  caution  should  be  exercised  when- 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  afterl 
taking  a higher  potency  niacin-containing  compound.  As  a sec-  f 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is  ^ 

rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction,  ‘ 

Write  for  literature  ana  samples... 

THE  BROWN  PHARMACEUTICAL  CO: 
>2500W.6th  St, Los  Angeles, Calif. 90057,| 
Write  for  Product  Catalog 


20 


TEXAS  MEDICINE 


Painful 
night  leg 
cramps 


unwecome  bedie  ow  br  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition;  Each  white,  beveled,  com- 
pressed tablet  contains;  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  Including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated In  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage;  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC, 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Treating  atrophic  vaginitis 
complicated  by  infection... 

is  as  easy  as  AVC/Dienestrol 


Dienestrol  helps  restore  estrogen-deficient  vaginal  mucosa. 

It  is  the  particular  ingredient  in  AVC/Dienestrol  that  improves  cell  maturation  counts’-^ 

— helps  stimulate  the  restoration  of  normal  vaginal  epithelium  to  resist  infection. 

Two  recent  studies  reconfirm  AVC/ Dienestrol  efficacy.’'^  AVC/Dienestrol  is  proven 
effective  against  monilial,  trichomonal,  nonspecific  bacterial  vaginitis,  and  mixed 
infections.’'^  AVC/Dienestrol  combats  infection,  helps  restore  tissue  resistance  to  reinfection. 

So  even  in  complex  cases,  the  treatment  can  remain  the  same.  Comprehensive.  Effective. 
Easy  as  AVC/D. 


Contraindications:  Known  sensitivity  to  sulfonamides;  diag- 
nosis or  familial  history  of  carcinoma  of  the  genital  tract  or 
breasts;  precorcinomatous  lesions  of  the  vagina  or  vulvo;  palpa- 
ble uterine  fibromyomo;  mommory  fibroadenomo;  depressed 
liver  function. 

Precautions/Adverse  Reactions:  The  usual  precautions  for 
topical  and  systemic  sulfonamides  should  be  observed  becouse 
of  the  possibility  of  obsorption,  Burning,  increased  locol  dis- 
comfort, skin  rash,  urticaria  or  other  manifestations  of  sulfon- 
omide  toxicity  or  sensitivity  are  reasons  to  discontinue  treat- 
ment. The  use  of  AVC/Dienestrol  does  not  preclude  the 
necessity  for  careful  diagnostic  meosures  to  eliminate  the 
possibility  of  neoplasia  of  the  vulva  or  vagina.  Manifestations 
of  excessive  estrogenic  stimulation  through  dienestrol  obsorp- 
tion may  occur.  These  include  uterine  bleeding,  breast  tender- 
ness, exacerbation  of  menstrual  irregularity  and  provocation  of 
serious  bleeding  in  women  sterilized  because  of  endometriosis. 


Endometrial  withdrawal  bleeding  moy  occur  if  use  is  suddenly 
discontinued. 

Dosage:  One  applicatorful  or  one  suppository  introvaginally 
once  or  twice  daily. 

Supplied:  AVC/Dienestrol  Cream'  — Four  ounce  tube  wi/h 
applicator.  AVC  and  'AVC/Dienestrol  Suppositories' — Box  of 
12  with  applicotor. 

References;  (1)  Salerno,  L.  J.;  Ortiz,  G.,  ond  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Approach,  Scientific 
Exhibit,  presented  at  the  115th  Annual  AM. A.  Convention, 
Chicago,  Illinois,  June  1966.  (2)  Nugent,  F.  B.,  and  Myers, 
J.  E.:  Pennsylvania  Med.  69:44,  1966. 
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yA/C/Dienestrol 

Creom  (dienestrol  .01%,  sulfanilamide  15.0%,  ominacrine  hydrochloride  0.2%,  allantoin  2.0%! 

3u ppOSi to ri0S  (dienestrol  0.70  mg,,  sulfanilamide  1.05  Gm.,  ominacrine  hydrochloride  0.014  Gm.,  allontoin  0.14  Gm.) 


TRADEMARK;  AVC 


AV-920A 


7/69 


Dulcolaxr..so  predictable 
you  can  almost  set  patients  by  it. 


Dulcolax  works  so  effectively  that  the  time  of  bowel 
evacuation  can  often  be  predicted. 

Dulcolax  tablets  taken  at  night  will  usually  result  in  a con- 
venient bowel  movement  the  following  morning.  Dulcolax 
suppositories  generally  work  within  15  minutes  to  an  hour. 

Dulcolax  may  be  given  to  the  aged,  pregnant  or  nursing 
women,  and  children.  It  may  be  particularly  helpful  in  con- 
ditions in  which  straining  should  be  avoided.  The  drug, 
however,  is  contraindicated  in  the  acute  surgical  abdomen. 


Dulcolax*  bisacodyl 


? LICENSE  FROM  BOEHRINGERINGELHEIMG.M.B.H,  GEIGY  PHARMACEUTICALS.  DIVISION  OF  GEIGY  CHEMICAL  CORPORATION,  ARDSLEY.  NEW  YORK  10502 


DU.6681 


^aAomUt 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  In^edients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . . 0.60% 

Chlorobutanol  0.16% 

Tripelennamine  Hcl  0.60% 

In  Isotonic  Solution 


^aAomUt 

(PLAIN) 


VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Inerredienta : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  . . .0.60% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


Vosonii^ 


"Vasomffi 


(ANTIHISTAMINIC) 


Vdsomist 


'AMTtHt5TAMINlC) 

«...  - M 

•*UMCQ  U|K>«ATO«1f 


USE : Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


DIRECTIONS : Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  ne^ed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  ox. 

HUMCO  LABORATORY 

TEXARKANA.  ARK.-TEX. 
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TEXAS  MEDICI^ 


But  today  many  of  her  generation 
have  impaired  circulation  due  to 
peripheral  vascular  disease. 
Prescribe  Cyclospasmol® 
(cyclandelate)  to  help  improve 
circulation  to  the  extremities. 


Walking,  wannth, 
no  smoidng^plus 


CYCLOSPASMOL 

I C VdClHflGlCltG  I ACTIONS:  Cyclospasmol  is  an  orally  effective  pe 

ripheral  spasmolytic  and  vasodilator  that  acts 
directly  on  the  vascular  smooth  musculature  to  produce  a gradual  and  progressive 
relaxation  that  enhances  the  peripheral  and  cerebral  blood  flow. 

INDICATIONS:  For  adjunctive  therapy  in  occlusive  and  vasospastic  diseases  of  the  vas- 
cular system  associated  with  an  impaired  circulation,  such  as:  intermittent  claudication; 
arteriosclerosis  obliterans;  thrombophlebitis  (to  control  associated  vasospasm  and 
muscular  ischemia);  nocturnal  leg  cramps;  local  frostbite;  Raynaud’s  phenomenon;  as 
an  aid  to  encourage  healing  of  diabetic  and  trophic  ulcers  of  the  legs;  and  for  selected 
cases  of  ischemic  cerebral  vascular  disease.  A faster  response  may  be  expected  in 
conditions  in  which  vasospasm  is  predominant  in  the  pathological  process.  The  drug 
is  not  intended  to  substitute  for  an  adequate  medical  or  surgical  program  in  the 
treatment  of  peripheral  or  cerebral  vascular  disease.  It  is  imperative  that  the  patient 
continue  to  follow  established  therapy,  e.g.,  foot  care,  discontinuance  of  smoking, 
etc.,  while  taking  Cyclospasmol. 

Since  cerebrovascular  disease  is  diagnosed  most  frequently  only  after  destruction 
of  nervous  tissue,  it  cannot  be  expected  that  signs  and  symptoms  arising  from  an 
interruption  of  neuronal  function  can  be  completely  reversed  by  correcting  the  ex- 
citing cause.  Nevertheless,  restoration  of  blood  flow  towards  more  normal  levels 
with  cyclandelate  may  often  produce  marked  relief  from  such  signs  and  symptoms 
as  head  noises,  ringing  in  the  ears,  a feeling  of  weakness,  unsteady  gait,  mental  con- 
fusion, temporary  fluctuations  in  hearing  acuity,  poor  memory  and  slurred  speech. 
More  important,  the  drug  may  provide  prophylaxis  against  further  circulatory  em- 
barrassment, particularly  if  the  diminished  circulation  is  associated  with  spasm  of 
the  vascular  wall. 

CONTRAINDICATIONS;  Cyclospasmol  is  contraindicated  in  cases  of  known  hyper- 
sensitivity to  the  drug. 

WARNINGS;  Cyclandelate  should  be  used  with  extreme  caution  in  patients  with 
severe  obliterative  coronary  artery  or  cerebral  vascular  disease,  since  there  is  a 
possibility  that  these  diseased  areas  may  be  compromised  by  vasodilatory  effects 
of  the  drug  elsewhere.  USE  IN  PREGNANCY:  The  safety  of  cyclandelate  for  use 
during  pregnancy  or  lactation  has  not  been  established;  therefore,  it  should  not  be 
used  in  pregnant  women  or  in  women  of  childbearing  age  unless,  in  the  judgment 
of  the  physician,  its  use  is  deemed  absolutely  essential  to  the  welfare  of  the  pa- 
tient. Although  no  prolongation  of  bleeding  time  has  been  demonstrated  in  humans 
in  therapeutic  dosages,  it  has  been  demonstrated  in  animals  at  very  large  doses. 
Therefore,  the  hazard  of  a prolonged  bleeding  time  should  be  carefully  considered 
when  administering  cyclandelate  to  a patient  with  active  bleeding  or  a bleeding 
tendency. 

PRECAUTIONS:  Since  Cyclospasmol  is  a vasodilator,  it  should  be  used  with 
caution  in  patients  having  glaucoma.  Consult  direction  circular  before  prescribing. 
ADVERSE  REACTIONS:  Gastrointestinal  distress  (pyrosis,  pain,  and  eructation) 
may  occur  with  Cyclospasmol.  These  symptoms  occur  infrequently  and  are  usually 


mild.  Relief  can  often  be  obtained  by  tak- 
ing the  medication  with  meals  or  by  the 
concomitant  use  of  antacids.  Mild  flush,  headache,  feel- 
ing of  weakness  or  tachycardia  may  occur,  especially 
during  the  first  weeks  of  administration. 

SUPPLIED:  200  mg.  blue  capsules  in  bottles  of  100  and 
500;  100  mg.  orange  tablets  in  bottles  of  100  and  500. 


IVES  LABORATORIES  INC. 

685  Third  Avenue,  New  York,  N.Y.  10017 


3m 


Ciiculation  wasn't  a problem  to  this 
flapper  back  in  ^9. 
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TEXAS  MEDICINE 


Patient  comfort  in  chronic  constipation  is  enhanced 
by  restoration  of  normal  pattern  of  evacuation. 


concern. 


□ Gentle  neuroperistaltic  stimulation  is  mediated 

through  the  Auerbach’s  plexus  in  the  colon 

□ Aids  in  rehabilitation  of  the  constipated  patient 

by  facilitating  regular  elimination 

□ No  laxative  tolerance  or  rebound  constipation 

reported  in  clinical 

□ Even  many  previously  intractable  cases  have  been 
successfully  treated  with  SENOKOT  prepara 

□ Virtually  free  of  side  effects  at  proper, 

individualized  dosage  levels 

□ Dosage  may  be  gradually  reduced  and 
eventually  discontinued  in  many  cases,  upon 

restoration  of  normal  pattern  of  elimination 
Dosage:  (preferably  at  bedtime)— /I 2 
tablets  (max.  4 tablets  b.i.d.).  Children: 

60  lb.)  1 tablet  (max.  2 tablets  b.i.d.).  Supplied:  Bottles 

of  50  and  100  tablets  Pyrduc  Frederick 

The  Purdue  Frederick  Company,  Yonkers,  New  York  10701 


Senokot  Tablets 


(standardized  senna  concentrate) 


(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg., 
phenacetin,  160  mg.,  caffeine,  30  mg.) 


non-narcotic  analgesic 


For  musculo-skeletal  pain, 

try Norgesic first. . . 

8of  10  patients  probably  won’t 
need  anything  stronger 

Norgesic  offers  predictable  relief  in  approxi- 
mately 80%  of  patients  with  painful  musculo- 
skeletal disorders.  It  provides  both  effective 
analgesia  and  relief  of  associated  muscle 
spasm.  Norgesic  works  quickly,  usually  pro- 
ducing a high  level  of  analgesia  within  two 
hours,  and  relief  is  sustained  for  four  hours  or 
longer. 

For  the  relief  of  acute  mild  to  moderate  pain 
associated  with  musculo-skeletal  disorders, 
try  Norgesic  first. ..eight  of  ten  patients  proba- 
bly won’t  need  anything  stronger. 

Indications:  Symptomatic  relief  of  acute  mild  to  moderate 
pain  of  musculo-skeletal  origin. 

Contraindications:  Due  to  the  mild  anticholinergic  effect 
of  orphenadrine,  Norgesic  should  not  be  used  In  patients  with 
glaucoma,  pyloric  or  duodenal  obstruction,  stenosing  peptic 
ulcers,  prostatic  hypertrophy,  obstructions  at  the  bladder  neck, 
achalasia  (megaesophagus),  myasthenia  gravis  or  in  patients 
known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine.  Do 
not  use  propoxyphene  (Darvon®)  concurrently. 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of 
this  preparation  in  pregnancy,  during  lactation,  or  in  the  child- 
bearing age  has  not  been  established,  use  of  the  drug  in  such 
patients  requires  that  the  potential  benefits  of  the  drug  be 
weighed  against  its  possible  hazard  to  the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug 
in  children  has  not  been  established;  therefore,  the  physician 
must  weigh  the  benefits  against  the  potential  hazards. 

Precautions:  Recent  studies  have  indicated  that  prolonged 
excessive  use  of  phenacetin  may  result  in  nephrotoxicity. 
Caution  should  therefore  be  exercised  when  administering 
Norgesic  to  patients  with  renal  Insufficiency.  It  should  also  be 
used  with  caution  in  patients  with  tachycardia. 

Adverse  reactions:  Side  effects  of  Norgesic  are  those  usu- 
ally associated  with  APC  or  mild  anticholinergic  agents.  These 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  re- 
tention, dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  in- 
creased intraocular  tension,  weakness,  nausea,  vomiting, 
headache,  dizziness,  constipation,  drowsiness,  and  rarely, 
urticaria  and  other  dermatoses.  Infrequently,  mental  confusion 
in  the  elderly,  mild  central  excitation  and  occasional  halluci- 
nations. These  mild  side  effects  are  usually  eliminated  by  re- 
duction in  dosage.  One  case  of  aplastic  anemia,  with  no 
established  causal  relationship,  has  been  reported. 

Dosage  and  administration:  Adults  — 1 to  2 tablets  3 to  4 
times  daily. 

For  more  detaiied  prescribing  information, 
see  Package  Circuiar  or  PDR. 

NORGESIC’ 

(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg., 
phenacetin.  160  mg.,  caffeine.  30  mg.) 

non-narcotic  analgesic 

Riker  Laboratories,  Northridge,  California  91324 

Div.  Dart  Industries  Inc. 

Sponsors  of  Riker  Service— 

the  complimentary  classified  service  lor  physicians. 


because 
relief 
means 
so  much 
to  your 


iS: 

patient 


There  are  not  many  drug  combinations  in  use  to- 
day which  can  claim  to  have  served  the  medical 
profession  for  more  than  50  years.  Such  a record 
reflects  the  continued  confidence  of  physicians  in 
URISED.  This  is  not  a dramatic  “wonder  drug”  — 
but  a useful  one. 

URISED  rapidly  exerts  spasmolytic  action,  reliev- 
ing pain  and  discomfort  of  urgency,  frequency,  and 
burning  on  urination.  Rapid  acting  URISED  exerts 
antibacterial  action  against  uropathogens  susceptible 
to  methenamine  and  methylene  blue,  in  an  acid 
medium. 


URISED  is  safe  . . . especially  useful  in  long-term 
management  of  chronic  cases;  as  a prophylactic 
measure  with  catheterization  or  after  instrumenta- 
tion. No  systemic  reactions  or  bacterial  resistance 
have  been  reported. 


® 


Each  blue-coated  tablet  contains  active; 


Atropine  Sulfate  0.03  mg.  Methylene  Blue  . . .5.4  mg. 

Hyoscyamine  . . 0.03  mg.  Phenyl  Salicylate  .18.1  mg. 

Methenamine  . . . .40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with 
known  idiosyncrasy  to  atropine  or  cardiac  disease.  While 
under  this  therapy  the  urine  is  blue;  patients  should  be  so 
advised  to  allay  apprehension. 

SIDE  EFFECTS:  Neither  irritation  nor  other  untoward  re- 
actions have  been  reported;  however,  if  pronounced  dryness 
of  the  mouth,  flushing,  or  difficulty  in  initiating  micturition 
occur,  decrease  dosage.  If  rapid  pulse,  dizziness,  or  blurring 
of  vision  occur,  discontinue  use  immediately.  Acute  urinary 
retention  may  be  precipitated  in  prostatic  hypertrophy. 
CONTRAINDICATIONS:  Glauconta,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults— Two  tablets,  orally,  four  times  per  day 
followed  by  liberal  fluid  intake.  Acute  cases— Initially  two 
tablets  every  hour  for  three  doses  followed  by  the  recom- 
mended daily  administration.  Children— One-half  the  adult 
dose. 

Stocked  Nationally  Through  All  Service  Wholesale  Druggists 
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'HOSPiTELITY' 


(HOS-Pi-TEL-ITY) 


Grows  on  you,  doesn't  it?  We  use  it  to  de- 
scribe the  friendliness  and  good  patient  care 
you  are  familiar  with  at  our  facilities  all  over 
Texas.  And  now  we're  using  it  to  describe  our 
new  corporate  image,  and  to  introduce  a new 
facility  in  Waco,  the  Francis  Hospitel.  Our  new 
facility  combines  the  loving  attention  and 
comfort  of  a grand  hotel  with  the  closely 
supervised  medical  attention  of  a hospital 


at  a reasonable  day  rate.  Fully  staffed,  fully 
equipped,  fully  qualified  for  all  programs  with 
the  exception  of  emergency  care  and  surgery, 
the  Hospitel  is  a new  type  of  facility  we 
think  you  will  applaud.  And,  of  course,  "hos- 
pitelity"  is  still  available  for  your  patients 
at  Francis  Convalescent  Centers  throughout 
Texas,  where  you  will  find  the  finest  nursing 
care  available. 


francisT 

HOSPiTELS 

INCORPORATED 


FRANCIS?^ 

I CONVALESCENT 
CENTERS 


FRANCIS  HOSPITELS — WACO:  Francis  Hospitel,  2501  Maple  Avenue,  Ph.  752-0311  FRANCIS  CONVALESCENT 
CENTERS — AUSTIN:  Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Cen- 
ter, 1000  6th  Avenue,  Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph. 
853-9981;  LONGVIEW:  Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor,  616 
West  Russell,  Ph.  732-5181  FRANCIS  MANAGEMENT — PORT  ARTHUR:  The  Golden  Triangle  Convalescent  Center, 
3900  Highway  365,  Ph.  727-1651. 


Home  office:  2303  W.  North  Loop,  Austin,  Ph,  454-2725.  C.  B.  Francis,  President. 
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TEXAS  MEDICIN 


Proven  Reliability 

in  pain  relief 

time-tested  effectiveness 
time-tested  performance 
time-tested  potency 


preparations 

propo^hene  I 
hydrochloride 


USAGE 


PRODUCT 

FORM 


DOSAGE 


i'  Potent  analgesia  plus 
:l  added  anti-inflamma- 
il  tory  and  antipyretic 
i;  action  . . . 

|;  early  stages  of 
|!  cancer,  during 
||  surgical  recovery, 

|i  trauma. 


Darvon®  Compound-65 

Each  Pulvule®  contains 
65  mg.  propoxyphene 
hydrochloride,  227  mg. 
aspirin,  162  mg. 


phenacetin,  and 
32.4  mg.  caffeine. 


1 Pulvule  3 or  4 times 
a day. 


Analgesia,  pure  and 
simple  . . . B:  when- 
ever a single-entity 
drug  is  preferable,  as 
in  medical  care. 


DArvon® 

propoxyphene 
hydrochloride 
in  32  and  65-mg. 
Pulvules. 


32  mg.:  1 or  2 Pulvules 
3 or  4 times  a day. 

65  mg.:  1 Pulvule 
3 or  4 times  a day. 


Alternate  strength  of 
propoxyphene  plus 
added  anti-inflamma- 
tory and  antipyretic 
action  . . . B;  post- 
partum care  and 
following  minor 
surgical  procedures. 


Darvon®  Compound 

Each  Pulvule  contains 
32  mg.  propoxyphene 
hydrochloride,  227  mg. 
aspirin,  162  mg. 
phenacetin,  and 
32.4  mg.  caffeine. 


1 or  2 Pulvules 
3 or  4 times  a day. 


Potent  analgesia  plus 
added  anti-inflamma- 
tory action  ...  B;  as 
an  adjunct  to  treat- 
ment of  U.R.I., 
arthritis,  fibrositis. 


Darvon®  with  A.S.A.® 

Each  Pulvule  contains 
65  mg.  propoxyphene 
hydrochloride  and 
325  mg.  aspirin. 


1 Pulvule  3 or  4 times 
a day. 


Actions:  Propoxyphene  hydrochloride 
is  an  analgesic  in  the  potency  range  of 
codeine.  The  combination  of  propoxy- 
phene hydrochloride  with  aspirin  and/ 
or  phenacetin  results  in  greater  analge- 
sia than  that  achieved  by  either  drug 
administered  alone.  Propoxyphene  hy- 
drochloride is  structurally  related  to  the 
narcotic  analgesics  methadone  and 
isomethadone,  and  its  general  pharma- 
cologic properties  are  those  of  the 
narcotics  as  a group. 

Indications:  For  the  relief  of  mild  to 
moderate  pain. 

Contraindications:  Hypersensitivity  to 
propoxyphene  hydrochloride  or  to  the 
other  ingredients  (aspirin,  phenacetin, 
caffeine)  in  the  propoxyphene  hydro- 
chloride combination  products. 

Concomitant  administration  with 
orphenadrine-containing  compounds. 
Warnings:  Salicylates  should  be  used 
with  caution  in  the  presence  of  peptic 
ulcer. 

Phenacetin  may  damage  the  kid- 


neys when  used  in  large  amounts  or 
taken  over  a long  period  of  time. 

Use  in  Pregnancy— safety  of 
the  use  of  this  agent  during  pregnancy 
has  not  been  established.  The  potential 
hazards  of  the  drug  must  be  weighed 
against  the  possible  benefits. 

Use  in  Ch/'/drerr— This  agent  should 
not  be  used  in  children,  since  adequate 
data  to  establish  safe  conditions  of  use 
are  lacking. 

Drug  Dependence— To\erance, 
psychological  dependence,  and  physi- 
cal dependence  have  been  reported; 
the  abuse  liability  of  propoxyphene  hy- 
drochloride is  qualitatively  similar  to 
that  of  codeine  although  quantitatively 
less.  Darvon  will  not  support  morphine 
dependence. 

Precautions:  Patients  who  have  received 
narcotic  drugs  for  long  periods  of  time 
may  have  developed  physical  depend- 
ence, and  the  sudden  substitution  of 
ordinary  doses  of  propoxyphene  hydro- 
chloride may  result  in  an  acute  with- 


drawal syndrome.  These  symptoms  may 
be  avoided  by  gradually  reducing  the 
dose  of  the  prior  medication  as  pro- 
poxyphene hydrochloride  is  substituted. 

This  agent  may  impair  the  mental 
and/or  physical  abilities  required  for 
the  performance  of  potentially  hazard- 
ous tasks,  such  as  driving  a car  or 
operating  machinery,  especially  during 
the  first  tew  days  of  therapy.  There- 
fore, the  patient  should  be  cautioned 
accordingly. 

Adverse  Reactions:  Dizziness,  head- 
ache, sedation,  somnolence,  paradox- 
ical excitement,  insomnia,  skin  rashes, 
and  gastro-intestinal  disturbances  (in- 
cluding nausea,  vomiting,  abdominal 
pain,  and  constipation)  may  occur  with 
the  recommended  doses  of  the  drug. 

Euphoria  may  occasionally  occur. 

For  complete  prescribing  informa- 
tion and  overdosage  treatment,  consult 
the  package  literature  or  PDR.  [osnes] 
Additional  information  available  upon 
request.  900533 


El!  Lilly  and  Company  • Indianapolis,  Indiana  46206 


Encouragemen 

for  your  arthritic  patient... 
because  you  checked  the  pain 
with  this  time-tested  analgesic 
that's  potent,  versatile,  cs) 

effective  DarVOIl 


Compound-65 

65  mg.  propoxyphene  hydrochloride,  227  mg.  aspirin, 
162  mg,  phenacetin,  and  32.4  mg. caffeine. 


Please  turn  page  for  prescribing  information. 
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Editorial 


LET’S  TEACH  PREVENTIVE  MEDICINE 


Every  average,  normal  person 
wants  to  be  healthy  and  wants  to 
know  about  the  human  body  and 
how  to  maintain  it  in  optimum 
health.  Preventive  medicine  is  based 
on  increasing  lay  health  education 
because  people  have  to  be 
informed  before  they  are  motivated 
to  try  to  live  sensibly  and  to  take 
advantage  of  available  health 
care  facilities. 

Practical,  effective  health 
education  programs  for  laymen 
are  far  more  likely  to  improve  health 
conditions  than  are  quixotic  health 
care  social  welfare  experiments. 

The  TMA,  AMA,  and  many  other 
medical  groups  have  a tremendous 
number  of  books,  films,  pamphlets 
and  other  materials  readily 
available  for  lay  health  education. 

For  several  years,  the  AMA  has 
encouraged  annual  Community 
Health  Week  observances,  and 
physicians  in  many  areas  have 
responded  with  the  aid  of  the 
Woman’s  Auxiliary  and  of  other 
health  professions  and  health-minded 
citizens.  Health  fairs  have  been 
I extremely  successful,  and  in  a 
number  of  cities,  including  Dallas 
and  Fort  Worth,  health  and  science 
museums  have  proven  to  be  pop- 
ular and  effective  in  lay  health 
education. 

Sponsored  by  the  Public  Health 
Committee  of  the  Dallas  Chamber 
of  Commerce,  successful  Commu- 
nity Health  Focus  programs  have 
been  carried  on  for  a full  week 
in  May  of  1968  and  1969. 


At  the  recent  AMA  meeting,  the 
Texas  delegation  presented  a 
resolution  on  “Health  Education 
of  the  Public,’’  which  was  adopted 
unanimously.  It  urges  all  physicians 
and  medical  groups  to  take  more 
advantage  of  the  vast  amount  of 
available  health  education  resource 
material,  and  to  sponsor  health 
fairs,  an  annual  Community  Health 
Week,  and  to  establish  health 
museums  wherever  possible. 
Educating  our  citizens  about  nutri- 
tion, sanitation,  and  health  care 
facilities  in  their  areas  will  doubtless 
mean  more  in  reducing  morbidity 
and  in  lengthening  the  span  of 
life — even  in  healthy  Texas! 

Nationally,  Community  Health 
Week  will  be  observed  Oct.  19-25, 
and  a complete  list  of  promotional 
aids  may  be  obtained  either  from 
the  Texas  or  American  Medical 
Association.* 

Each  individual  physician  can 
start  by  having  a rack,  filled 
with  interesting  pamphlets  on 
health  subjects,  in  his  reception 
room.  Racks  are  available  from 
the  AMA  or  through  the  county 
medical  societies  at  a reasonable 
cost.  Copies  of  Today’s  Health  and 
of  the  American  Medical  News  in 
waiting  rooms  are  excellent  avenues 
of  practical  health  education. 


*Write  to  the  Advertising  and  Public  Rela- 
tions Office,  TMA  Headquarters  Bldg., 
1801  N Lamar  Blvd,  Austin  78701,  or 
Program  Services  Department,  AMA,  535 
N Dearborn  St,  Chicago  60610,  for  your 
free  Community  Health  Week  promotional 
kit. 
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HOSPITAL  ACCREDITATION  TOPIC 
OF  AMA  DELEGATES’  REVIEW 


Every  doctor  also  can  render  effective  service 
by  speaking  on  health  topics  before  service 
clubs,  women's  clubs,  church,  school,  and 
other  community  groups. 

And,  if  there  might  be  at  least  100  Com- 
munity Health  Week  observances  in  Texas  this 
fall  and  next  spring,  our  fellow  citizens  would 
realize  and  appreciate  the  fact  that  physi- 
cians are  interested  in  preventive  medicine. 

To  accomplish  this  objective,  physicians 
must  take  the  lead  in  planning  and  working 
to  produce  a good  program.  Community 
Health  Week  programs  are  ideal  coopera- 
tive ventures  for  physicians,  the  Woman’s 
Auxiliary,  dentists,  nurses,  hospital 
administrators,  pharmacists,  and  other 
members  of  the  health  team.  May  this  be  a 
challenge  to  you  to  become  involved,  and 
to  help  medicine  put  its  best  foot  forward. 

Texas  can  and  will  set  a stimulating 
example  for  the  rest  of  the  country  in  leading 
out  in  health  education  of  the  public. 

Milford  0.  Rouse,  MD,  Dallas. 


During  the  American  Medical  Association 
meeting  in  New  York  City,  the  Joint  Commission 
on  Accreditation  of  Hospitals  was,  indeed, 

“on  trial.”  Appearing  before  the  Reference 
Committee  were  delegates  from  most 
state  medical  associations,  who  offered 
many  suggestions  and  criticisms  concerning 
the  procedures  and  rulings  of  the  commission. 
Also  present  were  the  AMA  representatives 
to  the  Commission  and  its  executive  officer. 

Dr.  John  Porterfield. 

It  was  pointed  out  that  the  Joint  Commission 
is  made  up  of  22  members,  7 from  the 
AMA,  3 from  the  American  College  of 
Surgeons,  3 from  the  American  College  of 
Physicians,  7 from  the  American  Hospital 
Association,  1 from  the  American  Nursing 
Home  Association,  and  1 from  the  American 
Association  of  Homes  for  the  Aged  (13  of 
these  representatives  are  physicians). 

Standards  of  the  Joint  Commission  are 
being  revised.  The  new  standards  will  be  more 
flexible  than  the  previous  ones  and  will  be 
amended  more  often  because  of  the  rapid 
changes  in  hospital  functions  and  organiza- 
tions. The  new  standards  will,  in  many 
instances,  allow  hospitals  more  flexibility  in 
choosing  between  alternative  methods  in 
many  functions  and  departments.  They  also  will 
provide  for  the  variations  in  the  laws  between 
states.  (For  instance,  in  Nevada,  a physician 
may  not  be  a member  of  the  governing 
board  of  a hospital). 

Three  principal  subjects  were  discussed 
in  great  detail: 

First,  physician  or  medical  staff  repre- 
sentation on  boards  of  governors,  where 
permissible,  with  full  voting  powers; 
second,  the  Revised  Standards  of  the  Joint 
Commission  on  Accreditation  of  Hospitals;  and 
third,  the  Texas  Resolution  102  asking,  in 
essence,  for  studies  regarding  physician 
time  used  (or  wasted)  at  hospital  staff 
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meetings,  committee  meetings,  and  on  paper 
work  required  of  us  because  we  are  members 
of  hospital  staffs. 

The  AMA  House  of  Delegates  adopted 
resolutions  urging  that  physicians  from  the 
medical  staffs  of  hospitals  be  appointed 
or  elected  as  regular  members  of  boards  of 
governors  of  hospitals  with  full  voting 
privileges.  The  House  also  adopted  resolutions 
urging  still  further  review  and  revision  of 
the  new  standards  of  the  Joint  Commission, 
classifying  hospitals  into  at  least  two  major 
types  (large  and  departmentalized,  and  small), 
but  emphasized  quality  of  care  in  each. 

Although  the  Texas  resolution  emphasizing 
the  need  to  reduce  the  time  physicians  spend 
on  hospital  staff  and  committee  work  was 
not  adopted  completely,  the  Reference 
Committee  and  commissioners  to  the  Joint 
Commission  did  agree  that  such  a time 
study  is  urgently  needed. 

Walter  Walthall,  MD,  San  Antonio. 


TEACHING  GERIATRICS 
IN  TEXAS  MEDICAL  SCHOOLS 


It  is  estimated  that  by  1985,  there  will  be 
25  million  people  aged  65  and  over  in  the 
United  States.  Although  this  is  a sizable 
percentage  of  the  population,  little  attention 
has  been  given  to  the  psychiatry  of 
senescence,  nor  do  US  medical  schools  usually 
teach  the  principles  of  geriatric  medicine 
as  a specific  field  of  study. ^ 

In  the  November  1967  issue.  Geriatrics 
reported  that  of  63  medical  schools  answering 
a survey,  29  offered  no  course  in  geriatrics 
and  did  not  intend  to;  19  had  no  courses 
but  had  plans  for  them;  and  15  had  formal 
instruction.  Nearly  all  offered  some  training 
through  the  established  departments 
within  the  medical  schools. 

The  four  medical  schools  in  Texas  were 


queried  about  instruction  in  geriatrics  at 
their  institutions.  At  the  time  of  this  writing 
replies  had  been  received  from  The 
University  of  Texas  Medical  Branches  at 
Galveston,  San  Antonio,  and  Dallas.  Questions 
were:  (1)  Is  geriatrics  considered  a separate 
field  of  study  and  teaching  at  your  university? 
(2)  If  it  is  considered  a separate  field, 
approximately  how  much  time  is  a medical 
student  exposed  to  geriatric  training  in  his 
four  years?  (3)  What  research  endeavors 
is  your  school  engaged  in  within  the  field  of 
geriatrics  (this  does  not  include  research  in 
chronic  diseases  but  relates  specifically  to 
research  in  geriatrics  from  physical,  social,  and 
psychiatric  viewpoints)?  (4)  Do  you  feel 
that  there  is  a need  for  such  research  and 
teaching  in  the  area  of  geriatrics? 

The  replies  were  as  follows: 

The  University  of  Texas  Medical  School  at 
San  Antonio:  “At  the  present  time,  geriatrics 
is  not  considered  a separate  field  of  study 
but  rather  the  problems  of  geriatrics  are 
separately  met  in  the  various  disciplines  of 
medicine,  surgery,  obstetrics,  gynecology, 
and  psychiatry.” 

The  University  of  Texas  Medical  Branch  at 
Galveston:  “Geriatrics  is  not  considered  a 
separate  field  of  teaching  at  our  university, 
but  is  integrated  in  the  traditional  disciplines. 
The  Department  of  Community  Health  and 
Preventive  Medicine  does  have  a separate 
lecture  series  and  field  study  for  the  sophomore 
students.  This  is  particularly  oriented  to  the 
problems  of  aging,  retirement,  chronic 
disease,  etc.  Research  has  been  conducted 
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in  certain  social  and  psychiatric  clinic 
problems.  . . . These  programs  have  been 
primarily  oriented  toward  clinical  problems  of 
retirement,  adjustment  in  group  living,  etc.” 
They  feel  that  there  is  some  evidence  of 
usefulness  in  teaching  geriatrics  as  an  entity. 

The  University  of  Texas  Southwestern 
Medical  School  at  Dallas:  Geriatrics  is  not  taught 
as  a separate  entity  within  the  medical  school, 
but  the  various  geriatric  problems  are 
considered  by  the  various  departments. 

There  are  some  courses  concerning  geriatrics 
presented  to  the  medical  students  by  the 
Department  of  Preventive  Medicine. 

At  the  same  time  that  medical  schools  in 
general  are  not  recognizing  geriatrics  as 
a separate  subspecialty,  more  and  more 
emphasis  is  being  given  to  the  study  of 
geriatrics,  gerontology,  and  geropsychiatry  in 
other  quarters.  There  are  numerous  journals 
devoted  to  geriatrics;  various  divisions  of 
HEW  are  becoming  more  interested  in 
geriatric  research;  and  postgraduate  courses 
for  physicians,  social  workers,  and  allied 
medical  personnel  are  being  offered. 

For  all  practical  purposes  it  is  impossible 
to  separate  the  specific  economic  and 
social  problems  of  aging  from  the  medical  and 
psychiatric  ones.  Certain  nonmedical  problems, 
such  as  response  to  economic  factors  resulting 
from  prolongation  of  life  and  invalidism, 
are  particularly  prevalent  in  the  aged.  There 
are  also  special  social  problems;  certain 
diseases  are  more  prevalent;  and  acute 
illnesses  are  more  disastrous  than  in 
younger  people. 

The  tendency  until  now  has  been  to  divide 
the  concepts  of  aging  along  disciplinary 

— to  look  upon  geriatrics  from  a disease- 
oriented  viewpoint — and  this  is  imbedded 
in  our  teaching  approach.  This  approach 
may  not  long  be  tenable  because  of  current 
pressures  such  as  the  increase  in  the  aging 
population,  changing  social  and  family 
roles  in  which  care  of  the  aged  frequently  is 


relegated  to  social  agencies,  study  of  diseases 
specific  in  an  aging  population,  and  interven- 
tion of  the  federal  government  through 
Medicare  and  Medicaid. 

Lastly,  but  certainly  of  prime  importance 
in  teaching  geriatrics,  is  the  professional 
antipathy  on  the  part  of  physicians  in 
general  toward  the  aging  process.  It  is  easy 
to  postulate  the  reasons:  Most  people  do  not 
enjoy  considering  that  they  themselves 
eventually  will  become  old  and  die.  The 
defense  mechanisms  of  projection,  denial, 
displacement,  and  avoidance  are  abundant 
among  medical  people  when  discussing  aging. 
The  physician  likes  to  cure  “disease,”  and 
the  prospect  of  working  with  elderly  people 
suffering  from  senescence  is  distasteful. 
However,  aging  begins  with  birth  and 
culminates  with  death,  and  as  such  it  may  be 
viewed  as  a longitudinal  process  involving 
all  of  life  but  necessitating  special  effort, 
study,  and  research  in  its  latter  stages. 

With  the  increase  in  the  aging  population 
and  the  needs  thereof,  the  physician  will  not 
long  be  able  to  ignore  the  importance  of 
providing  medical  students  with  a better- 
rounded  education  in  this  area.  The  problems 
of  establishing  an  interdisciplinary  approach 
is  perhaps  the  most  difficult  obstacle  to 
overcome.  This,  coupled  with  the  physician’s 
repugnance  to  view  his  own  aging  process,  has 
contributed  to  the  paucity  of  geriatric 
training  programs. 

Larry  R.  Kimsey,  MD,  and 
Jean  L.  Roberts,  MD,  Dallas. 
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Brown  Schools 

...  a plan  of  construction  and  improvement  . . , 
in  living  facilities  and  services  ...  to  provide  the 
finest  care  and  treatment  for  the  retarded  and  the 
disturbed. 

This  new  dormitory  . . . one  of  17  new  buildings 
now  underway  ...  is  part  of  that  plan.  When 
completed  in  1969,  they  will  provide  a com- 
fortable, safe,  and  supportive  environment  to 
complement  the  work  of  an  experienced  pro- 
fessional staff. 

The  IMew  Brown  Schools  program  encompasses 
each  of  the  six  separate  residential  centers  and 
treatment  programs.  For  further  information 
on  the  expanding  facilities  and  services  of  the 
IMew  Brown  Schools,  write  for  a catalogue  today. 


Registrar.  Dept  K-1 
P.O.  Box  4008 
Austin,  Texas  78751 


THE  BROWN  SCHOOLS 


PaulL.  White, M.D., 
Medical  & Psychi- 
atric Director 


Jackson  R.  Day, 
M Staff  Psy- 
chiatrist 


Six  Separate  Residence  Campuses 
Austin  and  San  Marcos,  Texas 
Established  1940 


VoSoL*'  IS  VIRTUALLY  100%  EFFECTIVE  IN  SWIMMER'S  EAR  ...  BACTERIAL,  FUNGAL  OR  BOTH 

• bactericidal/fungicidal  action  so  dependable  it’s  virtually  100%  effective  in  external 
otitis  • cidal  effect  is  immediate  against  all  pathogens  linked  to  external  otitis  • rapid 
antiinflammatory— antiinfective— antipruritic  action  •'  no  risk  of  antibiotic  sensitivity  or 
development  of  resistant  strains  — not  an  antibiotic  — not  a sulfonamide 


For  prevention  and  treatment 
of  otitis  externa. 


VoSoC 

Otic  Solution 

Ingredients; 

1 . 2-propanediol  djacetate  3 0% 
acetic  acid  2.0% 

benzethonium  chloride  0.02% 

in  a propylene  glycol  vehicle 
containing  0.015%  sodium  acetate. 


When  otitis  externa  is  complicated  by 
inflammation,  seborrheic  dermatitis,  allergic 
eczema  or  psoriasis 

VoSoC 

Otic  Solution 

Ingredients  of  VoSol 
plus  1%  Hydrocortisone 


INDICATIONS:  VoSol;  For  the  treatment  and  prevention  of  otitis  externa.  VoSol  HC:  Indicated  when  the  otitis  is  com- 
plicated by  inflammation  or  when  the  otitis  is  associated  with  seborrheic  dermatitis,  allergic  eczema,  psoriasis  or  other 
non-infectious  conditions.  PRECAUTIONS;  As  safety  of  topical  steroids  during  pregnancy  has  not  been  confirmed,  they 
should  not  be  used  for  an  extended  period  during  pregnancy.  Systemic  side  effects  may  occur  with  extensive  use  of 
steroids.  OONTRAINDIOATIONS:  As  with  all  drugs,  sensitivity  to  any  of  the  constituents  of  these  preparations  is  a 
contraindication  to  their  use:  perforated  tympanic  membranes  are  frequently  considered  a contraindication  to  the  use 
of  external  ear  canal  medication.  AVAILABILITY.  VoSol  15cc.  VoSol  HC  TVzcc.  Both  preparations  in  measured  drop, 
safety-tip  plastic  bottles. 
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k Hew  Insurance  Program  for  TMA  Members 


On  a warm  August  10  in  Austin 
your  House  of  Delegates  held  a 
special  called  session  to  consider 
a report  of  the  Committee  on 
Association  Insurance  Programs.  The 
Committee  recommended  termina- 
tion of  the  present  agreement  with 
the  present  administrator  and 
the  underwriting  insurance  company, 
and  presented  an  entirely  new  and 
even  broader  insurance  program 
with  benefits  exceeding  in  nearly  all 
aspects  those  of  the  current  program. 
This  is  possible  because  a much 
higher  percentage  of  your  premium 
dollar  will  go  into  benefits  instead 
of  administrative  expense  and 
profit. 

The  Prudential  Insurance  Company 
of  America  will  underwrite  the 
new  program.  There  will  be  no  loss 
of  continuity  of  coverage  as  indi- 
vidual members  apply  for  the 
new  policies  on  the  anniversary 
date  of  our  present  contracts. 

The  insurance  program  of  the 
Association  has  been  continuously 
reviewed  since  its  inception,  and 
intensively  studied  for  the  past 
year  with  the  objective  of  making 
needed  and  justiHed  improvements. 

A full  report  of  this  study  has 
recently  been  made  to  the  entire 
membership  of  TMA,  but  briefly 
it  can  be  stated  that  our  difference 
with  the  existing  administrator  and 
carrier  involves  what  we  feel  are 
excessive  administrative  costs, 
unrealistic  investment  return  on 
our  reserve  funds,  and  a continuing 
increase  in  a second  “contingency” 
reserve  fund  which  we  believe 
to  be  unnecessarily  large.  The 
ownership  of  these  latter  reserves 
resides  in  the  underwriting  company. 
It  is  possible  in  the  present  insurance 
market  to  reduce  administrative 
costs,  to  receive  greater  return 
on  our  investment  reserve,  and  to 
maintain  ownership  of  the 
reserve  funds. 

When  the  present  administrator 
and  underwriting  company  declined 
to  consider  adjustments  in  these 


matters,  the  Committee  on  Associa- 
tion Insurance  carefully  tailored 
specifications  for  an  entirely  new 
program  with  the  same  premiums  but 
even  greater  benefits  and  submitted 
the  specifications  for  bids.  When 
bids  were  received  the  Committee 
carefully  reviewed  them,  and  has 
recommended  that  the  new  Asso- 
ciation Insurance  Program  be 
underwritten  by  The  Prudential 
Insurance  Company  of  America. 

A graphic  comparison  of  the  present 
insurance  program  with  the  new 
program  has  already  been  sent  to 
the  entire  membership.  The  House 
of  Delegates,  after  studying  these 
comparisons  and  the  entire 
Committee’s  report,  voted  over- 
whelmingly to  change  to  the 
new  program. 

This  is  another  instance  of  an 
outstanding  performance  by  a 
committee  of  our  Association  and  our 
fine  administrative  staff  in  Austin. 


iCke,,  ^.7). 

Charles  Max  Cole,  MD,  President, 
Texas  Medical  Association. 


WHAT’S 

SO  WEAK 
ABOUT 
THE  WEAKER 
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OFTEN... 
HER  LOWER 
G.  I.  TRACT 


Psycho'abdominal  Distress:  Frequently  Female 


Women  aged  1 5 to  45  appear  to  be  more  prone  than  men  to  bloating, 
cramping  pain  of  stress-related  intestinal  disturbances  such  as  irritable 
or  spastic  colon.'  " 

Frequently  Recurrent 


In  the  experience  of  many  physicians,  women  are  more  likely  to  re- 


appear time  aber  time  with  repeated  complaints  of  lower  G.I.  distress. 


Requiring  Definitive  Therapy 

Often  needed  is  therapy  adequate  to  control  both  the  somatic  and 


the  emotional  components  of  psycho-abdominal  complaints. 

Definitive  Dual  Therapy 

'Milpath'  contains  a proven  synthetic  anticholinergic  useful  for 
relieving  hypermotility,  spasm,  and  hypersecretion  of  the  gastrointes- 
tinal tract. 

In  addition,  'Milpath’  provides  a time-tested  tranquilizer  for  mild 
but  effective  anti-anxiety  action. 

With  Flexible  Dosage 

• 'Milpath’-400  (meprobamate  400  mg.  -f  tridihexethyl  chloride  25 
mg.)  Usual  adult  dose:  1 tablet  t.i.d.  and  2 at  bedtime. 

•■When  less  tranquilization  is  required:  'Milpath’-200  (meproba- 
mate 200  mg.  + tridihexethyl  chloride  25  mg.) 


(meprobamate  -(-  tridihexethyl  chloride  ) 

relaxes  smooth  muscle  and  psyche 


Please  see  the  following  page  for  brief  summary  of  prescribing  information. 


Gently 
but  firmly 

I,PATH 

(meprobamate  4-  tridihexethyl  chloride  ) 

Relaxes 
smooth  muscle 
and  psyche 


Usual  Adult  Dosage 

One  'Milpath’-400  tablet,  three  times  a day  at  mealtimes,  and 
two  at  bedtime.  For  greater  anticholinergic  effect,  two  'Milpath' 
200  tablets,  three  times  a day  at  mealtimes  and  two  at  bedtime 
Doses  of  meprobamate  above  2400  mg.  daily  not  recommended. 

Indications 

Useful  in  organic  and  functional  disorders  with  hypersecretion 
and  hypermotility  of  G.I.  tract,  especially  when  accompanied  by 
anxiety,  neurosis,  or  tension  states.  Should  be  used  as  an  adjunct 
to  all  other  therapeutic  measures. 

Contraindications 

Tridihexethyl  chloride:  Urinary  bladder-neck  obstructions,  e.g. 
prostatic  obstruction  due  to  hypertrophy;  pyloric  obstructions 
because  of  reduced  motility  and  tonus;  organic  cardiospasm 
(megaesophagus);  glaucoma;  possibly  in  stenosing  gastric  or 
duodenal  ulcers  with  significant  gastric  retention. 

Meprobamate:  Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate. 

Precautions 

Tridihexethyl  chloride:  Use  cautiously  in  elderly  males  (pos 
sible  prostatic  hypertrophy) . 

Meprobamate:  Carefully  supervise  dose  and  amounts  prescribed. 
Consider  possible  dependence  or  habituation  (reported  occasion- 
ally after  excessive  use),  particularly  in  severe  psychoneurotics, 
alcoholics,  ex-addicts.  Withdraw  gradually  (one  or  two  weeks) 
after  excessive  dosage  for  weeks  or  months  to  avoid  recurrence  of 
pre-existing  symptoms  (e.g.,  anxiety,  anorexia,  insomnia)  or  with- 
drawal reactions  (e.g.,  vomiting,  ataxia,  tremors,  muscle  twitching; 
rarely,  epileptiform  seizures,  more  likely  in  those  with  CNS  dam- 
age or  latent  convulsive  disorders).  If  drowsiness  or  visual  dis- 
turbance occurs,  reduce  dose  and  advise  against  activity  requiring 
alertness  (driving,  machinery  operation).  Effects  of  excess  alcohol 
may  be  increased.  Grand  mal  seizures  possible  in  persons  with 
both  petit  and  grand  mal.  Prescribe  cautiously  in  small  amounts 
to  patients  with  suicidal  tendencies.  Prescribe  with  caution  to 
patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  carisoprodol. 

Side  Effects 

The  following  side  effects  of  components  may  occur  with 
'Milpath'. 

Tridihexethyl  chloride:  Severe  effects  rare  on  recommended 
dosage.  Anticholinergic  effects:  dry  mouth  (fairly  frequent  at  oral 


doses  of  100  mg.),  constipation  or  "bloated"  feeling.  Possible: 
tachycardia,  dilation  of  pupils,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  drowsiness,  urinary  hesitancy  or  re- 
tention, dizziness. 

Meprobamate:  Drowsiness,  sometimes  with  ataxia,  usually  con- 
trolled by  decreasing  dosage,  occasionally  with  aid  of  central  stimu- 
lants (e.g.,  amphetamine).  Rarely,  allergic  or  idiosyncratic 
reactions  (usually  after  one  to  four  doses);  in  mild  form:  itchy, 
urticarial  or  erythematous,  maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocytopenic  purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral  edema  and  fever,  transient  leuko- 
penia, and  one  fatal  bullous  dermatitis  (after  meprobamate  and 
prednisolone)  reported.  More  severe,  very  rare  hypersensitivity: 
fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (one  fatal),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treat  symptomatically  (e.g.,  epinephrine,  antihistamines, 
possibly  hydrocortisone)  ; stop  and  do  not  restart  the  drug.  Isolated 
agranulocytosis,  thrombocytopenic  purpura,  one  fatal  aplastic 
anemia  reported,  but  only  in  presence  of  known  toxic  drugs,  por- 
phyric  symptoms  reported  but  relationship  not  established.  Fast 
EEG  activity,  usually  after  excessive  dosage.  Impairment  of  visual 
accommodation  reported  by  one  observer.  Fixed  drug  eruption 
with  meprobamate  and  cross  reaction  to  carisoprodol  reported. 

Suicidal  attempts  may  produce  drowsiness,  lethargy,  stupor, 
ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse,  and 
death.  Excessive  dosage  has  led  rapidly  to  sleep,  then  reduction  of 
vital  signs  to  basal  levels.  Empty  stomach,  and  if  respiration  be- 
comes very  shallow  and  slow,  cautiously  give  CNS  stimulants  (e.g., 
caffeine,  pentylenetetrazol,  amphetamine)  ; also  pressor  amines  if 
indicated. 

Supplied 

In  two  strengths: 

' Milpath’ -400:  \fellow,  scored  tablets. 

’Milpath’ -200:  \fellow,  coated  tablets. 

Before  prescribing,  consult  package  circular. 

References 

1.  Harrison,  T.  R.,  et  al.:  Principles  of  Internal  Medicine,  Fifth 
Edition,  New  York,  The  Blakiston  Division,  McGraw-Hill  Book 
Company,  1966,  p.  1019.  2.  Bockus,  H.  L.:  Gastroenterology, 
Second  Edition,  Philadelphia  & London,  W B.  Saunders  Company, 
1964,  Vol.  II,  p.  729  et  seq. 
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HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE^*^  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi* 
cuiation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

473-9 


POST-GRADUATE  COURSE 
ON  CARDIOVASCULAR  DISEASE 
December  8-13,  1969 
Phoenix,  Arizona 

An  intensive  six-day  program  covering  in  depth  selected 
fields  in  cardiovascular  diseases.  The  program  is  oriented 
toward  practical  application  of  diagnostic  techniques, 
basic  understanding  of  pathophysiology  of  heart  disease 
and  medical  and  surgical  management  of  the  most  com- 
mon problems  in  cardiology.  The  participants  will  be 
encouraged  to  become  involved  with  interpretation  of 
records  on  informal  workshop  type  of  sessions  planned 
for  the  evenings.  This  course  is  intended  for  those  who 
want  an  extensive  and  detailed  discussion  of  the  current 
aspects  of  cardiovascular  diagnoses  and  therapy. 

Program  Director:  A.  Benchimol,  M.D.,  F.A.C.C.,  Director, 
Institute  for  Cardiovascular  Diseases 
Good  Samaritan  ffospital 
Phoenix,  Arizona 

Guest  Faculty:  William  Dorson,  Ph.D.,  Darrell  Fanestil,  M.D., 
Albert  Kattus,  M.D.,  Jerome  Kay,  M.D.,  Dean  Mason,  M.D., 
Philip  Samet,  M.D.,  and  Arnold  Weissler,  M.D. 

ADVANCE  REGISTRATION  IS  REQUIRED 

For  information  write: 

American  College  of  Cardiology 
9650  Rockville  Pike 
Bethesda,  Maryland  20014 


Precision-engineered,  functionally-built’  equipment 


STAINLESS 

r-  - 

1 

- — . 

STEEL  POLISH 

SMR  Stainless 

mmn 

mi 

IIUSI 

Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 

- 

prints,  water- 

marks  and 

surface  stains. 

22  oz.  economy 

i 

$2.50  F.O.B.  Plant 

NEW  CATALOG  NOW  AVAILABLE 

SURGICAL  MECHANICAL  RESEARCH,  INC 

Posr  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 

Treatment  Units 
from  $130 

Patient  Chair  $265  (shown) 

Physician  Stool  $35  (shown) 

Instrument  Table  $50  (shown) 


Established  Over  UO  Years  Factory  Direct  Sales 

Please  visit  us  in  Booths  4-067  & 4-068,  AAOO  Meeting,  Palmer  House,  Chicago,  Oct.  12-16,  1969 
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A New  Approach  in  State  Hospital  Care 


Texas’  state  mental  hospitals  have 
reorganized  and  now  function  under  the 
unit  system.  Each  semi-autonomous 
unit  serves  a specific  geographic  area. 
“Back  wards’’  no  longer  exist.  With 
few  exceptions,  all  patients  are 
assigned  to  their  area’s  unit  and  are 
treated  by  its  staff  throughout  their 
hospital  stay.  Working  closely  with 
agencies  in  the  communities  they  serve, 
the  units  can  help  to  develop  programs 
for  aftercare  of  discharged  patients 
and,  ultimately,  prevent  unnecessary 
hospitalization.  The  new  system 
already  has  led  to  many  improvements; 
it  provides  an  atmosphere  which 
fosters  attention  to  and  respect  for 
the  individual,  in  which  treatment 
has  a good  chance  to  succeed. 
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SINCE  ABOUT  1955,  state  mental  hospitals 
have  made  striking  improvements  in  treatment 
programs.  Charged  with  a new  therapeutic  zeal, 
state  hospital  staffs  are  rapidly  transforming 
the  old  bureaucratic  custodial  institutions  into 
active  centers  for  treatment  and  rehabilitation. 
The  improved  programs,  with  the  aid  of  mod- 
ern psychopharmacology,  have  made  it  possible 
for  the  state  hospitals  to  handle  increasing 
numbers  of  admissions,  while  at  the  same  time 
overall  hospital  populations  have  declined. ^ 
One  symbol  of  this  movement  is  adoption  by 
progressive  state  hospitals  of  a new  organiza- 
tional design  known  as  the  unit  plan  or  unit 
system.  In  an  unprecedented  move,  the  six 
Texas  state  mental  (general  psychiatric)  hos- 
pitals* were  radically  reorganized  into  the  unit 
system  in  the  seven  months  from  Jan  1 through 
Aug  1,  1968. 

The  unit  system  was  first  proposed  in  1948 
by  Dr.  Karl  Menninger  in  a letter  to  Dr.  Paul 
Magnuson,  who  was  chief  medical  director  of 
the  Veterans  Administration.  Dr.  Menninger 
explained  how  large  mental  hospitals  could 
improve  their  therapeutic  effectiveness  by  de- 
centralizing into  smaller  “unit  hospitals  within 
the  larger  hospital,  putting  a relatively  small 
number  of  patients  in  each  unit  hospital  and 
keeping  them  there  until  they  recover,  and  co- 
incidentally putting  certain  physicians,  nurses 
and  aides  in  these  hospitals  who  will  stay  fixed 
and  not  rotate  in  such  a way  as  to  constantly 
break  the  continuity  between  the  patient  and 
the  doctor-nurse-social  worker-aide-psychologist 
team  which  is  trying  to  cure  him.’’  In  the  same 
year,  the  Topeka  Veterans  Administration  Hos- 
pital became  the  first  American  mental  hospital 
to  institute  the  unit  system.  Topeka  State  Hos- 
pital followed  in  1949.  During  the  next  ten 
years,  several  large  mental  hospitals  in  other 
states  followed  the  Kansas  example.  But  the 
1960  “Clarinda  Plan”  of  the  Mental  Health  In- 
stitute in  Clarinda,  Iowa, 2- 3 gave  today’s  unit 
system  its  important  geographic  feature,  and 
has  since  been  adopted  by  a number  of  men- 
tal hospitals  throughout  the  country. 

Conversion  to  the  unit  system  basically  con- 
sists of  dividing  a mental  hospital  into  several 
semi-autonomous  units,  each  serving  a specific 
geographic  area.  This  is  a plan  of  hospital  or- 
ganization rather  than  a treatment  program; 


*The  hospitals  are  Austin  State  Hospital,  San  Antonio 
State  Hospital,  Wichita  Falls  State  Hospital,  Terrell 
State  Hospital,  Rusk  State  Hospital,  and  Big  Spring 
State  Hospital.  Kerrville  State  Hospital  functions  as  a 
geriatric  center  rather  than  a general  psychiatric  hos- 
pital. 


GARY  E.  MILLER,  MD 


and  while  it  creates  the  potential  for  major  im- 
provements in  therapy,  it  does  not  guarantee 
good  programs.  Its  objectives  are  (1)  to  im- 
prove treatment  by  maximizing  the  extent  to 
which  the  therapeutic  resources  of  the  hospital 
are  centered  about  patients,  and  (2)  to  estab- 
lish liaison  with  key  agencies  in  the  communi- 
ties served  by  the  hospital  for  the  purpose  of 
providing  continuity  of  therapy  and,  ultimately, 
reducing  unnecessary  hospitalization. 

Although  the  unit  system  has  been  in  effect 
in  Texas  for  little  more  than  a year,  it  has  al- 
ready made  a major  impact  on  the  state  men- 
tal health  program.  The  level  of  therapeutic 
activity  on  most  state  hospital  wards  has  visibly 
increased — and  without  a significant  increase 
in  budget  or  number  of  personnel.  The  tradi- 
tional isolation  of  the  state  mental  hospital  is 
rapidly  being  overcome  in  Texas.  New  channels 
of  communication  have  been  established  be- 
tween geographic  units  and  the  communities 
they  serve.  The  hospitals  have  begun  to  parti- 
cipate in  the  community  mental  health  move- 
ment, a movement  in  which  state  hospitals,  in 
general,  have  not  taken  an  active  part.^^  Hos- 
pital programs  in  Texas  are  becoming  inte- 
grated with  those  of  the  state’s  19  community 
mental  health-mental  retardation  centers  to 
form  a statewide  network  of  comprehensive 
services. 

In  the  first  six  months  after  Sept  1,  1968, 
when  all  hospitals  had  become  unitized,  newly 
admitted  patients  stayed  an  average  of  39  days 
before  discharge,  whereas  the  length  of  stay 
averaged  46  days  during  the  six  months  pre- 
ceding unitization  of  the  first  hospital  on  Jan  1, 
1968.  Rapid  treatment  of  newly  admitted  pa- 
tients, plus  active  rehabilitation  of  chronic  pa- 
tients, has  sharply  reduced  the  inpatient  popu- 
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Fig  1.  Texas  state  mental  hospitals’  admissions,  separa- 
tions, and  residents,  1956-1969. 


lation  of  the  six  mental  hospitals  since  about 
March,  1967,  despite  an  increasing  admission 
rate  (Fig  1).  This  decline  reflects  both  the  ef- 
fect of  unitization  and  that  of  preliminary  im- 
provements in  therapy  programs  during  the 
period  of  planning  for  the  unit  system,  but 
prior  to  its  implementation.  Figures  for  the  indi- 
vidual hospitals  demonstrate  a clear  relation- 
ship between  unitization  and  decline  in  resi- 
dent population.  The  reduced  number  of  in- 
patients has  made  it  possible  to  improve  inade- 
quate staff/patient  ratios  without  the  expense 
of  hiring  new  personnel. 

The  move  to  the  unit  system  resulted  from 
a policy  decision  by  the  Central  Office  of  the 
Texas  Department  of  Mental  Health  and  Mental 
Retardation.  During  a series  of  meetings  of  key 
personnel  of  state  hospitals  (Central  Office  pro- 
gram staff  and  the  superintendents  and  ten  or 
more  principal  staff  members  of  each  hospital), 
the  unit  system  was  presented  and  discussed 
at  length.  Some  hospital  staff  members  visited 
unitized  hospitals  in  other  states.  Additional 
impetus  to  unitization  was  provided  by  the  Cen- 
tral Office  guidelines  for  submission  of  budget 
requests  for  fiscal  year  1969.  The  old  budget 
categories  (intensive  treatment  service,  contin- 
uous treatment  service,  etc)  were  replaced  by 
categories  corresponding  to  the  unit  system 
(geographic  units,  specialty  units,  etc).  Big 
Spring  State  Hospital  had  the  advantage  of 
previous  experience  with  the  unit  system.  It  had 
been  partially  unitized  since  July,  1967,  as  an 
outgrowth  of  a special  volunteer  project  linking 
parts  of  the  hospital  to  certain  counties  in  its 
West  Texas  district. 

The  unit  system  is  an  enabling  device,  a 
means  to  an  end.  The  aspects  of  unitization 
which  lend  themselves  to  improvement  of  ther- 
apy programs  fall  into  three  somewhat  over- 
lapping categories;  organizational-administra- 
tive, therapeutic,  and  community. 

Organizational-Administrative  Aspects:  The  tra- 
ditional mental  hospital  (Fig  2a)  is  organized  by 
departments,  each  with  its  own  department 
head  and  hierarchical  structure.  Although  de- 
partment heads  seldom  have  direct  contact  with 
day-to-day  problems  on  the  wards,  they  make 
decisions  concerning  the  activities  of  their  sub- 
ordinates throughout  the  hospital  and  enforce 
the  decisions  with  line  authority.  Personnel  are 
“assigned  to,”  “rotate  through,”  or  “work  on” 
wards.  Their  activities  are  ostensibly  directed 
toward  therapy  and  recovery  of  patients,  but  in 
practice  the  employees’  loyalties,  responsibili- 
ties, and  roles  are  more  closely  tied  in  with 
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AND 


OUTPATIENT  CLINIC 


Fig  2a.  Simplified  organizational 
diagram  of  a conventional  mental 
ho.spital.  Professional  and  non- 
professional personnel  involved  in 
therapy  programs  are  assigned 
to  wards  and  to  the  outpatient 
clinic,  but  belong  to  individual 
departmental  hierarchies  admin- 
istered by  department  beads. 
Wards  are  divided  into  relatively 
well-staffed  male  and  female 
intensive  treatment  wards  for 
"acute”  patients,  and  poorly 
staffed  "continuous  treatment” 
wards  for  "chronic”  patients. 


Fig  2b.  Simplified  organizational 
diagram  of  a unitized  mental 
hospital.  Professional  and  non- 
professional personnel  involved  in 
therapy  are  members  of  unit 
teams,  each  headed  by  a unit 
director.  They  are  responsible  for 
the  care  and  treatment  of  all 
male  and  female  patients  from  a 
specific  geographic  area. 
Professional  consultants,  including 
former  department  heads,  assist 
units  with  development  and 
coordination  of  therapy  programs 
but  carry  no  line  authority  over 
unit  personnel.  Geographic 
units  provide  outpatient  services 
for  their  own  patients. 
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departmental  standards,  policies,  and  paper- 
work than  with  the  immediate  therapeutic  re- 
quirements of  patients. 

Belknap’s^®  excellent  critique  of  typical  staff 
roles  in  a traditionally  organized  mental  hos- 
pital was  based  on  a study  of  one  of  Texas’ 
state  hospitals. 

Under  the  unit  system,  professional  and  non- 
professional employees  formerly  belonging  to 
departments  become  members  of  a unit  team 
(Fig  2b).  They  work  for  a unit  director  (usually 
a psychiatrist)  and  are  responsible  exclusively 
for  patients  on  their  own  unit,  who  come  from 
a specific  region  of  the  state  consisting  of  one 
or  more  counties.  Decisions  are  now  made 
closer  to  the  patient  level  than  in  the  nonunit- 
ized  hospital.  Staff  loyalties  are  with  the  unit 
and  its  patients  rather  than  with  the  depart- 
ment. Unit  staff  members  are  evaluated  on  the 
basis  of  therapeutic  accomplishments  with  pa- 
tients and  not  according  to  the  standards,  poli- 
cies, and  rules  of  the  various  departments. 

Former  department  heads  may  either  be  as- 
signed to  units  or  become  professional  consult- 
ants or  staff  education  coordinators  who  pro- 
vide consultation  to  units,  but  have  no  line 
authority  over  professionals  who  now  belong 
to  the  units. 

The  traditional  mental  hospital  has  several 
types  of  “specialized”  wards  (Fig  2a) — well 
staffed  intensive  treatment  wards  for  “acute” 
patients  and  poorly  staffed  custodial  back 
wards  for  “chronic”  patients.  The  back  wards 
are  euphemistically  termed  “continuous  treat- 
ment wards,”  but  little  actual  treatment  takes 
place  there.  Back  wards  are  further  informally 
specialized  according  to  problems  created  by 
certain  groups  of  patients.  For  example,  there 


are  wards  for  soilers,  wards  for  quiet  patients, 
and  wards  for  noisy  belligerent  patients.  All 
wards  are  further  divided  into  male  and  female. 
Acutely  ill  patients  are  admitted  to  the  intensive 
treatment  ward.  If  they  respond  quickly  to 
treatment,  they  are  discharged.  If  they  fail  to 
respond  within  a set  time,  or  if  they  appear  to 
be  “chronic”  from  the  beginning,  they  are 
transferred  to  the  appropriate  back  ward.  Some 
patients  are  lucky,  recover,  and  return  to  their 
communities  from  back  wards,  but  many  re- 
main and  become  permanently  institutionalized. 
This  process  of  condemning  patients  to  non- 
therapeutic  back  wards  is  largely  responsible 
for  the  national  plague  of  multi-thousand-bed 
state  hospitals  from  which  we  have  only  begun 
to  recover  in  recent  years. 

In  the  unitized  hospital,  there  are  no  back 
wards  (Fig  2b).  All  patients,  regardless  of 
acuteness  or  chronicity  of  symptoms,  are  given 
the  benefit  of  intensive  treatment.  It  is  actually 
the  patient  with  chronic  illness  who  has  the 
greatest  need  for  intensive  treatment.  The 
acutely  ill  patient  may  respond  rapidly  to  an 
even  less  than  ideal  treatment  program,  and 
may  require  little  more  than  psychotropic  med- 
ication. 

Although  most  types  of  psychiatric  patients 
are  assigned  to  and  treated  in  their  geographic 
units,  a few  specialty  units  are  maintained  for 
those  who  require  highly  specialized  care  or 
who  can  be  treated  best  with  others  who  have 
similar  disturbances.  These  include  alcoholics, 
children,  medical-surgical  patients,  the  severely 
mentally  retarded,  and  infirm  geriatric  patients. 
Some  of  the  hospitals  have  separate  units  for 
adolescents,  while  others  assign  adolescents  to 
geographic  units  but  bring  them  together  for 
day  programs. 

The  number  of  geographic  units  in  the  men- 
tal hospitals  varies  from  four  to  eight.  Unit  size 
is  determined  by  the  hospital’s  physical  plant 
and  budget,  number  of  patients,  and  popula- 
tion of  the  geographic  area  to  be  served.  Some 
units  occupy  only  a single  ward  building,  but 
usually  several  adjacent  buildings  are  com- 
bined to  make  up  a unit. 

The  outpatient  clinic  is  no  longer  a separate 
department  in  the  unitized  hospital.  When  after- 
care resources  are  unavailable  in  the  commu- 
nities served,  the  unit  provides  outpatient  care 
for  its  own  patients.  In  some  cases,  the  unit 
which  serves  the  area  adjacent  to  the  hospital 
also  provides  day  care  and  emergency  care. 


48 


TEXAS  MEDICINE 


depending  on  whether  the  community  has  its 
own  mental  health-mental  retardation  center. 

Although  treatment  programs  are  decentral- 
ized in  the  unit  system,  some  functions  usually 
remain  centralized.  These  include  the  supply, 
maintenance,  accounting,  and  personnel  offi- 
ces, as  well  as  supportive  medical  services 
such  as  x-ray  and  laboratory. 

Elimination  of  departmental  hierarchies  in 
favor  of  decentralized  treatment  teams  has  re- 
sulted in  increased  acceptance  of  responsibility 
by  all  levels  of  staff.  Everyone  from  physicians 
to  attendants  seems  to  be  working  harder  and 
accomplishing  a great  deal  more  than  previ- 
ously. Employees  are  rewarded  by  being  able 
to  follow  patients  throughout  their  hospital  stay 
and  see  them  recover.  Manpower  is  being  util- 
ized at  a higher  level  of  competence.  Social 
workers  no  longer  spend  most  of  their  time 
doing  the  work  of  secretaries,  nor  nurses  the 
work  of  janitors.  Physicians  have  been  freed 
from  nonessential  administrative  chores  which 
took  them  away  from  the  care  of  patients. 

A spirit  of  friendly  competition  prevails  be- 
tween units  in  each  of  the  state  hospitals.  Unit- 
ization favors  competition  for  superior  or  inno- 
vative treatment  programs.  The  rivalry  between 
departments  in  the  nonunitized  hospital  differs 
in  that  it  seldom  directly  benefits  patients. 

Therapeutic  Aspects:  In  the  unitized  hospital, 
the  unit  staff,  consisting  of  physicians,  nurses, 
social  workers,  psychologists,  volunteers,  reha- 
bilitation personnel,  and  attendants,  functions 
as  a team  and  is  responsible  for  the  care  and 
treatment  of  all  patients  admitted  to  the  unit, 
regardless  of  sex  or  diagnosis.  The  team  main- 
tains this  responsibility  throughout  the  patient’s 
contact  with  the  hospital,  even  in  the  event  of 
subsequent  admissions.  Staff  members  are 
forced  to  become  generalists  dealing  with  a 
wide  variety  of  patients  and  problems.  This 
approach  has  been  of  particular  benefit  to  pa- 
tients with  chronic  mental  illness. 

The  dramatic  results  obtained  in  Texas’  men- 
tal hospitals  with  rehabilitation  of  so-called 
chronic  patients  has  shattered  a prevalent  myth 
about  chronicity:  that  patients  with  chronic  ill- 
nesses require  long-term  hospitalization.  The 
newly  admitted  chronic  psychotic  patient  gen- 
erally comes  to  the  hospital  for  reasons  other 
than  his  chronic  illness,  such  as  an  exacerba- 
tion of  acute  symptoms  or  a crisis  in  his  social 
adjustment.  Such  a patient  can  be  treated  and 
returned  to  his  community  as  rapidly  as  can 


most  acutely  disturbed  patients  who  have  no 
history  of  chronic  illness.  With  active  treatment 
programs,  even  patients  who  are  long-term 
hospital  residents  can  return  to  their  families 
and  jobs  and  maintain  a fruitful  existence  in 
the  community.  Since  unit  staffs  cannot  “pass 
the  buck’’  by  transferring  these  patients  to 
back  wards,  they  have  become  aware  of  the  ex- 
citing possibilities  for  successful  rehabilitation 
of  this  patient  group. 

The  principal  barrier  to  restoring  long-term 
patients  to  their  communities  is  not  the  chron- 
icity of  their  illness,  the  major  symptoms  of 
which  usually  can  be  controlled  by  drugs,  but 
rather  in  the  deteriorating  effects  of  many  years 
spent  in  a custodial,  dehumanizing  back  ward 
of  a mental  hospital.  In  other  words,  the  main 
problem  of  the  chronic  patient  is  iatrogenic. 
Our  unitized  mental  hospitals  are  vigorously 
attacking  this  problem  through  remotivation 
and  resocialization  programs  aimed  at  restoring 
to  institutionalized  patients  basic  human  dig- 
nity and  lost  or  atrophied  social  skills. 

The  principles  upon  which  these  programs 
are  based  derive  from  the  important  observa- 
tions of  Stanton  and  Schwartz^’^  regarding  the 
effects  of  environment  on  mental  patients.  The 
environment  or  milieu  in  which  a patient  is 
treated  can  be  regressive  and  dehumanizing,  as 
exemplified  by  the  condition  of  thousands  of 
chronic  patients  in  our  hospitals,  or  it  can  be 
beneficial  and  contribute  to  recovery.  The  sense 
of  belonging  permanently  to  a unit  with  a single 
set  of  objectives  relative  to  a specific  group  of 
patients  has  helped  unit  team  members  create 
therapeutic  environments  which  favor  recovery. 
Unit  personnel  have  drawn  extensively  from 
such  writings  as  Gumming  and  Cumming’s 
“Ego  and  Milieu’’^®  and  Jones’  “The  Therapeu- 
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tic  Community’'!®  to  institute  programs  which 
encourage  chronic  patients  to  gradually  assume 
responsibility  for  their  own  behavior  and  to  de- 
velop the  basic  interpersonal  skills  necessary 
for  life  in  the  community. 

Under  the  unit  system,  people  are  made  re- 
sponsible for  people  rather  than  for  functions. 
Under  the  old  system,  various  staff  members 
were  responsible  for  taking  social  histories,  dis- 
pensing medications,  contacting  families,  keep- 
ing the  ward  clean,  or  some  other  specific  duty. 
In  the  mental  hospitals  today,  attendants  are 
assigned  “families”  of  10-15  patients  and  en- 
couraged to  form  therapeutic  interpersonal  rela- 
tionships with  them.  The  determination  of  an 
attendant’s  performance  is  now  based  on  the 
behavior  and  rate  of  recovery  of  patients  in  his 
“family.”  The  attendants,  of  course,  depend 
for  their  effectiveness  on  the  special  skills  of 
physicians  and  other  professionals  on  the  unit. 
But  professionals  are  in  short  supply,  and  it  is 
the  attendant  who  spends  the  most  time  with 
the  patients  and  is  therefore  in  a position  to  be 
the  major  agent  of  change.  The  ability  of  the 
nonprofessional  to  function  effectively  as  a 
therapist  with  psychiatric  patients  has  been 
abundantly  documented.®®-®® 

Volunteers  have  reacted  with  enthusiasm  to 
the  unit  system.  Many  of  them  have  become 
members  of  unit  teams,  where  they  contribute 
to  the  therapeutic  milieu.  In  addition  to  spon- 
soring social,  recreational,  and  cultural  activi- 
ties for  patients,  volunteers  now  participate  in 
remotivation  and  group  therapy  programs. 
Some  volunteers  are  based  in  the  regions 
served  by  the  units,  and  help  discharged  pa- 
tients to  readjust  to  the  community. 

Community  Aspects:  The  unit  teams’  sense  of 
continuing  responsibility  for  patients  through- 
out their  hospital  stay  extends  naturally  into 
the  communities  served  by  the  units.  The  im- 
mediate goal  of  the  community-oriented  aspect 
of  unitization  is  to  provide  continuity  of  therapy. 
This  is  accomplished  by  garnering  all  available 


local  resources  to  provide  discharged  patients 
with  needed  aftercare  and  insure  their  success- 
ful adjustment  to  all  phases  of  community  life 
— family,  vocational,  economic,  social,  and  re- 
ligious. The  ultimate  objective  of  the  units’ 
community  outreach  is  to  prevent  unnecessary 
hospitalization  by  fostering  the  development  of 
programs  for  prevention,  early  detection,  and 
rapid  treatment  at  the  community  level. 

Almost  without  exception,  Texas’  state  men- 
tal hospital  units  have  routinely  dispatched 
team  members  to  communities  in  an  effort  to 
develop  continuity  of  therapy  programs  for  all 
patients  who  flow  between  hospital  and  com- 
munity. Some  of  the  units  have  employed  men- 
tal health  workers  permanently  stationed  in  the 
field  to  assist  in  coordinating  community  men- 
tal health  resources.  Close  working  relation- 
ships have  been  established  between  geograph- 
ic units  and  key  community  agencies  and  indi- 
viduals, including  community  mental  health- 
mental  retardation  centers;  county  judges,  sher- 
iffs and  attorneys:  public  health  nurses;  voca- 
tional rehabilitation  counselors;  welfare  work- 
ers; teachers,  school  nurses,  and  counselors: 
local  physicians:  and  clergymen.  When  agency 
workers  contact  the  state  hospital  about  pa- 
tients, they  now  deal  on  a personal  basis  with 
unit  team  members.  This  is  their  team  which 
they  know  will  carry  the  responsibility  for  every 
patient  from  their  community  as  long  as  he 
remains  in  the  hospital. 

Not  only  does  the  hospital  move  out  into  the 
community,  but  the  community  also  moves  into 
the  hospital.  A new  patient  is  no  longer  con- 
fronted by  an  impersonal  mass  of  patients  and 
staff.  He  quickly  touches  home  base — his  home 
unit.  Here  he  will  find  others  with  the  same 
socio-cultural  background.  He  may  see  old 
friends.  His  new-found  friendships  can  be  con- 
tinued back  home  after  discharge.  Hometown 
newspapers  provide  a reassuring  sense  of  fa- 
miliarity. Unit  volunteers  often  are  from  “back 
home.”  Unit  staff  members  are  likely  to  be 
familiar  with  the  patient’s  home  community 
and  are  in  a better  position  to  understand  his 
living  conditions  and  prepare  realistic  discharge 
plans. 

The  community  aspect  of  unitization  has 
been  instrumental  in  overcoming  the  traditional 
isolation  of  the  state  hospitals.  Hospital  staffs, 
formerly  ingrown  and  isolated  from  the  world 
in  which  their  patients  lived  before  and  after 
hospitalization,  now  have  a sense  of  social  re- 
sponsibility for  the  communities  they  serve. 
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The  community  aspect  of  unitization,  perhaps 
more  than  others,  has  contributed  to  the  im- 
provement of  staff  morale  which  is  evident 
throughout  the  system. 

Problems:  The  unit  system  has  caused  rela- 
tively few  problems,  which  is  surprising  in  view 
of  the  radical  rearrangement  of  organizational 
lines  within  the  hospital  and  the  new  emphasis 
on  reaching  out  to  the  community.  Initial  re- 
sistance of  employees  who  had  found  their 
niche  in  the  old  departmental  organization  has 
been  largely  overcome.  A few  employees  found 
the  new  program  unacceptable  and  resigned, 
but,  in  general,  the  reception  of  hospital  per- 
sonnel to  the  unit  system  has  been  enthusiastic. 
Most  employees  can  see  that  the  unit  system 
is  beneficial  to  both  their  own  and  their  pa- 
tients’ mental  health.  Some  of  the  superintend- 
ents and  other  key  professionals,  particularly 
former  department  heads,  have  had  difficulty  in 
adjusting  to  their  new  roles.  Effective  decen- 
tralization requires  delegation  of  authority  by 
superintendents  to  unit  directors,  and  by  unit 
directors  to  their  team  members — and  this  has 
not  always  been  easy.  Also,  unitization  necessi- 
tated moving  some  patients  from  comparatively 
new  buildings  to  old  ones,  and  a few  of  their 
relatives  have  expressed  concern  about  this. 
Families  occasionally  complain  that  the  push 
toward  the  community  has  resulted  in  prema- 
ture discharge  of  patients.  These  complaints 
usually  have  been  handled  satisfactorily  on  an 
individual  basis,  and  families  are  generally  co- 
operative when  the  rationale  for  the  unit  system 
is  explained  to  them.  Most  families  appreciate 
the  personal  relationship  they  are  able  to  es- 
tablish with  unit  team  members  and  the  fact 
that  the  same  team  will  follow  the  patient 
throughout  his  hospital  stay. 

Summary:  Texas’  state  mental  hospitals  have 
reorganized  into  the  unit  system,  under  which 
patients  from  specific  geographic  areas  are 
grouped  together  and  are  treated  by  the  same 
unit  staff  throughout  their  hospital  stay.  Each 
unit  treats  acute  and  chronically  ill  patients  to- 
gether and  forms  close  ties  with  agencies  in  the 
communities  it  serves,  in  order  to  provide  dis- 
charged patients  with  aftercare  and  ultimately 
to  prevent  unnecessary  hospitalization.  The 
change  to  the  new  system  has  already  led  to 
many  improvements  in  mental  hospital  treat- 
ment and,  for  the  most  part,  has  been  greeted 
enthusiastically  by  employees,  patients  and 
relatives. 
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A series  of  derivatives  of  4-nitroquino- 
line-1 -oxide  not  previously  known  to 
cause  nucleolar  caps  were  studied.  A 
direct  relationship  was  seen  between  the 
degree  of  nucleolar  cap  formation  and 
carcinogenic  activity  among  4-nitroquino- 
line-l-oxide  and  its  derivatives.  Histo- 
chemical  studies  on  nucleolar  caps 
showed  that  the  light  caps  do  not  con- 
tain RNA,  while  the  dark  caps  are  rich 
in  it.  This  reflects  the  alteration  in  RNA 
distribution  within  the  nucleolus,  which 
results  from  the  altered  RNA  synthesis. 


4-nitroquinoline-i-oxide,  one  of  several 

closely  related  compounds  of  simple  chemi- 
cal structure  and  high  carcinogenic  activity,  pro- 
duces malignant  tumors  in  a variety  of  tissues 
depending  upon  the  site  and  mode  of  applica- 
tion.^ Morphological  studies  of  its  effects  in 
tissue  culture  cells  have  shown  an  alteration  of 
the  nucleolus  to  produce  nucleolar  caps.-  The 
formation  of  nucleolar  caps  involves  a reduction 
in  nucleolar  size  (nucleolar  exhaustion)  and  a 
rearrangement  of  the  nucleolonema  and  pars 
amorpha. 

In  addition  to  inducing  nucleolar  caps,  4-ni- 
troquinoline-l-oxide  influences  the  species  of 
RNA  formed  in  tissue  culture  cells.  It  inhibits 
synthesis  of  high-molecular-weight  RNA  (hav- 
ing sedimentation  values  above  10  S),  depletes 
polyribosomes,  and  stops  amino  acid  incorpora- 
tion.^ 

Various  workers  have  shown  that  4-nitroquin- 
oline-l-oxide  and  the  carcinogenic  derivatives 
which  have  been  studied  form  complexes  with 
DNA;  however,  the  noncarcinogenic  derivatives 
do  not.  4-Nitroquinoline-l-oxide  complexed  with 
DNA  is  oriented  parallel  to  the  base  planes,  and 
it  preferentially  interacts  with  deoxyguano- 
sine.^'®  The  complex  with  DNA  alters  RNA  syn- 
thesis, and  nucleolar  cap  formation  may  be  a 
manifestation  of  this  altered  synthesis. ^ 

These  studies  were  undertaken  to  determine 
if  derivatives  of  4-nitroquinoline-l-oxide  caused 
cap  formation  and  if  there  was  any  correlation 
between  carcinogenicity  and  nucleolar  cap  for- 
mation. In  this  family  of  compounds,  only  4- 
nitroquinoline-l-oxide  had  previously  been  re- 
ported to  induce  nucleolar  cap  formation.-  The 
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cytochemistry  of  nucleolar  caps,  which  had  not 
been  reported,  was  also  studied. 

Materials  and  Methods:  4-Nitroquinoline-l-ox- 
ide  and  the  derivatives  used  in  this  study  (Table 
1)  were  generously  provided  by  other  investiga- 
tors.* Their  structures  were  verified  by  infra- 
red spectroscopy. 

Chang  liver  cells  were  maintained  in  Eagle’s 
basic  medium  containing  a 5%  fetal  bovine 
serum.  The  cells  were  subcultured  on  coverslips 
in  Rose  tissue  culture  chambers  for  24  hours 
before  drug  exposure.  The  chemicals,  at  con- 
centrations of  1 ug/ml  in  fresh  medium,  were 
applied  to  the  cells  for  six  hours;  control  cul- 
tures were  not  treated.  The  cells  were  fixed  in 
glutaraldehyde  and  stained  with  Brachet’s 
methyl  green-pyronine  Y for  light  microscopy.’^ 
Other  specimens  were  studied  with  phase  mi- 
croscopy before  embedding  them  in  Maraglas, 
followed  by  sectioning  and  staining  with  lead 
citrate  for  electron  microscopy. - 

Cells  stained  with  Brachet’s  methyl  green- 
pyronine  stain  were  counted  to  determine  the 
percentage  of  cells  showing  cap  formation.  Any 
given  cell  which  had  intact  cytoplasm  and  non- 
fragmented  nucleoli  was  classified  as  capped 
or  noncapped,  depending  on  the  presence  of 
obvious  nucleolar  caps.  These  criteria  were 
used  to  eliminate  cells  showing  senile  atrophy 
or  degeneration. 

*Samples  of  2-methyl-4-nitroquinoline-l-oxide,  4-nitro- 
6-chloroquinoline-l-oxide,  and  4,6-dinitroquinoline-l- 
oxide  were  provided  by  Dr.  Hideya  Endo,  Kyushu  Uni- 
versity Cancer  Research  Institute,  Fukuoka,  Japan; 
4-nitro-6-methylquinoline-l -oxide,  4-nitro-7-methylquin- 
oline-l-oxide,  and  4-nitro-6-carboxyquinoline-l-oxide 
were  provided  by  Dr.  Yutake  Kawazoe,  National  Can- 
cer Center  Research  Institute,  Tokyo,  Japan. 


Based  on  the  percentage  of  caps  found  with 
each  derivative  studied,  a ranking  of  the  4-ni- 
troquinoline-l-oxide  derivatives  studied  was  es- 
tablished. 

Results:  Table  1 summarizes  the  percentage 
nucleolar  cap  formation  and  the  known  degree 
of  carcinogenicity  for  the  derivatives  studied. 
These  results  demonstrate  a direct  correspond- 
ence between  carcinogenicity  and  the  extent  of 
cap  formation. 

The  nucleolar  caps  could  be  categorized  as 
light  or  dark  when  examined  by  light,  phase, 
and  electron  microscopy.  Both  types  were 
counted  as  caps.  Pyronine  Y did  not  stain  light 
caps,  indicating  that  they  were  practically  de- 
void of  RNA;  pyronine  Y did  stain  the  dark  caps, 
as  well  as  the  central  nucleolar  body,  indicating 
the  presence  of  RNA.  Neither  the  central  nu- 
cleolar body  nor  either  type  of  cap  stained  with 
methyl  green,  a DNA  stain.  Dark  caps  were 
usually  small  and  peripherally  located;  quanti- 
tative assessment  of  the  concentration  of  RNA 
in  the  dark  caps  was  not  attempted  because 
optical  effects  at  the  margin  of  the  nucleolus 
would  have  rendered  the  results  unreliable. 


Table  1. 


Carcinogenicity 

Ref 

Compound 

% Caps 

-f -F 

8 

4-Nitro-6-methylquinoline-l-oxide 

83 

-F-l- 

8 

4-Nitro-7-methylquinoline-l-oxide 

76 

-F-F 

7 

4-Nitro-6-chloroquinoline-l-oxide 

69 

-F 

9 

2-Methyl-4-nitroquinoline-l-oxide 

64 

-F 

1 

4-Nitroquinoline-l-oxide 

57 

-t- 

5 

4-Nitro-6-carboxyquinoline-l-oxide 

16 

— 

8 

4,6-Dinitroquinoline-l-oxide 

5 

Control 

2.6 

4-Nitroquinollne-1-0xide  and  Related  Compounds 
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Fig  la.  Nucleoli  in  normal  Chang  liver  cells 
stained  with  methyl  green-pyronine  Y demonstrate 
relatively  homogenous  staining.  The  nucleoli 
are  somewhat  irregular  in  shape.  X 810. 

Fig  lb.  In  phase  microscopy,  normal  Chang  liver 
nucleoli  show  a relatively  homogeneous 
structure.  X 990. 

Fig  Ic.  Electron  microscopy  of  normal  Chang 
liver  cell  nucleoli  demonstrates  the  typical 
electron-dense  nucleolonema  {A)  and  the  electron- 
lucent  pars  amorpha  (B).  X 3,375. 


Dark  caps  did  contain  at  least  as  much  RNA 
as  the  central  body.  Electron  microscopy  dem- 
onstrated that  the  light  caps  contained  electron- 
opaque  material.  In  view  of  the  cytochemical 
results,  the  light  caps  probably  consisted  of 
protein,  since  DNA  or  RNA  could  not  be  detect- 
ed in  these  structures.  It  is  not  known  if  the 
protein  components  undergo  a redistribution 
during  cap  formation. 

Fig  1 illustrates  the  normal  morphology  of 
the  Chang  liver  nucleolus  as  seen  with  methyl 
green-pyronine  staining,  phase  microscopy,  and 
electron  microscopy,  respectively.  In  both  phase 
and  light  microscopy,  the  nucleoli  appear  rela- 
tively homogeneous.  Electron  microscopy  dem- 
onstrates the  heterogeneous  structure  of  the 
normal  nucleolus,  which  consists  of  the  thread- 
like nucleolonema  and  the  pars  amorpha. 

Fig  2 demonstrates  the  rearrangement  of  the 
nucleolus  following  exposure  to  the  weak  car- 
cinogen, 4-nitro-6-carboxyquinoline  - 1 - oxide.® 
Methyl  green-pyronine  staining  and  phase  mi- 
croscopy demonstrate  a tendency  for  vacuoliza- 
tion of  the  nucleolus  to  occur  with  this  deriva- 
tive. Electron  microscopy  demonstrated  the  for- 
mation of  nucleolar  vacuoles  and  the  loss  of  a 
distinct  nucleolonema  and  pars  amorpha. 

Fig  3 shows  the  nucleolar  structure  following 
exposure  to  a potent  carcinogen  such  as  4-nitro- 
6-chloroquinoline-l-oxide.  This  treatment  re- 
sulted in  extensive  cap  formation  identifiable 
by  methyl  green-pyronine  staining,  phase  micro- 
scopy, and  electron  microscopy. 
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Discussion:  After  exposure  to  4-nitroquinoline- 
1-oxide,  the  nucleoli  of  cells  undergo  nucleolar 
exhaustion  with  attendant  size  decrease  and 
occasional  fusion  culminating  in  the  formation 
of  nucleolus  caps.  With  rearrangement  of  the 
pars  amorpha  and  nucleolonema,  the  electron- 
dense  particles  may  coalesce  and  marginate  to 
form  dark  caps,  and  the  vacuolated  areas  of  the 
nucleolus  may  coalesce  and  marginate  to  form 
light  caps,  which  have  an  electron  density  sim- 
ilar to  that  of  the  nucleoplasm.  The  process  of 
cap  formation  seen  with  the  substituted  deriv- 
atives studied  appeared  to  follow  the  same  pat- 
tern as  that  seen  with  4-nitroquinoline-l-oxide. 
Weak  carcinogens,  such  as  4-nitro-6-carboxy- 
quinoline-l-oxide®  and  4,6-dinitroquinoline-l- 
oxide,^  rarely  produced  distinctive  nucleolar 
caps;  but  when  they  occurred,  they  were  mor- 
phologically identical  to  those  produced  by  4- 
nitroquinoline-l-oxide.  Following  exposure  to 
weak  carcinogens,  the  majority  of  nucleoli  dem- 
onstrated a rearrangement  of  the  nucleolus 
which  was  indicative  of  an  early  stage  in  cap 
formation,  but  did  not  show  caps  as  defined 
by  the  criterion  of  methyl  green-pyronine  stain- 
ing. 4-Nitroquinoline-l-oxide-  and  more  potent 
carcinogens  (eg,  4-nitro-6-chloroquinoline- 1 - 
oxide)  produced  a high  frequency  of  capped 
nucleoli  which  were  identical  with  those  pro- 
duced by  4-nitroquinoline-l-oxide.  The  remain- 
ing nucleoli  illustrated  alterations  in  nucleolar 
morphology  bordering  on  cap  formation,  but 
not  meeting  the  criteria  based  on  methyl  green- 
pyronine  staining.  The  only  difference  between 
the  derivatives  studied  and  4-nitroquinoline-l- 


Fig  2a.  Following  exposure  to  4-nitro-6- 
carboxyquinoline-l-oxide,  nucleoli  stained  with 
methyl  green-pyronine  Y demonstrate  rounding, 
increased  heterogeneity,  and  vacuolization  (A). 

X 810. 

Fig  2b.  Phase  microscopy  shows  increased 
heterogeneity  and  vacuole  formation  (A) 
in  nucleoli  of  cells  exposed  to  4-nitro-6-carboxy- 
quinoline-l-oxide.  X 990. 

Fig  2c.  Electron  microscopy  of  cells  exposed  to 
4-nitro-6-carbo.xyquinoline-l-oxide  shows  the 
loss  of  the  nucleolonema  and  pars  amorpha.  The 
nucleoli  become  condensed  and  exhibit 
vacuole  formation  (A).  X 3.375. 
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oxide  was  the  percentage  of  cells  which  reached 
the  final  stage  of  cap  formation. 


Fig  3a.  Following  exposure  to  4-nitro-6- 
chloroquinoline-1 -oxide,  methyl  green-pyrotiine  Y 
staining  clearly  demonstrates  well-defined, 
clear  nucleolar  caps  (A).  X 810. 

Fig  3b.  Phase  microscopy  of  cells  exposed  to 
4-nitro-6-chloroquinoline-l -oxide  demonstrates 
well-defined  light  nucleolar  caps  (A).  X 990. 

Fig  3c.  Electron  microscopy  of  nucleoli  from 
cultures  treated  with  4-nitro-6-chloroquinoline-l- 
oxide  shows  margination  of  the  nucleolus  and 
a well-defined  nucleolar  cap  located  on  the 
central  body  (A).  Both  the  cap  and  body  of  the 
nucleolus  appear  homogeneous.  X 3,375. 


In  view  of  the  alteration  in  RNA  synthesis  in 
tissue  culture  cells  exposed  to  4-nitroquinoline- 
1-oxide,  cap  formation  may  be  a function  of  the 
complex  formed  between  the  carcinogenic  de- 
rivatives and  DNA.  The  alteration  of  nucleolar 
structure  may  be  a morphological  manifestation 
of  the  modified  RNA  synthesis. ^ The  percent- 
age of  nucleolar  caps  may  reflect  the  extent  and 
strength  of  binding  between  a derivative  and 
DNA.  The  nature  of  the  binding  may,  in  turn, 
be  important  in  carcinogenesis  by  this  group  of 
compounds. 
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DIAGNOSIS  OF 
SURGICALLY  REMEDIABLE 
HYPERTENSION 

ARTHUR  GROLLMAN,  MD,  PhD 


AN  ELEVATION  IN  ARTERIAL  blood  pressure 
is  an  accompaniment  of  a number  of  disorders 
including  Cushing’s  disease,  aldosteronism, 
pheochromocytoma,  and  other  disorders  of  the 
adrenal:  coarctation  of  the  aorta  (in  which  the 
elevation  in  blood  pressure  is  limited  to  the 
upper  extremities);  eclampsia,  etc;  which  are 
remediable  by  surgery.  This  article  deals  with 
hypertensive  cardiovascular  disease  which  can 
be  relieved  by  surgical  correction  of  a vascular 
defect  in  the  blood  supply  to  the  kidney,  or 
by  unilateral  nephrectomy.  This  condition  is 
often  referred  to  as  renovascular,  renal,  or  Gold- 
blatt  hypertension,  but  as  described  elsewhere 
is  more  accurately  designated  as  surgically  re- 
mediable hypertension. 1 

Goldblatt  and  his  collaborators-  showed  that 
in  dogs,  a clamp  applied  to  the  renal  artery 
caused  hypertension,  and  when  the  clamp  was 
removed  or  nephrectomy  performed,  the  normo- 
tensive  state  was  restored.  After  this,  there 
were  many  attempts  to  alleviate  human  hyper- 
tension by  unilateral  nephrectomy.  It  soon  be- 
came apparent,  however,  that  hypertension 
rarely  was  alleviated  by  nephrectomy;  in  fact, 
this  operation  usually  resulted  in  a worsening 
of  the  patient’s  condition  since  it  reduced  the 
amount  of  renal  tissue  available  for  excretory 
function. 3 The  simple  theory  that  an  abnormal 
or  ischemic  kidney  was  producing  a pressor 
agent  responsible  for  the  elevated  blood  pres- 
sure obviously  was  inapplicable  to  hypertensive 
disease  in  humans,  and  therefore  the  operation 
was  abandoned. 

During  the  past  decade,  the  development  of 
procedures  for  vascular  repair  has  prompted 
the  use  of  a surgical  bypass  or,  when  this  is  not 
feasible,  of  unilateral  nephrectomy  in  cases  of 
hypertension  associated  with  partial  occlusion 


of  the  renal  artery  and  other  kidney  lesions. 
Poutasse  and  his  coworkers^  reported  a decline 
in  blood  pressure  to  relatively  normal  levels 
when  these  operations  were  performed,  and 
emphasized  the  importance  of  atherosclerotic 
plaques  on  the  renal  artery  as  a cause  of  sur- 
gically remediable  hypertension.  They  and  oth- 
ers recommended  aortography  as  a means  of 
diagnosing  potentially  curable  hypertension. 
They  claimed,  moreover,  that  the  condition  af- 
fected a significant  proportion  of  hypertensives 
and  suggested  that  surgery  be  undertaken  in 
any  case  of  demonstrable  unilateral  occlusive 
disease.  This  optimistic  claim  of  the  high  inci- 
dence and  surgical  curability  of  hypertension 
secondary  to  atherosclerosis  of  the  renal  artery 
was  soon  dispelled.  As  a matter  of  fact,  over  a 
half  century  ago  Allbutt®  showed  that  narrowing 
of  the  renal  artery  or  its  main  branches  by 
arteriosclerosis  may  not  be  accompanied  by 
significant  cardiomegaly,  a reflection  of  hyper- 
tension. 

It  is  now  apparent  that  contrary  to  earlier  re- 
ports, only  a fraction  of  the  patients  with  ar- 
teriosclerotic plaques  on  the  renal  artery  mani- 
fest a sustained  decline  in  blood  pressure  after 
surgery,  and  that  an  atherosclerotic  plaque  or 
other  lesion  obstructing  the  renal  artery  and  its 
branches  constitutes  inadequate  evidence  of 
surgically  remediable  hypertension.  In  fact, 
such  plaques  are  almost  as  common  in  normo- 
tensive  persons  over  age  50  as  they  are  in  hy- 
pertensive persons.^  Renal  artery  stenosis  ac- 
companied by  poststenotic  dilatation  is,  accord- 
ingly, not  necessarily  associated  with  hyper- 
tension. Since  partial  occlusion  of  one  or  both 
arteries  may  develop  in  normotensive  as  well 
as  in  hypertensive  individuals,  arterial  stenosis 
has  no  significance  as  to  the  pathogenesis  of 
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Determination  of  the  plasma  pressor  activity 
is  the  most  accurate  laboratory  procedure 
to  detect  surgically  remediable  hypertensive 
cardiovascular  disease.  History  of  acute  onset 
of  severe  hypertension,  and  dissimilar  size 
and  function  of  kidneys  as  revealed  by 
intravenous  pyelography,  is  suggestive 
evidence  of  a surgically  remediable  lesion. 
Neither  these  findings,  aortograms  showing 


the  hypertension,  and  is  a poor  diagnostic  sign 
of  surgically  remediable  hypertension.  Although 
useful  for  visualizing  the  renal  vessels,  aortog- 
raphy used  alone  as  a diagnostic  procedure  will 
result  in  a high  proportion  of  unnecessary  oper- 
ations. 

Other  Procedures  Used  for  Detecting  Surgically- 
Remediable  Hypertension:  A variety  of  screen- 
ing procedures  are  helpful  in  selecting  patients 
for  further  studies  to  detect  those  who  will  re- 
spond favorably  to  surgery.  Of  special  signifi- 
cance is  a careful  history,  in  which  certain  char- 
acteristics of  surgically  remediable  hyperten- 
sion are  elicitable.  Normally,  the  blood  pressure 
rises  only  gradually,  but  in  cases  of  surgically 
remediable  hypertension  the  increase  is  pre- 
cipitous. Hence,  when  we  know  that  a patient’s 
blood  pressure  was  relatively  normal  shortly 
before  the  appearance  of  severe  hypertension, 
we  suspect  that  some  accident  has  precipitated 
this  form  of  hypertension.  A history  of  injury  to 
the  kidney  may  suggest  kidney  infarction,  a 
common  cause  of  surgically  and  at  times  spon- 
taneously remediable  hypertension.  Severe  or 
malignant  hypertension  in  a child  or  in  a person 
over  age  50  also  suggests  a surgically  remedi- 
able lesion.  These  facts  in  the  history  indicate 
further  studies  for  surgically  remediable  le- 
sions. Where  the  history  obviously  precludes 
such  a condition  there  is  no  need  for  further 
laboratory  investigation. 

The  intravenous  urogram,  performed  rou- 
tinely in  evaluating  hypertensive  patients,  helps 
determine  which  ones  should  have  further 
studies  to  detect  surgically  remediable  hyper- 
tension. Disparity  in  size  (0.5  cm  or  greater)  of 
the  two  kidneys,  atrophy  of  one  pole  or  com- 
pact calyces  and  pelvis  on  one  side,  nonvisuali- 
zation or  delayed  appearance  of  the  contrast 


renal  artery  stenosis,  high  serum  renin  levels, 
nor  the  other  procedures  currently  in  vogue  can 
detect  accurately  patients  who  will  respond 
favorably  to  surgery.  The  pressor  test 
is  therefore  recommended  as  being  an 
accurate  laboratory  procedure  for  predicting 
which  patients  will  respond  favorably 
to  surgery. 


medium  on  one  side,  and  other  abnormalities 
suggest  the  possible  presence  of  surgically  re- 
mediable hypertension.  However,  an  atrophic  or 
small  kidney  does  not  necessarily  prove  that 
the  condition  exists,  but  indicates  the  need  for 
further  studies.  Disparity  in  renal  mass  alone, 
although  not  justifying  surgical  intervention, 
identifies  potentially  curable  hypertensives  who 
should  be  examined  critically  even  in  the  ab- 
sence of  demonstrable  renal  arterial  stenosis.® 

The  inadequacy  of  aortography  for  diagnosis 
of  surgically  remediable  hypertension  led  to  the 
use  of  procedures  designed  to  detect  differ- 
ences in  the  excretory  function  of  the  two  kid- 
neys for  this  purpose.  The  Howard  test"  and  its 
modifications,  including  the  Stamey  test,®  re- 
quire catheterization  of  the  ureter,  but  they  do 
not  constitute  a decisive  method  for  diagnosing 
unilateral  renal  disease  which  is  amenable  to 
surgical  intervention.®  Disparate  function  of  the 
kidneys  is  not  specific  for  the  presence  of  sur- 
gically remediable  hypertension.  Although  the 
results  may  be  suggestive,  split-function  excre- 
tory tests  cannot  be  relied  upon  as  the  sole 
criterion  as  to  whether  surgical  intervention  is 
indicated  in  a given  patient.® 

Other  relatively  simple  procedures  have  been 
recommended  as  substitutes  for  aortography 
and  the  differential  function  tests. 

A bruit  over  the  abdomen  has  been  reported 
to  be  highly  suggestive  of  the  presence  of  sur- 
gically remediable  hypertension.  Recent  studies 
have  shown  that  such  bruits  are  as  common  in 
normotensive  as  in  hypertensive  individuals. 
They  are  generated  by  gradients  in  pressure 
across  obstructive  lesions  in  an  artery,  but  such 
gradients  may  be  absent  in  patients  responding 
favorably  to  surgery. i® 


Volume  65,  September,  1969 


59 


Recording  the  rate  of  uptake  and  excretion 
of  intravenously  administered  sodium  iodohip- 
purate  I 131  or  other  compounds  has  been  used 
\widely  for  detecting  ischemia  of  one  kidney. “ 
Renal  scans  obtained  in  this  way  may  reveal 
differences  in  response  of  the  two  kidneys  but 
are  nonspecific.  Correct  positioning  of  the 
probes,  the  patient’s  state  of  hydration,  and 
other  factors  influence  the  curves  obtained  and 
hence  the  results  often  are  misleading  in  the 
diagnosis  of  surgically  remediable  hyperten- 
sion.^*^ 

Another  diagnostic  procedure  which  has  been 
recommended  is  the  angiotensin  infusion  test,^- 
but  it  has  proven  to  be  not  only  hazardous  to 
the  patient  but  also  unreliable  for  the  diagnosis 
of  surgically  remediable  hypertension.®’ ^3  Renal 
biopsy  also  has  been  recommended, but  the 
results  often  are  misleading  and  the  method, 
therefore,  has  been  little  used.  The  kidney 
showing  less  severe  lesions  often  is  the  one 
responsible  for  the  hypertension. 

Renin-Plasma  Levels:  Much  attention  has  been 
given  to  the  use  of  renin  levels  in  the  peripheral 
venous  plasma  as  a method  for  detecting  a 
surgically  remediable  lesion  of  the  kidney,  as 
first  recommended  by  Helmer  and  Judson.^^ 
Because  plasma  renin  determinations  are  avail- 
able commercially,  they  have  been  widely  used 
despite  the  lack  of  correlation  between  a high 
renin  level  and  the  presence  of  a surgically  re- 
mediable lesion. 16  As  shown  by  Grollman  and 
Ebihara,!!  many  patients  with  surgically  reme- 


diable hypertension  do  have  high  plasma  renin 
values,  but  more  than  a few  hypertensive  pa- 
tients have  elevated  renin  values  but  no  sur- 
gically remediable  lesion;  about  an  equal  num- 
ber have  normal  renin  levels  and  surgically  re- 
mediable lesions.  This  is  not  surprising  since 
renin  secretion  by  the  kidney  is  unrelated  to 
the  level  or  existence  of  hypertension.  There  is 
no  reason,  therefore,  to  anticipate  a consistent 
relationship  between  surgically  remediable  hy- 
pertension and  the  renin  level;  reliance  upon 
this  procedure  must  result  in  a failure  to  detect 
certain  patients  with  this  disorder  and  in  oper- 
ating unnecessarily  on  others. 

The  Pressor  Test:  The  fact  that  nephrectomy  or 
repair  of  a vascular  defect  cures  hypertension 
in  patients  with  surgically  remediable  hyperten- 
sion suggests  that  the  affected  kidney  liberates 
a pressor  agent  which  causes  elevation  in  blood 
pressure,  in  contrast  to  patients  with  essential 
or  other  forms  of  hypertension  in  whom  no 
pressor  agent  is  demonstrable.  Based  on  this 
hypothesis,  McPhaul  and  his  collaborators®- ®’ i® 
made  an  extensive  study  to  correlate  the  var- 
ious available  tests.  The  pressor  test  consists 
in  determining  the  pressor  activity  of  untreated 
blood  plasma  in  an  anesthetized  rat.  The  blood 
is  immediately  centrifuged  in  the  cold,  and  the 
plasma  is  separated  and  stored  at  —20  C until 
used  for  bioassay.  When  the  samples  from 
both  renal  veins  are  examined,  one  can  deter- 
mine which  of  the  two  kidneys  is  the  source  of 
the  pressor  agent  and  requires  surgery.  In  cer- 
tain conditions  such  as  malignant  hypertension 
and  acute  glomerular  nephritis,  the  pressor 
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agent  may  be  present  in  the  effluent  of  both 
kidneys,  but  these  conditions  are  readily  differ- 
entiated from  surgically  remediable  hyperten- 
sion. 

McPhaul  and  his  collaborators*^’  report 
excellent  correlation  between  the  presence  of  a 
pressor  agent  and  the  existence  of  surgically 
remediable  hypertension.  The  results  were  su- 
perior to  those  of  split  renal  function  tests  and 
histological  studies  of  the  kidney  which  were 
carried  out  simultaneously,  and  the  demonstra- 
tion of  the  pressor  activity  in  the  venous  efflu- 
ent proved  to  be  a specific  indication  of  the 
presence  of  surgically  remediable  hypertension. 
Confirmatory  results  have  been  reported  by 
Pierach.i® 

The  described  assay  directly  measures  the 
pressor  activity  of  the  renal  venous  effluent  and 
involves  no  manipulation  of  the  plasma  or  any 
assumption  as  to  the  identity  of  the  pressor 
agent.  The  technique,  which  is  simple  and  re- 
producible, measures  a physiologically  signifi- 
cant titer  of  a humoral  pressor  substance.  Al- 
though the  nature  of  this  pressor  agent  has  not 
been  established,  evidence  is  at  hand  that  it  is 
not  angiotensin  or  renin,  the  former  of  which 
may  be  present  in  increased  amounts  in  a vari- 
ety of  conditions  other  than  unilateral  renal 
disease  (for  example,  in  cirrhosis  of  the  liver 
without  hypertension).  The  pressor  agent  also 
may  be  concentrated,  thereby  permitting  its 
measurement  in  the  peripheral  blood  and  avoid- 
ing the  need  for  catheterization  of  the  renal 
veins. 
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Systemic  arterial  hypertension  in  the 

young  athlete  carries  serious  medical, 
psychological,  and  economic  implications. 
Hypertension  is  frequently  asymptomatic, 
may  be  secondary  to  another  disease  process, 
and  may  be  correctable  in  young  persons.  The 
social  and  psychological  impact  of  “high  blood 
pressure”  may  be  detrimental  to  the  individ- 
ual’s self-image  at  an  age  when  body  image  is 
most  important.  The  economic  considerations 
include  the  loss  of  scholarship  opportunities, 
restricted  training  and  employment  potential, 
increased  cost  of  health  and  life  insurance,  and 
the  cost  of  diagnostic  and  therapeutic  medical 
care.  In  view  of  these  aspects,  accuracy  in  the 
diagnosis  of  hypertension  is  essential. 

Measurement  of  Arterial  Blood  Pressure:  The 

indirect  measurement  of  systemic  arterial  blood 
pressure  is  probably  universal  practice  during 
the  physical  examination  of  an  adult.  The  de- 
tailed examination  of  records  of  numerous  chil- 
dren with  hypertension,  however,  leads  to  the 
conclusion  that  such  is  not  common  in  the  ex- 
amination of  children.^  In  fact,  examinations 
for  participation  in  athletics  may  result  in  the 
first  pressure  determination  on  many  children. 
Blood  pressure  determination  should  be  a rou- 
tine part  of  every  physical  examination,  begin- 
ning at  birth.  The  possibility  of  detecting  hyper- 
tension* by  the  time  the  child  is  19  years  old, 
based  on  increased  blood  pressure  alone,  is 
probably  at  least  1%  in  females  and  2%  in 
males.-  Certainly  the  incidence  of  hypertension 
is  much  higher  in  adult  Americans,  the  inci- 
dence having  been  variously  estimated  as  be- 
tween 5 and  25%.^  However,  when  the  inci- 
dence of  elevated  blood  pressure  in  young  peo- 
ple is  compared  with  the  incidence  of  other 
diseases  for  which  we  test  routinely  (for  ex- 
ample tuberculosis  0.02%, diabetes  mellitus 
0.04%,=  and  phenylketonuria  0.01  %6)  it  can 


*Diastolic  blood  pressure  of  88  mm  Hg  or  greater. 


be  argued  that  measurement  of  blood  pressure 
is  mandatory. 

The  technique  of  blood  pressure  measure- 
ment requires  careful  control.  The  subject 
should  be  relaxed,  preferably  in  familiar  or  at 
least  nonthreatening  surroundings,  and  should 
be  seated  or  reclining  comfortably.  The  accu- 
racy of  the  manometer  should  be  maintained, 
and,  if  aneroid  manometers  are  used,  they 
should  be  calibrated  at  intervals  by  attaching  a 
mercury  manometer  with  a “Y”  tube.  The  size 
of  the  cuff  is  extremely  important,  especially  in 
the  unusually  thin  or  obese  subject.  Accurate 
estimates  of  arterial  pressure  are  best  obtained 
if  the  cuff  width  is  one-half  the  circumference 
of  the  arm  (or  leg).  This  is  easily  accomplished 
by  using  a flexible,  bandage  cuff,  which  can  be 
folded  to  the  appropriate  width.  The  stetho- 
scope should  be  placed  over  the  artery  immedi- 
ately distal  to  the  cuff  but  not  touching  the 
bandage.  The  ear  pieces  of  the  stethoscope 
should  fit  comfortably.  The  pressure  in  the  cuff 
should  be  increased  rapidly  to  well  above  the 
systolic  pressure,  then  released  slowly  (2-4 
mm/pulse  beat)  to  below  diastolic  pressure.  If 
repeated  determinations  are  necessary,  the  cuff 
should  be  completely  deflated  between  mea- 
surements. 

Evaluation  of  Pressure  Measurement:  The  defi- 
nition of  normal  upper  limits  for  arterial  blood 
pressure  as  measured  by  auscultation  can  be 
obtained  by  examination  of  Table  1.  The  data 
from  Moss  and  Adams'  were  derived  from  305 
girls  and  715  boys.  Londe’s  data®  were  obtained 
from  738  girls  and  735  boys.  Additional  infor- 
mation can  be  obtained  by  careful  study  of 
data  published  by  the  Society  of  Actuaries- 
which  has  a sample  of  11,599  boys  and  3,855 
girls  who  are  15-19  years  of  age.  The  data  re- 
veal that  97%  of  girls  had  systolic  pressures 
less  than  128  mm  Hg  and  diastolic  pressures 
less  than  83  mm  Hg.  In  boys,  98%  of  the  sys- 
tolic pressures  were  less  than  133  mm  Hg,  and 
96%  of  the  diastolic  pressures  were  less  than 
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83  mm  Hg.  Thus  in  boys  less  than  20  years  of 
age  a reasonable  upper  limit  is  133/83  mm  Hg; 
in  girls  it  is  128/83  mm  Hg. 

These  limits  apply  to  patients  who  are  15-19 
years  of  age.  If  we  assume  that  all  of  the  pa- 
tients included  in  the  Society  of  Actuaries  study 
were  normal,  then  2%  of  males  and  3%  of 
females  will  have  systemic  arterial  pressures 
which  are  higher  than  these  “reasonable  upper 
limits’’  and  still  be  normal.  On  the  other  hand, 
it  is  possible  that  these  studies  did  not  exclude 
patients  with  mild  elevations  of  systolic  and 
diastolic  pressure,  and  therefore  that  all  nor- 
mal patients  of  this  age  would  have  resting 
pressures  lower  than  the  limits  suggested. 

Studies  in  143  children  from  1-19  years  of 
age  have  demonstrated  significant  periodicity 
in  blood  pressure  which  is  most  prominent  in 
the  systolic  measurement.  Afternoon  and  early 
evening  pressures  are  consistently  higher  than 
those  late  at  night  or  prior  to  arising  in  the 
morning  (Fig  1).® 

Diagnostic  Evaluation;  Once  hypertension  has 
been  established  in  a young  person,  it  is  essen- 
tial to  define  its  etiology.  An  abbreviated  list  of 
the  causes  of  hypertension  in  children  is  pre- 
sented in  Table  2.  A discussion  of  these  has 
been  presented  by  Daeschner^f*  and  by  Loggie.“ 
It  must  be  emphasized  that  most  young  people 
will  have  a definable  cause  for  hypertension, 
and  thus  an  extensive  search  for  a specific  eti- 
ology is  indicated. A significant  proportion 
of  patients  will  have  hypertension  of  unknown 
etiology  (essential  hypertension),  but  this  diag- 
nosis must  be  reserved  until  all  known  causes 
have  been  excluded.  Many  of  the  patients  will 
require  extensive  renal,  cardiovascular,  and  en- 
docrinological evaluation  before  an  etiology  can 
be  ascertained. 

The  most  important  single  evaluation  is  a 
complete  history  and  physical  examination.  Spe- 
cific information  regarding  hypertension  in  oth- 


er members  of  the  family,  history  of  urinary 
tract  infections  or  trauma,  and  history  of  growth 
and  physical  maturation  are  examples  of  im- 
portant historical  information.  The  physical  ex- 
amination should  include  careful  measurement 
of  arterial  pressure  by  the  indirect  auscultatory 
method  in  all  four  extremities.  Careful  examina- 
tion of  the  back,  abdomen,  and  genital  areas 
for  evidence  of  congenital  malformations,  as 
well  as  thorough  examination  of  the  optic  fundi 
and  cardiovascular  system  should  be  done.  Ob- 
servation for  signs  and  symptoms  of  hyperthy- 
roidism and  hyperadrenocorticism  should  be 
included. 

The  minimum  laboratory  investigation  of 
hypertension  should  include  roentgenographic 
examination  of  the  chest,  intravenous  pyelog- 
raphy with  films  obtained  at  one,  two,  and 
three  minutes  following  injection  of  the  contrast 
media  and  followed  by  infusion  of  urea  as  pre- 
viously described. Blood  should  be  obtained 
for  measurement  of  urea  nitrogen,  sodium,  po- 
tassium, carbon  dioxide  content,  calcium,  phos- 
phorus, and  protein  bound  iodine  (or  other 
screening  test  for  hyperthyroidism).  The  urine 
should  be  examined  for  protein,  reducing  sub- 
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The  problems  associated  with  arterial 
hypertension  are  reviewed,  and  methods 
for  the  measurement  and  interpreta- 
tion of  blood  pressure  in  children 
and  young  adults  are  presented. 
Persistent  hypertension  must  be  accu- 
rately diagnosed  with  determination 
of  specific  etiology  when  possible, 
and  methods  for  diagnosis  are  outlined. 
The  risk  of  participation  in  sports 
is  unknown. 
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Fig  1.  Systolic  blood  pressure  at  various  times  during  the 
day.  The  mean  of  systolic  pressure  is  indicated  by  the 
solid  bar. 


Stance,  specific  gravity,  pH,  cellular  elements, 
and  casts.  Several  urine  cultures  should  be 
obtained  with  appropriate  colony  counts.  A new 
screening  method  for  bacteria  in  the  urine  is 
available  which  is  reliable  and  inexpensive. 

At  least  one  complete  24-hour  urine  specimen 
should  be  obtained  for  the  measurement  of 
catecholamines  or  their  metabolites  (urinary 
vanillylmandelic  acid),  urinary  17-ketosteroids, 
and  17  - hydroxycorticosteroids  (Porter- Silber 
chromogen).  If  none  of  these  procedures  pro- 
vides a clue  to  the  specific  diagnosis  of  hyper- 
tension, then  it  is  appropriate  to  proceed  with 
additional  studies. 

Although  it  has  been  recommended  that  aldo- 
sterone secretion  rate,  or  excretion  in  the  urine, 
be  measured  in  these  patients, the  interpreta- 
tion of  such  measurement  is  difficult  if  not  im- 
possible. If  hyperaldosteronism  is  a significant 
possibility,  the  patient  will  have  hypokalemic 
alkalosis  to  some  degree.  If  hypokalemia  is 
present,  then  the  patient  should  be  treated  with 
a low  sodium  diet  for  four  or  more  days,  fol- 
lowed by  an  increased  sodium  intake  (at  least 
60  mEq/M^/day)  for  an  additional  four  or  five 
days.  Aldosterone  secretion  should  be  mea- 


sured on  the  last  day  of  each  of  these  diet  regi- 
mens, or  24-hour  urines  should  be  collected  on 
two  occasions  at  the  end  of  each  dietary  regi- 
men. In  the  normal  individual,  aldosterone  se- 
cretion will  be  increased  during  the  low  sodium 
diet,  and  will  decrease  by  more  than  50%  dur- 
ing the  period  of  high  sodium  intake. 

Additional  evaluation  of  renal  function  should 
be  obtained  by  the  specific  method  of  glomeru- 
lar filtration  rate  and  renal  plasma  flow,  or  by 
a screening  procedure  such  as  the  24-hour 
creatinine  clearance.  This  should  be  followed 
by  a renin  assay  in  blood  from  each  renal  vein 
and  selective  renal  arteriography. 

Finally,  percutaneous  renal  biopsy  and  split 
renal  function  studies  may  be  required.  In  the 
absence  of  biochemical  or  anatomic  evidence 
of  a hypertension-producing  lesion,  percutane- 
ous renal  biopsy  frequently  is  the  only  means 
of  establishing  a diagnosis  of  an  underlying 
renal  disease. 

Assessment  of  Risk  of  Participation:  The  de- 
cision to  permit  participation  in  athletic  events 
rests  with  the  physician,  and  must  be  preceded 
by  a thorough  evaluation  of  the  patient.  It  must 
be  remembered  that  normal  athletes  have  ex- 
treme elevations  of  blood  pressure  during  cer- 
tain types  of  activity.^®  One  recent  study  of  a 
jet  pilot  emphasizes  the  role  of  responsibility  in 
causing  transient  increases  in  blood  pressure, 
as  well  as  the  effects  of  various  maneuvers 
during  jet  flight.  Systolic  pressures  of  over  160 
mm  Hg  and  diastolic  pressures  of  over  100  mm 
Hg  were  the  rule,  with  some  systolic  pressures 
of  over  200  mm  Hg.^’^ 

The  athletic  prowess  of  patients  with  coarc- 
tation of  the  aorta  has  been  pointed  out  by 
Sellors  and  Hobsley.^®  Although  neither  mor- 
bidity nor  mortality  statistics  are  available  for 
young  people  with  hypertension,  it  seems  rea- 
sonable to  adopt  the  view  that  if  the  proposed 
sports  activity  is  within  the  ability  of  the  patient 
based  on  an  overall  evaluation,  then  mild  to 
moderate  increases  in  blood  pressure  should 
not  preclude  his  participation.  The  need  for 
careful  prospective  studies  in  this  area  is  ob- 
vious. 


Portions  of  this  work  were  supported  by  USPHS 
Grant  HE-09366.  The  patient  studies  were  done  in  the 
Clinical  Study  Center  of  The  University  of  Texas  Medi- 
cal Branch,  Galveston,  Texas,  supported  by  USPHS 
Grant  FR-00073. 

Mrs.  Ruth  McBee  assisted  with  the  periodicity 
studies. 
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Table  I.  Systolic  and  diastolic  pressure  in  children  (mm  Hg}.* 


BOYS,  AGE  IN  YEARS 

8 

10 

12 

14 

16 

Londe® 

Systolic 

108  (125)t 

114  (132) 

117  (132) 

120  (141) 

Diastolic 

62  (82)+ 

67  (83) 

67  (82) 

68  (80) 

Moss  & 
Adams' 

Systolic 

108  (128)+ 

108  (130) 

112  (132) 

112  (132) 

114  (135) 

GIRLS,  AGE  IN  YEARS 

8 

10 

12 

14 

16 

Londe 

Systolic 

108  (127)+ 

115  (134) 

117  (137) 

119  (137) 

Diastolic 

65  (78)+ 

65  (80) 

65  (81) 

67  (85) 

Moss  & 
Adams 

Systolic 

107  (125)+ 

111  (129) 

115  (133) 

107  (128) 

107  (137) 

‘Adapted  from  tables  and  figures  in  publications  cited.  tMean  (95  percentile).  +Mean  ( + 2 standard  deviations). 


Table  2.  Causes  of  systemic  arterial  hypertension  in  children. 


A.  Primary  Renal  Disorders 

1.  Acute  glomerulonephritis 

2.  Chronic  nephritis 

3.  Renal  artery  abnormalities 

4.  Polycystic  disease 

5.  Wilms'  tumor 

6.  Unilateral  pyelonephritis 

7.  Unilateral  hydronephrosis 

8.  Trauma 

9.  Hypoplastic  kidneys 

10.  Renal  artery  thrombosis 


B.  Cardiovascular  Diseases 

1.  Coarctation  of  aorta 

2.  Giant  cell  arteritis 
(Takayasu's  disease) 


C.  Endocrine  Disorders 

1.  Hyperthyroidism 

2.  Hyperadrenocorticism 
(Cushing's  syndrome) 

3.  Congenital  adrenal  hyper- 
plasia (with  virilization) 

4.  Primary  aldosteronism 
(Conn's  syndrome) 

5.  Pheochromocytoma 

6.  Neuroblastoma 

7.  Hypercalcemia 


D.  Central  Nervous  System 

1.  Anxiety  and  fear 

2.  Encephalitis 

3.  Anoxia 

4.  Brain  trauma 

5.  Heavy  metal  poisoning 
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A NEW  TUB  FOR 
BURN  WOUND 
CARE 


Fig  1. 


This  burn  tub  uses  copious  amounts  of 
water  to  facilitate  removal  of  dressings, 
decrease  the  bacterial  colony  count 
by  dilution  and  mechanical  cleansing, 
and  improve  the  wound  for  grafting 
by  removing  debris  from  the 
granulation  bed. 


B.  Wofford,  MD;  D.  L.  Larson,  MD; 

Sally  Abston,  MD;  S,  R.  Lewis,  MD; 

J.  B.  Lynch,  MD;  T.  G.  Blocker,  Jr.,  MD; 
Virginia  Blocker,  MD 


IN  THE  CARE  OF  THE  BURNED  patient,  fre- 
quent cleansing  of  the  wounds  is  of  the  utmost 
importance  to  decrease  the  bacterial  count  un- 
til the  eschar  separates,  granulation  tissue 
forms,  and  autografting  is  accomplished.  Since 
the  burned  patient  often  is  critically  ill,  a table 
or  tub  which  provides  a surface  for  rapid,  com- 
plete cleansing  is  needed.  It  should  be  mobile 
so  that  it  can  be  moved  to  the  patient’s  bed- 
side (eliminating  unnecessary  and  prolonged 
transfer  of  patients),  and  should  be  designed 
to  facilitate  cleansing,  to  prevent  cross  con- 
tamination of  patients,  and  to  prevent  undue 
delay  between  operative  cases. 

Such  a tub  has  been  designed  at  The  Univer- 
sity of  Texas  Medical  Branch  and  its  affiliate, 
the  Shriners  Burns  Institute.  This  tub  may  be 
used  as  an  operating  table,  allowing  complete 
cleansing  of  donor  and  grafted  areas  at  the  time 
of  surgery  (Fig  1).* 

The  tub  consists  of  a double  fiber  glass  mold 
mounted  on  a stainless  steel  frame  with  braked 
wheels.  It  has  a dependent  sink  with  a grill  to 
catch  debris,  and  an  outlet  hose  to  provide  con- 


*Tub  available  from  Brookline  Instrument  Co. 
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Fig  2. 


Fig  3. 


stant  drainage.  Attached  to  the  tub  are  two 
stainless  steel  water  hoses  with  aeration  noz- 
zles which  can  be  connected  to  faucets  in  the 
patient's  room. 

On  admission  to  the  Shriners  Burns  Insti- 
tute, all  acutely  burned  patients  are  placed  on 
this  tub,  and  all  dressings  are  wetted  with  warm 
water  and  removed.  The  patient  is  then  com- 
pletely bathed  with  Cream  Suds  and  warm 
water  via  the  aerated  nozzles  (Fig  2).  While  the 
patient  is  being  weighed,  the  table  is  dried  and 
covered  with  a sterile,  non-wettable  sheet.  An 
antibacterial-impregnated  gauze  is  applied  to 
the  burn  wounds.  This  procedure  is  repeated 
any  time  debridement  is  considered  necessary. 

Under  various  circumstances,  the  tub  can 
be  taken  to  the  patient’s  room.  The  hose  is  con- 
nected to  the  water  fixture  in  the  room  and  the 
drainage  hose  is  placed  in  the  commode.  The 
patient  receives  the  same  bathing  and  dressing 
change  by  simple  transfer  from  bed  to  tub. 

When  the  patient  is  ready  for  autografting, 
he  is  taken  to  the  operating  room,  placed  on 
the  tub  and  bathed  with  Cream  Suds,  and  thor- 
oughly rinsed  and  dried.  A sterile,  non-wettable. 


disposable  sheet  is  placed  under  him  and  he  is 
ready  for  autografting  (Fig  3). 

Between  operative  cases  the  tub  is  scrubbed 
with  Vesphene,  which  runs  down  the  drain,  and 
spray-dried  for  a minimum  of  ten  minutes.  The 
water  hoses  are  autoclaved  once  a week.  Cul- 
tures taken  weekly  on  the  tub  have  grown  no 
pathogens. 

The  Brookline  burn  tub  has  been  used  at  The 
University  of  Texas  Medical  Branch  and  Shrin- 
ers Burns  Institute  for  more  than  three  years, 
and  is  a satisfactory  adjunct  to  the  treatment  of 
burns. 
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CL  INICOPA  THOL  OGIC 


A 74-year-old  woman  underwent  uncom- 
plicated gynecologic  surgery  under  Pen- 
thrane  general  anesthesia.  Bile  was  first 
noted  in  the  urine  two  weeks  after  sur- 
gery; liver  failure  rapidly  ensued  and  the 
patient  died.  The  problem  of  viral  hepa- 
titis versus  liver  damage  from  anesthesia 
is  presented. 

CASE  PRESENTATION:  Dr.  Stone:  A 74-year-old 
Negro  woman  was  admitted  to  the  gynecology 
service  with  a three-month  history  of  uterine 
prolapse.  She  was  well  otherwise  and  had  no 
medications  for  at  least  one  year  before  admis- 
sion. There  was  no  history  of  allergies,  and  re- 
view of  systems  was  noncontributory.  She  had 
had  a “female  operation”  30  years  before;  ex- 
cision of  a lipoma  from  the  left  anterior  thorax 
(under  local  anesthesia)  at  Parkland  Memorial 
Hospital  in  1956;  and  had  been  treated  for  es- 
sential hypertension  in  the  outpatient  depart- 
ment until  five  years  before  this  admission. 

Admission  physical  examination  was  unre- 
markable except  for  blood  pressure  of  150/100 
mm  Hg  and  third-degree  prolapse  of  the  vagina 
and  cervix.  No  uterine  fundus  was  palpable. 
Under  general  anesthesia  with  methoxyflurane 
(Penthrane),  nitrous  oxide,  and  oxygen,  the  pa- 
tient underwent  trachelectomy  and  partial  col- 
pocleisis  with  anterior  and  posterior  repair.  The 
peritoneum  was  not  entered.  Anesthesia  time 
was  three  hours  and  50  minutes.  Blood  pres- 
sure dropped  to  110/60  mm  Hg  transiently 
during  the  procedure.  The  estimated  blood  loss 
was  300  ml,  and  no  transfusions  were  given. 
The  initial  postoperative  course  was  uneventful; 
the  patient  was  afebrile  and  ambulating  on  the 
second  day  after  surgery.  Six  days  postopera- 
tively  her  temperature  was  100.6  F and  she  had 


right  costovertebral  angle  tenderness.  A urine 
specimen  obtained  via  catheter  grew  more  than 
100,000  colonies  of  Escherichia  coli  and  Proteus 
niirabilis.  Therapy  with  ampicillin,  500  mg  every 
six  hours,  and  Pyridium  was  started,  but  the 
patient  continued  to  run  an  intermittent  low- 
grade  fever.  Two  weeks  following  surgery  she 
fell  while  getting  out  of  bed,  landing  on  her 
buttocks,  but  sustained  no  apparent  injury.  The 
next  day  her  temperature  rose  to  102.4  F with- 
out evident  costovertebral  angle  tenderness. 
Pelvic  examination  disclosed  a small  abscess  in 
the  vagina  from  which  a small  amount  of  puru- 
lent material  was  obtained.  The  ampicillin  was 
discontinued,  and  intravenous  administration  of 
tetracycline  and  penicillin  was  begun.  After  a 
total  of  1 gm  of  tetracycline  had  been  given 
intravenously,  the  dosage  was  changed  to  250 
mg  every  six  hours  orally.  Repeat  urine  cul- 
tures were  sterile,  but  urinalysis  showed  a trace 
of  bile.  She  became  afebrile  the  following  day, 
and  remained  so  until  eight  hours  before  her 
death.  On  the  18th  and  19th  postoperative  days 
she  complained  of  generalized  weakness,  and 
on  the  20th  day  she  was  lethargic  and  did  not 
respond  to  questioning.  Later  that  day  she  be- 
came semicomatose,  and  scleral  icterus  was 
first  noted.  Her  blood  glucose  level  was  59  mg/ 
100  ml;  icteric  index  87;  blood  ammonia  155 
pg/100  ml;  and  prothrombin  time  18  seconds. 
She  was  given  10  mg  of  vitamin  K intramus- 
cularly. Two  days  later  she  was  seen  on  the 
liver  service.  Her  temperature  was  98  F,  pulse 
120,  respirations  16,  and  blood  pressure  120/ 
70  mm  Hg.  The  patient  was  comatose  with 
obvious  icterus.  Examination  of  the  fundi  dis- 
closed mild  arteriolar  narrowing  and  arterio- 
venous nicking  with  old  exudates.  The  neck  was 
supple.  Carotids  were  equal  bilaterally  without 
bruits,  and  the  jugular  veins  were  not  promi- 
nent. Skin  turgor  was  poor  and  mucous  mem- 
branes were  dry.  There  was  no  lymphadeno- 
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pathy  and  the  chest  was  clear.  The  heart  was 
unremarkable  except  for  regular  tachycardia. 
The  abdomen  was  quite  soft  without  palpable 
organs,  masses,  tenderness,  or  fluid.  Extremi- 
ties showed  trace  pedal  edema,  and  the  patient 
was  able  to  move  all  extremities  in  response  to 
painful  stimuli.  Results  of  the  neurologic  exam- 
ination were  grossly  normal  except  for  left  facial 
weakness.  Lumbar  puncture  and  brain  scan 
showed  no  abnormalities.  A Dextrostix  test 
showed  less  than  40  mg/100  ml  of  glucose, 
and  the  patient  was  given  50  cc  of  50%  glu- 
cose intravenously  twice  without  effect.  Dex- 
trose, 7.5%  in  Ringer’s  lactate,  was  then  start- 
ed and  the  patient  was  transferred  to  the  medi- 
cal service. 

The  patient  was  incontinent  of  urine.  Foley 
and  central  venous  pressure  catheters  were  in- 
serted and  a neomycin  enema  was  given.  Initial 
central  venous  pressure  was  8 cm  of  saline,  and 
2 liters  of  dextrose  in  Ringer’s  lactate  were 
given  over  six  hours.  The  patient  had  200  cc 
urine  output.  Central  venous  pressure  during 
this  time  fell  to  4 cm  of  saline.  Later  that  day, 
the  patient  spiked  temperature  to  101.8  F; 
blood  pressure  was  then  60/40  mm  Hg,  pulse 
130,  and  central  venous  pressure  3 cm  of  sa- 
line. She  was  given  500  mg  Solu-Cortef,  500 
mg  Kanamycin,  1 gm  ampicillin,  and  1 liter  of 
Ringer’s  lactate  rapidly,  but  one  hour  later 
frank  pulmonary  edema  developed,  with  central 
venous  pressure  of  27  cm  of  saline.  Intraven- 
ous digoxin,  Lasix,  and  nasal  oxygen  were  ad- 
ministered, with  subsequent  partial  clearing  of 
bilateral  moist  rales  and  fall  in  central  venous 
pressure  to  17  cm  of  saline.  Her  systolic  blood 
pressure  remained  at  60  mm  Hg.  An  electro- 
cardiogram showed  sinus  tachycardia  and  digi- 
talis effect.  Pressors  were  without  effect,  her 
pupils  became  fixed  and  dilated,  and  she  died 
early  the  next  morning. 


Clinical  Discussion:  Dr.  Schenker:  I think  it  is 
reasonably  certain  that  this  lady’s  acute  liver 
disease  developed  within  the  hospital.  There  is 
no  prior  history  of  liver  disease,  no  history  of 
alcohol  intake,  no  stigmata  of  chronic  liver  dis- 
ease on  physical  examination,  and  no  reported 
icterus  on  admission. 

I also  think  it  is  clear  that  she  had  acute 
hepatic  necrosis.  This  is  evident  in  that  coma 
developed  fairly  rapidly,  if  we  assume  the  coma 
was  on  an  hepatic  basis.  Her  icterus  developed 
in  the  hospital  and  became  quite  severe,  her 
prothrombin  time  was  prolonged  without  re- 
sponse to  vitamin  K,  her  blood  sugar  level  drop- 
ped and,  most  importantly,  her  transaminase 
values  were  high. 

What  are  the  possible  causes  of  acute  he- 
patic necrosis  in  this  lady?  There  are  four  pos- 
sibilities. 

First,  it  is  feasible  that  the  drop  in  blood 
pressure  she  sustained  during  surgery  might 
have  influenced  the  development  of  hepatic  ne- 
crosis. However,  it  is  evident  that  the  drop  was 
small  and  short-lived.  Also,  the  development  of 
liver  dysfunction  was  delayed  in  relation  to  the 
drop  in  blood  pressure,  so  it  is  not  likely  that 
this  was  related  to  the  future  course  of  the 
patient. 

The  second  possibility  is  tetracycline  toxi- 
city. It  is  unlikely  that  this  was  the  primary 
cause,  since  the  patient’s  urine  already  con- 
tained bilirubin  on  the  day  she  first  received 
this  antibiotic.  In  addition,  the  tetracycline  dose 
did  not  exceed  the  recommended  amounts,  and 
the  patient’s  urinary  function  was  good.  There- 
fore, at  most,  the  tetracycline  could  only  con- 
tribute to  the  liver  damage. 

This  leaves  only  two  possibilities:  One  is  viral 
hepatitis  which  just  happened  to  develop  at  the 
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time  of  surgery,  and  the  second  is  a hypersen- 
sitivity to  the  anesthetic  agent,  Penthrane. 

Penthrane  was  first  introduced  in  1960. 
There  is  much  less  data  on  Penthrane  than 
there  is  on  halothane,  an  anesthetic  agent  of 
similar  chemical  composition  which  was  intro- 
duced three  or  four  years  earlier.  To  my  knowl- 
edge, only  six  cases  of  Penthrane  liver  toxicity 
are  described  in  the  literature.  However,  many 
more  cases  of  Penthrane  kidney  damage  are  re- 
ported, and  this  will  be  discussed  later. 

Patients  with  halothane  hypersensitivity  de- 
velop fever  and  chills  within  hours  or  as  long 
as  15  to  20  days  following  exposure  to  halo- 
thane. Subsequently,  the  clinical  picture  is  sim- 
ilar to,  and  usually  indistinguishable  from,  viral 
hepatitis.  It  may  be  a relatively  mild  illness, 
manifested  by  minimal  icterus  and  slightly  ab- 
normal results  of  liver  function  tests;  or  it  may 
take  a fulminant  course  wherein  the  patient  may 
lapse  into  irreversible  coma  within  12  to  24 
hours,  and  the  serum  transaminase  level  may 
be  in  the  thousands.  Pathologically,  it  is  diffi- 
cult to  determine  the  cause  of  the  liver  ne- 
crosis. 

Certain  points  can  be  drawn  from  the  six 
reported  cases  of  presumed  Penthrane  hepa- 
titis.^ The  illness  usually  began  one  to  ten  days 
after  anesthesia.  All  patients  had  fever,  and  five 
of  the  six  presented  with  jaundice.  The  clinical 
picture  resembled  viral  hepatitis.  On  liver  bi- 
opsy or  at  autopsy,  liver  necrosis  was  present. 
Four  of  the  six  patients  had  fat  in  the  liver,  and 
four  of  the  six  died. 

The  incidence  of  massive  hepatic  necrosis 
from  so-called  hypersensitivity  to  halothane, 
which  has  been  studied  more  extensively,  is 
small.  However,  we  do  not  know  the  incidence 
or  consequences  of  milder  forms  of  liver  dis- 
ease resulting  from  use  of  these  agents. 


Halothane  is  not  a direct  hepatotoxin.  The 
effects  are  mediated  by  a hypersensitivity  phe- 
nomenon. This  does  not  necessarily  mean  an 
immunologic  abnormality.  Hypersensitivity 
could  mean  an  idiosyncratic  response  to  halo- 
thane: for  example,  one  person  may  metabolize 
halothane  differently  than  another,  and  this  or 
some  other  intrinsic  factor  may  cause  toxic  re- 
sponse which  normally  will  not  occur  in  others. 
In  more  than  50%  of  the  cases  of  so-called 
halothane  liver  damage,  there  was  more  than 
one  exposure  to  halothane  within  a short  time. 
Liver  damage  will  occur  in  certain  individuals 
with  each  reexposure  to  halothane. “ It  seems 
more  logical  to  assume  that  the  recurrent  diffi- 
culties are  related  to  reexposure  to  the  agent 
rather  than  to  an  exacerbation  of  viral  hepatitis 
coincidental  with  each  administration  of  the 
anesthetic.  This  is  the  best  evidence  that  liver 
dysfunction  can  result  from  halothane  adminis- 
tration. It  is  possible  that  testing  for  Australian 
antigen  in  the  serum  of  such  patients  before 
and  after  exposure  to  halothane,  as  well  as 
other  immunologic  techniques,  may  serve  in 
the  future  to  distinguish  more  clearly  patients 
with  viral  hepatitis  from  those  with  halothane 
liver  damage. 

Penthrane,  as  opposed  to  halothane,  may 
damage  the  kidneys  as  well  as  the  liver.  In  fact, 
Penthrane  has  been  implicated  in  renal  damage 
more  often  than  in  liver  damage.  Seventeen  per- 
cent of  patients  in  one  series,  and  23  percent 
in  another,  had  some  degree  of  renal  damage 
following  Penthrane  anesthesia.  The  syndrome 
is  similar  to  nephrogenic  diabetes  insipidus, 
and  dilute  urine  of  fixed  specific  gravity  is  un- 
affected by  water  deprivation  or  vasopressin. 
Most  patients  recover  in  10  to  20  days,  but  in 
a few  cases  these  findings  persist  for  as  long  as 
one  year.  The  urine  is  microscopically  unre- 
markable and  apparently  no  protein  is  spilled 
into  the  urine.  The  mechanism  is  unknown. 

While  there  is  little  unanimity  of  opinion  con- 
cerning current  recommendations  for  use  of 
halothane,  many  believe  that  it  should  be  used 
only  in  major  surgical  procedures,  and  that 
whenever  unexplained  fever  or  any  evidence  of 
liver  dysfunction  develop  after  its  use,  the  pa- 
tient should  not  be  exposed  to  halothane  again. 

With  regard  to  the  management  of  this  pa- 
tient, first,  when  one  sees  a patient  with  acute 
parenchymal  hepatic  disease,  there  are  certain 
prognostic  signs  of  the  development  of  severe 
necrosis:  development  of  coma,  persistence  of 
fever  after  the  onset  of  jaundice,  leukocytosis. 
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shrinkage  of  the  liver  on  physical  examination, 
hypoglycemia,  and  a rise  in  prothrombin  time 
to  greater  than  4 seconds  over  control  \with  a 
lack  of  response  to  vitamin  K.  Awareness  of 
these  features  may  help  to  establish  an  early 
diagnosis  of  fulminant  hepatic  necrosis. 

Second,  I think  it  is  worthwhile,  simple,  and 
cheap  to  keep  checking  the  urine  bilirubin  lev- 
els in  these  patients  postoperatively.  This  is 
quite  specific  in  hepatic  damage,  and  bilirubin 
is  spilled  into  the  urine  at  low  serum  levels. 

Finally,  when  we  first  saw  this  lady  she  was 
in  mild  coma,  and  we  needed  to  know  whether 
it  was  hepatic  coma,  a stroke,  or  a combination 
of  these.  She  had  been  hypoglycemic  and  had 
a left  facial  weakness  reported  before  we  saw 
her.  At  this  time,  she  was  moving  all  extremi- 
ties despite  the  coma.  Stroke  and  hepatic  coma 
are  sometimes  difficult  to  differentiate.  In  her 
case,  the  blood  ammonia  level  was  three  times 
above  normal,  and  hepatic  coma  could  not  be 
ruled  out  on  clinical  grounds,  so  conservative 
management  for  hepatic  coma  with  neomycin 
and  protein  restriction  was  started.  One  point 
should  be  made,  however,  concerning  blood 
ammonia  levels.  Fully  20-30%  of  single  venous 
blood  determinations  and  10-15%  of  single  ar- 
terial blood  determinations  will  be  normal  in 
patients  with  overt  hepatic  coma.  Thus,  if  there 
is  clinical  evidence  that  the  patient  has  hepatic 
coma,  appropriate  therapy  should  be  instituted 
despite  normal  blood  ammonia  levels.  At  pres- 
ent there  is  no  definite  evidence  that  either 
steroids  or  exchange  blood  transfusions  are  of 
benefit  to  patients  with  acute  hepatic  necrosis 
and  coma,  and  therefore  we  are  not  using  these 
agents. 

I think  it  is  clear  that  late  in  this  patient’s 
course,  gram-negative  sepsis  developed,  al- 
though the  origin  of  the  infection  was  not  clear- 
ly evident.  She  also  appeared  to  have  been  over- 
loaded with  fluid.  We  thought  that  her  liver  ne- 
crosis was  most  likely  the  result  of  exposure  to 
Penthrane,  although  viral  hepatitis  could  not  be 
excluded  with  certainty. 

Dr.  Rector:  When  this  woman  was  admitted 
her  renal  function  appeared  to  be  good,  and 
there  was  no  evidence  of  a renal  problem  until 
the  15th  day  postoperatively.  Within  five  days 
her  blood  urea  nitrogen  level  rose  from  18  to 
79  mg/100  cc,  with  an  associated  proportion- 
ate rise  in  serum  creatinine,  and  at  this  point 
she  unequivocably  had  impairment  of  renal 
function. 


Fig  1.  Chemical  formulae  of  methoxyflurane 
(Penthrane)  and  halothane. 
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Dr.  Schenker  has  already  discussed  the  type 
of  renal  impairment  seen  with  Penthrane.  The 
symptom  complex  seen  with  Penthrane  devel- 
ops quite  rapidly  following  surgery,  and  for  this 
reason  the  two-week  time  lapse  leads  me  to 
believe  that  the  anesthetic  agent  was  unrelated 
to  the  renal  insufficiency.  For  the  same  reason, 
I think  that  the  brief  hypotensive  episode  that 
occurred  during  surgery  was  not  related  to  the 
subsequent  azotemia.  Tetracycline,  by  its  cata- 
bolic effects,  may  induce  azotemia  by  an  in- 
creased nitrogen  load,  particularly  if  there  is 
some  underlying  renal  disease.  However,  usual- 
ly there  is  a selective  rise  in  blood  urea  nitro- 
gen which  is  not  associated  with  a rise  in  crea- 
tinine. 

It  is  possible  that  the  failure  of  renal  func- 
tion was  related  to  the  fairly  sudden  onset  of 
massive  hepatic  necrosis,  and  that  we  are  deal- 
ing with  a form  of  hepatorenal  syndrome.  This 
is  simply  the  result  of  the  hemodynamic  effects 
that  occur  in  hepatic  failure  with  intense  renal 
vasoconstriction  and  hypoperfusion.  This  pa- 
tient’s urine  output  was  greater  than  would  be 
anticipated  in  hepatorenal  syndrome. 

I suspect  that  the  azotemia  was  just  a sum- 
mation of  prerenal  factors:  hepatic  failure,  in- 
stability of  blood  pressure,  and  perhaps  in- 
creased nitrogen  loads  associated  with  tetra- 
cycline. 

Terminally,  the  patient  became  overhydrated 
with  the  intravenous  fluids  and  pulmonary 
edema  developed.  It  is  also  possible  that  with 
the  terminal  episode  a severe  metabolic  acid- 
osis developed,  which  could  have  caused  some 
venous  constriction,  shunting  blood  from  the 
peripheral  circulation  into  the  lungs  and  de- 
creasing her  tolerance  to  the  administered  fluid. 


Dr.  Giesecke:  Methoxyflurane  (Penthrane)  is 
a halogenated  methyl-ethyl  ether  containing 
chlorine  and  fluorine,  and  retains  many  of  the 
desirable  pharmacologic  features  of  diethyl 
ether.  It  should  not  be  confused  with  halothane 
(Fluothane)  which  is  a halogenated  ethane  con- 
taining bromine,  chlorine,  and  fluorine.  The 
chemical  formulae  of  these  two  anesthetics  are 
shown  in  Fig  1. 

It  is  frequently  stated  that  these  two  halo- 
genated anesthetics  are  chemically  similar  to 
chloroform  or  carbon  tetrachloride.  Such  a 
comparison  is  erroneous  both  from  chemical 
and  pharmacological  viewpoints.  Hundreds  of 
industrial  chemicals  and  drugs  are  chemical 
combinations  of  carbon,  chlorine,  oxygen,  and 
fluorine  atoms.  Compounds  which  are  com- 
posed of  similar  atoms  do  not  necessarily  have 
similar  or  even  related  pharmacologic  or  toxic 
effects. 

There  are  many  advantages  to  halothane  and 
methoxyflurane  as  anesthetic  agents: 

1.  They  are  easily  quantitated.  Vaporizers 
are  available  which  will  allow  us  to  give  the  pa- 
tient measurable  concentrations  accurate  to 
0.1%.  Overdosage  is  more  easily  avoided.  I am 
sure  that  this  advantage  alone  has  reduced  the 
number  of  operating  room  deaths  due  to  car- 
diac arrest  from  anesthetic  overdose. 

2.  They  are  easy  to  administer.  They  are  not 
associated  with  the  sialorrhea,  bronchorrhea, 
coughing,  and  other  problems  commonly  seen 
with  induction  of  anesthesia  with  diethyl  ether. 
The  lack  of  respiratory  tract  irritation  probably 
leads  to  a lower  incidence  of  postoperative  res- 
piratory complications. 

3.  They  are  pleasant  from  the  patient’s  view- 
point. They  are  associated  with  a low  incidence 
of  nausea  and  vomiting. 

4.  They  are  nonflammable  and  nonexplosive. 
The  increasing  use  of  electrocautery,  x-ray  and 
other  unshielded  monitoring  and  therapy  equip- 
ment in  the  operating  room  make  nonflamma- 
bility an  important  requirement  for  an  anes- 
thetic agent. 

5.  Methoxyflurane  is  compatible  with  epine- 
phrine. Many  gynecologists,  otolaryngologists, 
and  plastic  surgeons  use  epinephrine  to  pro- 
duce an  ischemic  field  for  meticulous  surgical 
procedures.  Methoxyflurane  probably  is  the 
agent  of  choice  for  anesthetic  management  dur- 
ing surgery  for  pheochromocytoma.  Epinephrine 
used  in  combination  with  cyclopropane,  trichlor- 


76 


TEXAS  MEDICINE 


oethylene,  or  halothane  can  produce  dangerous 
ventricular  arrhythmias  and  fibrillation. 

There  are  disadvantages  to  methoxyflurane 
anesthesia: 

1.  The  agent  is  extremely  fat-soluble  and 
emergence  is  slow.  Considerable  skill  and  ex- 
perience are  required  to  time  the  emergence 
accurately  to  coincide  with  the  end  of  the  opera- 
tion. Emergence  from  halothane  is  more  rapid. 

2.  Methoxyflurane  has  been  reported  to 

cause  a Pitressin-resistant,  high-output,  renal 
failure.  Little  is  known  of  the  incidence  or  char- 
acter of  this  complication.  Halothane  has  not 
been  associated  with  any  type  of  renal  lesion. 

3.  Methoxyflurane  has  been  reported  to 

cause  drug-induced,  hepatitis-like,  hepatic  ne- 
crosis. More  literature  is  available  on  the  he- 
patic effects  of  halothane,  but  it  is  probable 
that  the  two  drugs  are  similar  with  respect  to 
incidence  and  character  of  hepatic  aftereffects. 

I recommend  the  following  precautions  to 
minimize  the  frequency  and  severity  of  compli- 
cations of  these  drugs: 

1.  Methoxyflurane  should  not  be  used  for 
trivial  or  minor  procedures.  It  should  be  re- 
served for  procedures  where  its  use  is  indi- 
cated or  alternatives  are  contraindicated. 

2.  With  few  exceptions,  methoxyflurane 
should  not  be  used  repeatedly  for  staged  pro- 
cedures, especially  if  the  first  exposure  was 
followed  by  unexplained  fever,  jaundice,  or  bile 
in  the  urine.  However,  repeated  use  for  skin 
grafts  and  dressing  changes  in  burn  patients 
have  been  shown  to  be  safe. 

3.  I prefer  not  to  use  methoxyflurane  in  pa- 
tients who  have  a history  of  biliary  or  hepatic 
disease.  The  occurrence  of  jaundice  is  reason- 
ably common  following  surgery  in  these  pa- 
tients, and  methoxyflurane  or  halothane  anes- 
thesia will  serve  only  to  confuse  the  clinical 
picture. 

In  this  patient,  there  was  no  specific  indica- 
tion for  Penthrane.  On  the  other  hand,  there 
was  no  specific  contraindication  either,  even 
after  detailed  review  of  the  case  in  retrospect. 
There  was  absolutely  no  way  of  predicting  that 
this  patient  was  to  have  this  kind  of  reaction. 

Pathological  Findings:  Dr.  Fallis:  The  patient 
was  5 ft  3 inches  tall  and  was  slightly  obese 
(130  lb).  I mention  her  obesity  because  there 


Fig  2.  Gross  photograph  of  liver  shows  irregular, 
extensive,  patchy  regions  of  complete 
cellular  destruction. 
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Fig  3.  Low-power  photomicrograph  of  liver 
shows  complete  parenchymal  cell  destruction  and 
scanty,  chronic,  inflammatory  response. 


has  been  some  question  whether  the  anesthetic 
agents  used  in  this  case  do  not  sequester  them- 
selves in  adipose  tissue,  and  thus  tend  to  be  a 
greater  threat  to  the  obese  than  to  the  slender 
person. 

External  examination  revealed  generalized 
subcutaneous  edema.  On  inspection  of  the  in- 
ternal organs  there  was  half  a liter  of  ascitic 
fluid.  Jaundice  was  obvious.  There  was  a healed 
surgical  wound  in  the  lower  abdomen,  and  the 
uterine  body,  tubes,  ovaries,  and  vermiform  ap- 
pendix were  absent.  Associated  with  this  old 
procedure  were  some  fibrous  peritoneal  ad- 
hesions. At  the  site  of  her  recent  vaginal  sur- 
gery, the  wound  was  healing  reasonably  well. 
There  was  some  acute  and  chronic  inflamma- 
tion but  no  unusual  accumulation  of  purulent 
exudate,  and  we  considered  the  wound  to  be 
healing  in  an  appropriate  manner. 

Grossly,  the  liver  was  small,  reddish-yellow, 
flabby,  and  weighed  980  gm.  There  were  soft, 
sunken,  flabby  areas  of  reddish-purple  tissue 
on  the  cut  surface.  In  other  areas  the  liver  ap- 
peared yellowish,  and  we  could  still  see  a sem- 
blance of  the  original  lobular  pattern.  However, 
all  regions  of  the  liver  were  obviously  abnormal. 
Microscopic  examination  showed  that  in  many 
areas  the  liver  cells  had  been  destroyed  and 
almost  completely  removed,  and  the  liver  con- 
sisted of  a framework  of  stroma  containing 
scattered  dying  liver  cells  and  varying  numbers 
of  proliferating  histiocytes  derived  from  the 
littoral  or  Kupffer  cells.  Clear  droplets  of  lipid 
were  present  in  the  cytoplasm  of  a number  of 
the  liver  cells.  Ghost  like  remnants  of  the  ne- 
crotic cells  were  present,  and  a few  of  the  liver 
cells  showed  more  than  one  nucleus  or  promi- 
nent nucleolus,  suggesting  attempted  regener- 


ation. There  were  only  a few  round  cells  in  the 
portal  connective  tissue,  and  only  a small  num- 
ber of  inflammatory  cells  in  the  necrotic  parts 
of  the  lobules.  In  this  case,  we  believe  that  the 
considerable  amounts  of  fat  in  the  injured  liver 
cells,  which  are  still  visible  on  the  sections,  and 
the  sparsity  of  the  cellular  infiltrate  would 
weigh  in  favor  of  a toxic  liver  injury. 

The  left  and  right  kidneys  weighed  180  and 
160  gm,  respectively.  They  were  bile  stained 
and  rather  pale.  The  cortical  substance  bulged 
from  the  cut  surface  and  was  flabby.  Micro- 
scopic study  of  these  kidneys  revealed  nonspe- 
cific tubular  degenerative  changes.  The  renal 
pelves  were  clean  and  there  was  no  evidence  of 
pyelonephritis.  Histologic  changes  suggest  non- 
specific tubular  degeneration,  probably  as  a 
reaction  to  severe  massive  hepatic  necrosis,  the 
so-called  hepatorenal  syndrome. 

There  was  mild  hemorrhagic  urethrocystitis 
from  the  implantation  of  a catheter,  but  there 
was  no  evidence  of  significant  acute  or  chronic 
infectious  disease  in  the  urinary  tract.  If  the 
patient  had  bacteremia,  the  source  was  not  ap- 
parent inasmuch  as  she  had  no  significant  in- 
fectious lesions  in  other  organs. 

The  heart  weighed  330  gm.  The  left  ventricle 
was  14  mm  thick.  We  considered  this  to  repre- 
sent a mild  left  ventricular  hypertrophy  corres- 
ponding to  her  history  of  mild  hypertension. 

The  lungs  weighed  1,400  gm  and  showed 
severe  congestion  and  edema. 

The  brain  weighed  1,150  gm  and  showed 
senile  atrophy  with  hydrocephalus  vacuoles  sec- 
ondary to  this  atrophy.  Careful  studies  revealed 
no  focal  lesions  and  no  infarcts.  In  addition. 
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Fig  4.  High-power  photomicrograph  of  liver 
shows  multinucleated,  atypical,  parenchymal  cell 
regeneration  and  fat  droplets  within  the  cells. 


there  was  no  evidence  of  hypoglycemic  ence- 
phalopathy or  hepatic  encephalopathy.  Obvi- 
ously, however,  the  course  was  too  acute  for 
changes  of  hepatic  encephalopathy  to  appear. 

Our  conclusion  is  that  the  massive  hepatic 
necrosis  was  the  result  of  the  Penthrane  anes- 
thetic which  had  been  administered.  The  kid- 
neys showed  only  the  minimal  changes  seen 
associated  with  the  hepatorenal  syndrome.  At 
death,  the  patient  had  massive  pulmonary 
edema  and  congestion. 
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In  Cervicitis 

Help  the  healing  process 
with  StomAseptine*  douching 


Helps  flush  away  exudates, 
maintain  internal  cleanliness, 
reduce  odor... reassures  the  patient 

StomAseptine  douching  is  a valuable  adjunct  to 
cervicitis  therapy.  These  gentle,  non-irritating 
internal  irrigations  help  maintain  a clear  field  by 
washing  away  pus  and  secretions...  relieve 
itching  and  burning. ..reduce  malodor...and  offer 
the  patient  a refreshing,  reassuring  procedure 
that  can  help  speed  the  healing  process. 


Write  for  new  booklet  on  patient  douching 
instructions;  space  is  provided  for  your  specific 
recommendations.  Advise  quantity  needed. 
Write:  Harcliffe  Laboratories,  Inc.,  Dept.  1005, 
423  Atlantic  Avenue^  Brooklyn,  N.Y.  11217 


S[0mAsep[|N[ 

* DOUCHE  POWDER 

Contains:  Sodium  perborate,  sodium  bicarbonate, 
sodium  chloride,  sodium  borate,  menthol,  thymol, 
eucalyptol,  methyl  salicylate  and  aromatics— Bottles  of 
6 oz.,  15  oz.,  32  oz.,  Cartons  of  12.  10  Gm.  Packets 
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TMA  CONFERENCE  TO  PROMOTE  POSITIVE  AIMS  AND  ACTIONS 


Accentuating  the  upbeat  in  to- 
day’s march  of  medicine,  the  theme 
for  the  TMA's  1969  Public  Affairs 
and  Public  Relations  Conference  is 
“Advancing  Medicine’s  Positive  Pro- 
grams.” 

The  Conference  will  be  held  in  the 
Texas  Medical  Association’s  Head- 
quarters Building  in  Austin  on  Sat- 
urday, Oct.  4.  Emphasizing  the  "can 
do”  approach,  five  guest  speakers 
and  two  panels  will  explore  ways  in 
which  organizations  and  individual 
physicians  can  further  medicine’s 
timeless  purpose — improving  medi- 
cal care  and  services  in  the  com- 
munity. 

Also,  many  of  TMA’s  councils  and 
committees  will  meet  during  the 
weekend,  and  the  Executive  Board 
will  convene  Oct.  5. 

Speakers:  Major  addresses  will  be 
given  by  Dr.  Charles  Max  Cole,  Dal- 
las; Dr.  Max  H.  Parrott,  Portland, 
Ore.;  Dr.  Robert  Haakenson  (PhD), 
Philadelphia;  Dr.  Herbert  A.  Raskin, 
Southfield,  Mich.;  and  Dr.  Charles 
Jarvis  (DDS),  San  Marcos. 

Dr.  Cole  is  President  of  TMA  and 
also  has  served  as  its  Speaker  of  the 
House  of  Delegates,  Vice-Speaker, 
delegate  to  the  AMA,  member  of  the 
Special  Advisory  Committee  to  Blue 
Cross-Blue  Shield,  and  Chairman  of 
the  Special  Committee  on  Title  XIX. 
Now  chief  of  surgery  at  Presbyterian 
Hospital,  Dr.  Cole  received  the  Dal- 
las Hospital  Council  Award  in  1960 
for  service  in  the  field  of  medicine 
to  Dallas  and  the  Southwest.  When 
he  became  President  of  TMA,  his 
wife  commented  that  he  always 
brings  out  the  best  in  everyone.  And, 
bringing  out  the  best  in  his  profes- 
sion, he  will  speak  on  “What’s  Right 
About  Texas  Medicine?” 

Dr.  Parrott  is  a member  of  the 
AMA  Board  of  Trustees,  and  a for- 
mer member  of  its  Council  on  Leg- 
islative Activities.  He  has  served  the 
Oregon  Medical  Association  as  pres- 
ident, secretary,  and  treasurer  as 
well  as  its  delegate  to  the  AMA.  A 
native  of  Canada,  he  has  practiced 
obstetrics  and  gynecology  in  Port- 
land since  1949.  For  his  service 
with  the  US  Army’s  56th  Medical 


Battalion  in  World  War  II,  he  re- 
ceived several  military  decorations 
including  the  Bronze  Star,  Presiden- 
tial Unit  Citation,  and  Croix  de 
Guerre  with  Palm.  Political  action  is 
one  of  his  major  interests,  and  he 
is  a former  chairman  of  the  Oregon 
Medical  Political  Action  Committee 
board  of  directors.  His  topic  will  be 
“The  Data  Mill.” 

Dr.  Haakenson  (PhD),  associate 
director  of  public  relations  for  Smith 
Kline  & French  Laboratories,  is  re- 
sponsible for  developing  and  rec- 
ommending corporate  policies  and 
programs  reflecting  the  company’s 
interests  in  urban  affairs.  During 
part  of  the  1968-1969  academic 
year,  he  divided  his  time  between 
SKF's  Philadelphia  offices  and  Wash- 
ington, DC,  where  he  was  corporate 
executive  in  residence  at  American 
University  in  its  Center  for  the  Study 
of  Private  Enterprise.  Dr.  Haakenson 
holds  office  in  several  national  pub- 
lic affairs  and  communications  or- 
ganizations, including  the  Chamber 
of  Commerce  of  the  United  States, 
Public  Affairs  Council,  Speech  Asso- 
ciation of  America,  and  National  So- 
ciety for  the  Study  of  Communica- 
tion. He  will  talk  about  “Physician 
and  Community  Responsibility.” 

Dr.  Raskin,  who  will  discuss  the 
“Problem  of  Drug  Abuse  and  Drug 
Dependence,”  is  in  the  private  prac- 
tice of  psychiatry  and  psychoanaly- 
sis and  is  a member  of  the  AMA 
Committee  on  Alcoholism  and  Drug 
Dependence.  He  is  a diplomate  and 
assistant  examiner  of  the  American 
Boards  of  Psychiatry  and  Neurology, 
clinical  associate  professor  at  Wayne 
State  University,  and  president  of 
the  Michigan  Association  of  Law  and 
Psychiatry.  Dr.  Raskin’s  numerous 
affiliations,  offices,  and  appoint- 
ments in  professional  organizations, 
educational  institutions,  and  all  lev- 
els of  government  reflect  his  interest 
in  the  medical,  legal,  and  social  im- 
plications of  alcoholism  and  drug 
abuse. 

Dr.  Jarvis  (DDS)  says  that  life  as 
a dentist  can  be  filling;  and  he  has 
practiced  dentistry  in  San  Marcos, 
Texas,  since  1953.  He  also  has  be- 
come America’s  No.  1 Humorous 


Speaker,  whose  skillful  mixture  of 
message  and  mirth  provides  his  au- 
dience something  to  laugh  about 
and  to  think  about  long  after  the 
speech  has  ended.  The  title  of  his 
Conference  talk  will  be  “The  Abom- 
inable Snow  Job.” 

Panels:  The  morning  panel  will  be  on 
“Providing  Greater  Health  Manpow- 
er,” moderated  by  Dr.  Charles  A. 
LeMaistre,  Austin,  deputy  chancel- 
lor, The  University  of  Texas  System. 
Panelists  and  their  special  areas  of 
discussion  will  be  Dr.  G.  V.  Brindley, 
Jr.,  Temple,  Coordinating  Board, 
Texas  College  and  University  Sys- 
tem, “Increasing  the  Supply  of  Phy- 
sicians”; Dr.  Travis  Smith,  Abilene, 
Taylor-Jones  Counties  Medical  Soci- 
ety, “An  Approach  to  Attracting 
More  Physicians  to  a Community”; 
and  Dr.  John  D.  Bonnet,  Temple, 
chairman,  TMA  Committee  on  Health 
Careers,  “Attracting,  Educating,  and 
Training  Paramedical  Personnel.” 

In  the  afternoon,  a panel  on 
“Health  Care  Costs — Responsibili- 
ties of  the  Profession”  will  be  mod- 
erated by  Dr.  Jack  B.  Lee,  San  An- 
tonio, Vice-Speaker,  TMA  House  of 
Delegates.  Panelists  and  their  topics 
will  be  Burton  G.  Hackney,  LLB,  Aus- 
tin, Commissioner  of  Public  Welfare, 
State  of  Texas,  “Medicaid  Abuse  in 
Texas — Fact  or  Fiction?”;  Dr.  Dewey 
W.  Johnston,  Fort  Worth,  chairman, 
TMA  Committee  on  Liaison  with  Blue 
Shield,  “The  Role  of  the  Review 
Mechanism”;  and  Dr.  Russell  L. 
Deter,  El  Paso,  chairman,  TMA  Com- 
mittee on  Health  Care  Costs,  “Ap- 
proaches to  Controlling  the  Costs  of 
Health  Care.” 

Distinguished  Service  Award:  During 
the  closing  session  of  the  Con- 
ference, Dr.  May  Owen  of  Fort 
Worth,  past  president  of  TMA,  will 
receive  the  Association’s  Distin- 
guished Service  Award.  Dr.  Charles 
Max  Cole  will  make  the  presentation. 
Also  a former  president  of  the  Tar- 
rant County  Medical  Society,  13th 
District  Medical  Society,  Texas  So- 
ciety of  Pathologists,  and  Tarrant 
County  Unit  of  the  American  Cancer 
Society,  Dr.  Owen  founded  the  TMA 
physicians  benevolent  fund.  A wing 


Volume  65,  September,  1969 


81 


of  the  Fort  Worth  Museum  of  Sci- 
ence and  History  was  named  in  her 
honor — the  May  Owen  Hall  of  Medi- 
cal Science;  and  the  Sertoma  Club 
of  Fort  Worth  presented  its  "Service 
to  Mankind”  Award  of  1969  to  her. 

Orientation  Program:  For  new  and 
transfer  members  of  TMA,  the  Orien- 
tation Program  will  be  held  Oct  4: 
"An  Accounting  of  Stewardship; 
What  Happens  to  Your  Dues,”  Dr. 
James  A.  Hallmark,  Fort  Worth,  TMA 
Board  of  Trustees;  "Medical  Ethics 
— Obligations  of  the  Physician  to 
His  Colleagues  and  to  the  Medical 
Profession,”  Dr.  S.  Braswell  Locker, 
Brownwood,  Chairman,  TMA  Board 
of  Councilors;  "The  Role  of  Texas 
Medicine  in  Influencing  Federal  Med- 
ical Service  Programs,”  C.  Lincoln 
Williston,  Austin,  TMA  Executive  Sec- 
retary; "Serving  the  Doctors  of  Tex- 
as,” Donald  M.  Anderson,  Austin, 
TMA  Assistant  Executive  Secretary; 
"Doctor-Patient  Relations,”  Dr.  Rob- 
ert Mayo  Tenery,  Waxahachie,  chair- 
man, TMA  Council  on  Constitution 
and  By-Laws;  and  "Legal  Aspects  of 
Medical  Practice;  Malpractice — How 
To  Avoid  It,”  Sam  V.  Stone,  Jr., 
LLB,  Austin,  TMA  Assistant  General 
Counsel. 

Other  Events:  Conference  on  the 
Health  Aspects  of  Air  Pollution,  spon- 
sored by  the  Texas  State  Depart- 
ment of  Health  and  The  University 
of  Texas  at  Austin  College  of  En- 
gineering, Oct.  3. 

Annual  School  of  Instruction  and 
Executive  Board  Meeting,  Woman's 
Auxiliary,  Thursday  and  Friday,  Oct. 
2-3,  Austin. 

Luncheon  for  physicians  and 
guests,  compliments  of  TMA,  Head- 
quarters Building,  Oct.  4. 

Hospitality  hour,  compliments  of 
TMA  and  The  Prudential  Insurance 
Company  of  America,  Colonnade 
Room,  Commodore  Perry  Hotel, 
5:30  pm,  Oct  4. 

Football,  The  University  of  Texas 
vs  US  Naval  Academy,  Memorial 
Stadium,  7:30  pm,  Oct  4.  Physicians 
may  avoid  traffic  and  parking  wor- 
ries by  taking  a chartered  bus  to  the 
stadium,  courtesy  of  TMA  and  The 
Prudential  Insurance  Company  of 
America.  Buses  will  be  at  the  Com- 
modore Perry  Hotel.  The  buses  will 
depart  for  the  stadium  at  6:45  pm. 

Transportation:  TMA  will  provide 
special  buses  to  the  Headquarters 
Building  from  the  Terrace  Motor  Ho- 
tel, Sheraton  Crest  Inn,  and  Com- 
modore Perry  Hotel.  The  buses  will 
return  to  the  hotels  after  the  Con- 
ference. 


Students  Paint  Fences 
At  Construction  Site 

The  new  Santa  Rosa  Medical  Cen- 
ter in  San  Antonio  promoted  health 
careers  and  received  publicity  during 
its  period  of  construction  by  inviting 
high  school  students  to  participate 
in  a "paint-in”  on  the  protective 
fences  surrounding  the  excavation 
and  building  site. 

Eleven  San  Antonio  high  school 
art  departments  competed  for  $400 
in  prizes,  and  more  than  100  stu- 
dents designed  health  career  post- 
ers on  8 ft.  by  4 ft.  plywood  sections. 

Two  New  Laws  Affect 
Treatment  of  Minors 

Two  bills  allowing  physicians  to 
treat  minors  without  first  obtaining 
parental  consent  were  passed  by 
the  1969  Regular  Session  of  the 
Texas  Legislature. 

With  the  passage  of  House  Bill 
681,  which  provides  that  "any  per- 
son, regardless  of  age,  has  the  ca- 
pacity to  consent  to  examination 
and  treatment  by  a licensed  physi- 
cian for  any  venereal  disease,”  the 
physician  is  no  longer  placed  in  the 
awkward  position  of  being  forced  to 
contact  the  parents  of  a minor  and 
secure  parental  permission  for  treat- 
ment of  venereal  disease.  Often, 
venereal  disease  was  first  noted  in  a 
minor  during  examination  for  a mar- 
riage license;  yet  the  physician  could 
not  begin  treatment  of  the  minor 
until  he  had  explained  the  condition 
to  his  parent  or  parents  and  secured 
a consent  for  treatment.  The  Legis- 
lature recognized  that  the  increase 
in  venereal  disease  among  teen- 
agers to  almost  epidemic  propor- 
tions in  some  areas  was  a public 
health  problem  which  needed  imme- 
diate remedy.  This  new  law  will  allow 
the  physician  to  begin  treatment  of 
the  minor  upon  diagnosis  of  the  dis- 
ease without  having  to  notify  the 
parent  that  the  child  is  infected. 

Passage  of  another  bill  of  far- 
reaching  import.  House  Bill  1452, 
authorizes  the  physician,  hospital, 
or  other  person  providing  medical 
care  to  proceed  with  needed  care 
for  a child  even  though  neither  of 
the  parents  can  be  contacted  to  give 
formally  their  consent.  The  law  pro- 
vides that  a "statement  of  consent” 
may  be  relied  upon  by  the  physician, 
hospital,  or  other  medical  facility  if 
such  is  signed  by  "any  grandparent; 
an  adult  brother  or  sister;  an  adult 
aunt  or  uncle;  or  the  legal  guardian 
of  the  minor  child  at  the  time  con- 
sent is  given;  or  any  person  . . . 


who  has  custody  of  a minor  child 
. . . if  the  person  has  an  affidavit 
signed  by  one  or  both  of  the  parents 
authorizing  the  person  to  give  con- 
sent.” In  this  bill,  "custody”  is  de- 
fined to  mean  "immediate  and  di- 
rect care  and  control  over  a minor 
child”  and  does  not  mean  legal  cus- 
tody in  the  sense  that  a Court  must 
officially  award  custody  to  a named 
person. 

Thus,  when  parents  are  away  on  a 
vacation,  when  the  child  is  away 
from  the  parents  at  camp  or  in 
school,  or  when  the  parents  live 
apart  from  the  child,  the  parents 
may  provide  an  affidavit  which  will 
serve  to  authorize  the  person  with 
“custody”  of  the  child  to  consent 
to  needed  medical  treatment. 

Under  this  new  legislation,  in  a 
situation  where  any  person  other 
than  the  natural  parent  or  parents 
of  the  child  is  granting  consent,  the 
law  requires  that  a “statement  of 
consent”  be  prepared  which  shall 
include:  (a)  the  name  of  the  minor 
child  and  the  name  of  one  or  both 
parents:  (b)  the  name  of  the  person 
giving  consent  and  that  person’s  re- 
lationship to  the  minor  child;  (c) 
the  name  of  the  doctor,  hospital,  or 
other  medical  facility  rendering  the 
medical  care;  (d)  a statement  of  the 
nature  of  the  medical  care  to  be 
rendered;  and  (e)  the  date  on  which 
the  medical  care  is  rendered. 

With  the  enactment  of  these  two 
laws,  the  Legislature  has  recognized 
that  under  certain  conditions  pa- 
rental consent  may  not  be  possible 
or  should  not  necessarily  be  re- 
quired. These  laws  serve  to  protect 
the  physician  from  liability  for  fail- 
ure to  secure  an  informed  consent 
and,  at  the  same  time,  facilitate  the 
rendering  of  proper  medical  care  to 
minors. 

Philip  R.  Overton,  LLB 

Sam  V.  Stone,  Jr.,  LLB 

Laredo  Physicians  Help 
Send  Team  to  Playoffs 

Physicians  in  Laredo,  Tex.,  con- 
tributed $1,000  in  a community 
drive  to  raise  $5,000  to  send  the 
Laredo  Noon  Optimist  Big  League 
All-Stars  to  the  baseball  regional 
playoffs  in  Charleston,  W.  Va.  The 
team  won  the  Texas  championship 
in  Big  League  competition  and 
gained  its  berth  in  the  playoffs  by 
defeating  the  Louisiana  All-Stars. 

For  boys  from  16  to  18  years  of 
age,  the  organization  is  operating  in 
its  first  year  in  Laredo.  The  Webb- 
Zapata-Jim  Hogg  Counties  Medical 
Society  sponsors  teams  in  the  Little 
League  and  the  Senior  Little  League. 
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TEXAS  MEDICINE 


HEW  Will  Consider  MDs’ 
Views  on  Medicaid  Rules 

Views  of  Texas  physicians  on  new 
HEW  regulations  affecting  fees  un- 
der the  Medicaid  program  will  be 
considered  in  determining  whether 
or  not  changes  should  be  made  be- 
fore final  publication  of  the  regula- 
tions in  the  Federal  Register,  reports 
John  G.  Veneman,  the  Under  Secre- 
tary of  Health,  Education,  and  Wel- 
fare. 

Veneman  wrote  Dr.  Charles  Max 
Cole,  President  of  the  Texas  Medical 
Association,  on  Aug.  19  to  assure 
Dr.  Cole  that  his  letter  of  July  28 
expressing  concern  of  Texas  physi- 
cians regarding  new  HEW  rules  and 
regulations  would  be  reviewed. 

HEW’s  new  directives  relating  to 
Reasonable  Charges  for  Individual 
Practitioner  Services,  in  effect,  have 
“frozen”  fees  for  professional  ser- 
vices rendered  under  the  Medicare 
program  and  stipulate  that  states 
eventually  must  gear  Medicaid  pay- 
ments to  a level  based  upon  the 
75th  percentile  of  normal  and  cus- 
tomary charges.  This  policy  has  al- 
tered the  concept  of  reasonable  fees 
which  have  been  paid  to  physicians 
since  the  implementation  of  those 
programs. 

Dr.  Cole  expressed  the  opinion  of 
Texas  physicians  that  the  Depart- 
ment of  HEW  has  singled  out  physi- 
cians in  an  effort  to  curtail  costs  for 
the  Medicaid  program,  which  is  “a 
discriminatory  approach,  in  our  judg- 
ment, since  doctors  of  medicine  and 
practitioners  receive  only  approxi- 
mately 11  percent  of  payments  un- 
der Medicaid.”  The  proposed  rules 
and  regulations  will  reduce  pay- 
ments to  many  physicians  to  levels 
below  the  usual,  customary,  and  rea- 
sonable fees  which  they  charge  their 
patients.  Furthermore,  the  freezing 
of  fees  will  be  imposed  at  a time 
of  inflation  when  the  cost  of  main- 
taining a medical  practice  continues 
to  increase. 

One  of  the  primary  objectives  of 
the  Medicaid  program  as  established 
by  Congress,  Dr.  Cole  pointed  out, 
is  to  make  available  to  the  needy 
the  same  quality  and  provisions  for 
medical  care  which  are  available  to 
other  individuals.  “By  departing 
from  the  concept  of  reasonable  fees 
in  providing  reimbursement  to  phy- 
sicians for  their  professional  ser- 
vices, as  proposed  in  the  rules  and 
regulations,  the  Department  of  HEW 
would  appear  to  favor  the  establish- 
ment of  a second  pattern  of  reim- 
bursement which  is  different  from 
that  employed  by  our  Texas  doctors 
in  their  practices,”  he  said. 


After  emphasizing  that  the  great 
majority  of  Texas  physicians  have 
not  abused  the  Medicaid  program 
and  have  not  been  paid  more  than 
the  allowance  of  “reasonable”  fees 
for  professional  services  which  they 
have  rendered  to  their  patients.  Dr. 
Cole  stated  that  “the  freezing  of 
fees  when  payment  can  be  received 
only  by  taking  an  assignment  rep- 
resents discriminatory  wage  control 
and  seriously  jeopardizes  the  con- 
cept of  usual,  customary,  and  rea- 
sonable fees.” 

In  addition  to  several  specific  rec- 
ommendations, Dr.  Cole  expressed 
his  concern  that  HEW  has  formulated 
rules  and  regulations  without  con- 
sulting practicing  physicians  and 
without  heeding  the  opinions  of 
medical  societies.  He  stressed  that 
“continued  physician  participation  in 
the  Medicaid  program  cannot  be 
assumed  unless  practicing  physi- 
cians and  medical  societies  in  which 
they  hold  membership  are  made  a 
party  to  consideration  to  proposed 
changes.” 


UTMB  Acquires  British 
Microscope  Collection 

A collection  of  60  historical  micro- 
scopes, including  those  of  Louis 
Pasteur,  developer  of  the  principle 
of  inoculation  and  vaccination,  and 
Alexander  Fleming,  discoverer  of 
penicillin,  are  to  be  housed  at  The 
University  of  Texas  Medical  Branch 
at  Galveston. 

Obtained  by  a $10,000  Moody 
Foundation  grant,  the  collection  has 
been  bought  from  Dr.  John  Bunyan, 
past  president  and  former  curator 
of  the  Royal  Microscopical  Society 
in  England.  Dr.  Bunyan,  who  ex- 
changes research  information  with 
UTMB  physicians  on  the  prevention 
and  control  of  infection  in  early- 
burn  patients,  has  already  brought 
33  of  the  instruments  from  his 
home  in  London. 

The  earliest  microscope  in  the 
collection  is  dated  1750.  Also  in- 
cluded are  10  microscopes  from  the 
18th  century  pre-acromatic  period 
when  the  lenses  were  single  and 
uncorrected.  The  19th  century  is 
represented  by  an  1835  Ros,  one  of 
the  first  acromatic  objectives  de- 
signed by  Joseph  Jackson  Lister, 
father  of  Lord  Lister,  the  first  aseptic 
surgeon,  and  an  1840  Powell  and 
Leland  microscope  with  acromatic 
lenses.  Examples  of  Victorian  micro- 
scopes demonstrate  important  ad- 
vances in  design. 


Certain  Credit  Plans 
Affected  by  New  Act 

The  Truth  in  Lending  Act  which 
became  effective  July  1 will  affect 
some  physicians’  billing  practices, 
according  to  an  AMA  News  report. 

Requiring  disclosure  by  creditors 
of  their  dollar  finance  charges  and 
annual  percentage  rate  on  credit 
transactions,  the  act  applies  only  to 
the  creditor  who  regularly  extends, 
or  arranges  for  the  extension  of, 
consumer  credit  in  the  ordinary 
course  of  business.  American  Medi- 
cal Association  attorneys  find  that  it 
applies  to  the  physician  who  regu- 
larly imposes  a finance  charge  in 
addition  to  his  basic  professional 
fee  as  a condition  to  extending  cred- 
it, or  who  expressly  agrees  to  be 
paid  for  his  medical  services,  with 
or  without  a finance  charge,  in  more 
than  four  installments. 

The  law  requires  no  change  in 
office  procedure,  however,  in  the 
typical  physician  billing  situation 
where  no  finance  charge  is  imposed 
and  no  express  agreement  concern- 
ing installment  payments  is  made. 

A criminal  penalty  of  $5,000,  if 
willful,  or  a civil  liability  to  the  pa- 
tient of  twice  the  amount  of  any 
finance  charge  imposed,  but  not 
less  than  $100  or  more  than  $1,000, 
could  result  from  failure  to  comply 
with  the  law.  To  be  on  the  safe  side, 
the  physician  who  makes  a “four 
plus”  fee  agreement  with  a patient 
should  include  the  required  dis- 
closures on  his  statement  and  fur- 
nish a copy  to  the  patient,  accord- 
ing to  AMA  attorneys.  They  empha- 
size that  the  two  items  Finance 
Charge  and  Annual  Percentage  Rate 
must  appear  conspicuously. 


“Are  you  sure  she  was  on  the  table 
when  we  started  racing  down  the 
corridor?" 


Volume  65,  September,  1969 


83 


EFFECTIVE  NOVEMBER  1,  1969,  THE 

Prudential  Insurance  Company 

OF  AMERICA 

Will  be  TMA’s  Group  Insurance 
Underwriter  Sponsored  and  Approved  by  the 

Texas  Medical  Association 


Between  now  and  November  1,  1969,  you  will  receive  detailed  information 
about  all  facets  of  the  Prudential  Group  Insurance  Plan,  together  with  your  enrollment 
application. 

This  information  will  be  mailed  to  you.  You  are  urged  to  study  the  many 
advantages  of  the  Prudential  Group  Plan,  created  especially  for  members  of  the  Texas 
Medical  Association. 

The  deadline  for  charter  enrollment  in  the  Prudential  Group  Plan  is  November 
30,  1969.  This  new  plan,  approved  by  the  House  of  Delegates  of  the  Texas  Medical 
Association,  replaces  the  Association's  previous  insurance  plans. 

Watch  for  the  information  in  your  mail.  Enroll  now  to  assure  yourself  of 
continuing  Texas  Medical  Association  Insurance  coverages. 

Yrudential 


LIFE  INSURANCE 


HEALTH  INSURANCE  • ANNUITIES 


• GROUP  INSURANCE  • 


GROUP  PENSIONS 


ASSOCIATION  NEWS 


DELEGATES  SEECT  NEW.  IMPROVED  INSURANCE  PLAN 


Significant  changes  In  the  Texas 
Medical  Association  insurance  plans, 
including  the  selection  of  a new  un- 
derwriter, were  approved  at  a spe- 
cial session  of  the  TMA  House  of 
Delegates  in  August. 

The  new  programs  will  improve 
substantially  the  coverage  and  bene- 
fits of  the  four  existing  programs — 
group  disability,  accidental  death 
and  dismemberment,  major  medical, 
and  life  insurance — and  significant 
reductions  in  the  operating  costs 
will  be  obtained.  Two  new  programs, 
office  overhead  expense  and  group 
life  insurance,  will  be  introduced. 

Prudential  Selected:  Meeting  in  Aus- 
tin on  Aug.  10,  the  House  voted  to 
select  The  Prudential  Insurance 
Company  of  America  as  the  under- 
writer. Present  sponsorship  of  pro- 
grams underwritten  by  the  Lumber- 
mens Mutual  Casualty  Company  and 
Great  American  Reserve  Insurance 
Company,  and  the  designation  of 
Charles  O.  Finley  & Company  as 
administrator,  will  be  terminated  on 
the  anniversary  date  of  each  plan 
(group  disability,  Nov.  1,  1969;  ac- 
cidental death  and  dismemberment, 
Feb.  1,  1970;  and  major  medical, 
April  1,  1970).  Continuous  coverage 
for  each  physician  participating  in 
existing  programs  has  been  assured, 
however.  In  addition.  Lumbermens 
will  continue  to  be  responsible  for 
honoring  all  claims  in  accordance 
with  the  terms  of  the  policy  which 
are  incurred  prior  to  the  effective 
date  of  cancellation. 

The  House  action  followed  a com- 
prehensive review  and  evaluation 
during  the  past  year  by  the  TMA 
Committee  on  Association  Insurance 
Programs.  The  Committee  concluded 
that  substantial  reductions  in  oper- 
ating costs  and  improvements  in 
benefits  could  be  obtained.  Bids 
were  solicited  from  38  insurance 
companies,  including  Lumbermens 
and  Great  American.  The  Committee 
recommended  Prudential  after  eval- 
uating proposals  which  met  the  spe- 
cifications it  had  set  forth. 


Following  an  extended  period  of 
discussion,  delegates  voted  over- 
whelmingly in  favor  of  the  Commit- 
tee recommendation.  Prudential's 
premium  rates,  benefit  structure, 
and  coverages  will  be  equal  to  or 
better  than  present  programs.  The 
life,  major  medical,  accidental  death 
and  dismemberment,  and  office 
overhead  expense  plans  will  be  guar- 
anteed renewable.  After  a specified 
minimum  participation  by  currently 
insured  members  in  each  program 
is  reached,  no  evidence  of  insura- 
bility will  be  required  of  any  TMA 
member  during  the  charter  enroll- 
ment period,  except  those  previously 
rejected. 

Lower  Costs  and  Improved  Benefits: 
A substantial  reduction  in  the  cost 
of  administering  and  underwriting 
TMA's  insurance  programs  will  pro- 
vide a greater  return  in  benefits  for 
the  premium  dollar  under  the  new 
program.  The  Finley  Company  cur- 
rently receives  a commission  of  15 
percent  on  each  premium  dollar, 
amounting  to  approximately  $200, 
000  annually.  An  additional  ISVa 
percent  of  each  premium  dollar  goes 
to  Lumbermens.  The  Committee 
on  Association  Insurance  Programs 
found  that  these  costs  were  exces- 
sive and  not  competitive.  Operating 
costs  of  the  new  program  will  be  at 
a minimum  of  10  percent  less.  This 
savings  of  approximately  $130,000 
annually  will  provide  participating 
physicians  with  additional  benefits 
or  larger  dividends. 

The  Committee  recommended  and 
the  House  approved  the  establish- 
ment of  a service  office  in  Austin  to 
process  and  to  follow-up  policyhold- 
ers' claims.  This  service  officer  will 
be  employed  by  and  responsible  to 
TMA. 

Reserve  Funds  to  Benefit  Program 
Participants;  An  important  factor  in 
the  Committee's  decision  to  select  a 
new  underwriter  was  the  commit- 
ment that  all  reserve  funds  for  the 
new  TMA  program  will  belong  to 


participating  physicians  rather  than 
to  the  insurance  company.  The  Com- 
mittee expressed  concern  that  Lum- 
bermens presently  holds  approxi- 
mately $885,000  in  a contingency 
reserve  fund  for  the  group  disability 
insurance  plan.  Although  it  was  ac- 
knowledged that  a portion  of  the  re- 
serve might  be  needed  for  payment 
of  claims,  the  Committee  felt  that 
the  amount  was  excessive.  Although 
TMA's  insurance  committee  has  at- 
tempted over  the  years  to  obtain 
ownership  of  reserve  funds  for  par- 
ticipating physicians.  Lumbermens 
stated  firmly  that  all  reserves  belong 
to  them.  Under  the  new  program 
approved  by  the  TMA  House  of  Dele- 
gates, the  reserves  will  belong  to 
participating  physicians.  In  addition. 
Prudential  v/ill  pay  5.5  percent  in- 
terest on  reserves,  as  compared  with 
2.8  percent  presently  paid  by  Lum- 
bermens. 

Charter  enrollment  for  the  new 
TMA  insurance  plan  will  begin  on 
Sept.  1,  and  will  continue  through 
Nov.  30.  A brochure  and  application 
will  be  sent  to  all  TMA  members  In 
the  coming  weeks. 

New  Program  Offers 
Several  Advantages 

TMA  members  will  be  sent  spe- 
cific details  on  the  five  insurance 
programs  approved  in  August  by  the 
House  of  Delegates,  but  the  follow- 
ing information  provides  highlights 
and  significant  comparisons  of  the 
existing  and  new  programs. 

Group  Disability  Insurance:  The 
basic  program  will  feature  the  fol- 
lowing major  improvements: 

a.  The  maximum  monthly  bene- 
fits will  be  increased  from  $1,200 
to  $1,500. 

b.  There  will  be  a five  percent  re- 
duction in  rates  for  members  under 
age  40. 

c.  No  non-duplication  of  benefits 
clause  is  included. 

d.  The  $5,000  accidental  death 


Volume  65,  September,  1969 


85 


benefit  has  been  removed  because 
this  coverage  is  available  at  a lower 
premium  in  the  accidental  death  and 
dismemberment  program.  This  will 
reduce  all  premiums  by  $7.50  per 
year. 

Major  Medical  Insurance:  The  plan 
is  identical  to  current  coverage  ex- 
cept for  a significant  increase  in  the 
maximum  allowance  per  illness  to 
$40,000  and  the  introduction  of  100 
percent  coverage  for  in-hospital  ex- 
pense above  $5,000  after  the  de- 
ductible is  satisfied. 

Accidental  Death  and  Dismem- 
berment insurance:  Certain  addi- 
tional provisions  to  the  present  pro- 
gram have  been  included. 

a.  $10,000  increments  to  a max- 
imum of  $150,000  have  been  intro- 
duced to  increase  the  flexibility  of 
the  plan. 

b.  An  optional  children’s  benefit 
of  $5,000  and  $10,000  has  been 
added. 

c.  Aviation  coverage  is  included 
except  for  pilots  or  crew  members. 

d.  The  premium  will  change  from 
$1.35  to  $1.24  per  $1,000  coverage 
per  year. 

Office  Overhead  Expeifse  Insure 
ance:  This  new  tax  deductible  pro- 
gram has  been  under  study  by  the 
Committee  for  two  years  and  is  in- 
cluded in  the  new  insurance  group. 
Benefits  must  be  limited  to  the  ac- 
tual average  overhead  In  the  indi- 
vidual physician’s  office  to  achieve 
tax  deductible  status.  The  major  pro- 
visions are  as  follows: 

a.  Up  to  a $1,500  maximum 
monthly  allowance  is  permitted  in 
$100  increments. 

b.  The  benefit  period  is  24 
months. 

c.  The  benefits  are  retroactive  to 
the  first  day  of  disability  after  30 
days  of  incapacity. 

Life  Insurance  Programs:  In  place 
of  the  current  plans,  two  new  pro- 
grams will  be  introduced: 

a.  A $50,000  renewable,  convert- 
ible, participating  five-year  level 
term  insurance  policy  will  be  offered 
with  dividends  payable  annually. 

b.  A trust  will  be  created  to  per- 
mit true  group  participating  term 
life  insurance  benefits  to  be  extend- 
ed to  a physician  or  employer  with 
one  or  more  employees.  Qualifica- 
tion for  participation  requires  that 
75  percent  of  eligible  employees  be 
covered  under  the  plan.  This  increas- 
ing premium,  decreasing  coverage 
on  employees  is  tax  deductible  as  a 
business  expense  and  will  be  avail- 
able to  provide  fringe  benefits  for 
employees  as  well  as  inexpensive  in- 
surance for  the  employer. 


Transactions  Ready 

Transactions  of  the  Texas  Medical 
Association  House  of  Delegates  dur- 
ing the  102nd  Annual  Session,  May 
1-4,  1969,  have  been  published  and 
mailed  to  the  delegates,  alternate 
delegates,  and  ex  officio  members. 
Extra  copies  are  available  from  the 
TMA  Headquarters  Bldg.,  1801  N. 
Lamar  Blvd.,  Austin  78701. 

A supplement  covering  the  trans- 
actions of  the  special  called  meet- 
ing of  the  House  of  Delegates  Aug. 
10  in  Austin  will  also  be  published. 

HEW  Requests  Medicare 
Payment  Facts,  Figures 

Blue  Cross-Blue  Shield  of  Texas 
has  been  directed  by  the  US  Depart- 
ment of  Health,  Education,  and  Wel- 
fare to  provide  information  on  106 
Texas  doctors  of  medicine  and  os- 
teopathy. Reportedly,  all  of  these 
physicians  have  received  more  than 
$25,000  in  payments  under  the 
Medicare  program  in  1968  and  have 
“especially  unusual’’  patterns  of 
practice  as  indicated  by  data  avail- 
able. 

HEW  asked  Blue  Cross-Blue 
Shield,  the  Medicare  carrier  in  Tex- 
as, to  carefully  review  the  practices 
of  the  106  physicians  and  to  pre- 
pare a report  explaining  what  fac- 
tors produced  the  “unusual  effect." 
The  findings  and  reports  on  all  cases 
were  due  on  Aug.  20.  Although 
neither  Blue  Cross-Blue  Shield  nor 
TMA  will  release  names  of  any  phy- 
sicians to  the  public,  HEW  has  in- 
dicated that  reporting  of  the  results 
will  be  made  available  to  the  public, 
to  organized  medicine,  and  to  Con- 
gress. 

“We  are  confident  that  few,  if 
any,  cases  of  abuse  of  the  Medicare 
program  by  Texas  physicians  have 
occurred,”  stated  TMA  President 
Dr.  Charles  Max  Cole;  “but  if  cases 
of  abuse  are  found,  we  will  see  that 
appropriate  disciplinary  action  is 
taken.’’ 

At  a meeting  in  Austin  on  Aug. 
10,  TMA  officers  and  other  repre- 
sentatives of  TMA  committees,  coun- 
cils, and  boards  concerned  with  the 
Medicare  program,  met  with  repre- 
sentatives of  Blue  Cross-Blue  Shield 
of  Texas.  TMA  pledged  its  full  co- 
operation in  utilizing  the  existing 
peer  review  mechanism  at  the  local 
and,  where  indicated,  state  level  in 
order  to  assist  in  evaluating  any 
questionable  conduct  of  a TMA 
member. 

The  US  Senate  Finance  Commit- 
tee is  making  an  extensive  study  of 


both  the  Medicaid  and  Medicare  pro- 
grams. HEW  requested  the  State 
Department  of  Public  Welfare  to 
make  a thorough  study  last  month 
of  45  Texas  physicians  and  clinics 
which  had  been  paid  $25,000  or 
more  under  the  Medicaid  program 
in  1968. 

‘Texas  Medicine’  Award 
To  Recognize  Student 

The  Scientific  Publication  Com- 
mittee for  Texas  Medicine  will  again 
recognize  a Texas  medical  student 
for  excellence  in  medical  and  scien- 
tific writing.  Deadline  for  submitting 
entries  for  the  fifth  annual  Texas 
Medicine  Award  is  April  1,  1970. 

The  award  is  given  to  a student 
enrolled  in  a Texas  medical  school 
at  the  time  the  article  is  prepared. 
The  winner  receives  $300,  and  his 
article  is  published  in  Texas  Medi- 
cine. Articles  must  deal  with  a sub- 
ject within  the  realm  of  the  basic 
sciences  or  medicine  and  must  be 
original  and  unpublished.  No  mini- 
mum or  maximum  word  length  Is 
required. 

Criteria  for  judging  entries  are  ex- 
cellence of  scientific  work  and  com- 
petence of  writing.  Each  entry  will 
be  reviewed  by  the  Scientific  Publi- 
cation Committee. 

All  entries  must  be  in  the  editor- 
ial offices  of  Texas  Medicine,  1801 
N.  Lamar  Blvd.,  Austin  78701,  by 
the  April  1 deadline.  Brochures  list- 
ing manuscript  requirements  for 
article  entries  will  be  forwarded  to 
students  at  Texas  medical  schools. 

The  Board  of  Publication  and  the 
Scientific  Publication  Committee  es- 
tablished the  award  in  1966  to  en- 
courage excellence  in  scientific  writ- 
ing. 

Winner  of  the  fourth  annual  Texas 
Medicine  Award  was  William  Bruce 
Ross,  a student  at  The  University 
of  Texas  Southwestern  Medical 
School  at  Dallas.  The  winning  article, 
“Nucleolar  ‘Cap’  Formation  and 
Carcinogenicity  in  4-Nitroquinoline- 
1-Oxide  and  Related  Compounds," 
is  published  in  this  issue  of  Texas 
Medicine.  Manuscripts  by  two  other 
students  who  entered  the  1968 
competition  will  also  be  published. 
In  October,  a manuscript  entitled 
“Adhesives  in  Ocular  Surgery,”  by 
two  graduates  of  Baylor  College  of 
Medicine,  Steven  A.  Cobb  and  Terry 
A.  Reed,  will  be  published.  Sched- 
uled for  November  is  “Evaluation 
of  Topical  Methysergide  on  Experi- 
ment Cerebral  Vasospasm"  by  Ellen 
Money,  a medical  student  at  The 
University  of  Texas  Southwestern 
Medical  School. 


86 


TEXAS  MEDICINE 


1969 

PUBLIC  AFFAIRS  AND 
PUBLIC  RELATIONS 
CONFERENCE  AND 
ORIENTATION  PROGRAM 

SATURDAY,  OCTOBER  4 
TEXAS  MEDICAL  ASSOCIATION 
HEADQUARTERS  BUILDING 
AUSTIN 

8:30  A.M.  Registration  and  Coffee — Reading  Room 


OPENING  SESSION 
SAM  THOMPSON  ROOM 
9:00  A.M.  Call  to  Order  and  Welcome 

Walter  Walthall,  MD,  San  Antonio 

President-Elect 

Texas  Medical  Association 


9:10  A.M.  Whafs  Right  About  Texas  Medicine? 

Charles  Max  Cole,  MD,  Dallas 
President 

Texas  Medical  Association 


9:30  A.M.  The  Data  Mill 

Max  H.  Parrott,  MD,  Portland.  Ore. 
Member,  Board  of  Trustees 
American  Medical  Association 


10:00  A.M.  Physician  and  Community  Responsibility 

Robert  Haakenson,  PhD,  Philadelphia 
Associate  Director  of  Public  Relations 
Smith  Kline  & French  Laboratories 


10:30  A.M.  Coffee  Break — Reading  Room 


10:45  A.M.  Panel  Sessions  or 
11:00  A.M.  Orientation  Program 


CLOSING  SESSION 
SAM  THOMPSON  ROOM 
Presiding:  James  H.  Sammons,  MD,  Baytown 

Vice-Chairman 

Texas  Delegation  to  the  AMA 

3:00  P.M.  Presentation  of  the  Texas  Medical 
Association’s  Distinguished  Service 
Award  to  May  Owen,  MD,  Fort  Worth 

3:05  P.M.  Problem  of  Drug  Abuse  and  Drug 
Dependence 

Herbert  A.  Raskin,  MD,  Southfield,  Mich. 
Member,  AMA  Committee  on  Alcoholism  and 
Drug  Dependence 

3:35  P.M.  The  Abominable  Snow  Job 

Charles  Jarvis,  DDS,  San  Marcos 
"America’s  No.  1 Humorous  Speaker” 

4:15  P.M.  Adjournment 

EVENING  ENTERTAINMENT 

5:30  P.M.  Hospitality  Hour 

TMA  and  The  Prudential  Insurance  Company 
of  America 

Colonnade  Room,  Commodore  Perry  Hotel 

6:45  P.M.  Chartered  Buses  Leave  for  Memorial 
Stadium 

Brazos  Street  Entrance,  Commodore  Perry 
Hotel 

Courtesy  of  TMA  and  The  Prudential  Insurance 
Company  of  America 

7:30  P.M.  Football 

The  University  of  Texas  vs.  US  Naval  Academy 
Memorial  Stadium 
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PANEL  SESSIONS 


ORIENTATION  PROGRAM 


SAM  THOMPSON  ROOM 


LIBRARY  STACK  AREA 


10:45  A.M.  Providing  Greater  Health  Manpower 
Moderaton 

Charles  A.  LeMaistre,  MD,  Austin 
Deputy  Chancellor' 

The  University  of  Texas  System 

1.  Increasing  the  Supply  of  Physicians 

G.  V.  Brindley,  Jr.,  MD,  Temple 
Member 

Coordinating  Board,  Texas  College  and 
University  System 

2.  An  Approach  to  Attracting  More 
Physicians  to  A Community 

Travis  Smith,  MD,  Abilene 
Taylor-Jones  Counties  Medical  Society 

3.  Attracting,  Educating,  and  Training 
Paramedical  Personnel 

John  D.  Bonnet,  MD,  Temple 
Chairman,  Committee  on  Health  Careers 
Texas  Medical  Association 

Discussion  and  Questions 

12:15  P.M.  Luncheon — Basement 

Compliments  of  the  Texas  Medical  Association 


SAM  THOMPSON  ROOM 

1:15  P.M.  Health  Care  Costs — 

Responsibilities  of  the  Profession 

Moderaton 

Jack  B.  Lee,  MD,  San  Antonio 
Vice-Speaker,  House  of  Delegates 
Texas  Medical  Association 

1.  Medicaid  Abuse  in  Texa^— 

Fact  or  Fiction? 

Burton  G.  Hackney,  LLB,  Austin 
Commissioner  of  Public  Welfare 
State  of  Texas 

2.  The  Role  of  the  Review  Mechanism 

Dewey  W.  Johnston,  MD,  Fort  Worth 
Chairman,  Committee  on  Liaison  with  Blue 
Shield 

Texas  Medical  Association 

3.  Approaches  to  Controlling  the 
Costs  of  Health  Care 

Russell  L.  Deter,  MD,  El  Paso 
Chairman,  Committee  on  Health  Care  Costs 
Texas  Medical  Association 

Discussion  and  Questions 


Presiding:  Wendell  H.  Hamrick,  MD,  Houston 

Speaker,  House  of  Delegates 
Texas  Medical  Association 

11:00  A.M.  An  Accounting  of  Stewardship; 

What  Happens  to  Your  Dues 

James  A.  Hallmark,  MD,  Fort  Worth 

Board  of  Trustees 

Texas  Medical  Association 


11:20  A.M.  Medical  Ethics — Obligations  of  the 
Physician  to  His  Colleagues 
and  to  the  Medical  Profession 

S.  Braswell  Locker,  MD,  Brownwood 
Chairman,  Board  of  Councilors 
Texas  Medical  Association 

11:40  A.M.  The  Role  of  Texas  Medicine  in  Influenc- 
ing Federal  Medical  Service  Programs 

C.  Lincoln  Williston,  Austin 
Executive  Secretary 
Texas  Medical  Association 


12:10  P.M.  Luncheon — Basement 

Compliments  of  the  Texas  Medical  Association 


LIBRARY  STACK  AREA 


Presiding:  Joe  T.  Nelson,  MD,  Weatherford 

Chairman,  Council  on  Medical  Jurisprudence 
Texas  Medical  Association 

1:15  P.M.  Serving  the  Doctors  of  Texas 

Donald  M.  Anderson,  Austin 
Assistant  Executive  Secretary 
Texas  Medical  Association 


1:35  P.M.  Doctor-Patient  Relations 

Robert  Mayo  Tenery,  MD,  Waxahachie 
Chairman,  Council  on  Constitution  and  By-Laws 
Texas  Medical  Association 

2:05  P.M.  Legal  Aspects  of  Medical  Practice; 
Malpractice — How  to  Avoid  It 

Sam  V.  Stone,  Jr.,  Austin 
Assistant  General  Counsel 
Texas  Medical  Association 


2:45  P.M.  Coffee  Break — Reading  Room 


2:45  P.M.  Coffee  Break — Reading  Room 
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vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


“ihe  Tkxnnatal  ^^Effecf 


each  tablet,  capsule  or 
5 cc.  of  elixir  (23%  alcohol) 


hyoscyamine  sulfate  0.1037  mg. 
atropine  sulfate  0.0194  mg. 

hyoscine  hydrobromide  0.0065  mg. 
phenobarbital  (14  gr.)  16.2  mg. 
(Warning:  may  be  habit  forming) 


each  Donnatal  each 

No.  2 Extentab® 

0.1037  mg.  0.3111  mg. 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0196  mg. 

(Va  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 


Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


A,  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


1 j ■ 1 

iTiifili 

imi 

290  tangerines 
or  30  Allbee' with  6. 

Your  patient  would  have  to  peel  and  eat  290  tangerines  a month, 
almost  10  every  day,  to  get  as  much  Vitamin  C as  is  contained  in  just 
one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily). 

In  addition,  each  capsule  provides  full  therapeutic  amounts  of  the 
B-complex  vitamins.  For  example,  as  much  niacin  as  2 pounds  of  sirloin 
steak.  This  handy  bottle  of  30  Allbee  with  C capsules  gives  your  patient 
a month’s  supply  at  a very  reasonable  cost.  Also  the  economy  size  of 
100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 


A.H.  Robins  Company,  Richmond,  Va.  23220 


30  Capsules 


Allb66°withC 


Each  capsule  Contains: 

Thiamine  mono- 
nitrate (Vit.  B,)  15  mg 

Riboflavin  (Vit.  B,)  10  mg 

Pyridoxine  hydro- 
chloride (Vit.  Be)  5 mg 
Niacinamide  50  mg 

: Calcium  pantothenate  10  mg 

Ascorbic  acid  (Vit.  C)  300  mg 

Hflrvii 


A Medical  Missionary 
Reports  From  Rhodesia 

Despite  the  fact  that  the  majority 
of  the  65  mission  hospitals  in  Rho- 
desia are  operating  without  a physi- 
cian, a report  from  Dr.  Kurt  Lekisch, 
medical  missionary  at  the  Driefon- 
tein  Sanatorium  and  Muvonde  Gen- 
eral Hospital  in  Midlands  Province, 
Rhodesia,  indicates  that  limited 
progress  toward  achieving  optimal 
health  for  every  citizen  of  that  coun- 
try is  observable. 

A medical  school  in  Salisbury, 
Rhodesia,  graduated  its  first  physi- 
cians in  November,  1968;  and  Dr. 
Lekisch  notes  that  already  one  third 
of  the  school’s  students  are  African. 
A valuable  referral  system  with  all 
departments  of  the  medical  school 
is  also  in  operation.  Furthermore, 
facilities  where  the  physician  prac- 
tices, including  an  elaborate  medical 
laboratory,  modern  x-ray  unit,  sterili- 
zation equipment,  surgical  and  ob- 
stetrical pavilions,  and  laundry  and 
cooking  facilities  are  quite  adequate. 
The  sanatorium  presently  accommo- 
dates 300  tubercular  patients;  and 
the  hospital  is  usually  occupied  by 
about  150  patients  receiving  medi- 
cal, obstetrical,  and  surgical  care. 
Also  adequate  is  the  permanent 
nursing  staff  for  these  institutions, 
supervised  by  the  trained  Sisters  of 
the  Dominican  Order  and  presently 
strengthened  with  two  American  reg- 
istered nurses  provided  by  the  Lay- 
Mission  Helpers  Association  of  Los 
Angeles,  Calif. 

Dr.  Lekisch  credits  improved  com- 
munications with  the  outlying  Gwelo 
diocese  medical  mission  stations  to 
the  “Driefontein  Flying  Doctor’s  Ser- 
vice,” carried  out  in  a Cessna  182 
airplane;  and  he  hopes  that  the  ser- 
vice will  eventually  improve  health 
planning  in  the  area.  The  superin- 
tendent of  the  sanatorium  and  the 
hospital.  Dr.  Leo  Brown,  and  his 
wife  are  licensed  pilots.  The  phy- 
sician also  points  out  that,  although 
the  turmoil  of  events  in  the  Rho- 
desian political  situation  often  af- 
fects the  work  of  any  of  the  coun- 
try’s medical  missions,  the  effect  is 
not  nearly  as  negative  as  might  be 
expected. 

Dr.  Lekisch  goes  on  to  mention 
that  malaria,  smallpox,  cholera,  bu- 
bonic plague,  typhus,  and  yellow 
fever  are  now  unknown  in  Midlands 
Province.  However,  he  adds  that  the 
medical  approach  in  that  area  is 
largely  directed  to  recurrent  prob- 
lems and  that  responsibility  for  com- 
munity-wide preventive  measures  is 


not  fully  introduced.  Therefore,  the 
indigenous  population  has  no  op- 
portunity to  learn  practices  of  birth 
control  and  family  planning  which 
might  lower  the  country’s  birth  rate. 


Grants  Aid  Research 
At  UT  Southwestern 

Three  new  grants  to  support  re- 
search studies  have  been  announced 
at  The  University  of  Texas  South- 
western Medical  School  at  Dallas. 

A grant  of  $3,300  from  the  South- 
western Medical  Foundation  has 
been  authorized  to  support  studies 
on  “Effect  of  DNA  Repair  on  the 
Destruction  of  Tumor  Cells,”  to  be 
directed  by  Dr.  Eugene  P.  Frenkel. 
A second  grant  from  the  foundation 
of  $1,500  allows  an  oximeter  to  be 
purchased.  Dr.  Gladys  J.  Fashena 
will  supervise  the  use  of  the  oxime- 
ter in  the  division  of  pediatric  cardi- 
ology. 

Studies  on  “Immunological  Fea- 
tures of  Tuberculin-negative  Tuber- 
culosis” began  Aug.  1.  The  four- 
month  research  project,  directed  by 
Dr.  John  S.  Chapman,  is  supported 
by  a grant  of  $3,450  from  the 
Blanche  Mary  Taxis  Foundation  of 
Dallas. 


New  Medical  School 
Enrolls  100  Texans 

One-hundred  first-year  students 
begin  studies  this  month  as  the 
fourth  class  to  enroll  at  The  Univer- 
sity of  Texas  Medical  School  at  San 
Antonio. 

Selected  competitively  from  1,056 
applicants,  the  students  are  all  Tex- 
as residents.  A grade  average  of  B 
or  better,  the  score  made  on  the 
medical  college  admissions  test, 
evaluation  by  a medical  committee, 
and  a personal  interview  on  cam- 
pus were  the  basis  for  selection. 

The  University  of  Texas  at  Austin 
graduated  one-third  of  the  entering 
students,  and  the  remaining  two- 
thirds  come  from  43  other  Texas 
colleges  and  universities.  Although 
the  school  may  accept  five  nonresi- 
dents in  each  first-year  class,  no 
out-of-state  applicants  were  admit- 
ted this  year  because  of  heavy  com- 
petition among  resident  applicants. 

About  30  percent  of  the  students 
in  the  freshman  class  are  married. 
Nine  female  students  are  included 
in  the  new  class. 


Regents  Request  Funds, 
Appoint  Administrators 

The  Board  of  Regents  of  The  Uni- 
versity of  Texas  System,  at  its  meet- 
ing in  Austin  on  Aug.  1,  reaffirmed 
its  request  of  the  Texas  Legislature 
for  $7,500,000  for  the  construction 
of  The  University  of  Texas  Dental 
School  at  San  Antonio  and  appoint- 
ed three  administrators  for  the 
school. 

Dr.  John  Victor  Olson  (DDS),  dean 
of  the  UT  Dental  Branch  at  Hous- 
ton, was  named  dean-elect  of  the 
new  school.  Associate  dean  will  be 
Dr.  Shailer  Peterson  (PhD),  and  as- 
sistant dean  will  be  Dr.  J.  D.  Robert- 
son (DDS).  Both  are  now  with  the 
UT  Dental  Branch  at  Houston. 

Dean-elect  Olson  will  use  facilities 
in  the  UT  Medical  School  at  San 
Antonio  until  the  dental  school  fa- 
cilities are  completed. 


Medical  Assistants  Give 
Education  Grants,  Loans 

A young  person  wishing  to  pursue 
a career  as  a medical  assistant  may 
be  eligible  for  a scholarship  loan 
through  the  Maxine  Williams  Schol- 
arship Fund,  sponsored  by  the  Amer- 
ican Association  of  Medical  Assist- 
ants’ Endowment.  This  foundation 
was  established  in  October,  1968,  to 
administer  the  scholarship  fund. 

Participants  in  the  loan  program 
may  borrow  up  to  $300  for  their 
education.  As  a service  to  the  pro- 
fession, AAMA  assumes  all  adminis- 
trative costs  so  there  is  no  interest 
rate  on  the  loan.  If  the  recipient 
spends  a minimum  of  two  years  in 
the  medical  assisting  field,  the  loan 
becomes  an  outright  scholarship, 
and  no  repayment  is  required. 

The  fund,  named  in  honor  of  Miss 
Maxine  Williams,  AAMA’s  first  presi- 
dent, is  supported  entirely  by  pri- 
vate donations  from  state  medical 
assistant  associations  and  local 
chapters.  Contributions  are  tax  de- 
ductible as  an  educational  expense. 

To  be  eligible  for  a loan,  a person 
must  be  a high  school  graduate  who 
wishes  to  take  formal  training  in 
medical  assisting.  At  the  present 
time,  AAMA  is  working  with  the 
American  Medical  Association  on  an 
approval  program,  eventually  lead- 
ing to  a standard  medical  assisting 
curriculum. 

Applications  and  information 
about  the  Scholarship  Loan  Fund 
may  be  obtained  from  American  As- 
sociation of  Medical  Assistants,  200 
E.  Ohio  St.,  Chicago  60611. 
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Affiliation  Agreement 
Approved  For  Schools 

An  agreement  providing  for  the 
interchange  of  medical  staff,  interns, 
and  resident  physicians  between 
The  University  of  Texas  Medical 
School  at  San  Antonio  and  the  US 
Air  Force  School  of  Aerospace  Medi- 
cine at  Brooks  Air  Force  Base  near 
San  Antonio  was  approved  Aug.  1 by 
the  Board  of  Regents  of  the  UT 
System. 

Extending  for  one  year  and  re- 
newable annually,  the  affiliation  calls 
for  sharing  certain  facilities  and  re- 
sources “in  the  interests  of  the  ad- 
vancement of  patient  care,  research, 
training  skills,  and  medical  knowl- 
edge.” 

Members  of  the  medical  staff  at 
each  school  will  be  available  as 
consultants  and  teachers,  and  stu- 
dents from  the  UT  Medical  School 
will  be  allowed  access  to  training 
facilities  and  talents  of  the  teaching 
staff  “to  the  maximum  extent”  per- 
mitted by  US  Air  Force  regulations. 

The  UT  Medical  School  also  has 
agreed  to  make  available  its  re- 
search facilities,  staff,  and  equip- 
ment for  cooperative  studies  which 
are  deemed  appropriate  by  the 
school’s  dean.  Dr.  F.  C.  Pannill,  Jr. 

UT  Regents  Award 
Building  Contracts 

Contracts  at  a total  cost  of  almost 
$71/^  million  have  been  awarded  by 
The  University  of  Texas  Board  of 
Regents  for  two  major  building  proj- 
ects on  the  campus  of  the  UT  South- 
western Medical  School  at  Dallas. 

The  T.  C.  Bateson  Construction 
Co.  and  Bateson-Cheves  Construc- 
tion Co.  of  Dallas  were  awarded  a 
contract  for  $7,041,800  to  construct 
the  new  Basic  Sciences  Research 
Bldg.  To  be  erected  to  the  west  of 
present  campus  buildings,  the  re- 
search building  will  house  the 
school’s  departments  of  anatomy, 
physiology,  biochemistry,  and  phar- 
macology. Architect  is  George  L. 
Dahl.  Plans  for  including  a new  Ani- 
mal Care  Facility  in  the  building 
were  dropped  when  the  low  bid  re- 
ceived for  the  combined  project  was 
almost  $9  million.  Other  arrange- 
ments for  the  facility  will  be  made 
at  a later  date. 

A contract  for  $421,000  to  con- 
struct an  additional  floor  on  the 
Cary  Bldg,  was  awarded  to  Joe  Funk 
Construction  Engineers,  Inc.,  of  Dal- 
las. The  addition  will  house  the 
medical  school’s  new  computer  cen- 
ter. 


Study  Shows  Children 
Lacking  Psychiatric  Help 

At  least  two-thirds  of  the  children 
under  18  in  the  United  States  who 
need  psychiatric  care  are  not  getting 
it,  according  to  a study  by  the  Na- 
tional Institute  of  Mental  Health. 

The  study  analyzed  1966  figures 
(the  latest  available)  and  found  that 
473,000  of  the  70  million  children 
in  this  age  group  received  some  ser- 
vice at  a psychiatric  facility.  But,  it 
concluded,  1,400,000  youngsters 
should  have  received  care  that  year, 
based  on  estimates  that  2%  of  all 
school  children  need  psychiatric 
help  of  some  sort. 

If  the  child  population  continues 
to  grow  at  its  present  rate,  by  1975 
there  will  be  77,845,000  children 
under  18  and  at  least  1,500,000  of 
them  will  need  psychiatric  help.  If 
current  manpower  trends  also  con- 
tinue, there  will  not  be  enough  men- 
tal health  professionals  to  provide 
services  even  at  the  current  level, 
the  report  notes. 

Investigators  in  the  Biometry 
Branch  at  NIMH  arrived  at  these 
and  other  conclusions  through  a 
statistical  analysis  of  the  use  of  psy- 
chiatric facilities  by  children  under 
18  in  the  United  States. 

Their  findings  led  to  a number  of 
suggestions  for  improving  the  men- 
tal health  care  of  children:  (1)  that 
systematic  case-finding  techniques 
be  devised  to  identify  children  who 
need  treatment,  (2)  that  more  effec- 
tive treatment  techniques  and  ex- 
panded resources  be  developed  for 
large  numbers  of  young  patients 
from  widely  varying  economic  and 
social  backgrounds,  and  (3)  that 
consideration  be  given  to  the  train- 
ing of  mental  health  non-profession- 
als to  assume  selected  responsibili- 
ties in  treatment  and  rehabilitation 
programs  for  the  mentally  ill  child 
and  his  family. 

Information  gathered  in  the  proj- 
ect will  be  used  by  the  Joint  Com- 
mission on  Mental  Health  of  Chil- 
dren in  its  study  of  resources  for 
combating  emotional  illness  in 
youngsters,  and  by  the  NIMH  to 
guide  its  child  programs. 

The  report  offers  extensive  data 
on  the  age,  sex,  diagnosis,  and 
other  characteristics  of  children 
cared  for  at  outpatient  psychiatric 
clinics,  state  and  county  mental 
hospitals,  private  mental  hospitals, 
and  psychiatric  services  in  general 
hospitals. 

According  to  the  report,  84%  of 
the  children  receiving  care  in  a psy- 
chiatric facility  in  1966  were  seen 


on  an  outpatient  basis  and  14% 
were  hospitalized.  Two  percent  re- 
ceived care  in  residential  treatment 
centers  for  children.  The  report 
points  out  that  two-thirds  of  the 
children  receiving  care  were  boys.  It 
notes,  also,  that  admission  rates  for 
children  to  both  outpatient  and  in- 
patient psychiatric  facilities  have  at 
least  doubled  during  the  last  dec- 
ade. 

Single  copies  of  Utilization  of  Psy- 
chiatric Facilities  by  Children:  Cur- 
rent Status,  Trends,  Implications 
(Public  Health  Service  Publication 
No.  1868)  may  be  obtained  free  of 
charge  from  the  National  Institute 
of  Mental  Health,  5454  Wisconsin 
Ave.,  Chevy  Chase,  Md.  20015.  Mul- 
tiple copies  may  be  purchased  for 
750  each  from  the  Superintendent 
of  Documents,  Government  Printing 
Office,  Washington,  D.C.  20402. 

Admissions  to  Hospitais 
Continue  Upward  Trend 

Hospital  utilization  continued  to 
increase  in  the  first  quarter  of  1969, 
according  to  “Hospital  Indicators,” 
a monthly  report  appearing  in  the 
June  16  issue  of  Hospitals,  Journal 
of  the  American  Hospital  Associa- 
tion. 

The  report,  based  on  a continuing 
survey  of  650  community  hospitals, 
shows  a total  of  7,087,462  admis- 
sions to  the  nation’s  short-term  com- 
munity hospitals  in  the  first  three 
months  of  1969.  That  is  a 2.1% 
increase  over  the  6,941,114  admis- 
sions reported  in  the  comparable 
period  of  1968. 

The  number  of  persons  65  and 
over  admitted  to  hospitals  in  1969’s 
first  quarter  was  1,498,949,  or  5% 
more  than  in  1968’s  first  quarter. 
These  older  persons  stayed  in  the 
hospital  an  average  of  13.4  days, 
while  persons  under  65  had  an  aver- 
age stay  of  7 days. 

Visits  to  hospital  outpatient  de- 
partments were  still  on  the  increase 
from  January  through  March,  with 
27,887,844  such  visits  being  re- 
corded. The  total  is  5.1%  higher 
than  the  26.5  million  visits  reported 
in  1968’s  first  quarter. 

Hospitals  are  experiencing  in- 
creased expenses  in  providing  care 
to  both  inpatients  and  outpatients. 
Their  total  expenses  in  the  early 
months  of  1969  were  $4,051,249,- 
000,  or  16.5%  more  than  in  the 
first  quarter  of  1968. 

According  to  “Indicators,”  hos- 
pital expenses  are  continuing  to  in- 
crease, but  not  as  rapidly  as  in  re- 
cent years. 
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LSD  Found  Overrated 
As  Cure  for  Alcoholism 

LSD  is  highly  overrated  as  a cure 
for  alcoholics.  Veterans  Administra- 
tion psychiatrists  were  told  April  2. 

Optimistic  reports  have  been 
made  about  the  drug’s  influence  as 
a treatment  for  alcoholism,  but 
follow-up  studies  at  VA’s  hospital  in 
Topeka,  Kan.,  indicate  that  patients 
on  sugar  pills  do  just  as  well. 

The  report  on  LSD  was  one  of 
four  research  papers  on  alcoholism 
presented  during  a 3 day  meeting  of 
medical  researchers  at  Houston’s 
Sheraton-Lincoln  Hotel. 

The  28  reports  on  results  of  psy- 
chiatric studies  being  carried  out  at 
VA’s  166  hospitals,  presented  at 
the  meeting  were  grouped  into  four 
major  categories:  animal  experi- 
ments that  relate  to  psychiatry,  re- 
ports on  treatment  techniques,  char- 
acteristics of  mental  patients,  and 
physiology  and  pharmacology  in 
mental  illness. 


Persons  May  Donate 
Blood  through  Age  65 

Americans  in  good  health  may 
now  be  blood  donors  until  their  66th 
birthday.  In  the  past,  the  60th  or 
61st  birthday  signaled  the  end  of 
eligibility  for  donating  of  blood. 

A joint  announcement  of  this  lib- 
eralization of  medical  standards  for 
blood  was  made  June  26  by  the 
American  Association  of  Blood  Banks 
in  Chicago  and  by  the  American  Na- 
tional Red  Cross  in  Washington, 
D.C.  The  two  organizations  together 
collect  and  process  90%  of  the 
more  than  6,500,000  pints  of  blood 
used  annually  for  surgery  and  ther- 
apy in  US  hospitals. 

“This  extension  of  the  eligible  age 
limit  for  blood  donors  is  in  recogni- 
tion of  two  facts,”  explained  Dr. 
Frank  Coleman  of  Tampa,  Fla.,  pres- 
ident of  the  blood  banks  associa- 
tion. “First,  that  the  need  for  blood 
is  constantly  increasing  at  a rate  of 
about  12%  annually.  Second,  that, 
thanks  to  better  medical  care,  bet- 
ter nutrition  and  other  factors,  Amer- 
icans are  living  longer  and  also  keep- 
ing their  health  and  vigor  longer  than 
in  the  past.” 

Donors  66  years  of  age  or  over, 
under  the  new  AABB  and  ARC  poli- 
cies, may  continue  to  give  blood  if 
they  obtain  the  written  consent  of 
their  personal  physician  on  the  day 
of  donation. 

Donors  must  be  in  good  health, 
have  normal  temperature,  pulse  and 


blood  pressure,  and  meet  the  other 
requirements  for  blood  donors. 

State  laws  generally  require  blood 
donors  to  be  21  years  old  or  to  have 
parental  consent  to  give  between 
ages  18  and  21.  A number  of  states, 
however,  including  California,  Kan- 
sas, Washington,  New  York,  Indiana, 
Oklahoma,  Minnesota,  and  Oregon, 
recently  enacted  legislation  permit- 
ting those  18  to  21  to  give  without 
parental  consent.  In  some  states 
those  of  this  age  who  can  give  blood 
must  be  self-supporting  and  living 
away  from  home. 

Medical  School  Library 
Receives  Gift  of  Books 

The  University  of  Texas  Board  of 
Regents  has  presented  a resolution 
of  appreciation  to  the  Bexar  County 
Medical  Library  Association  for  its 
gift  of  library  materials  to  the  UT 
Medical  School  at  San  Antonio.  John 
Peace,  San  Antonio  member  of  the 
UT  Board  of  Regents,  made  the 
presentation  to  Dr.  John  H.  Bohm- 
talk,  president  of  the  Bexar  County 
Medical  Society,  and  to  Dr.  John  L. 
Matthews,  president  of  the  Bexar 
County  Medical  Library  Association. 

The  association  has  given  the 
school  library  all  journals  over  five 
years  old  and  all  except  rare  and 
donated  books  or  those  not  deemed 
necessary  to  the  operation  of  the 
library.  In  return,  the  UT  Medical 
School  will  provide  Bexar  County 
Medical  Society  members  with  bor- 
rowing privileges,  reference  and  in- 
formation services,  use  of  facilities, 
and  inter-library  loan  services.  The 
new  school’s  growing  biomedical  li- 
brary now  houses  more  than  32,000 
volumes  and  subscribes  to  1,504 
periodicals. 

NIMH  Publishes  Book 
On  Psychiatry  in  USSR 

The  recently  published  Special  Re- 
port: First  United  States  Mission  on 
Mental  Health  to  the  U.S.S.R.  spot- 
lights the  Mission’s  visit  to  the  So- 
viet Union  in  September,  1967,  un- 
der the  chairmanship  of  Dr.  Stanley 
F.  Yolles,  director  of  the  National  In- 
stitute of  Mental  Health.  The  book, 
illustrated  with  many  photographs 
of  Russian  psychiatric  personnel  and 
facilities,  reports  the  observations 
of  the  delegation  and  compares  and 
contrasts  the  organization  and  de- 
livery of  mental  health  services  in 
Russia  with  the  provision  of  mental 
health  care  in  the  United  States. 

Members  of  the  delegation  were: 
Dr.  Yolles;  Dr.  Walter  E.  Barton,  med- 


ical director,  American  Psychiatric 
Association;  Hon.  David  L.  Bazelon, 
chief  judge,  US  court  of  appeals  for 
the  District  of  Columbia  circuit;  Mike 
Gorman,  executive  director,  National 
Committee  Against  Mental  Illness; 
Dr.  Alan  D.  Miller,  commissioner. 
New  York  State  Department  of  Men- 
tal Hygiene;  Dr.  Phillip  Sirotkin 
(PhD),  associate  director.  National 
Institute  of  Mental  Health;  and  Dr. 
Harold  M.  Visotsky,  director,  Illinois 
Department  of  Mental  Health. 

The  report  concentrates  on  the 
organization,  structure,  and  delivery 
of  mental  health  services  in  the 
USSR,  but  includes  as  well  some  ob- 
servations on  Soviet  mental  health 
research  and  therapy.  A major  sec- 
tion of  the  book  concerns  the  inter- 
face between  Russian  psychiatry  and 
the  law. 

The  181-page,  hard-bound  book 
(Public  Health  Service  Publication 
No.  1,893)  is  available  from  the 
Superintendent  of  Documents,  Gov- 
ernment Printing  Office,  Washing- 
ton, D.C.  20402,  for  $3.50. 

Mental  Health  Institute 
Issues  Program  Reports 

The  third  in  a series  of  Mental 
Health  Program  Reports  has  just 
been  released  by  the  National  Insti- 
tute of  Mental  Health. 

This  460-page,  paperback  book 
contains  progress  reports  of  repre- 
sentative research,  training,  and 
service  programs  conducted  or  sup- 
ported by  NIMH. 

Prepared  by  science  writers  and 
based  on  intensive  interviews  with 
scientists,  clinicians,  and  training 
directors.  Mental  Health  Program  Re- 
ports is  written  in  easily  understood 
language. 

Among  the  20  reports  included  in 
this  third  annual  volume  are:  sur- 
vey of  American  drinking  practices, 
origins  of  aggressive  behavior,  la- 
bor union  mental  health  program, 
characteristics  of  people  who  com- 
mit suicide,  aftermath  of  barbitu- 
rate tolerance,  role  of  biological 
clocks  in  mental  and  physical  health, 
and  effects  of  childhood  influences 
upon  intelligence,  personality,  and 
mental  health. 

Single  copies  of  the  new  edition 
and  of  the  first  two  annual  volumes 
of  Mental  Health  Program  Reports 
(Nos.  1 and  2)  are  available  free  of 
charge  from  the  Information  Services 
Program  of  NIMH.  Multiple  copies 
are  for  sale  by  the  Superintendent 
of  Documents,  US  Government  Print- 
ing Office,  Washington,  D.C.  20402, 
at  various  costs. 
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MEDICINE  IN  LITERATURE 


BOOKS  DEAL  WITH  VARIOUS  TYPES  AND  USES  OF  SURGERY 


Surgery  of  the  Adrenal  Glands,  Law- 
rence W.  O'Neal,  ed.,  295  pp., 
illus.,  St.  Louis,  The  C.  V.  Mosby 
Co.,  1968,  $19.50. 

ALTHOUGH  PRIMARILY  designed  for 
surgeons,  this  book  deals  with  adre- 
nal pathology  and  physiology,  as 
well  as  the  essential  ways  in  which 
clinical  and  laboratory  evaluation  of 
the  patient  helps  to  differentiate  be- 
tween surgical  and  non-surgical 
adrenal  disease.  As  the  editor  and 
principal  contributor  points  out,  suc- 
cessful care  of  patients  with  surgical 
disease  of  the  adrenal  glands  re- 
quires more  than  a knowledge  of 
anatomy  and  technique. 

Attached  to  the  book  is  a useful 
appendix  giving  normal  laboratory 
values  and  interfering  substance  in 
the  various  tests  used  in  evaluating 
adrenal  function.  The  chapter  on 
operative  techniques  is  much  briefer 
than  one  would  expect  in  a book 
designed  and  written  by  a surgeon; 
operative  and  postoperative  compli- 
cations are  barely  mentioned.  Also, 
the  illustrations  of  the  surgical  pro- 
cedures are  quite  sketchy. 

A.  O.  SINGLETON,  JR.,  M.D., 
Galveston. 


Surgery  for  Thoracic  Disease,  an 
Outline,  Robert  R.  Shaw,  141  pp., 
illus.,  Springfield,  III.,  Charles  C 
Thomas,  Publisher,  1968,  $7. 

EXCELLENTLY  ORGANIZED,  quite 
complete  and  yet  concise,  this  book- 
let is  divided  into  the  following  chap- 
ters; Trauma  to  the  Thorax,  Pul- 
monary Tuberculosis,  Bacterial  Pul- 
monary Infections,  Chronic  Fibroid 
Pneumonitis,  Acquired  Cyst  of  the 
Lung,  Mycotic  and  Parasitic  Dis- 
eases of  the  Chest,  Empyema  of  the 
Pleura,  Respiratory  Tract — Congeni- 
tal Anomalies  or  Malformations, 
Chest  Wall  Mediastinum,  Tumors  of 
the  Lung,  Esophagus,  and  Dia- 
phragm. The  booklet  is  strictly  an 
outline,  and  any  acquaintance  of 
Dr.  Shaw  knows  that  he  could  write 
a treatise  or  give  a fascinating 
hour’s  lecture  from  the  notes  on  any 
page  of  it. 


The  student  or  intern  would  find 
the  outline  helpful  only  in  determin- 
ing what  detailed  information  is  re- 
quired on  any  particular  subject. 
However,  to  the  senior  resident  or 
junior  instructor,  this  outline  should 
be  invaluable  for  both  bedside  and 
didactic  conference  presentations. 
The  chapter  on  the  chest  wall  is  par- 
ticularly outstanding  because  it  con- 
tains considerable  information  usual- 
ly absent  in  texts  devoted  to  the 
thoracic  content.  This  book  is  highly 
recommended. 

FRED  H.  AVES,  M.D., 
Houston. 


Spare-part  Surgery,  Donald  Long- 
more,  192  pp.,  illus..  Garden  City, 
N.  Y.,  Doubleday  & Co,,  Inc., 
1968,  $5.95. 

THIS  MONOGRAPH  is  a concise  dis- 
tillate of  the  sum  of  medical  knowl- 
edge pertaining  to  the  use  of  artifi- 
cial and  living  tissues  to  replace  dis- 
eased organs;  however,  this  field 
has  advanced  so  rapidly  that  parts 
of  the  book  were  almost  out  of  date 
before  printing.  The  illustrations  are 
numerous  and  excellent. 

The  mechanism  of  the  immune 
reaction  to  the  extent  that  it  is  now 
known,  is  clearly  presented,  and  the 
current  methods  and  future  lines  of 
investigation  for  overcoming  this  re- 
action are  discussed.  The  types, 
uses,  limitations,  and  challenges  for 
the  future  of  life-support  machines, 
mechanical  implants,  internal  pros- 
theses,  and  artificial  limbs  are  de- 
tailed. 

Two  chapters  are  devoted  to  ho- 
mografts of  bones,  eyes,  arteries, 
heart  valves,  kidneys,  and  include 
transfusions.  Animal  experimenta- 
tion with  heart  and  lung  transplants 
and  the  challenge  of  applying  these 
to  man  are  presented;  however,  the 
book  evidently  was  written  before 
the  first  human  heart  transplants 
since  they  are  not  mentioned. 

The  author  concludes  with  the 
prediction  that  advances  in  the  un- 
derstanding of  molecular  biology 
will  now  rapidly  develop,  thus  open- 
ing the  way  to  more  successful  proj- 


ects in  this  young  technology.  He 
briefly  presents  the  ethical,  legal, 
and  financial  problems  that  will  be- 
come increasingly  complex  with 
each  achievement;  and  he  proposes 
that  more  sophisticated  tissue  typ- 
ing will  open  the  way  to  a World 
Tissue  Service. 

ROBERT  MAYO  TENERY,  M.D., 
Waxahachie,  Tex. 

Synopsis  of  Surgery,  Richard  D. 
Liechty  and  Robert  T.  Soper, 
1,091  pp.,  illus.,  St.  Louis,  The  C. 
V.  Mosby  Co.,  1968,  $12.50. 

STUDENTS  SEARCHING  for  a quick 
source  of  knowledge  will  treasure 
this  volume.  The  first  ten  chapters 
deal  with  those  aspects  of  surgery 
which  are  common  to  all  specialties. 
The  remaining  32  chapters  review 
the  entire  gamut  of  surgery  by  or- 
gan systems  and  by  subspecialties. 
The  authors  utilize  clever  teaching 
aids  to  describe  surgical  pathophys- 
iology lucidly.  Excellent  illustrations 
clarify  complex  problems. 

The  book  is  very  readable  and 
well  organized  and  will  be  useful  to 
teachers  as  well  as  to  students. 

MEMORIAL  LIBRARY  STAFF 


Todd-Sanford  Clinical  Diagnosis  by 
Laboratory  Methods,  ed.  14,  I. 
Davidsohn  and  J.  B.  Henry,  eds., 
1,308  pp.,  illus.,  Philadephia,  W. 
B.  Saunders  Co.,  1969,  $24. 

HANDSOMELY  PUBLISHED,  this 
14th  edition  is  crammed  with  a vast 
amount  of  information  gathered 
from  29  contributors.  Compared 
with  the  previous  edition,  this  one 
has  more  and  larger  pages,  more 
words  per  page,  and  more  and  long- 
er chapters.  Almost  everything  has 
been  rewritten.  Many  new  tests  are 
recorded,  and  clinical  aspects  and 
physiological  and  biochemical  mech- 
anisms are  increasingly  emphasized. 
Among  the  noteworthy  new  chapters 
are  those  on  spectrophotometric  in- 
strumentation, examination  of  am- 
niotic  fluid,  cytogenetics,  and  the 
planning  of  a diagnostic  laboratory. 

MEMORIAL  LIBRARY  STAFF 
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WHAT  ARE  AMPHETAMISES? 

When  drug  abuse  is  mentioned,  most  people  automa- 
tically think  of  the  ‘"hard”  drugs— opium,  morphine  and 
heroin.  Few  people  consider  the  many  non-narcolic 
drugs  which,  when  administered  in  the  proper  doses 
under  a physician’s  care.Tiavc  a therapeutic  cffccl.  How- 
ever. when  abused  — taken  without  professional  super- 
vision—these  drugs  can  aggravate  personal  and  social 
problems.  Among  the  most  widely  abused  non-narcotic 
drugs  arc  amphetamines,  commonly  called  “pep-pills." 

Amphetamines  have  chemical  properties  ihat  stimu- 
late (speed)  the  actions  of  ihc  central  nervous  system. 
In  many  ways,  the  effects  of  amphetamines  contrast 
with  those  of  another  non-narcotic  drug— barbiturates; 
barbiturates  slow  down  (depress)  the  actions  of  the 
central  nervous  system. 

WHY  DO  DOCTORS  PRESCRIBE 
AMPHETAMINES? 

Amphetamines  are  used  medically  to  ( ) ) curb  the  appe- 
tite when  weight  reduction  is  necessary : (2)  relieve  mild 
depression;  and  (3)  keep  palients  awake  m narcolepsy 
— a disease  characterized  by  uncontrollable  desire  to 
sleep. 

Although  the  efficacy  of  amphetamines  in  these  cases 
has  not  been  questioned,  controversy  surrounds  their 
ultimate  value  since,  when  taken  over  a long  period  of 
time,  the  patient  might  develop  dependence  upon  the 
drug— particularly  if  he  violates  his  physician's 
precautions. 
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WHAT  IS  MARIHUANA? 
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ABUSED? 
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W}^AT  ARl  THE  EFFECTS  OF  LSD? 

Although  much  research  must  still  be  done  regarding 
the  effects  of  LSD.  important  information  has  already 
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B8RB|tUR3TB^ 


WHAT  ARE  BARBITURATES? 

When  administered  under  a doctor’s  direction,  barbi- 
turates have  proven  to  be  effective  therajjcutic  drugs 
for  a variety  of  medical  problems.  However,  barbiturate 
abuse — unsupervised  self-medication— presents  a dan- 
ger at  least  as  great  as  narcotic  abuse.  Extreme  mental 
and  emotional  confusion  with  eventual  tragic  conse- 
quences (death  is  not  uncommon)  may  result  from 
abuse  of  barbiturates. 

Barbiturates  are  the  main  depressant  drugs  used  in 
medical  practice  today  to  sedate  or  to  calm  patients 
and/or  to  induce  or  produce  sleep.  Their  effect  is 
opposite  to  that  of  amphetamines;  amphetamines  stim- 
ulate the  central  nervous  system  while  barbiturates  act 
as  depressants- slow  down  the  actions  of  Ihc  central 
nervous  system. 

HOW  ARE  BARBITURATES  ABUSED:' 

Some  people  have  used  the  sedative  or  hypnotic  effect 
of  barbiturates  as  a way  to  escape  serious  personal 
problems;  others  take  barbiturates  to  counteract  the 
effect  of  stimulant  drugs  such  as  amphetamines,  estab- 
lishing a cyclical  pattern  of  sedation-stimulation. 

Frequently,  barbiturates  are  used  in  combination 
with  other  drugs,  mainly  alcohol  and/or  opiates,  both 
by  thrill  seekers  and  chronic  drug  abusers.  Such  experi- 
mental combinations  are  extremely  hazardous  since  all 
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•LUE-SNIFFING? 

inhalation  of  fumes  from  model  airplane 
, from  gasoline,  paint  thinner,  and  lighter 
I as  "glue-sniffing."  Model  airplane  glue 
Tipounds  contain  solvents  such  as  alcohol, 
nd  toluene  which,  through  their  rapid 
ire  readily  inhaled. 

' glue  is  squeezed  onto  a piece  of  cloth  or 
m which  the  fumes  arc  inhaled,  although 
paint  thinner  are  often  inhaled  directly 
• cans.  Regardless  of  the  compound,  in- 
ninued  until  the  desired  effects — ranging 
3xication  to  more  acute  disorientation— 

ECTS  RESULT  FROM 
YING? 

t symptoms  of  glue-sniffing  are  simlilar 
iated  with  alcoholic  intoxication,  includ- 
if  muscular  coordination;  slurred  speech; 
; a ringing  in  the  ears;  mild  hallucina- 
and  depression.  These  intoxication-like 
for  about  30  to  45  minutes,  depending 
unt  inhaled. 

tage,  lasting  an  hour  or  more,  usually 
characterized  by  drowsiness,  stupor,  or, 
>,  unconsciousness.  After  recovery,  the 
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Millions  of  Americans  are  abusing  drugs 


Drug  abuse  has  emerged  into  sharp  focus  as  a 
difficult  problem  of  growing  concern  to  the  medical 
profession  and  the  public.  Of  particular  concern  is 
the  fact  that  many  young  people  today  are  experi- 
menting with  marihuana  and  a wide  array  of  other 
drugs.  Although  many  are  highly  sophisticated,  young 
people  are  not  truly  aware  of  the  dangers  posed  by 
abuse  of  drugs. 


Because  of  the  severity  of  the  problem  and  the 
confusion  which  exists,  in  many  quarters,  about 
whether  certain  drugs  are  truly  dangerous,  there  is 
an  urgent  need  for  intensive  public  education. 

The  five  leaflets  shown  above  provide  facts  that 
will  be  eagerly  received  by  the  public.  Order  the 
quantity  you  need  today.  There  is  no  charge. 


ORDER  THESE  PAMPHLETS  TODAY— FREE— FROM  TMA! 
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TEXAS  MEDICINE 


Instructions  for  Patients,  H.  Winter 
Griffith,  670  pp.,  Philadelphia,  W. 
B.  Saunders  Co.,  1968,  $25. 

THE  AUTHOR  compiled  in  loose-leaf 
manual  form  this  collection  of  in- 
struction sheets  designed  to  be 
copied  and  given  to  patients.  These 
instructions  are  not  intended  to  take 
the  place  of  talking  \with  the  patient 
but,  rather,  to  make  it  possible  to 
talk  with  the  patient  only  once. 

Some  244  clinical  entities  are  cov- 
ered under  the  broad  headings  of 
internal  medicine,  pediatrics,  sur- 
gery, dermatology,  obstetrics,  gyne- 
cology, orthopedics,  ophthalmology, 
otolaryngology,  urology,  radiology, 
and  others. 

MEMORIAL  LIBRARY  STAFF 

The  Evolution  of  Preventive  Medicine 
in  the  United  States  Army,  1607- 
1939,  Stanhope  Bayne-Jones,  Col. 
Robt.  S.  Anderson  (ed. -in-chief), 
255  pp.,  Washington,  D.C.,  Office 
of  the  Surgeon  General,  Depart- 
ment of  the  Army,  1968,  $2.50. 

A SUMMARY  in  some  250  informa- 
tion-packed pages,  this  book  pre- 
sents a review  of  extensive  source 
material.  Anyone  describing  the 
book  is  perhaps  bound  to  fall  short 
of  disclosing  the  magnitude  of  its 
content.  However,  one  gains  assur- 
ance in  knowing  that  the  author  had 
ready  access  to  the  National  Library 
of  Medicine  and  to  the  historical 
unit  of  the  US  Army,  the  latter  being 
more  familiar  to  me.  The  book  is  at 
once  interesting,  informative,  and 
worthwhile. 

It  is  an  enlightening  and  absorb- 
ing experience  to  realize  how  mea- 
ger preventive  medicine  really  was 
during  the  Colonial  Period  from  1607 
to  1775.  In  this  early  period  scurvy 
was  treated  by  the  use  of  citrus 
fruits  and  other  vitamin  C sources. 
Elementary  principles  of  sanitation 
began  in  connection  with  military 
activities,  and  medical  schools  first 
appeared. 

Military  hygiene  was  practiced 
from  1775  to  1812,  and  a Medical 
Department  of  the  Army  was  estab- 
lished in  this  period.  The  Army  used 
inoculation  against  smallpox  in  1777 
and  thus  began  the  acceptance  of 
vaccination.  Jennerian  vaccination 
procedures  were  established  in  1812. 

From  1812  to  1860  improvement 
in  sanitation  resulted  from  experi- 


ences in  the  War  of  1812,  the  Mexi- 
can War,  and  the  Crimean  War.  The 
Mexican  War  brought  about  the 
study  of  tropical  and  semitropical 
climates  and  of  the  effect  of  arid 
conditions  on  diseases.  The  gather- 
ing of  vital  statistics  included  the 
diseases  encountered  and  morbidity 
and  mortality  rates. 

Real  accomplishment  in  the  pre- 
vention of  disease  accelerated  from 
1860  to  1917.  Discoveries  by  Louis 
Pasteur,  Robert  Koch,  and  others  in 
the  bacteriological  causes  of  disease 
laid  the  ground  work  for  the  control 
and  management  of  such  diseases 
as  TB,  tetanus,  diphtheria,  typhoid 
fever,  and  others.  Lord  Joseph  Lis- 
ter’s discoveries  regarding  asepsis 
and  antisepsis,  together  with  dis- 
coveries of  ether  and  chloroform 
anesthesia,  set  the  stage  for  surgi- 
cal progress  in  disease  control  and 
management. 

Walter  Reed,  A.  Agramonte,  Wil- 
liam C.  Gorgas,  and  others  contrib- 
uted to  the  control  of  malaria,  ty- 
phoid, and  yellow  fever.  Over-all  im- 
provement of  medical  statistics  as- 
sisted immeasurably  in  research: 
and  studies  by  the  Army  Medical 
Museum,  established  in  1862,  con- 
tributed much  to  preventive  medi- 
cine and  eventually  resulted  in  the 
establishment  of  the  Armed  Forces 
Institute  of  Pathology. 

Chemotherapy  and  antibiotics 
came  into  use  between  1917  and 
1939.  Sulfa  drugs,  penicillin,  and  a 
whole  battery  of  antibiotics,  many  of 
which  are  still  being  developed,  fur- 
ther advanced  disease  control  and 
prevention.  Rapid  advances  in  all 
directions  make  this  period  of  medi- 
cal development  an  exciting  and  a 
challenging  one. 

JOE  C.  RUDE,  M.D., 
Austin. 


Appraisal  of  Current  Concepts  in 
Anesthesiology,  vol.  4,  John  Adri- 
an! (ed.),  464  pp.,  St.  Louis,  The 
C.  V.  Mosby  Co.,  1968,  $12. 

FIFTY  separate  reviews  encompass- 
ing the  ever-enlarging  field  of  anes- 
thesiology comprise  this  book’s  con- 
tent. These  reviews  are  not  exhaust- 
ive presentations  that  attempt  to 
completely  summarize  all  of  the  lit- 
erature on  a particular  subject.  They 
have  been  prepared  by  clinicians, 
are  written  in  clinician’s  language 


and  terminology,  and  are  intended 
primarily  for  clinicians.  The  subject 
matter  is  not  directed  toward  re- 
search workers,  those  interested  in 
exhaustive  reviews,  or  those  inter- 
ested in  completeness  and  in  mas- 
sive detail  with  specific  references 
documenting  each  statement. 

The  topics  chosen  for  review 
could  have  covered  a larger  and 
more  diversified  field;  instead,  they 
place  too  much  emphasis  on  the 
editor’s  own  interests. 

However,  this  book  will  be  of  value 
to  all  who  practice  anesthesiology. 

JAMES  W.  COTTINGHAM,  M.D., 
Corpus  Christi. 


A Doctor's  Approach  to  Sensible 
Dieting  and  Weight  Control,  Paul 
G.  Neimark  in  consultation  with 
Eugene  Scheimann,  115  pp.,  illus., 
Chicago,  Budlong  Press  Co.,  1968, 
$1.75. 

THE  VERY  LATEST  in  medical  and 
scientific  findings  on  dieting  and 
weight  control  are  fused  with  a phy- 
sician’s common  sense  approach. 
Many  charts  aid  the  patient  in  mea- 
suring his  own  progress. 

Tested  on  a select  group  of 
chronically  overweight  people  before 
publication,  A Doctor’s  Approach  to 
Sensible  Dieting  and  Weight  Control 
was  found  to  be  a definite  success 
in  the  majority  of  cases. 

This  book  is  unique  because  it 
helps  that  great  number  of  people 
who  have  failed  at  dieting  and 
serves  as  a guide  to  all  individuals 
who  seek  physical  fitness  and  good 
health. 

MEMORIAL  LIBRARY  STAFF 


Historical  Aspects  of  Abdominal  In- 
juries, Frank  L.  Loria,  213  pp., 
illus.,  Springfield,  III.,  Charles  C 
Thomas,  Publisher,  1968,  $10.50. 

DIVIDED  INTO  TWO  sections,  this 
book  is  devoted  both  to  general  his- 
torical consideration  of  abdominal 
trauma  and  to  the  abdominal  gun- 
shot injuries  suffered  by  seven  no- 
tables in  American  history. 

In  section  one,  the  author  points 
out  that  the  work  of  Celsus  suggests 
that  the  ancient  Romans  had  much 
better  knowledge  of  the  treatment 
of  abdominal  trauma  than  did  the 
ancient  Greeks.  Celsus  even  de- 
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scribed  suture  of  the  intestine.  The 
author  mentions  hara  kiri,  the  Jap- 
anese national  form  of  honorable 
suicide  or  "face  saving”  by  disem- 
bow/elment;  and  he  reviews  the  dis- 
covery of  gunpowder  and  the  pistol, 
citing  an  abdominal  wound  inflicted 
by  the  first  practical  firearm,  the 
harquebus. 

The  evolution  of  anesthesia  con- 
tributed to  the  reduced  mortality  of 
abdominal  trauma.  The  book  notes 
that  Dr.  Sims,  of  speculum  fame, 
advocated  surgical  exploration  of 
penetrating  abdominal  wounds,  par- 
ticularly after  President  James  A. 
Garfield  died  under  nonoperative 
treatment.  Also,  the  American  Sur- 
gical Association  in  1887  went  on 
record  approving  surgery  on  pene- 
trating wounds  of  the  abdomen;  and 
in  World  War  I,  significant  reduction 
in  mortality  followed  the  employ- 
ment of  such  exploratory  surgery. 

The  book  goes  on  to  describe  the 
first  transfusion  used  in  abdominal 
injury  in  1915  and  to  document  the 
importance  of  antibiotics  in  abdom- 
inal trauma  following  the  discovery 
of  the  first  antibiotic,  prontosil.  The 
author  observes  that  the  many  val- 
uable lessons  learned  about  abdom- 
inal trauma  in  World  War  II  were 
carried  over  into  civilian  practice. 

The  second  segment  of  the  book 
discusses  the  wounds,  treatment, 
and  findings  in  the  abdominal  gun- 
shot injuries  of  seven  important 
American  historical  figures,  includ- 
ing Maj.  Gen.  Sir  Edward  Michael 
Pakenham,  Alexis  St.  Martin,  Col. 
James  Fisk,  Jr.,  President  Garfield, 
President  William  McKinley,  and 
Huey  P.  Long.  The  complete  opera- 
tive report  and  autopsy  findings  in 
the  death  of  Lee  Harvey  Oswald  are 
also  related. 

JOE  T.  GILBERT,  M.D., 
Austin. 


Hearing  Mechanisms  in  Vertebrates, 
Ciba  Foundation  Symposium,  A. 
V.  S.  de  Reuch  and  Julie  Knight 
(eds.),  320  pp.,  illus.,  Boston, 
Little,  Brown  and  Co.,  1968,  $12. 

THIS  FOURTH  VOLUME  in  a series 
of  symposia  on  sensory  function 
covers  the  evolutionary  hierarchy  of 
the  hearing  mechanism  in  nonmam- 
malian vertebrates  and  mammals; 
the  afferents  and  efferents  in  the 
auditory  nerve  itself;  and  the  orien- 


tation and  auditory  discrimination 
through  sound  localization.  The  book 
also  contains  information  on  control 
mechanisms  of  the  auditory  path- 
way, the  auditory  response  in  the 
human  cortex,  and  cortical  repre- 
sentation with  acknowledgment  of 
the  possible  related  functions  of  the 
cochlear  efferent  fibers. 

Because  the  book  is  a compila- 
tion of  both  factual  and  speculative 
material,  the  reader  will  be  made 
aware  of  recent  developments  in  the 
field  and  guided  to  areas  of  poten- 
tial research. 

MEMORIAL  LIBRARY  STAFF. 


Medical  Stamps,  Handbook  No.  63, 
E.  Willis  Hainlen,  ed.,  Vol.  3,  86 
pp.,  illus.,  Milwaukee,  American 
Topical  Association,  Inc.,  1968, 
$5. 

THE  AMERICAN  Topical  Association, 
9,000-member  topical  stamp  collec- 
tors’ organization,  provides  a wide 
range  of  medical  philatelic  informa- 
tion in  the  86  well  illustrated  pages 
of  this  handbook. 

“An  International  Medical  Phila- 
telic Bibliography”  by  Dr.  Morris  M. 
Weiss  is  a comprehensive  compila- 
tion of  nearly  1,500  reference  arti- 
cles published  in  the  scientific,  lay, 
trade,  and  philatelic  journals.  The 
bibliography  is  a valuable  asset  to 
every  medical  collector  and  is  a 
useful  tool  to  medical  and  phila- 
telic libraries,  public  and  private. 

MEMORIAL  LIBRARY  STAFF 


Current  Therapy  1969,  Howard  F. 

Conn  (ed.),  945  pp.,  Philadelphia, 

W.  B.  Saunders  Co.,  1969,  $15. 

ALTHOUGH  therapeutic  methods 
from  all  corners  of  the  world  are 
constantly  changing,  the  latest  edi- 
tion of  Current  Therapy  continues  to 
bring  the  busy  physician  concise 
information  in  one  volume.  Tradi- 
tional therapy  and  modern  advances 
are  combined  in  a well-balanced 
treatise  on  the  management  of  dis- 
ease. 

Of  the  304  articles  in  Current 
Therapy  1969,  257  are  new;  of  the 
articles  carried  over  from  the  previ- 
ous year,  many  have  been  carefully 
revised. 

MEMORIAL  LIBRARY  STAFF 


NEW  BOOKS 
IN  TMA  LIBRARY 

American  Academy  of  Orthopaedic 
Surgeons:  Symposium  on  Sports 
Medicine,  Oklahoma  City,  August, 
1967,  St.  Louis,  The  C.  V.  Mosby 
Co.,  1969. 

Artz,  C.  P.,  and  Hardy,  J.  D.,  (eds.); 
Complications  in  Surgery  and  Their 
Management,  ed.  2,  Philadelphia, 
W.  B.  Saunders  Co.,  1967. 

Lancaster,  F.  W.,  National  Library  of 
Medicine:  Information  Retrieval 
Systems  — Characteristics,  Testing 
and  Evaluation,  New  York,  John 
Wiley  & Sons,  Inc.,  1968. 

Loraine,  J.  A.,  and  Bell,  E .T.:  Fer- 
tility and  Contraception  in  the  Hu- 
man Female,  Baltimore,  The  Wil- 
liams and  Wilkins  Co.,  1968. 

Nakayama,  K.:  Atlas  of  Gastrointes- 
tinal Surgery,  ed.  1,  Philadelphia, 
J.  B.  Lippincott  Co.,  1968. 

Netter,  F.  H.:  The  Ciba  Collection  of 
Medical  Illustrations,  vol.  5,  Heart, 
Summit,  N.  J.,  Ciba  Pharmaceuti- 
cal Co.,  1969. 

Porter,  R.,  (ed.):  The  Role  of  Learn- 
ing in  Psychotherapy,  Ciba  Foun- 
dation Symposium,  Boston,  Little, 
Brown  and  Co.,  1968. 

Reid,  D.  E.,  and  Barton,  T.  C., 
(eds.):  Controversy  in  Obstetrics 
and  Gynecology,  Philadelphia,  W. 
B.  Saunders  Co.,  1969. 

Reynolds,  G.  S.:  The  Mortality  Mer- 
chants, New  York,  David  McKay 
Co.,  Inc.,  1968. 

Ritota,  M.  C.:  Diagnostic  Electro- 
cardiography, Philadelphia,  J.  B. 
Lippincott  Co.,  1969. 

Wolstenholme,  G.  E.  W.,  and  O'Con- 
nor, M.,  (ed.):  Adrenergic  Neuro- 
transmission, Ciba  Foundation 
Study  Group  No.  33,  in  honour  of 
U.  S.  von  Euler,  Boston,  Little, 
Brown  and  Co.,  1968. 


“Well,  tell  the  boys  in  the  lab 
I already  gave!" 
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TEXAS  MEDICINE 


Let’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


mg.,  mesfranol  0.1  mg 


Each  tablet  contains 


ethynodiol  diacetate 


1 


The  new  mother  needs  time . . . 
to  adjust  to  motherhood, 
to  give  her  new  baby  all  the  love 
and  attention  he  requires. 

She  needs  time  for  her  husband . . . 

and  for  herself  as  well , . . 
so  that  she  can  come  to  terms 
with  the  increased  cares 
and  responsibilities  now  facing  her. 
She  needs  time  to  decide 
when  she  will  have  additional  children 
and  how  many  she  will  have. 


© 


Your  prescription  for  Ovulen-21  gives  the  new  mother  time  to 
meet  her  family's  present  needs ...  to  plan  for  her  family's  future. 

She  can  take  Ovulen-21  confidently  and  comfortably  month 
after  month.  Its  dependability  is  enhanced  by  its  simplicity  of 
use.  A woman  needs  little  or  no  time  to  learn  the  simple  Ovulen- 
21  regimen:  three  weeks  on— one  week  off.  And  the  automatic 
record-keeping  of  the  petite,  virtually  "patient-proof"  Ovulen- 
21  Compack®  helps  to  maintain  her  schedule ...  helps  put  time 
on  her  side. 

Immediately  post  partum  Is  the  time 

It  is  the  time  when  motivation  is  highest— when  a new  mother 
needs  expert  advice  for  the  future,  so  she  can  space  her  chil- 
dren and  limit  her  family. 

It  is  also  the  most  opportune  time,  since  she  is  conveniently 
present  in  the  hospital,  for  her  to  be  given  both  instructions 
and  a prescription. 

Non-nursing  mothers  may  begin  Ovulen-21  immediately  after 
delivery,  on  the  doy  of  departure  from  the  hospital  or  at  the 
first  postpartum  visit,  as  desired.  It  is  recommended  that  nurs- 
ing mothers  begin  Ovulen-21  four  weeks  after  delivery. 

A small  fraction  of  the  hormonal  agents  in  oral  contracep- 
tive pills  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long-range  effect  on  the  nursing  infant  cannot 
be  determined  at  this  time. 

Indication-Oral  contraception. 

Confraindicafions-Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings-Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis);  if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  1968''^  estimate  there  is  a seven- to 
tenfold  Increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zatians  due  to  "idiopathic"  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  beloW: 

Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Cofegory 

Morlalily  Rates 

Hospitalization  Rotes 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral  Contraceptives 
Non-Users 

1.5/100,000 

0.2/100,000 

3.9/100,000 

0,5/100,000 

47/100,000 

5/100,000 

(t 


No  comparable  studies  are  yet  available  in  the 
United  States.  The  British  data,  especially  as  they 
indicate  the  magnitude  of  the  increased  risk  to  the 
individuol  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences 
of  spontaneously  occurring  thromboembolic  dis- 
ease may  differ. 

Discontinue  medication  pending  examination  if 
there  is  sudden  partial  or  complete  loss  of  vision, 
or  sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. Withdraw  medication  if  papilledema  or 
retinal  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
pregnancy  be  ruled  out  for  any  patient  who  has 
missed  two  consecutive  periods  before  continuing  the 
contraceptive  regimen.  If  the  patient  has  not  ad- 
hered to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contra 


size  under  the 


ceptives  has  been  identified  in  the  milk  of  mothers  receiving  these 
drugs.  The  long-range  effect  on  the  nursing  infant  cannot  be  deter- 
mined at  this  time. 

Precoutions-Pretreatment  physical  examination  should  include  spe- 
cial reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal  be 
repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  ob- 
servation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  iudiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting 


no  absolute  limiting  factor, 

although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  rel- 
evant specimens  are  submitted. 

Adverse  Reacfions-A  statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions;  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions;  cerebrovascular  accidents,  neuro-ocu- 
lar lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  re- 
ceiving oral  contraceptives;  nausea,  vomiting,  gastrointestinal  symp- 
toms (such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding, 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after 
treatment,  edema,  chloasma  or  melasma,  breast  changes  (tenderness, 
enlargement,  secretion),  change  in  weight,  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lactation  when  given  im- 
mediately post  partum,  cholestatic  jaundice,  migraine,  allergic  rash, 
rise  in  blood  pressure  in  susceptible  individuals,  mental  depression. 

Although  the  followir^g  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted;  anovulation  post  treatment,  pre- 
menstrual-like syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  ner- 
■ vousness,  dizziness,  fatigue,  backache,  hirsutism,  loss 
of  scalp  hair,  erythema  multiforme  and  nodosum, 
hemorrhagic  eruption,  itching.  The  following  laboratory 
^ results  may  be  altered  by  oral  contraceptives;  hepatic 
function;  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests;  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X;  thyroid  function;  increase 
in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T’  uptake  values,-  metyrapone  test; 
pregnanediol  determination. 

References:  1.  Inmon,  W.  H.  W.,  and  Vessey,  M.  P.; 
. ~ Brit.  Med.  J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P., 

, V"L  ^ 2d99-205  (April  27)  1968. 

, - Before  prescribing  see  complete  prescribing  information. 


, . Where  ‘‘The  Pill”  Began 

G.  D.  SEARLE  & CO.,  P.O.  Box  5110,  Chicogo,  III.  60680 


SEARLE 


972 


an  antibiotic 
you  can  use 
without  risk 
to  the  kidney 


1 


u 


PolyciUin-IV 

(sodium  ampicillin) 
the  penicillin  you  use  like  a j 
broad-spectrum  antibiotic 


PRESCRIBING  INFORMATION.  11 — 1/2/69.  For  complete  in- 
formation consult  Official  Package  Circular. 

Indications:  Infections  due  to  susceptible  strains  of  Gram- 
negative bacteria  (including  Shigellae,  S.  typhosa  and  other 
Salmonellae,  E.  coli,  H.  influenzae,  P.  mirabilis,  N.  gonor- 
rhoeae  and  N.  meningitidis)  and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpenicillinase-pro- 
ducing  staphylococci). 

Contraindications:  A history  of  allergic  reactions  to  penicillins 
or  cephalosporins  and  infections  due  to  penicillinase-produc- 
ing organisms. 

Precautions:  Typical  penicillin-allergic  reactions  may  occur, 
especially  in  hypersensitive  patients.  Mycotic  or  bacterial  su- 
permfections  rriay  occur.  Experience  in  newborn  and  prema- 
ture infants  is  limited  and  caution  should  be  used  in  treatment, 
with  frequent  organ  function  evaluations.  Safety  for  use  iri 
pregnancy  is  not  established.  In  gonorrheal  therapy,  serologic 
tests  for  syphilis  should  be  performed  initially  and  monthly  for 
4 months.  Assess  renal,  hepatic  and  hematopoietic  function 
intermittently  during  long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urticaria,  nausea,  vom- 
iting, diarrhea  and  anaphylactic  reactions.  Mild  transient  ele- 
vations of  SGOT  or  SGPT  have  been  noted.  Black  tongue  has 


been  noted  in  some  patients  receiving  the  Chewable  Tablets.  : 
Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h.  (according  to  ! 
infection  site  and  offending  organisms).  Children— 50-100  1 
mg. /Kg. /day  in  3 to  4 divided  doses  (depending  on  infection  ; 
site  and  offending  organisms).  Bacterial  meningitis— 150-200  i 
mg./  Kg./ day  in  6 to  8 divided  doses.  Children  weighing  more  ; 
than  20  Kg.  should  be  given  an  adult  dose  when  prescribing  ' 
orally.  In  parenteral  administration,  children  weighing  more  j 
than  40  Kg.  should  be  given  an  adult  dose.  Beta-hemolytic  j 
streptococcal  infections  should  be  treated  for  at  least  10  days.  ] 
Supplied:  Capsules— 250  mg.  in  bottles  of  24  and  100.  500  I 
mg.  in  bottles  of  16  and  100.  For  Oral  Suspension— 125  mg./  i 
5 ml.  in  60,  80  and  150  ml.  bottles.  250  mg./ 5 ml.  in  80  ! 
and  150  ml.  bottles.  Chewable  Tablets— 125  mg.  in  bottles  of  1 
40.  Injectable— for  I.M./I.V.  use— vials  of  125  mg.,  250  mg.,  j 
500  mg.,  and  1 Gm.  Pediatric  Drops— 100  mg./ ml.  in  20  ml.  ! 
bottles.  A.H.F.S.  Category  8:12.16 


BRISTOL  LABORATORIES 
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TEXAS  MEDICAL  ASSOCIATION  CONFERENCE 
ON  PUBLIC  AFFAIRS  AND  PUBLIC  RELATIONS 

Texas  physicians  will  concentrate  on  how  to  improve  constantly 
medical  services  rendered  to  their  respective  communities,  Oct.  4, 
at  the  Texas  Medical  Association  1969  Public  Affairs  and  Public 
Relations  Conference.  Conference  sessions  will  take  place  at  the 
TMA  Headquarters  Building,  1801  N.  Lamar  Blvd.,  Austin. 
Speakers  and  topics  are  Dr.  Max  H.  Parrott,  Portland,  Ore., 
trustee,  American  Medical  Association,  “The  Data  Mill”; 
Dr.  Robert  Haakenson  (PhD),  Philadelphia,  associate  director 
of  public  relations.  Smith  Kline  & French  Laboratories,  “Phy- 
sician and  Community  Responsibility”;  Dr.  Herbert  A.  Raskin, 
Southfield,  Mich.,  member,  AMA  committee  on  alcoholism  and 
drug  dependence,  “Problem  of  Drug  Abuse  and  Drug  Depend- 
ence”; Dr.  Charles  Max  Cole,  Dallas,  TMA  President,  “What’s 
Right  about  Texas  Medicine?”;  and  Dr.  Charles  Jarvis  (DDS), 
San  Marcos,  humorist,  “The  Abominable  Snow  Job.” 

Panel  groups  are  entitled  “Providing  Greater  Health  Manpower” 
and  “Health  Care  Costs — Responsibilities  of  the  Profession.” 
Other  Conference  weekend  activities  will  include  Orientation 
Program  for  new  and  transfer  members  of  TMA ; Conference  on 
the  Health  Aspects  of  Air  Pollution;  School  of  Instruction  and 
Executive  Board  meeting  of  the  Woman’s  Auxiliary  to  TMA; 
luncheon  for  physicians  and  guests;  hospitality  hour  sponsored 
by  TMA  and  The  Prudential  Insurance  Company  of  America; 
and  football  game  between  The  University  of  Texas  at  Austin 
and  the  US  Naval  Academy. 

Additional  information  about  the  Conference  appears  on  p.  81. 
C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin  78701,  is 
Association  Executive  Secretary. 

TEXAS  PEDIATRIC  SOCIETY 

Combined  with  the  annual  meetings  of  the  Texas  chapter  of  the 
American  Academy  of  Pediatrics  and  the  Texas  Society  of  Pe- 
diatric Surgeons,  the  Texas  Pediatric  Society  will  convene  Sept. 
25-27  at  the  Emerald  Cove  Hotel  in  Corpus  Christi.  Speaking 
on  a variety  of  topics  at  the  46th  annual  meeting  will  be  Dr. 
Abraham  M.  Rudolph,  University  of  California  at  Berkeley;  Dr. 
Harry  C.  Shirkey,  University  of  Hawaii,  Honolulu;  Dr.  J.  H. 
Louw,  University  of  Capetown,  South  Africa;  Drs.  William  T. 
Kniker  and  Michael  J.  Sweeney,  both  of  The  University  of  Tex- 
as Medical  School  at  San  Antonio;  Drs.  Luke  W.  Able  and 
James  W.  Simpson,  both  of  Baylor  College  of  Medicine,  Hous- 
ton; and  Drs.  Heinz  F.  Eichenwald,  George  W.  Dorman,  Theo- 
dore P.  Votteler,  and  Leonard  Graivier,  all  of  The  University 
of  Texas  Southwestern  Medical  School  at  Dallas.  Also  sched- 
uled are  a golf  tournament,  a tour  of  the  King  Ranch,  a patio- 
poolside  cocktail  party,  and  a past  presidents’  and  charter  mem- 
bers’ dinner.  Dr.  Jack  F.  McKemie,  527  Gordon,  Corpus  Christi 
78404,  is  chairman. 

TEXAS  SURGICAL  SOCIETY 

The  Robert  Driscoll  Hotel  in  Corpus  Christi  will  be  the  site  of 
the  Sept.  29-30  meeting  of  the  Texas  Surgical  Society.  Some  of 
the  papers  to  be  presented  are  hypoglycemia  due  to  nonpancre- 
atic  tumors;  injuries  to  the  inferior  vena  cava;  carcinoma  of  the 
prostate — a benign  or  malefic  lesion  ? ; surgery  for  pulmonary 
tuberculosis  in  children;  hyperalimentation  techniques  in  infancy; 
fatalities  in  football;  orbital  floor  fractures;  annular  pancreas; 
and  congenital  absence  of  gallbladder. 

Special  guest  speakers  will  be  Dr.  William  S.  Dye,  Chicago,  and 
Prof.  J.  H.  Louw,  Capetown,  South  Africa.  Dr.  Jesse  E.  Thomp- 
son, 3484  Swiss  Ave.,  Dallas  75204,  is  secretary  of  the  society. 


HIGHLIGHTS 

OF 

COMING 

MEETINGS 


CURRENT  MEETINGS  IN  TEXAS 

AMERICAN  ACADEMY  OF  ORTHOPAE- 
DIC SURGEONS  will  sponsor  a postgrad- 
uate course  on  Trauma  and  Disease  of 
the  Hand  Oct.  22-25  in  San  Antonio.  The 
course  for  orthopedic  surgeons,  general  sur- 
geons, plastic  surgeons,  and  residents  will 
be  held  at  the  Sheraton-San  Antonio  Motor 
Inn  in  cooperation  with  The  University  of 
Texas  Medical  School  at  San  Antonio.  Sub- 
jects covered  will  include  acute  hand  in- 
juries, tendon  transfer,  the  arthritic  wrist 
and  hand,  bums,  injuries  of  the  growing 
hand,  infections,  snake  bites,  cerebral  palsy, 
and  congenital  abnormalities.  A special 
evening  session  will  be  devoted  to  a consul- 
tation clinic  with  the  faculty  to  which  reg- 
istrants are  invited  to  bring  their  prob- 
lem cases  and  roentgenograms  for  consul- 
tation and  advice.  In-depth  panel  discussion 
periods  have  also  been  scheduled.  Tuition 
is  $150  for  physicians  and  $25  for  residents. 
Dr.  Charles  A.  Rockwood,  Jr.,  The  Univer- 
sity of  Texas  Medical  School,  7703  Floyd 
Curl  Dr.,  San  Antonio  78229,  is  course 
chairman. 


AMERICAN  ACADEMY  OF  ORTHOPAE- 
DIC SURGEONS  announces  an  advanced 
practical  course  on  initial  emergency  care 
Oct.  23-25  at  St.  Paul  Hospital  in  Dallas. 
Sponsored  by  the  academy’s  Committee  on 
Injuries,  the  course  will  cover  anatomy  and 
physiology,  surveying  the  injured,  life- 
threatening  emergencies,  care  and  compli- 
cations of  injuries,  environmental  hazards, 
medical  emergencies,  the  disturbed  and  un- 
ruly patient,  emergency  childbirth,  rescue 
and  extrication,  and  transportation  and 
communication.  The  advanced  training 
meeting  will  be  held  in  cooperation  with 
The  University  of  Texas  Southwestern 
Medical  School ; Dallas  County  Medical  So- 
ciety ; Texas  Medical  Association  ; Dallas 
Police,  Fire,  and  City  Health  Departments  ; 
Dallas  Red  Cross  Chapter ; and  Dallas 
Trauma  Committee  of  the  American  Col- 
lege of  Surgeons.  The  three-day  course  is 
intended  for  ambulance  attendants,  nurses, 
policemen,  firemen,  safety  engineers,  vol- 
unteer rescue  squads,  and  others  responsi- 
ble for  dealing  with  those  ill  or  hurt  in 
accidents,  as  well  as  for  physicians.  Con- 
tact; Dr.  George  N.  Aldredge,  Jr.,  1224 
Medical  Arts  Bldg.,  Dallas  75201. 


AMERICAN  ASSOCIATION  FOR  LABOR- 
ATORY ANIMAL  SCIENCE  will  host  its 
20th  annual  session  Oct.  13-17  at  the  Sher- 
aton-Dallas  Hotel  in  Dallas.  The  scientific 
program  will  include  more  than  100  origi- 
nal papers ; a series  of  basic  animal  care 
lectures  ; and  a series  of  seminars  on  such 
subjects  as  “In  Utero  Surgery  as  A Re- 
search Tool”  and  “Laboratory  Cat  Induc- 
tion Processing  Procedures.”  Other  semi- 
nars will  cover  the  care  of  various  species 
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of  ectotherms  ; sources,  handling,  care,  nu- 
trition, and  diseases  of  turtles,  frogs, 
snakes,  and  salamanders  ; and  the  multiple 
housing  of  species.  An  extensive  social  pro- 
gram is  planned,  including  the  annual 
AALAS  Allied  Trade  Association  golf  out- 
ing at  the  Glen  Lakes  Country  Club  and 
special  entertainment  for  the  ladies.  Write: 
AALAS,  4 E.  Clinton  St.,  Box  10,  Joliet 
111.  60434. 

AMERICAN  COLLEGE  OF  GASTROEN- 
TEROLOGY will  host  its  34th  annual  con- 
vention Oct.  23-25  at  the  Rice  Hotel  in 
Houston.  The  program  will  include  speak- 
ers on  a variety  of  subjects  and  symposia 
on  the  esophagus,  newer  advances  in  diag- 
nosis and  treatment  of  carcinoma,  diseases 
of  the  liver,  and  the  malabsorption  syn- 
drome. Panel  discussions  and  technical  and 
scientific  exhibits  are  included  in  the  plans. 
An  annual  banquet  and  convocation  and 
special  arrangements  for  the  ladies  have 
also  been  scheduled.  Daniel  Weiss,  299 
Broadway,  New  York  10007,  is  executive 
director. 

ENVIRONMENTAL  QUALITY  CONTROL 
CONFERENCE  will  take  place  Oct.  2-3  in 
the  Townes  Hall  Auditorium  at  The  Uni- 
versity of  Texas  School  of  Law.  A panel 
and  speakers  will  discuss  air,  water,  and 
noise  pollution  controls.  The  Hon.  Criss 
Cole,  Houston,  state  senator,  will  ' deliver 
the  keynote  address.  Other  speakers  in- 
clude Charles  R.  Barden,  executive  secre- 
tary, Texas  Air  Control  Board,  Austin,  and 
the  Hon.  Bob  Eckhardt,  Houston,  Repre- 
sentative, 8th  US  Congressional  District. 
Registration  fee  is  $20.  Contact:  Byron 
Fullerton,  Assistant  Dean,  UT  School  of 
Law,  2500  Red  River,  Austin  78705. 

METHODIST  HOSPITAL  AND  LUBBOCK 
SURGICAL  SOCIETY  will  sponsor  the 
tenth  annual  Methodist  Hospital  Lecture- 
ship in  Medicine  and  Lubbock  Surgical 
Society  Lectures  Oct.  11  at  the  KoKo  Pal- 
ace in  Lubbock.  This  program,  which  has 
been  accepted  for  seven  elective  hours  of 
credit  by  the  American  Academy  of  Gen- 
ral  Practice,  will  feature  in-depth  discus- 
sion on  portal  hypertension.  Speakers  in- 
clude Dr.  Eddy  Palmer,  chief  of  medicine. 
Veterans  Administration  Hospital,  East 
Orange,  N.J.,  and  chief  of  the  gastroen- 
terology section  at  New  Jersey  College  of 
Medicine  and  Dentistry ; Dr.  Graham  Jef- 
fries, chief  of  medicine.  The  Milton  S.  Her- 
shey  Medical  Center ; Dr.  George  D.  Zui- 
dema,  professor  and  director,  department 
of  surgery,  Johns  Hopkins  University 
School  of  Medicine ; and  Dr.  Erie  Peacock, 
professor  and  chairman,  department  of 
surgery.  University  of  Arizona  College  of 
medicine.  Contact:  Dr.  Lowell  E.  Snyder, 
3702  21st  St..  Lubbock  79410. 

PANHANDLE  DISTRICT  MEDICAL  SO- 
CIETY will  hold  its  tenth  annual  meeting 
Oct.  11  at  the  KoKo  Palace  in  Lubbock  in 
conjunction  with  the  tenth  annual  Method- 
ist Hospital  Lectureship  in  Medicine  and 
the  Lubbock  Surgical  Society  Lectures.  Ac- 
ceptable for  seven  elective  hours  of  credit 
by  tbe  American  Academy  of  General  Prac- 
tice, the  program  for  the  meeting  will  be 
the  same  as  the  program  for  the  lecture 
series,  listed  under  Methodist  Hospital  and 
Lubbock  Surgical  Society.  A social  hour 
and  buffet  are  scheduled ; and  there  will  be 
a football  game  at  7 :30  p.m.,  Texas  Tech 
University  vs.  Texas  A&M.  Mrs.  Carlie 
Umphres,  Box  3276,  AmarUlo  76106,  is  ex- 
ecutive secretary. 

TENTH  INDUSTRIAL  HYGIENE  AND 
AIR  POLLUTION  CONFERENCE  is  sched- 


uled Oct.  3 at  the  engineering  complex  on 
The  University  of  Texas  at  Austin  campus. 
Entitled  “Health  Aspects  of  Air  Pollution.” 
the  1969  conference  is  being  organized  by 
Dr.  Patrick  R.  Atkins  (PhD),  assistant  pro- 
fessor of  environmental  health  engineering. 
The  University  of  Texas  at  Austin.  Sessions 
will  cover  health  aspects  of  auto  pollution, 
health  aspects  of  industrial  pollution,  health 
data  and  “episodes,”  and  costs  and  benefits 
of  air  pollution  control.  Speakers  include 
Dr.  John  S.  Chapman,  Dallas,  chairman, 
AMA  council  on  environmental  and  public 
health ; BUI  Stewart,  Texas  State  Depart- 
ment of  Health ; Dr.  Joe  O.  Ledbetter 
(PhD),  UT  Austin  Department  of  Civil 
Engineering ; and  Dr.  Glen  E.  Journeay 
(MD,  PhD),  UT  Austin  Department  of 
Aerospace  Engineering  and  Engineering 
Mechanics.  The  purpose  of  the  conference 
is  to  give  doctors,  engineers,  pollution  con- 
trol officials,  and  industrial  representatives 
an  opportunity  to  express  their  views  and 
to  discuss  problems  of  community  air  pol- 
lution. Contact : Dr.  Patrick  R.  Atkins, 
College  of  Engineering,  The  University  of 
Texas  at  Austin,  Austin  78712. 


TEXAS  ACADEMY  OF  GENERAL  PRAC- 
TICE’S annual  Scientific  Assembly  and 
Pre-Assembly  Seminar  will  take  place  Oct. 
12-15  in  San  Antonio.  Topics  of  discussion 
will  include  a new  approach  to  allergy  in 
practice : emergency  care  of  the  injured 
patient ; do’s  and  don’ts  in  treatment  of  the 
injured  hand ; how  to  measure  investments 
needs,  current  status  of  glucose  tolerance 
test  in  diagnosis  of  diabetes  ; use  and  abuse 
of  oral  antidiabetic  agents : long-term 
management  of  obesity,  a chronic  disease ; 
surgical  treatment  of  rheumatoid  arthritis ; 
modern  aspects  of  thyroid  diseases — diag- 
nosis and  treatment:  hypnosis  in  changing 
habit  patterns  ; gastroenteritis — secondary 
to  emotional  problems  ; practical  approach 
to  cardiac  arrhythmias  ; medical  and  surgi- 
cal treatment  of  coronary  artery  disease. 
A panel  on  dizziness  is  also  scheduled. 
Seminar  subjects  deal  with  exercise  in  ref- 
erence to  cardiovascular  fitness,  obesity, 
cardiopulmonary  function,  and  the  manage- 
ment of  patients  with  angina  pectoris. 
Donald  C.  Jackson,  1905  N.  Lamar  Blvd., 
Austin  78705,  is  executive  secretary. 

TEXAS  HEART  ASSOCIATION  wiU  pre- 
sent the  annual  South  Central  United 
States  Scientific  Sessions  on  Cardiovascular 
Diseases  Sept.  25-27  in  Houston  in  coopera- 
tion with  Baylor  College  of  Medicine  and 
the  American  Heart  Association  council  on 
clinical  cardiology.  Two  main  sessions  will 
include  papers  on  “A  Survey  of  Cardiovas- 
cular Disease  and  Its  Management  in 
1969”  and  “Cardiovascular  Emergencies.” 
Out>of-state  guest  speakers  will  include  Dr. 
Leon  Goldberg,  Atlanta,  Ga. ; Dr.  Herbert 
Huitgren,  Palo  Alto.  Calif. ; Dr.  Walter 
Kirkendall,  Iowa  City,  Iowa ; Dr.  John 
Kirklin,  Birmingham,  Ala. ; Dr.  James  J. 
Leonard,  Pittsburgh ; Dr.  Raymond  D. 
Pruitt,  Rochester,  Minn. : and  Dr.  Norman 
Shumway,  Palo  Alto,  Calif.  Richard  A. 
Ferguson  is  associate  director  for  the  med- 
ical program,  Texas  Heart  Association, 
P.O.  Box  25041,  Houston  77005. 


TEXAS  NURSING  HOME  ASSOCIATION 
will  sponsor  a Management  Institute  Sept. 
21-24  at  the  Inn  of  the  Golden  West  in 
Odessa.  Subjects  to  be  studied  include 
management  by  objectives  and  initiating 
the  exception  principles,  essentials  of  ad- 
ministration, and  conference  leadership.  In- 
structors will  be  Dr.  Dennis  B.  Ford,  Jr., 
(PhD),  director.  Division  of  Business  Ad- 
ministration, Texas  A & I University, 


Kingsville,  and  Miss  Mary  Frances  Bowden, 
supervisory  and  management  training  spe- 
cialist, Division  of  Extension,  The  Univer- 
sity of  Texas  at  Austin.  Sidney  D.  Rich. 
6225  US  Highway  290  E.,  Austin  78723,  is 
association  executive  director. 

TEXAS  PHYSICAL  MEDICINE  AND  RE- 
HABILITATION SOCIETY  wiU  hold  its 
interim  meeting  Oct.  11  at  the  Stagecoach 
Inn  in  Salado,  Tex.  The  scientific  program 
will  include  papers  entitled  “Diagnosis  of 
the  Thoracic  Outlet  Syndrome”  by  Drs. 
J.  W.  Caldwell  and  Charles  R.  Crane.  Bay- 
lor University  Medical  Center,  Dallas ; 
“Spinal  Shock”  by  Dr.  Crane ; “Unweight- 
ing  of  the  Longleg  Brace — A Kinesiologic 
Study”  by  Dr.  Louis  A.  Leavitt,  Houston ; 
and  “Stereophotogramitry.”  A fifth  paper 
is  to  be  announced.  Slides  and  a talk  on 
the  culture  and  interesting  aspects  of  Is- 
rael and  a fellowship  dinner  are  also  sched- 
uled. Dr.  James  W.  Caldwell,  3500  Gaston 
Ave.,  Dallas  75246,  is  secretary. 


CURRENT  REGIONAL  MEETINGS 

COLORADO  HEART  ASSOCIATION’S 
16th  Western  Cardiac  Conference  will  take 
place  Oct.  22-24  at  the  University  of  Colo- 
rado Medical  Center  in  Denver.  The  theme 
of  the  symposium  on  the  critically  ill  heart 
patient  will  be  “Severe  Cardiac  Problems.” 
Topics  include  controversies  in  cardiogenic 
shock,  mechanisms  in  sudden  death,  moni- 
toring systems  and  what  they  can  contrib- 
ute, new  cardiac  drugs,  traumatic  heart 
disease,  new  operations  for  previously  in- 
operable lesions,  transplantation  of  the 
heart,  surgical  treatment  of  massive  myo- 
cardial infarction,  and  mechanical  assist 
devices  for  failing  circulation.  A social  hour 
and  dinner  are  scheduled  on  Oct.  23.  Write: 
Colorado  Heart  Association,  1375  Delaware 
St.,  Denver  80204. 

OKLAHOMA  CITY  CLINICAL  SOCIETY 
has  scheduled  its  39th  annual  fall  confer- 
ence Oct.  27-29  at  the  Skirvin  Hotel  in 
Oklahoma  City.  A program  entitled 
“What’s  New  and  What’s  Usable  of  What’s 
New”  wiU  be  presented  by  the  faculty  of 
the  University  of  Oklahoma  School  of 
Medicine.  A symposium  on  "The  Critical 
First  Hour”  will  provide  practical,  clinical 
methods  in  first  hour  management  of  cere- 
bral accidents,  myocardial  infarcts,  new- 
born problems,  and  obstetric  and  surgical 
emergencies.  A presentation  of  emergency 
room  equipment  and  a discussion  of  emer- 
gency room  staff  requirements  will  be  in- 
cluded. Speakers  Include  Drs.  Geo.  Thomas 
Shires  and  Harold  H.  Varon  of  Dallas  and 
Dr.  Arnold  J.  Rudolph  of  Houston.  Lunch- 
eon meetings,  an  oyster  and  “keg”  party, 
specialty  dinners,  and  an  annual  banquet 
and  musical  entertainment  are  planned  and 
are  covered  by  a $25  registration  fee.  The 
conference  is  acceptable  for  30  prescribed 
hours  of  credit  by  the  American  Academy 
of  General  Practice.  Mrs.  Alma  O’Donnell, 
2809  NW  Expressway,  Oklahoma  City 
73112,  is  executive  secretary. 


CURRENT  NATIONAL  MEETINGS 

AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE’S  21st  annual  scientific  as- 
sembly will  take  place  Sept.  29-Oct.  2 in 
Philadelphia.  The  50-topic  program  U 
structured  to  refresh  practicing  family 
doctors  professionally  and  to  help  prepara 
members  for  family  practice  certification. 
Clinical  seminar  courses,  patient-oriented 
clinical  demonstrations,  and  programmed 
instruction  courses  will  offer  a minimum 
of  17  hours  of  approved  postgraduate 
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She  does  the  best  with 
what  Nature  gave  her. 


Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 


llcJli^i44nGiUUc 

3501  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 
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credit  to  academy  members  and  can  pro- 
vide as  much  as  nine  additional  credit 
hours.  A broad  range  of  topics,  from  can- 
cer research,  to  teenage  drug  abuse,  to 
stroke  rehabilitation,  will  be  covered. 
Among  the  speakers  will  be  Robert  H. 
Finch,  Washington,  D.C.,  secretary  of 
Health,  Education,  and  Welfare ; Dr.  May- 
nard Shapiro,  Chicago,  academy  president ; 
and  Dr.  John  Hubbard,  Philadelphia,  pres- 
ident of  the  National  Board  of  Medical  Ex- 
aminers. Mac  F.  Cahal,  Volker  Blvd.  at 
Brookside,  Kansas  City,  Mo.  64112,  is  ex- 
ecutive director. 

AMERICAN  ACADEMY  OF  PEDIATRIC’s 
38th  annual  meeting  is  scheduled  Oct.  18- 
23  at  the  Palmer  House  Hotel  in  Chicago. 
Child  care  as  a national  challenge,  new 
considerations  in  the  diagnosis  and  man- 
agement of  neonatal  jaundice,  key  issues  in 
infant  mortality,  multiphasic  screening  for 
pediatric  patients,  and  current  develop- 
ments in  objective  means  of  diagnosis  and 
therapy  in  allergic  disorders  will  be  dis- 
cussed in  depth.  Additional  timely  scientific 
subjects  win  be  presented  during  meetings 
on  allergy,  anesthesiology,  cardiology,  child 
development,  diseases  of  the  chest,  military 
pediatrics,  pediatric  pharmacology,  public 
health  pediatrics,  and  surgery.  A special 
one-day  conference  for  pediatricians  and 
nurses  to  discuss  cooperative  approaches 
and  potential  programs  for  meeting  patient 
care  needs  will  be  included.  Hospital  con- 
ferences will  be  held  Oct.  23  at  Loyola  Uni- 
versity Stritch  School  of  Medicine,  Michael 
Reese  Hospital  and  Medical  Center,  and 
University  of  Illinois  College  of  Medicine. 
Dr.  Robert  G.  Frazier,  1801  Hinman  Ave., 
Evanston,  111.  60204,  is  executive  officer. 

AMERICAN  COLLEGE  OF  SURGEONS 
will  host  its  65th  annual  Clinical  Congress 
Oct.  6-10  in  San  Francisco.  The  world’s 
largest  meeting  of  surgeons  will  include  15 
postgraduate  courses  and  a Forum  on  Fun- 
damental Surgical  Problems.  Designed  to 
help  prepare  the  young  surgeon  for  Board 
examination  and  to  improve  and  expand 
the  knowledge  and  skill  of  the  established 
practitioner,  these  courses  are  accredited 
by  the  Council  on  Medical  Education  of  the 
American  Medical  Association.  The  fee  for 
a 12-hour  course  will  be  $20 ; a nine-hour 
course,  $15 ; and  a six-hour  course,  $10. 
The  forum  provides  an  opportunity  for 
young  surgeons  from  medical  centers 
throughout  the  nation  to  present  their  re- 
search findings  at  the  congress.  Special 
symposia  on  new  developments  in  cancer 
and  in  trauma  and  a "What’s  New  in 
Surgery  ?’’  session  will  also  be  on  the  pro- 
gram. Registration  is  free  for  fellows  of 
the  college ; the  fee  is  $60  for  non-fellows 
and  is  $30  for  physicians  in  the  federal 
services.  Dr.  John  Paul  North,  56  E.  Erie 
St.,  Chicago  60611,  is  director. 


MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 


ALSO  IN  SEPTEMBER 

MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO,  Albu- 
querque, Sept.  24-27,  1969.  Mrs.  Virginia  E.  Bryant,  333 
W.  Thomas  Rd.  #207,  Phoenix  86013. 

■ TEXAS  SOCIETY  OF  CHILD  PSYCHIATRY.  Hous- 
ton, Sept.  20-21,  1969.  Dr.  John  A.  Boston,  600  W.  16th, 
Austin  78701,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  INTERNAL  MEDICINE,  INC., 
Dallas,  Sept.  20,  1969.  Dr.  Thomas  M.  Runge,  18  Med. 
Arts  Sq.,  Austin,  Sec. 


ALSO  IN  OCTOBER 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Chicago,  Oct.  12-17,  1969.  Dr.  C. 
M.  Kos,  15  Second  St.,  SW,  Rochester,  Minn.  65901,  Exec. 
Sec.-Treas. 

AMERICAN  ASSOCIATION  OF  MEDICAL  ASSIST- 
AN’TS,  Honolulu,  Oct.  16-19,  1969.  Miss  Pauline  M. 
Hunter,  6662  N.  lOth  St.,  Phoenix  85040,  Sec. 

AMERICAN  ASSOCIATION  OF  OPHTHALMOLOGY. 
Chicago,  Oct.  11-12,  1969.  Lawrence  A.  Znpan,  1100  17th 
St.  NW,  Washington,  D.C.  20036,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  Chi- 
cago, Oct.  29-Nov.  2,  1969.  Murray  Komfeld,  112  E. 
Chestnut  St.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  San 
Francisco,  Oct.  26-29,  1969.  John  W.  Andes,  616  Busse 
Hwy.,  Park  Ridge,  111.  60068,  Exec.  Sec. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS, Quebec,  Canada,  Oct.  16-17,  1969.  Dr.  Arthur 
E.  Brown,  601  Boylston  St.,  Boston  02117,  Sec.-Treas. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CEUL- 
DREN  AND  ADULTS  OF  TEXAS,  Dallaa,  Oct.  17-18, 
1969.  William  E.  Russell,  4429  N.  Central  Expressway, 
Dallas  76206,  Exec.  Dir. 

■ INSTRUMENT  SOCIETY  OF  AMERICA,  Houston. 
Oct.  27-30,  1969.  Jerry  Graham,  Public  Relations  Dept., 
630  William  Penn  Place,  Pittsburgh  16219,  Information 
Contact. 


ASSOCIATION  OF  AMERICAN  PHYSI- 
CIANS AND  SURGEONS  wiU  sponsor  its 
26th  annual  meeting  Oct.  9-11  at  the  Brown 
Palace  Hotel  in  Denver.  Discussion  sessions 
will  follow  the  speakers,  including  Alice 
Widener,  editor  of  USA;  Dr.  Robert  G. 
England,  association  president ; Leonard 
E.  Read,  president  of  the  Foundation  for 
Economic  Education,  Inc.;  John  A.  How- 
ard, president  of  Rockford  College,  Rock- 
ford, 111. ; George  S.  Schuyler  of  New  York  ; 
and  the  Hon.  Edgar  F.  Foreman,  Jr., 
United  States  Representative,  2nd  District, 
New  Mexico.  Tickets  for  the  President’s 
luncheon  will  be  $5,  and  tickets  for  the 
annual  banquet  will  be  $8.  There  is  no 
registration  fee  for  the  meetings.  Contact : 
Association  of  American  Physicians  and 
Surgeons,  Inc.,  230  N.  Michigan  Ave.,  Suite 
1000,  Chicago  60601. 


MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO,  Albuquerque,  N.M.,  Oct.  1-4,  1969.  Dr.  Jack  D. 
McCarthy,  6200  Gibson  Blvd.,  SE,  Albuquerque,  Co-chair- 
man. 

SOUTHERN  PSYCHIATTUC  ASSOCIATION,  Asheville, 
N.C.,  Oct.  6-7,  1969.  Dr.  Nat  T.  Winston,  Jr.,  300  Cor- 
dell Hull  Bldg.,  436  Sixth  Ave.  N.,  Nashville,  Tenn.  37219. 

■ TEXAS  ASSOCIATION  FOR  MENTAL  HEALTH, 
Dallas,  Oct.  16-18,  1969.  Fred  Bell,  107  Lantern  Lane, 
Austin  78731,  Exec.  Officer. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  Austin.  Oct. 
4-6,  1969.  Dr.  Coleman  Jacobson,  3707  Gaston  Ave.,  Dallas 
76246,  Sec. 

■ TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES,  Examinations,  Austin,  Oct.  6-7,  1969. 
Mrs.  Betty  J.  Anderson,  1012  State  Office  Bldg.,  Austin 
78701,  Exec.  Sec. 
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NOVEMBER 

■ AMERICAN  ASSOCIATION  OF  BLOOD  BANKS, 
Houston,  Nov.  16-20,  1969.  Miss  Lois  J.  James,  Suite 
1322,  30  N.  Michigan,  Chicago  60602,  Exec.  Officer. 

AMERICAN  ASSOCIATION  FOR  INHALATION  THER- 
APY, Kansas  City,  Mo.,  Nov.  16-19,  1969.  Mark  T.  Bow- 
ers, 4076  Main  St.,  Riverside,  Calif.  92601,  Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City, 
Nov.  6-8,  1969.  Lane  W.  Adama,  219  E.  42nd  St.,  New 
York  City  10021,  Exec.  Vice  Pres. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS. 
Southern  Chapter,  Atlanta.  Nov.  10,  1969.  Murray  Korn- 
feld,  112  E.  Chestnut  St.,  Chicago  60611,  Exec.  Dir. 

■ AMERICAN  HEART  ASSOCIATION.  Dallas.  Nov. 
13-16,  1969.  Dr.  James  M.  Hundley,  44  E.  23rd  St.,  New 
York  10010.  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  23rd  Clinical 
Convention,  Denver,  Nov.  30-Dec.  3,  1969.  American 

Medical  Association.  535  N.  Dearborn  St.,  Chicago  60610. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION.  INC.. 
Cincinnati,  Nov.  6-8,  1969.  Mrs.  Gertrude  F.  Conroy, 
1740  Broadway,  New  York  10019,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  Phila- 
delphia, Nov.  10-14,  1969.  Dr.  Berwyn  F.  Mattison,  1740 
Broadway,  New  York  City  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  Chicago.  Nov. 
6-8,  1969.  Dr.  Warren  R.  Lang.  7112  Lincoln  Dr.,  Phila- 
delphia 19119,  Exec.  Sec.-Treas. 

ASSOCIA’nON  OF  MILITARY  SURGEONS,  Washing- 
ton, D.C.,  Nov.  16-19,  1969.  Brig.  Gen.  Frank  E.  Wilson. 
1600  Massachusetts  Ave.  NW,  Suite  132,  Washington 
D.C.  20006,  Exec.  Sec. 

■ FLYING  PHYSICIANS  ASSOCIATION.  TEXAS 
CHAPTER.  Houston,  Nov.  3-5.  1969.  Dr.  James  R.  Old. 
3166  Stagg  Dr.,  Beaumont  77701,  Sec. 

INSTI-TUTE  OF  MEDICINE  OF  CHICAGO,  workshop 
for  physicians  and  other  health  leaders,  Chicago,  Nov. 
21-22,  1969.  Dr.  Walter  S.  Priest,  332  S.  Michigan  Ave., 
Chicago  60604,  Exec.  Dir. 

MOUND  PARK  HOSPITAL  FOUNDATION,  INC.,  Post- 
graduate Conference,  "Today’s  Hospital  Problems : An 
Interdisciplinary  Approach,”  St.  Petersburg,  Fla.,  Nov. 
12-16,  1969.  Dr.  M.  A.  Barton,  Mound  Park  Hospital 
Foundation,  Inc.,  St.  Petersburg,  Fla.  33701,  Pres. 

NATIONAL  EASTER  SEAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS,  Columbus,  Ohio,  Nov.  19-22, 
1969.  Miss  Catharine  Bauer.  2023  W.  Ogden  Ave.,  Chi- 
cago 60612,  Public  Relations  Dir. 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS,  New  York,  Nov.  20,  1969.  Dr.  John  W. 
Ferree,  79  Madison  Ave.,  New  York  10016,  Exec.  Officer. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Nov.  30-Dec.  6,  1969.  Dr.  Reynold  F.  Brown, 
433  California  St.,  San  Francisco  94104,  Chm.  Bd.  of 
Directors. 


SOUTHERN  MEDICAL  ASSOCIATION,  AUanta,  Ga.. 
Nov.  10-13,  1969.  Robert  F.  Butts,  2601  Highland  Ave., 
Birmingham,  Ala.  35206,  Exec.  Dir. 

■ TEXAS  NURSING  HOME  ASSOCIATION,  Houston. 
Nov.  6-7,  1969.  Sid  Rich,  6225  Hwy.  290-E.,  Austin 
78723,  Exec.  Dir. 

■ THE  UNIVERSITY  OF  TEXAS  M.  D.  ANDERSON 
HOSPITAL  AND  TUMOR  INSTITUTE,  14th  Annual 
Clinical  Conference,  Houston,  Nov.  6-7,  1969.  Jane  Bran- 
denberger.  The  University  of  Texas  at  Houston,  M.  D. 
Anderson  Hospital  and  Tumor  Institute,  Texas  Medical 
Center,  Houston  77025,  Information  contact. 

DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY.  Bal  Har- 
bour, Fla.,  Dec.  6-11,  1969.  Mrs.  Dorothy  Compton,  2260 
NW  Flanders,  Portland,  Ore.  97210,  Exec.  Sec. 

AMERICAN  MEDICAL  ASSOCIATION,  11th  National 
Conference  on  the  Medical  Aspects  of  Sports,  Denver, 
Nov.  30-Dec.  3,  1969.  Committee  on  the  Medical  Aspects 
of  Sports,  American  Medical  Association,  535  N.  Dear- 
born St.,  Chicago  60610. 

AMERICAN  RHEUMATISM  ASSOCIATION,  Tucson, 
Ariz.,  Dec.  5-6,  1969.  Margaret  M.  Walsh,  1212  Ave.  of 
the  Americas,  New  York  10036,  Exec.  Sec. 

INTERNATIONAL  UNION  OF  AIR  POLLUTION  PRE- 
VENTION ASSOCIATIONS,  Second  International  Clean 
Air  Congress,  Washington,  D.C.,  Dec.  6-11,  1970.  Arnold 
Arch,  Air  Pollution  Control  Association,  4400  Fifth  Ave., 
Pittsburgh  15213,  Exec.  Sec. 

■ PRIVATE  CLINICS  AND  HOSPITALS  ASSOCIA- 
TION OF  TEXAS,  Dallas,  Dec.  4-5,  1969.  Mrs.  Patty 
Pettigrew,  Kaufman,  Tex.  75142,  Sec. 

SOUTHERN  SURGICAL  ASSOCIATION.  Hot  Springs. 
Va.,  December,  1969.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center,  Durham,  N.C.  27706.  Sec. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE, 
Houston,  Dec.  6.  1969.  Dr.  O.  R.  Hollan,  703  Nix  Pro- 
fessional Bldg.,  San  Antonio  78205,  Sec. 

■ TEXAS  DIVISION,  INC.,  AMERICAN  CANCER  SO- 
CIETY, Austin,  Dec.  10-11,  1969.  Curt  W.  Reimann,  6014 
Bull  Creek  Rd.,  Austin  78731,  Exec.  Vice  Pres. 

■ TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, Fort  Worth,  Dec.  6-6,  1969.  Dr. 

James  H.  Scruggs.  2223  Austin  Ave.,  Waco  76701,  Sec. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Fort  Worth,  Dec.  8-10,  1969.  Dr.  M.  H.  Crabb,  1612  Sum- 
mit Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 


JANUARY 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Chicago,  Jan.  17-22,  1970.  John  K.  Hart,  430  N. 
Michigan  Ave.,  Chicago  60611,  Exec.  Sec. 

■ FIFTH  DISTRICT  MEDICAL  SOCIETY,  San  Antonio, 
Jan.  28.  1970.  S.  E.  Cockrell,  202  W.  French  PI.,  San 
Antonio  78212,  Exec.  Officer. 
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■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS,  San  Antonio,  Jan.  26-28,  1970. 
S.  B.  Cockrell,  Jr.,  202  W.  French  PL,  San  Antonio 
78212,  Exec.  Dir. 

SOCIETY  FOR  CRYOSURGERY,  Hollywood,  Fla.,  Jan. 
4-9,  1970.  Dr.  John  G.  Bellows,  30  N.  Miehiffan  Ave., 
Chicago  60602,  Sec. 

■ SOUTHERN  PROFESSORS  OF  PSYCHIATRY,  Dallaa, 
January,  1970.  Dr.  Robert  Stubblefield,  6323  Harry  Hines 
Blvd.,  Dallas  75236,  Chm. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan.  17, 
1970.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Galveston,  Jan. 
80-31,  1970.  Dr.  Herman  C.  Sehested,  100  Medical  Tower, 
1660  W.  Rosedale,  Fort  Worth  76104,  Sec. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC.,  San 
Antonio,  Jan.  24-26,  1970.  Dr.  Jack  L.  Smith,  3166  Stagg 
Dr.,  Beaumont  77701,  Sec. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  Fort  Worth,  January,  1970.  Wally  Christensen, 
1010  Lavaca,  Austin  78701,  Exec.  Officer. 


FEBRUARY 

AMERICAN  ACADEMY  OF  ALLERGY,  New  Orleans, 
Feb.  14-18,  1970.  James  O.  Kelley,  766  N.  Milwaukee  St.. 
Milwaukee,  Wis.  63202,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  SURGEONS.  Portland,  Ore., 
Feb.  2-4,  1970;  St.  Paul.  Minn.,  Feb.  16-18,  1970.  Dr. 
John  Paul  North,  65  E.  Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC.,  Atlanta,  Ga.,  Feb.  9-10,  1970.  Dr.  Simon 
Fredericks,  1103  Medical  Towers,  Houston  77025,  Sec. 

■ SOUTHWESTERN  MEDICAL  ASSOCIATION,  El 
Paso,  Feb.  12-14,  1970.  Bob  Reid,  723  Mills  Bldg.,  El 
Paso  79902,  Exec.  Sec. 

■ TEXAS  PUBUC  HEALTH  ASSOCIATION,  Austin. 
Feb.  22-25,  1970.  Joseph  N.  Murphy,  Jr.,  Box  5192,  Aus- 
tin 78703,  Exec.  Officer. 


MARCH 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Chicago, 
March  31-April  3,  1970.  Dr.  Russell  T.  Woodburne  (PhD). 
Department  of  Anatomy,  The  University  of  Michigan, 
East  Medical  Building,  Ann  Arbor,  Mich.  48104,  Sec.- 
Treas. 

AMERICAN  COLLEGE  OF  ALLERGISTS,  Bal  Harbour, 
Miami  Beacb,  Fla.,  March  15-19,  1970.  Eloi  Bauers,  2100 
Dain  Tower,  Minneapolis,  Minn.  66402,  Exec.  Vice  Presi- 
dent and  Counsel. 

■ AMERICAN  COLLEGE  OF  RADIOLOGY,  Dallas, 
March  3-4,  1970.  William  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS.  Washington. 


D.  C.,  March  16-18,  1970.  Dr.  John  Paul  North,  55  E. 
Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Boca 
Raton,  Fla.,  March  19-24,  1970.  Dr.  Charles  Barrett  Ken- 
nedy, 1642  Tulane  Ave.,  New  Orleans  70116,  Ebcec.  Sec. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  16-18,  1970.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  76201,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY. 
New  Orleans.  March  2-6,  1970.  Mrs.  Irma  B.  Sherwood. 
1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

■ NINTH  DISTRICT  MEDICAL  SOCIETY,  Pasadena. 
Tex.,  March  19,  1970.  Dr.  William  H.  Bridges,  1106  Deck- 
er Dr..  Baytown,  Tex.  77620,  Sec. 

■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Houston,  March  11,  1970.  Mrs.  Elsie  Howard. 
2109  Commerce  St.,  Dallas  76201,  Exec.  Sec. 

SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDI- 
CINE, Oklahoma  City,  March  13-15,  1970.  Dr.  Herbert  C. 
Allen,  Jr.,  100  Hermann  Professional  Bldg.,  Houston 
77025,  Sec. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & 
GYNECOLOGISTS,  Houston,  March  6-7,  1970.  Dr.  J.  L. 
Jinkins,  Jr.,  200  University  Blvd.,  Suite  921,  Galveston 
77660,  Sec. 


APRIL 

AEROSPACE  MEDICAL  ASSOCIATION.  St.  Louis,  Mo.. 
April  27-30,  1970.  Dr.  Merrill  H.  Goodman.  Washington 
National  Airport,  Washington,  D.C.,  Exec.  Vice  Pres, 
and  Sec. 

AMERICAN  ACADEMY  OF  NEUROLOGY,  Miami 
Beach,  Fla.,  April  27-May  2,  1970.  Stanley  A.  Nelson. 
4006  W.  65th  St.,  Minneapolis  55435,  Exec.  Officer. 

AMEailCAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Washington,  D.C.,  April  6-8,  1970.  Miss  Ada 
Hanvey,  7710  Carondelet  Ave.,  St.  Louis,  Mo.  63105,  Exec. 
Officer. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS.  New  York  City,  April  12-18,  1970. 
Dr.  Michael  Newton.  79  W.  Monroe  St.,  Chicago  60603, 
Exec.  Officer. 

AMERICAN  PEDIATRIC  SOCIETY,  Atlantic  City,  N.J.. 
April  29-May  2,  1970.  Dr.  Charles  D.  Cook,  333  Cedar  St.. 
New  Haven,  Conn.  06510,  Exec.  Sec. 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION: 
Texas  Chapter,  Corpus  Christi,  April  25-26,  1970.  Hilda 
McKethan,  4162  Monaco  Dr.,  Corpus  Christi  78411,  Chair- 
man. 

AMERICAN  PROCTOLOGIC  SOCIETY,  Hollywood.  Fla.. 
April  12-16.  1970.  Dr.  John  E.  Ray,  320  W.  Lafayette, 
Detroit,  Mich.,  Sec. 

■ EIGHTH  DISTRICT  MEDICAL  SOCIETY,  Lake  Jack- 
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son,  Tex.,  April,  1970.  Dr.  Clintx>n  E.  Woodson,  2100  N. 
Pulton  St.,  Wharton,  Tex.  77488,  Sec. 

INDUSTRIAL  MEDICAL  ASSOCIATION,  Chicago,  April 
12-16,  1970.  Howard  N.  Schulz,  65  E.  Washington,  Chi- 
cago 60602,  Exec.  Dir. 

■ SOUTHWESTERN  SURGICAL  CONGRESS,  DaUas, 
April  20-23,  1970.  Dr.  Jack  A.  Barney,  301  Pasteur  Bldg., 
Oklahoma  City  73103,  Sec.-Treas. 

■ TEXAS  DENTAL  ASSOCIATION,  Fort  Worth,  April 
26-29,  1970.  Bill  B.  Howard,  3707  Gaston  Ave.,  Dallas 
75246,  Exec.  Sec. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION, 
Dallas,  April,  1970.  Dr,  Carolyn  K.  Veatch,  4837  Merri- 
mac.  Corpus  Christ!  78416,  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  Annual  Session, 
Dallas,  April  30-May  3,  1970.  C.  Lincoln  Williston,  1801 
N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

■ TEXAS  PROCTOLOGIC  SOCIETY,  DalUs,  April,  1970. 
Dr.  James  M.  Hampton,  448  Hermann  Professional  Bldg., 
Houston  77025,  Sec.-Treas. 

■ 13TH  DISTRICT  MEDICAL  SOCIETY,  Wichita  Falls, 
Tex.,  April  11,  1970.  Dr.  William  H.  Neil,  800  Fifth  Ave., 
Fort  Worth  76104,  Sec. 


MAY 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER,  May  16,  1970.  Dr.  Ernest  Poulos, 
6140  Sherry  Lane,  Dallas  76225,  Sec.-Treas. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  San  Fran- 
cisco, May  11-16,  1970.  Dr.  Walter  E.  Barton,  1700  18th 
St.  NW.,  Washington,  D.C.  20009,  Exec.  Officer. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION,  TEXAS 


DISTRICT  BRANCH,  Dallas,  May,  1970.  Mrs.  Iris  Wen- 
zel, 1801  N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

AMERICAN  THORACIC  SOCIETY,  Cleveland,  May  24, 
1970.  Robert  G.  Weymueller,  1790  Broadway,  New  York 
10019,  Executive  Officer. 

AMERICAN  UROLOGICAL  ASSOCIATION,  Philadel- 
phia, May  11-14,  1970.  Richard  J.  Hannigan,  1120  N. 
Charles  St.,  Baltimore,  Exec.  Officer. 

■ CONFERENCE  OF  CITY  AND  COUNTY  HEALTH 
OFFICERS,  DaUas,  May,  1970.  Dr.  J.  E.  Peavy,  1100  W. 
49th  St.,  Austin  78756,  Texas  State  Commissioner  of 
Health. 

■ INTERNATIONAL  CANCER  CONGRESS,  Houston, 
May  22-29,  1970.  Dr.  Murray  M.  Copeland,  Office  of  the 
Secretariat,  Tenth  International  Cancer  Congress,  P.O. 
Box  20465  Astrodome  Station,  Houston  77026,  Secretary- 
General. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  DaUas,  May  2, 
1970.  Dr.  C.  F.  MiUer,  Box  1388,  Waco  76703,  Sec. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Houston,  May 
17-20,  1970.  O.  Ray  Hurst,  P.  O.  Box  4553,  Austin  78761, 
Ebcec.  Vice  Pres. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  Dal- 
las, May  1,  1970.  Dr.  John  C.  Kuppinger,  1616  Ed  Carey 
Dr.,  Harlingen  78660,  Sec. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION,  DaUas, 
May  2,  1970.  Dr.  John  J.  Hinchey,  lA  Medical  Profea- 
sional  Bldg.,  San  Antonio  78212,  Exec.  Officer. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION. 
DaUas,  May,  1970.  Dr.  James  L.  Baldwin,  712  N.  Waah- 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  DaUas, 
May  2,  1970.  Dr.  E.  Frank  Dunton,  3434  Swiss  Ave.. 
Suite  104,  DaUas  76204,  Sec. 

ington,  DaUas  76246,  See. 
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anorectal 

disorders” 


This  Rectopath  Model 

may  help  you  explain 
certain  anorectal  disorders 
to  some  of  your  patients. 

It  is  yours  on  request. 


See  next  page  for  details. 


“anorectal 

disorder” 


includes  a range  of  problems 
For  symptomatic  relief 
in  some  of  these  disorders 
consider  a member  of 
the  Anusol  Family. . . 


One  suppository  morning 
and  evening  and  after 
each  bowel  movement. 


ANUSOC 

soothing,  palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 

Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  (1.7.5%),  benzyl  benzoate 
(1.2%),  Peruvian  balsam  (1 .8%),  zinc  oxide  (1 1.0%),  and  boric 
acid  (5.0%),  plus  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUSOL-HC 

prompt  reduction  of  inflammation  plus  the 
soothing  effects  of  regular  Anusol. 

Each  ANUSOL-HC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula,  10  mg.  hydrocortisone  acetate. 

Precautions:  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 

ANUGESIC 

when  severe  pain  requires  prompt  relief, 
pramoxine  HCl  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains:  61  mg.  bismuth  sub- 
gallate, 47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate,  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients:  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil,  and  certified  coloring  in  a cacao  butter  base. 

Precautions:  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 

Also  available : anusol®  ointment  and  anugesic®  ointment 


Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J. 


The  Rectopath  Model 
is  available  from  your 
Warner-Chilcott  repre- 
sentative or  upon  request 
from  Warner-Chilcott 
Labs.,  Morris  Plains, 
New  Jersey  07950. 
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New  chairman  of  the  Board  of 
Governors  of  the  American  College 
of  Anesthesiologists  will  be  Dr.  Mar- 
ion T.  Jenkins,  professor  and  chair- 
man of  the  department  of  anesthe- 
siology at  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las. He  will  take  office  in  October, 
succeeding  Dr.  C.  Ronald  Stephen, 
also  professor  of  anesthesiology  at 
UT  Southwestern. 

Two  faculty  members  of  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston,  Dr.  Joe  B.  Nash  (PhD), 
associate  professor  of  pharmacology 
and  toxicology,  and  Dr.  John  E. 
Perry,  assistant  professor  of  internal 
medicine  and  of  preventive  medicine 
and  community  health,  were  select- 
ed as  members  of  the  eight-man 
Lunar  Receiving  Laboratory  Medical 
Consultant  Panel  of  the  Apollo  11 
flight.  The  panel  was  on  alert  for  21 
days  following  man’s  first  landing 
on  the  moon. 

The  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Insti- 
tute at  Houston  has  cited  Dr.  Cecil 
M.  Crigler  and  Dr.  H.  Grant  Taylor 
as  distinguished  physicians  who 
have  attained  senior  status  at  M.  D. 
Anderson.  Dr.  Crigler  has  been  chief 
of  urological  surgery  at  the  hospital 
and  is  now  a consultant.  He  has  also 
been  clinical  professor  of  urology 
for  The  University  of  Texas  Gradu- 
ate School  of  Biomedical  Sciences, 
Division  of  Continuing  Education, 
and  is  chairman  of  the  urology  sec- 
tion at  Hermann  Hospital.  Dr.  Tay- 
lor, former  chairman  of  the  depart- 
ment of  pediatrics  at  M.  D.  Ander- 
son, serves  as  dean  of  the  Division 
of  Continuing  Education  of  the  UT 
Graduate  School  of  Biomedical  Sci- 
ences, chairman  of  the  Southwest 
Cancer  Chemotherapy  Study  Group, 
and  professor  of  pediatrics  at  The 
University  of  Texas  at  Houston  com- 
ponents. Color  portraits  and  plaques 
in  recognition  of  their  years  of  ser- 
vice, teaching,  and  research  were 
presented  to  the  physicians  and 
their  families. 

One  of  two  American  physicians 
selected  to  receive  a $2,500  travel- 
ing fellowship  to  study  in  Great 
Britain  for  three  months  from  The 
Royal  Society  of  Medicine  Founda- 
tion, Inc.,  is  Dr.  Jean  D.  Wilson,  pro- 
fessor of  internal  medicine  at  The 
University  of  Texas  Southwestern 
Medical  School  at  Dallas.  The  fel- 
lowships, first  to  be  awarded  by  the 
foundation,  will  enable  physicians 


who  have  had  at  least  two  years  of 
research  experience  or  special  train- 
ing to  associate  with  colleagues  in 
their  area  of  special  interest  in  uni- 
versity hospitals  and  research  cen- 
ters in  Great  Britain.  Working  at  the 
Strangeways  Research  Laboratory, 
Cambridge,  Dr.  Wilson  plans  to  col- 
laborate on  a research  project  de- 
signed to  investigate  the  mechanism 
of  action  of  the  male  hormone  tes- 
tosterone. 

Dr.  John  J.  Andujar  of  Fort  Worth 
was  elected  president  of  the  World 
Association  of  Pathology  Societies, 
formerly  the  International  Society 
of  Clinical  Pathology,  at  its  July  tri- 
ennial congress  in  Montreal.  Only 
one  other  American,  the  late  Dr.  0. 
A.  Brines  of  Wayne  State  University 
School  of  Medicine  in  Detroit,  has 
served  as  president  of  the  associa- 
tion. Dr.  Andujar  succeeds  Dr.  Wil- 
liam H.  McMenemey  of  London  in 
the  office. 

A counseling  psychologist  and 
professor  at  the  University  of  Okla- 
homa Medical  Center,  Dr.  Harry  J. 
Parker  (PhD),  has  been  appointed 
associate  dean  of  the  new  South- 
western School  of  Allied  Health  Pro- 
fessions at  Dallas.  He  assumed  his 
duties  Sept.  1 at  the  school,  which 
has  been  created  as  a major  branch 
of  The  University  of  Texas  South- 
western Medical  School  at  Dallas. 

An  oil  painting  by  Dr.  Howard  C. 
Coggeshall,  Sr.,  of  Dallas  was  judged 
“Best  of  Show”  (all  media)  at  the 
32nd  annual  art  exhibition  of  the 
American  Physicians  Art  Association 
held  July  13-17  at  the  American 
Medical  Association  meeting  in  New 
York.  Dr.  Coggeshall,  who  competed 
among  400  exhibitors,  had  previ- 
ously won  this  award  in  1961  in 
Chicago. 

Dr.  J.  Arnold  Bargen,  who  was 
senior  consultant  in  gastroenterol- 
ogy at  Scott  and  White  Memorial 
Hospital  in  Temple,  Tex.,  before  he 
retired  in  1968,  received  the  Dis- 
tinguished Service  Award  of  the 
American  Medical  Association  at  the 
AMA’s  convention  in  July  in  New 
York.  Also  former  president  of  the 
staff  and  chairman  of  four  sections 
of  medicine  at  the  Mayo  Clinic  in 
Rochester,  Minn.,  he  was  honored 
for  his  contributions  to  gastroenter- 
ology and  to  medicine.  Dr.  Bargen 
is  now  chief  consultant  in  gastro- 
enterology at  Riverside  Medical  Clin- 
ic in  Riverside,  Calif. 

New  associate  dean  for  academic 
affairs  of  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 


las is  Dr.  F.  Douglas  Lawrason,  vice 
president  for  academic  medical  af- 
fairs of  Merck  Sharp  & Dohme  Re- 
search Laboratories  at  Rahway,  N.J. 
Dr.  Lawrason’s  primary  responsibil- 
ity will  be  the  development  of  the 
academic  programs  encompassed 
by  the  school’s  Life  Science  Center 
concept. 

Dr.  Harvey  B.  Snyder  has  been 
appointed  medical  director  of  Hum- 
ble Oil  & Refining  Company  in  Hous- 
ton. His  appointment  became  effec- 
tive Sept.  1 upon  the  retirement  of 
Dr.  Valliant  C.  Baird,  who  has  served 
as  the  company’s  medical  director 
for  the  past  25  years. 

The  department  of  pediatrics  at 
Franklin  Square  Hospital  of  Balti- 
more will  be  directed  by  Dr.  Thomas 
M.  Holcomb.  Dr.  Holcomb  has 
served  as  chairman  of  the  depart- 
ment of  pediatrics  at  Wilford  Hall 
US  Air  Force  Hospital  in  San  An- 
tonio and  as  clinical  associate  pro- 
fessor of  pediatrics  at  The  Univer- 
sity of  Texas  Medical  Branch  at  Gal- 
veston. 

The  chief  cardiologist  at  Walter 
Reed  General  Hospital,  Washington, 
DC,  and  attending  cardiologist  to  the 
late  President  Dwight  D.  Eisenhower, 
Col.  Robert  J.  Hall,  will  become  med- 
ical director  at  the  Texas  Heart  In- 
stitute in  Houston.  Dr.  Hall  has  also 
been  named  director  of  research  and 
education  in  the  medicine  service  at 
Houston’s  St.  Luke’s  Episcopal  Hos- 
pital. 

Dr.  Joe  P.  Tupin,  associate  pro- 
fessor of  neurology  and  psychiatry 
and  associate  dean  of  medicine  and 
coordinator  of  curricular  affairs  at 
The  University  of  Texas  Medical 
Branch  at  Galveston,  has  accepted 
the  position  of  associate  professor 
of  psychiatry  at  the  University  of 
California  School  of  Medicine,  Davis. 

May  18  was  “Dr.  Roensch  Day” 
in  Austin  County.  Dr.  Herbert  Edward 
Roensch  of  Bellville  was  honored  by 
the  town’s  citizens  for  his  half  cen- 
tury in  the  medical  profession. 

Dr.  Steven  C.  Beering,  chief  of 
the  internal  medicine  service  at  Wil- 
ford Hall  US  Air  Force  Hospital  at 
Lackland  Air  Force  Base,  San  An- 
tonio, has  been  named  professor  of 
medicine  and  assistant  dean  of  the 
Indiana  University  School  of  Medi- 
cine, Indianapolis. 

Dr.  Edward  A.  Sheldon  has  been 
elected  president  of  the  Beaumont 
Academy  of  Medicine  for  1969-1970. 
Dr.  James  B.  Ivers  has  been  elected 
to  succeed  him  as  president-elect. 


Volume  65,  September,  1969 


113 


sicko 


mnin 


o ^ 


When  vertigo  began,  her  life  took  a turn  for  the  worse. 
Either  she  spins  and  the  room  stands  still, 
or  the  other  way  around . . . and  around  and  around. 
Even  when  she  lies  down,  the  spinning 
continues.  Sometimes  there’s  nausea  and  vomiting,  too. 
It’s  just  one  thing  after  another. 


You  can  help  stop  the  spin 
with 


(MECLIZINE  HCI) 


Bonine  protects  most  patients  against  vertigo  and 
nausea  up  to  24  hours  with  a single  dose. 
Pleasant-tasting  Bonine  tablets  are  chewable  and 
can  be  taken  anytime,  anywhere, 
without  water.  In  difficult  cases,  multiple  daily  doses 
may  be  necessary  for  maximum  response. 


Precautions:  Although  the  incidence  of  drowsiness  and  atropine-like 
side  effects  such  as  dry  mouth  and  blurring  of  vision  is  low,  the  physi- 
cian should  alert  the  patient  to  the  need  for  due  precautions  when  en- 
gaging in  activities  where  alertness  is  mandatory.  Use  in  women  of 
childbearing  age:  In  weighing  potential  benefits  vs.  risk  in  women  of 
childbearing  age,  consider  the  fact  that  a review  of  available  animal 
data  reveals  that  meclizine  exerts  a teratogenic  response  in  the  rat.  In 
one  study  a dose  of  50  mg. /kg. /day  (50  times  the  maximum  recom- 
mended human  dose)  produced  cleft  palate  in  2 of  87  fetuses  when 
administered  to  the  rat  at  critical  times  during  the  first  15  days  of 
gestation.  At  doses  of  125  mg./ kg./ day,  meclizine  will  produce  100% 
incidence  of  cleft  palate  in  the  rat.  At  doses  of  25  mg./ kg./ day, 
decreased  calcification  of  the  vertebrae  and  relative  shortening  of  the 
limbs  were  also  produced  in  the  rat,  but  experts  disagree  as  to  whether 
this  is  a teratogenic  response.  While  available  clinical  data  are  incon- 
clusive, scientific  experts  are  of  the  opinion  that  this  drug  may  possess 
a potential  for  adverse  effects  on  the  human  fetus.  Consequently,  con- 
sideration should  be  given  to  initial  use  of  a nonphenothiazine  agent 
that  is  not  suspected  of  having  a teratogenic  potential.  In  any  case,  the 
dosage  and  duration  of  treatment  should  be  kept  to  a minimum. 
Supply:  25  mg.  scored  tablets. 

More  detailed  professional  information  available  on  request. 


LABORATORIES  DIVISION 

New  York,  N Y.  10017 
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Population  Growth  Rate 
Down  for  1965-75  Decade 

Paced  by  the  western  states,  the 
population  of  the  United  States  is 
expected  to  continue  to  grow  in  the 
years  ahead,  but  at  a slower  rate  of 
increase  than  in  the  recent  past. 
The  Metropolitan  Life  Insurance 
Company  estimates  that  our  resi- 
dent population  will  rise  by  15  per- 
cent between  1965  and  1975, 
whereas  in  the  two  decades  after 
the  end  of  World  War  II,  the  rela- 
tive growth  was  23.7  and  17.4  per- 
cent, respectively.  Despite  the  less- 
ened rate  of  growth,  our  population 
between  1965  and  1975  will  in- 
crease by  29,000,000,  reaching 
222,800,000. 

In  the  future,  as  in  the  past,  pop- 
ulation growth  will  not  be  distributed 
uniformly  throughout  the  country. 
Indications  are  that  the  number  of 
persons  in  the  Pacific  states  will 
increase  by  a fourth  between  1965 
and  1975,  or  at  1%  times  the  rate 
for  the  nation  as  a whole.  California 
alone  is  expected  to  add  5,400,000 
inhabitants  during  this  period.  With 
an  anticipated  population  of  23,- 

800.000  in  1975,  California  (our 
most  populous  state)  will  outrank 
New  York  by  3,300,000. 

The  Mountain  States  also  will 
grow  rapidly,  increasing  by  more 
than  a fifth.  The  gain  is  expected  to 
be  especially  pronounced  in  Nevada 
(43  percent)  and  in  Arizona  (33  per- 
cent). Outside  the  West,  only  four 
states — Delaware,  Maryland,  Alaska, 
and  Florida — are  expected  to  ex- 
perience gains  of  such  magnitude. 
Florida’s  population  will  increase  by 
almost  a third.  On  the  other  hand, 
during  the  period  under  review,  only 
in  West  Virginia  is  the  population 
expected  to  decline. 

Of  special  interest  is  the  outlook 
for  the  population  18-44  years  of 
age,  the  period  of  life  when  produc- 
tivity and  family  responsibilities  rise 
to  a maximum.  This  group  will  grow 
at  a rapid  rate  in  every  area  of  the 
country,  the  increase  varying  from 
16.2  in  the  Middle  Atlantic  area  to 
31.7  percent  in  the  Pacific  sector. 
For  the  country  as  a whole,  the 
number  in  this  age  category  may 
expand  by  14,240,000,  half  the  an- 
ticipated growth  for  persons  of  all 
ages. 

Statisticians  point  out  that  the 
outlook  is  different  for  the  popula- 
tion at  ages  45-64.  In  the  country 
as  a whole,  this  group  will  increase 
by  only  11  percent,  to  about  43,- 

330.000  in  1975.  The  number  of 
persons  at  ages  65  and  over  is  ex- 


pected to  grow  substantially  in  the 
future,  increasing  by  a sixth  to 
about  21,160,000  in  1975,  when 
these  elders  will  represent  9.5  per- 
cent of  the  resident  population. 


Health  Care  Industry’ 
May  Be  Largest  by  1975 

By  1975  health  care  is  expected 
to  be  the  nation’s  largest  “industry” 
in  terms  of  expenditures  and  em- 
ployees, says  the  Health  Insurance 
Institute. 

Government  projections  indicate 
that  5.3  million  men  and  women  will 
be  working  in  health  care  by  1975. 
By  that  time  the  national  health  bill 
will  probably  reach  an  all-time  high 
of  $94  billion. 

Currently,  health  care  ranks  third 
in  workers  after  agriculture  and 
construction.  Along  with  manufac- 
turers of  automobiles,  steel,  and 
is  a top  purchaser  of  goods  and 
basic  products,  the  health  care  field 
materials.  For  example,  in  1968  the 
total  national  bill  for  everything  con- 
nected with  health,  from  doctors’ 
fees  to  private  health  insurance 
premiums,  was  $51  billion.  Auto  in- 
dustry statisticians  value  the  size  of 
their  industry  at  $50  billion,  includ- 
ing all  related  services. 

Presently,  health  care  accounts 
for  about  6%  of  the  gross  national 
product.  Of  this  amount,  private 
spending  represents  two  thirds,  and 
government  spending  accounts  for 
one  third.  Current  predictions  place 
health  care’s  share  of  the  gross  na- 
tional product  in  1975  as  7%. 

Two  factors  in  the  rapid  growth 
of  the  health  care  field  are  (1)  a 
rapid  increase  in  health  care  costs 
and  (2)  a shortage  of  manpower  ac- 
companied by  a growth  in  demand, 
the  Department  of  Labor  has  pointed 
out. 

In  the  21  years  following  World 
War  II,  the  Department  reiterated, 
the  medical  care  component  of  the 
Consumer  Price  Index  has  increased 
125%  equivalent  to  an  annual  rate 
of  3.9%.  Prices  of  all  consumer 
items  combined  have  risen  at  a rate 
of  2.6%  a year. 

On  the  other  hand,  the  Depart- 
ment states,  the  health  care  field 
faces  a critical  manpower  shortage 
both  now  and  in  the  future.  "The 
growth  in  demand,  says  a Labor 
Department  spokesman,  comes  at  a 
time  when  “the  general  manpower 
posture  is  less  favorable,  from  a 
supply  point  of  view,  than  at  any 
time  since  World  War  II.” 


PAMPHLETS 


The  American  Schizophrenia 
Foundation  has  published  a pamph- 
let entitled  How  to  Judge  a Mental 
Hospital  by  F.  H.  Kahan.  The  pamph- 
let points  out  the  differences  be- 
tween a mental  hospital  and  a gen- 
eral hospital  and  gives  suggestions 
on  how  to  evaluate  the  mental  hos- 
pital, using  such  guidelines  as  size, 
outside  and  inside  general  appear- 
ance, facilities  and  space  in  the 
ward,  food  service,  sleeping  accom- 
modations, and  allowance  for  pri- 
vacy. The  reader  is  then  told  what 
he  can  do  about  a bad  mental  hos- 
pital— how  to  work  positively  for  im- 
provement. Available  from  The 
American  Schizophrenia  Foundation, 
610  S.  Forest  Ave.,  Suite  6,  Ann  Ar- 
bor, Mich.  48104,  the  pamphlet 
costs  50  cents. 

A new  revised  edition  of  the  Rela- 
tive Value  Studies  (RVS)  has  been 
prepared  by  the  California  Medical 
Association.  A complete  listing  of 
procedures  performed  by  physicians, 
containing  unit  values  which  indicate 
the  relationship  of  values  of  services 
to  each  other,  the  book  is  designed 
to  assist  physicians,  health  insur- 
ance carriers,  consumers,  and  busi- 
ness in  identifying  procedures  which 
physicians  perform.  The  edition  also 
serves  as  a guide  to  understanding 
the  basis  for  charges;  however,  it  is 
not  a fee  schedule. 

Improvements  in  this  edition  in- 
clude expansion  of  the  coding  sys- 
tem from  four  to  five  digits,  inclu- 
sion of  approximately  50  per  cent 
more  procedures  than  in  the  last 
edition,  introduction  of  the  concept 
of  “modifiers,”  structuring  of  each 
section’s  unit  values  to  make  them 
applicable  only  in  that  section,  and 
reorganization  of  the  musculoskele- 
tal system  in  the  surgery  section  ac- 
cording to  body  system.  Specific 
sections  have  undergone  changes, 
new  subsections  and  an  edge  index 
have  been  added,  and  the  subject 
index  has  a more  detailed  listing  of 
procedures. 

Copies  of  the  revised  will  be 
available  at  $3.50  each  from  Six- 
Ninety-Three  Sutter  Publications, 
Inc.,  693  Sutter  St.,  San  Francisco 
94102.  Prepaid  orders  will  be  filled 
beginning  Oct.  1. 

Two  companion  publications  de- 
signed to  acquaint  students  of  pub- 
lic health  with  the  mental  health  as- 
pects of  their  work  have  been  re- 
leased by  the  National  Institute  of 
Mental  Health.  Both  are  based  on  a 
National  Conference  on  Mental 
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BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


BROMSULPHALEIN®  IN  A STERILE.  DISPOSABLE.  ECONOMICAL  UNIT 


HYNSON. 
WESTCOTT  6c 
DUNNING.  INC. 


The  Bromsulphalein  test  is  a 
convenient,  sensitive,  reliable  test  of 
liver  function. 

The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 
weight  calculations  unnecessary, 
providing  proper  dosage  regardless  of 
patient-weight.  Each  unit  contains 
complete  directions  for  use,  precautions 
and  contraindications. 

The  all-inclusive  BSP  Disposable  Unit 
provides  economic  unit  dispensing. 

Complete  literature  available  on 
request. 
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Baltimore,  Maryland  21201 
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Space  contributed  as  a public  service  by  this  magazine. 


Some  children  find  happiness  easily.  Others  need  the  help  and  guidance  only  a trained  person  can 
provide,  medical  attention  they  cannot  afford,  love  they  have  been  denied.  When  you  decide  to  give 
to  your  United  Fund  or  Community  Chest,  you  may  change  a life. 

Your  fair  share  gift  works  many  wonders/THE  UNITED  WAY 

27  million  fa  mil  ies  benefit  by  child  ca  re,  family  service,  youth  guidance,  health  prog  rams,  disaster  re  fief  and  services  for  the  Armed  Forces  from  31 ,000  United  Way  agencies. 


Pick  one  to  die. 

Pick  one  for  jail. 

Pick  one  to  waste  away. 
Pick  three  for  happiness. 


Health  in  Public  Health  Training 
held  in  May,  1968.  Mental  Health 
Considerations  in  Public  Health:  A 
Guide  for  Training  and  Practice  con- 
tains the  12  working  papers  pre- 
pared for  the  conference  and  costs 
$1.25.  It  covers  public  health  admin- 
istration, medical  care  and  hospital 
administration,  public  health  educa- 
tion, epidemiology,  biostatistics, 
chronic  diseases,  maternal  and  child 
health,  public  health  nursing,  popu- 
lation control  and  family  planning, 
environmental  health,  occupational 
health,  and  nutrition.  Proceedings  of 
the  National  Conference  on  Mental 
Health  in  Public  Health  Training 
costs  60  cents. 

Copies  of  the  books  will  be  dis- 
tributed by  the  National  Institute  of 
Mental  Health  to  appropriate  schools 
and  faculty,  public  health  officers, 
and  medical  libraries.  Each  is  also 
available  from  the  Superintendent  of 
Documents,  Government  Printing 
Office,  Washington,  D.C.,  20402. 

My  Tonsillectomy  Coloring  Book 
is  a new  publication  of  Medi-graph- 
ics,  Inc.,  and  is  available  specifically 
designed  either  for  boys  or  girls.  The 
purpose  of  the  book  is  to  orient  par- 
ent and  child  to  the  tonsillectomy 
procedure.  The  publication  kit  con- 
sists of  two  basic  parts:  the  intro- 
ductory letter,  which  is  directed  to 
the  parent  and  contains  the  basic 
indoctrination;  and  the  coloring 
book,  which  illustrates  in  a simple 
way  what  the  child  might  expect  at 
the  hospital.  The  drawings  are  ac- 
companied by  simple  lyrics. 

Copies  of  the  coloring  book  are 
available  at  various  quantity  prices 
from  Medi-graphics,  Inc.,  2810  Lem- 
mon Ave.  E.,  Dallas  75204. 

“More  than  100  known  diseases 
can  be  passed  to  humans  from  ani- 
mals,” says  the  American  Medical 
Association  pamphlet.  Diseases  We 
May  Catch  From  Animals. 

Emphasizing  that  most  diseases 
contracted  from  animals  are  the  re- 
sult of  carelessness  in  man's  rela- 
tionship with  these  animals,  the 
pamphlet  pinpoints  some  of  the 
more  common  ones,  such  as  rabies, 
trichinosis,  and  salmonellosis.  For 
each  disease  discussed,  the  pamph- 
let describes  the  cause,  symptoms, 
and  means  of  prevention.  In  addi- 
tion, it  contains  a handy  reference 
chart  categorizing  specific  diseases 
according  to  animals  involved,  com- 
mon mode  of  infection,  and  infect- 
ing organisms. 

Single  copies  are  available  from 
the  AMA  Order  Dept,  at  20  cents 
each.  Quantity  orders  are  priced 
variously. 


The  pamphlet  Tell  Me  Where  to 
Turn  reports  on  the  development  of 
properly  organized  information  and 
referral  services  to  direct  people 
with  problems,  especially  in  urban 
communities,  through  the  maze  of 
health  and  welfare  agencies  to  the 
one  that  can  best  help  them.  The 
publication  underscores  the  need  for 
such  services  in  this  time  of  rapid 
social  change  and  provides  guidance 
on  how  to  go  about  setting  up  such 
programs  in  areas  that  do  not  al- 
ready have  them.  Also  included  are 
some  of  the  requests  which  are 
heard  in  the  nearly  275  profession- 
ally staffed  information  and  referral 
services  already  operating  in  the 
United  States. 

Written  by  Elizabeth  Ogg,  the 
pamphlet  is  No.  428  in  the  Public 
Affairs  Pamphlet  series.  It  may  be 
obtained  for  25  cents  from  the  Pub- 
lic Affairs  Committee,  381  Park  Ave. 
S.,  New  York  10016. 


POSTGRADUATE 

COURSES 


Laboratory  Workshops:  The  Texas 
State  Department  of  Health  will  of- 
fer a series  of  laboratory  workshops 
designed  for  public  health,  hospital, 
clinical,  and  other  medical  labora- 
tory workers  who  have  limited  op- 
portunities for  learning  new  tech- 
niques or  who  would  like  to  review 
standard  procedures.  Workshops  are 
scheduled  on  the  following  topics: 
introductory  immunofluorescence. 
Sept.  24-26  (to  be  repeated  Dec. 
3-5):  public  health  and  medical  bac- 
teriology, Oct.  6-10;  public  health 
and  medical  parasitology,  Oct.  15- 
17;  public  health  and  medical  my- 
cology, Oct.  21-24;  and  tuberculosis- 
mycobacteriology,  Nov.  5-7. 

Each  workshop  will  last  from  9 
a.m.  to  5 p.m.  daily.  There  will  be 
no  registration  fee,  and  registration 
will  be  limited.  Applications  and 
additional  information  are  available 
from  Dr.  J.  V.  Irons  (ScD),  Director 
of  Laboratories,  Texas  State  Depart- 
ment of  Health,  1100  W.  49th  St., 
Austin  78756. 

Dermatology:  Sponsored  by  the  de- 
partments of  dermatology  and  phar- 
macology of  New  York  University 
School  of  Medicine,  a three-day 
symposium  on  "Pharmacology  of 
Selected  Drugs  Used  in  Dermatol- 
ogy: Principles  of  Action  and  Uses” 
will  be  held  Oct.  29-31  at  the  NYU 
Medical  Center  in  New  York.  Gen- 
eral principles  of  drug  action,  fac- 


tors in  drug  responsiveness,  percu- 
taneous absorption,  new  drugs,  cyto- 
toxic and  immunosuppressive  drugs, 
and  corticosteroids  will  be  discussed 
in  depth.  A panel  discussion  with 
audience  participation  will  conclude 
each  session. 

Tuition  is  $125,  and  residents 
will  be  eligible  for  a $75  fee.  De- 
tailed information  and  applications 
may  be  obtained  from  the  Office  of 
the  Recorder,  New  York  University 
Post-Graduate  Medical  School,  550 
First  Ave.,  New  York  10016. 

Oral  Cancer:  Denver,  Colo.,  will  be 
the  site  of  a postgraduate  oral  can- 
cer seminar  Oct.  27.  Designed  for 
practicing  dentists  and  physicians, 
this  one-day  course  will  include  such 
topics  as  the  nature  of  oral  cancer, 
epidemiology  and  clinical  diagnosis 
of  oral  cancer,  the  correlation  of 
microscopic  and  clinical  features  of 
oral  lesions,  the  role  of  biopsy  and 
cytology  in  the  diagnosis  of  oral 
cancer,  the  treatment  of  oral  can- 
cer, osteoradionecrosis,  and  pros- 
thetics for  oral  and  facial  defects. 

Cost  of  a buffet  luncheon  will  be 
included  in  the  tuition.  For  further 
information  and  a detailed  program, 
write  to  The  Office  of  Postgraduate 
Medical  Education,  University  of 
Colorado  School  of  Medicine,  4200 
E.  Ninth  Ave.,  Denver  80220. 

Hospital  Medical  Staff:  The  Univer- 
sity of  Colorado  School  of  Medicine 
will  sponsor  the  sixth  annual  Hospi- 
tal Medical  Staff  Conference  Sept. 
29-Oct.  3 at  the  YMCA  Conference 
Center  in  Estes  Park,  Colo.  The 
course  is  designed  specifically  for 
physicians  who  are  leaders  in  the 
community  hospital  medical  staff. 
Goals  are  to  provide  a better  under- 
standing of  the  duties,  responsibili- 
ties, and  opportunities  entailed  in 
their  offices  and  to  aid  communica- 
tion among  medical  staff,  hospital 
governing  board,  and  administration. 
Administrators  and  trustees  are  wel- 
come to  accompany  staff  members. 

Tuition  for  the  five  days  is  $90. 
For  further  information  and  a de- 
tailed program,  write  to  the  Office 
of  Postgraduate  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  E.  Ninth  Ave.,  Den- 
ver 80220. 

Various  Subjects:  The  American  Col- 
lege of  Physicians  will  offer  post- 
graduate courses  on  the  following 
subjects:  vascular  disease,  Roches- 
ter, Minn.,  Oct.  1-4;  medical  oncol- 
ogy today — an  internist’s  guide  to 
cancer  chemotherapy,  Minneapolis, 
Minn.,  Oct.  8-11;  office  psychiatry 
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for  internists,  Boston,  Oct.  27-31; 
mechanisms  of  disease  and  modern 
therapy,  Chicago,  Nov.  3-7;  and  nu- 
clear medicine:  diagnosis  and  treat- 
ment of  disease  with  radionuclides 
given  internally,  Ann  Arbor,  Mich., 
Nov.  3-7.  Lectures,  demonstrations, 
panel  discussions,  and  question  and 
answer  periods  will  be  included. 

Tuition  is  $60  for  members  and 
$100  for  nonmembers  for  each  of 
the  courses.  Write  Dr.  Edward  C. 
Rosenow,  Jr.,  Executive  Director, 
American  College  of  Physicians, 
4200  Pine  St.,  Philadelphia  19104, 
for  additional  information  and  reg- 
istration forms. 

Laboratory  Training:  A series  of  lab- 
oratory training  courses  are  being 
presented  by  the  Laboratory  Divi- 
sion of  the  National  Communicable 
Disease  Center  in  Altanta,  Ga.  “Prin- 
ciples and  Bacterial  Application  of 
Fluorescent  Antibody  Techniques” 
will  be  offered  Dec.  1-12,  and  regis- 
tration will  close  Oct.  6.  “Isolation 
of  Salmonellae  from  Food  Products 
and  Animal  Feeds”  and  “Laboratory 
Methods  in  Medical  Mycobacteriol- 
ogy”  will  be  offered  Jan.  5-16.  Reg- 
istration for  both  of  these  courses 
will  end  Nov.  10. 

Information  and  application  forms 
may  be  obtained  from  the  Training 
Office,  Laboratory  Division,  National 
Communicable  Disease  Center,  At- 
lanta 30333. 

Clinical  Electrodiagnosis:  The  New 
York  University  Medical  Center  De- 
partment of  Rehabilitation  Medicine 
announces  a full-time  course  on 
clinical  electrodiagnosis  of  neuro- 
muscular diseases  Nov.  11-14.  The 
course  will  present  the  basic  prin- 
ciples underlying  electromyography 
and  nerve  stimulation  studies  to  the 
physician  or  PhD  planning  to  spe- 
cialize in  clinical  neurophysiology, 
as  well  as  to  the  allied  group  of 
physicians  who  rely  on  the  results 
as  an  aid  in  diagnosis,  such  as 
neurologists,  neurosurgeons,  ortho- 
pedists, physiatrists,  and  others. 

Systematic  correlation  of  labora- 
tory observations  with  clinical  di- 
agnoses will  be  stressed.  Curricu- 
lum will  include  neuromuscular  phys- 
iology and  pathology;  basic  require- 
ments of  instrumentation  systems  in 
detecting  and  recording  of  bioelectric 
potentials;  the  study  of  evoked  mus- 
cle and  nerve  action  potentials  in 
response  to  stimulation  of  peripheral 
motor  and/or  sensory  nerves;  and 
averaging  of  low  level  signals,  fre- 
quency analysis,  signal  integration, 
and  multielectrode  studies. 


A rigorous  introduction  which  is  I 
neither  elementary  nor  specialized, 
the  course  requires  no  prior  train- 
ing. Tuition  is  $150,  and  registra- 
tion is  limited.  Further  information 
is  available  from  Dr.  Joseph  Good- 
gold,  Institute  of  Rehabilitation  Med- 
icine RR221,  400  E.  34th  St.,  New 
York  10016. 


Tuberculosis:  The  National  Commu- 
nicable Disease  Center  will  present 
a course  in  the  “Clinical  Manage- 
ment and  Control  of  Tuberculosis” 
Oct.  13-24  at  the  National  Jewish 
Hospital  in  Denver. 

Course  content  will  consist  of  the 
following  subjects:  pathogenesis  of 
tuberculosis,  role  of  the  patient  in 
tuberculosis  control,  treatment  of 
the  infected  and  the  diseased,  out- 
patient vs.  inpatient  care,  role  of  the 
nurse  and  practicing  physician,  prac- 
tical epidemiology,  atypical  myco- 
bacteria, and  role  of  the  laboratory 
in  managing  the  patient. 

Enrollment  is  restricted  to  physi- 
cians and  nurses  who  plan  or  direct 
tuberculosis  control  programs,  those 
who  teach  courses  in  tuberculosis 
and  other  pulmonary  diseases,  and 
physicians  who  are  concerned  with 
the  diagnosis  and  treatment  of  tu- 
berculosis. There  is  no  tuition. 

Further  information  may  be  ob- 
tained from  Dr.  Seth  N.  Leibler 
(EdD),  Chief,  Training  Unit,  Tuber- 
culosis Program,  National  Communi- 
cable Disease  Center,  Atlanta,  Ga. 
30333. 


Recent 

Deaths 


Pediatrics:  The  Kidney  Foundation  of 
Houston  and  the  Greater  Gulf  Coast 
and  the  Department  of  Pediatrics, 
Baylor  College  of  Medicine,  will  hold 
the  Annual  Pediatric  Postgraduate 
Symposium  Nov.  13-15  at  Texas 
Children’s  Hospital  in  Houston.  Topic 
for  the  symposium  will  be  pediatric 
nephrology. 

Guest  speakers  will  include  Dr.  C. 
William  Daeschner,  The  University  of 
Texas  Medical  Branch  at  Galveston; 
Dr.  Robert  H.  Heptinstall,  Johns 
Hopkins  University  School  of  Medi- 
cine, Baltimore;  Dr.  Charles  V. 
Pryles,  State  University  of  New 
York  Downstate  Medical  Center,  New 
York  City,  Brooklyn;  Dr.  William  B. 
Weil,  Michigan  State  University  Col- 
lege of  Human  Medicine,  East  Lans- 
ing; and  Dr.  Robert  L.  Vernier,  Uni- 
versity of  Minnesota  Medical  School, 
Minneapolis. 

There  will  be  no  registration  fee 
for  the  symposium.  Additional  infor- 
mation may  be  obtained  from  Dr.  L. 
Leighton  Hill,  Associate  Professor, 
Department  of  Pediatrics,  Baylor  Col- 
lege of  Medicine,  Houston  77025. 


DR.  J.  M.  MONTAGNET 

Houston  gynecologist.  Dr.  Joseph 
Marcel  Montagnet,  died  March  31, 
1969.  Cause  of  death  was  myocar- 
dial infarction.  He  was  53. 

Born  Aug.  18,  1915,  in  New  Or- 
leans, he  was  the  son  of  Joseph  M. 
and  LaBranche  Therese  Montagnet. 
He  attended  Tulane  University,  re- 
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ceiving  a BS  degree  in  1936.  His 
medical  degree  was  received  from 
Tulane  University  School  of  Medi- 
cine at  New  Orleans  in  1939.  In 
1939-1940,  Dr.  Montagnet  served 
internship  and  residency  at  Charity 
Hospital  of  Louisiana  at  New  Or- 
leans. He  also  served  a residency 
at  North  Carolina  Baptist  Hospital 
in  Winston  Salem,  N.C.,  from  1946 
to  1949. 

Dr.  Montagnet  practiced  medicine, 
specializing  in  obstetrics  and  gyne- 
cology, in  Beaumont,  Tex.,  from 
1949  to  1964.  In  1964,  he  moved  to 
Houston  where  he  specialized  in 
gynecology  until  his  death. 

He  served  in  the  European  the- 
ater of  operations  with  the  US  Army 
from  1941  to  1946,  attaining  the 
rank  of  lieutenant  colonel. 

Dr.  Montagnet  was  a member  of 
Harris  County  Medical  Society,  Tex- 
as Medical  Association,  and  Ameri- 
can Medical  Association.  He  was 
also  a member  of  Phi  Beta  Kappa 
honorary  scholastic  fraternity. 

Surviving  are  his  wife,  the  former 
Rosemary  Sandoz  of  Houston;  and 
two  daughters,  Mrs.  Meredith  Meri- 
cle  of  Beaumont  and  Mrs.  Michelle 
Nichols  of  Houston. 

DR.  L L COCKERELL 

Athens,  Tex.,  general  practitioner. 
Dr.  Lonnie  Lee  Cockerell,  90,  died 
June  13,  1969,  of  uremia. 

Dr.  Cockerell,  who  served  four 
generations  of  Henderson  County 
and  Athens  families,  was  born  June 
4,  1879,  and  was  the  son  of  Arch 
and  Vannie  Rush  Cockerell.  In  1899, 
he  was  graduated  from  the  Mem- 
phis Medical  School  in  Memphis, 
Tenn.,  and  was  graduated  from  Dal- 
las Medical  College,  now  Baylor  Col- 
lege of  Medicine,  in  1901.  In  1914 
and  1919,  he  did  postgraduate  work 
in  New  Orleans  and  in  New  York 
City,  and  in  1940,  at  Rochester, 
Minn.  After  medical  school  gradua- 
tion, Dr.  Cockerell  practiced  medi- 
cine in  Henderson  County,  moving 
to  Athens  in  1934.  He  practiced 
there  until  his  retirement  in  1967. 

Dr.  Cockerell  was  honored  by  the 
citizens  of  Eustace,  Tex.,  in  1967 
with  a Dr.  Cockerell  Day.  A member 
of  American  Medical  Association,  he 
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was  elected  to  honorary  member- 
ship in  Texas  Medical  Association 
in  1968.  He  was  a past  president  of 
Henderson  County  Medical  Society. 
He  was  also  a member  of  the  First 
United  Methodist  Church  in  Athens, 
the  Ancient  Free  and  Accepted  Ma- 
sons, and  Woodmen  of  the  World. 

Mrs.  Cockerell  preceded  her  hus- 
band in  death  in  1966.  Survivors 
include  three  sons,  Dr.  E.  R.  Cocker- 
ell of  Abilene,  Tex.,  Lonnie  Cocker- 
ell of  San  Antonio,  and  Garth  Cock- 
erell of  Gladewater,  Tex.;  four  daugh- 
ters, Mrs.  A.  R.  McLaughlin  of  Long- 
view, Mrs.  Bruce  Green  of  Mabank, 
Tex.,  Mrs.  Walter  Park  of  San  An- 
tonio, and  Mrs.  Fred  Stone  of 
Athens. 

DR.  R.  R.  BRUNAZZI 

Texarkana,  Tex.,  surgeon.  Dr. 
Richard  Rouse  Brunazzi,  died  Feb. 
24,  1969.  He  was  51. 

Dr.  Brunazzi,  the  son  of  Edward 
R.  and  Elizabeth  Willi  Brunazzi,  was 
born  on  Nov.  27,  1917,  in  Heavener, 
Okla.  He  was  graduated  from  The 
University  of  Texas  at  Austin  in 
1938  with  a BS  degree  and  received 
his  MD  degree  from  Baylor  College 
of  Medicine  in  1942.  He  served  an 
internship  at  Parkland  Memorial 
Hospital  in  Dallas  from  1942  to 
1943  and  a residency  at  Charity 
Hospital  of  Louisiana  at  New  Or- 
leans from  1943  to  1947. 

A member  of  Bowie  County  Med- 
ical Society,  Texas  and  American 
Medical  Associations,  Dr.  Brunazzi 
was  also  a member  of  the  American 
College  of  Surgeons,  Southwest  Sur- 
gical Society,  and  Southeast  Surgical 
Society,  and  was  a diplomate  of  the 
American  Board  of  Surgery.  He  had 
served  as  president  of  the  Alton 
Ochsner  Society  of  Tulane  Univer- 
sity and  had  headed  the  medical 
staff  of  Wadley  Hospital  in  Tex- 
arkana. 

Dr.  Brunazzi  was  a former  vice 
president  of  the  Texarkana  Chamber 
of  Commerce  and  a past  president 
of  the  Men’s  Camellia  Club.  He  was 
also  a member  of  Central  Christian 
Church. 

Surviving  Dr.  Brunazzi  are  his 
wife  of  Texarkana,  the  former  Cecile 
Cassity;  three  daughters,  Mrs.  T.  A. 


Grant,  III,  of  Monroe,  La.,  Mrs. 
Emon  Mahony,  Jr.,  of  Washington, 
D.C.,  and  Miss  Cecile  Brunazzi  of 
Texarkana;  and  a sister,  Mrs.  James 
Alexander,  also  of  Texarkana. 

DR.  R.  E.  LEE 

Former  Texas  delegate  to  the 
American  Medical  Association  House 
of  Delegates,  Dr.  Ridings  E.  Lee, 
died  June  25,  1969,  in  Dallas.  The 
60-year-old  physician  and  surgeon 
had  practiced  in  Dallas  for  38  years. 

Born  Sept.  10,  1908,  in  Fort 

Worth,  Dr.  Lee  was  graduated  from 
Baylor  University  in  Waco  in  1927 
and  received  his  MD  degree  from 
Baylor  College  of  Medicine,  then 
located  in  Dallas,  in  1931.  After 
serving  an  externship  and  a resi- 
dency at  Methodist  Hospital  of  Dal- 
las, he  joined  the  Baylor  College  of 
Medicine  faculty.  During  World  War 
II,  he  entered  the  US  Army  Medical 
Corps  and  was  discharged  in  1946 
with  the  rank  of  lieutenant  colonel. 
He  returned  to  Dallas  to  practice 
and,  at  the  time  of  his  death,  was 
a member  of  the  Methodist  Hospital 
of  Dallas  staff. 

Dr.  Lee  was  former  president  of 
the  Dallas  County  Medical  Society 
and  had  served  as  chairman  of  the 
society’s  board  of  censors  and  as  a 
director.  A fellow  of  the  American 
College  of  Surgeons,  he  also  was 
former  chief  of  the  Department  of 
Surgery  and  General  Surgical  Service 
at  Methodist  Hospital  of  Dallas.  In 
1955  he  was  honored  as  Man  of  the 
Month  in  Oak  Cliff  by  the  Oak  Cliff 
Chamber  of  Commerce. 

A member  of  Texas  Medical  As- 
sociation and  of  American  Medical 
Association,  Dr.  Lee  served  in  1956- 
1957  on  the  board  of  directors  of 
Southwestern  Medical  Foundation. 
From  1960  to  1962  he  was  medical 
director  of  the  Caruth  Memorial  Re- 
habilitation Center  in  Dallas.  In 
1968  the  Texas  Rehabilitation  Asso- 
ciation named  him  Physician  of  the 
Year  for  his  "overall  contribution  to 
rehabilitation  in  the  state  of  Texas.’’ 

Surviving  Dr.  Lee  are  his  wife,  the 
former  Katheryn  Loupot;  a son,  John 
Ridings  Lee  of  Dallas;  and  a daugh- 
ter, Mrs.  Tom  R.  Clevenger  of  To- 
peka, Kan. 
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DR.  S.  W.  BOHLS 

Dr.  Sidney  William  Bohls,  Austin 
pathologist,  died  June  24,  1969,  in 
an  Austin  hospital  at  the  age  of  71. 

The  son  of  Emil  H.  and  Julia 
Pfiuger  Bohls,  Dr.  Bohls  was  born 
April  12,  1898,  in  Pfiugerville,  Tex. 
After  serving  in  the  US  Army  during 
World  War  I,  he  was  graduated  from 
The  University  of  Texas  at  Austin 
in  1921  and  received  his  MD  degree 
from  The  University  of  Texas  Medi- 
cal Branch  at  Galveston  in  1925. 
He  then  served  an  internship  at 
Santa  Rosa  General  Hospital  in  San 
Antonio  and  did  postgraduate  study 
at  Rockefeller  Institute,  New  York, 
and  at  Harvard  Medical  School,  Bos- 
ton. 

Appointed  director  of  laboratories 
for  the  Texas  State  Department  of 
Health  in  1928,  Dr.  Bohls  pioneered 
in  research  on  relapsing  fever,  ty- 
phus, and  smallpox  vaccines.  Under 
his  direction,  the  first  production  of 
typhoid  vaccine  and  diphtheria  tox- 
oid was  made  available,  Texas  be- 
came the  fifth  state  to  have  a lab- 
oratory licensed  to  manufacture  bio- 
logic products  for  use  in  immuniza- 
tion campaigns,  and  simultaneous 
tests  for  the  most  common  fevers 
were  developed.  During  World  War 
II,  he  instituted  the  processing  of 
blood  plasma  for  civilian  emergency 
use. 

Also  known  for  his  research  on 
rabies  and  his  leadership  in  the 
anti-rabies  control  program,  Dr. 
Bohls  was  the  author  of  more  than 
30  scientific  papers  in  state  and 
national  journals  and  was  consultant 
for  state  and  national  health  ser- 
vices. He  organized  the  fully-accred- 
ited schools  of  medical  technology 
at  Brackenridge  and  Austin  State 
hospitals,  and  in  1959  he  entered 
private  practice  in  clinical  pathology. 
At  the  time  of  his  death,  he  was 
consultant  pathologist  for  hospi- 
tals in  Austin  and  for  institutions 
throughout  the  state. 

Dr.  Bohls  was  a member  of  Texas, 
American,  and  Southern  Medical  As- 
sociations, Travis  County  Medical 
Society,  and  American  Public  Health 
Association.  He  was  a fellow  of  the 
College  of  American  Pathologists,  a 
diplomate  of  the  American  Board  of 


DR.  BOHLS 


Pathology,  and  a former  president 
of  the  Texas  Society  of  Pathologists 
and  of  the  Texas  Public  Health  As- 
sociation. A member  of  Sigma  Xi 
honorary  science  and  Theta  Kappa 
Psi  medical  fraternities,  he  was  a 
founding  member  of  First  English 
Lutheran  Church;  and  he  belonged 
to  Rotary  International,  Ben  Hur 
Temple  Shrine,  and  Sons  of  the  Re- 
public of  Texas. 

Survivors  include  his  wife,  the 
former  Claryce  Manning  Pitts;  five 
sisters,  Mrs.  Edna  Koehler,  Round 
Rock,  Tex.,  Mrs.  Eugene  Raesz,  Tay- 
lor, Tex.,  and  Mrs.  C.  H.  Warner, 
Mrs.  Allen  Christenson,  and  Mrs. 
Leroy  Raschke,  all  of  Austin;  and 
three  brothers,  the  Rev.  Clarence  L. 
Bohls,  San  Antonio,  and  Jesse  G. 
Bohls  and  Emil  A.  Bohls,  both  of 
Pfiugerville,  Tex. 

DR.  F.  W.  C.  COLBY 

Dr.  Frederick  W.  C.  Colby,  re- 
tired Beaumont  physician,  died  June 
9,  1969,  in  a Beaumont  hospital  as 
the  result  of  injuries  received  in  a 
fall.  He  was  65. 

Dr.  Colby  was  born  Sept.  20, 
1903,  in  Moneta,  Iowa,  the  son  of 
Charles  H.  and  Flora  May  Clark 
Colby.  A graduate  of  the  State  Uni- 
versity of  Iowa  in  Iowa  City,  he  re- 
ceived his  MD  degree  from  Creigh- 
ton University  of  Medicine,  Omaha, 
Neb.,  in  1930.  He  served  an  intern- 
ship at  Hotel  Dieu  Hospital  in  Beau- 
mont, and  he  continued  to  practice 
medicine  in  Beaumont  for  39  years. 
During  World  War  II,  he  served  as 
a captain  in  the  US  Army  Medical 
Corps. 

Elected  to  inactive  membership 
in  Texas  Medical  Association  in 
1966,  Dr.  Colby  was  a member  of 
Jefferson  County  Medical  Society, 
American  Medical  Association, 
Southern  Medical  Association,  Amer- 
ican Proctologic  Society,  and  Inter- 
national College  of  Surgeons.  He 
also  belonged  to  Beta  Theta  Pi  so- 
cial fraternity. 

Surviving  Dr.  Colby  are  his  wife, 
the  former  Gertrude  Follett;  two 
sons,  Dr.  Charles  Colby  and  Freder- 
ick Colby,  Jr.,  both  of  Beaumont; 
two  brothers,  Charles  I.  Colby  of 
Des  Moines,  Iowa,  and  Hayden  H. 


Colby  of  Canyon,  Tex.;  and  a sister, 
Mrs.  Floreen  Cronk  of  Iowa  City. 

DR.  N.  L.  AMIL 

Dr.  Nancy  Lucretia  Amil,  Grand 
Prairie,  Tex.,  general  surgeon,  died 
July  22,  1969,  in  an  airplane  crash 
near  Edgerly  in  Southwest  Louisiana. 
She  was  42. 

The  daughter  of  James  Oakley 
and  Virginia  Bledsoe  Lewis  Bean, 
Dr.  Amil  was  born  April  16,  1927, 
in  Dallas.  She  attended  Baylor  Uni- 
versity in  Waco  and  was  graduated 
in  1951  from  The  University  of  Tex- 
as Southwestern  Medical  School  at 
Dallas  with  an  MD  degree.  In  1950 
she  received  a fellowship  for  re- 
search study  at  UT  Southwestern's 
pediatric  laboratory.  After  serving 
an  internship  at  Highland  Park  Gen- 
eral Hospital,  Highland  Park,  Mich., 
she  served  residencies  at  Santa 
Barbara  General  and  Santa  Barbara 
Cottage  Hospitals,  Santa  Barbara, 
Calif.;  and  at  Veterans  Administra- 
tion, Gaston  Episcopal,  and  Park- 
land Memorial  Hospitals,  and  Chil- 
dren’s Medical  Center,  all  in  Dallas. 

Dr.  Amil  was  a member  of  Dallas 
County  Medical  Society,  Texas  Med- 
ical Association,  American  Medical 
Association,  and  American  Board  of 
Surgery.  From  1959  to  1961  she 
practiced  general  surgery  at  Vet- 
erans Administration  Hospital  in  Big 
Spring,  Tex.;  she  then  entered  pri- 
vate practice  in  Birmingham  and 
Tarrant  City,  Ala.,  until  1965.  At 
the  time  of  her  death,  she  was  asso- 
ciated with  Drs.  Virginia  S.  King  and 
Betty  Ann  Meriwether  and  was  Chief 
of  Surgery  and  president-elect  of 
the  general  medical  staff  at  Great 
Southwest  General  Hospital  in  Grand 
Prairie.  She  belonged  to  Inglewood 
Methodist  Church  in  Grand  Prairie, 
and  she  served  as  president  of  the 
Grand  Prairie  chapter  of  the  Ameri- 
can Cancer  Society. 

Surviving  Dr.  Amil  are  her  son, 
David  Lewis  Amil  of  Grand  Prairie; 
her  parents,  Mr.  and  Mrs.  Jim  Bean; 
and  a sister,  Mrs.  Kathryn  Glancies, 
all  of  Midlothian,  Tex.;  and  three 
brothers,  Jim  Bean,  Jr.,  of  Arlington, 
Tex.,  and  William  Lewis  and  Robert 
Truett  Bean,  both  of  Midlothian. 
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Beverly  Hills  Hospital 
Beverly  Hills  Clinic 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 


New  Outpatient  and  Hospital  Facilities 
Beautiful  New  Buildings  On  a Secluded  Scenic  and  Wooded  Site 
Open  Cottage  System  and  Regulated  Intensive  Treatment  Units 
All  Established  Methods  of  Diagnosis  and  Treatment  Utilized. 


Psychiatry 

Joseph  L.  Knapp,  M.  D. 
Jackson  H.  Speegle,  M.  D. 

Fred  H.  Jordan,  M.  D. 
Joseph  H.  Lindsay,  M.  D. 


Psychology 

TraudI  E.  Jordan-Diener,  Ph.D. 
R.  A.  Mitchell,  M.  S. 
David  K.  Fooshee,  M.  S. 


1353  N.  Westmoreland,  Dallas,  Texas  75211  FE  1-8331 
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Symbols  in  a life  of 
psychic  tension 

M.A. 

class  of  ’66 

Ph.D. 

thesis... in  progress 

GJ- 

series  and  complete 
examination  normal 

(persistent  indigestion) 


Roche 


LABORATORIES 
ivision  of  Hoffmann-La  Roche  Inc. 
Utley,  New  Jersey  OrilO 


Rx 

Valium®  (diazepam)  t.i.d.  and  h.s. 


M.  A.  (class  of  ’66) . . . Ph.D.  (thesis,  in  progress) . . . letters 
that  represent  a young  lifetime  of  work ...  a formal  education 
nearing  completion.  But  there  are  still  long,  arduous 
examinations  to  pass,  a doctoral  thesis  to  finish ...  a period  in 
which  stress  is  often  converted  into  the  gastrointestinal 
symptoms  of  psychic  tension.  For  this  kind  of  patient  — with 
no  demonstrable  pathology  — consider  the  usefulness  of 
Valium  (diazepam). 

Valium  can  help  relieve  psychic  tension  and  resultant 
somatic  symptoms,  within  the  first  day  for  some  patients. 
Valium  is  also  useful  in  psychic  tension  with  associated 
depressive  symptoms.  And  Valium  can  help  relieve  psychic 
tension-induced  insomnia  with  an  h.s.  dose  added  to  the  t.i.d. 
schedule. 

Valium  is  generally  well  tolerated.  In  proper  maintenance 
dosage  it  seldom  dulls  the  senses  or  interferes  with 
functioning.  Side  effects  most  commonly  reported  have  been 
drowsiness,  fatigue  and  ataxia. 


Before  prescribing,  please  consult  complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity  caused  by  upper  motor  neuron 
disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders  (not  for 
sole  therapy). 

Contraindicated : Known  hypersensitivity  to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glaucoma. 

Warnings :Not  of  value  in  psychotic  patients.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  frequency  and/or  se- 
verity of  grand  mal  seizures  may  require  increased  dosage  of  standard 
anticonvulsant  medication;  abmpt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance. 
Keep  addiction-prone  individuals  under  careful  surveillance  because  of 
their  predisposition  to  habituation  and  dependence.  In  pregnancy,  lacta- 
tion or  women  of  childbearing  age,  weigh  potential  benefit  against  possible 
hazard. 

Precautions : If  combined  with  other  psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents  employed.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in  impaired  renal  or  he- 
patic function.  Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention,  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation,  have  been 
reported;  should  the.se  occur,  discontinue  drug.  Isolated  reports  of  neutro- 
penia, jaundice;  periodic  blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Valium’  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

to  help  relieve  psychic  tension 
and  its  somatic  symptoms 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psycho- 
therapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social  ser- 
vice work  with  families,  family  therapy,  and  an  extensive  and  well  organized  activities  program,  including  occu- 
pational therapy,  art  therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The 
treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may 
be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School  Pro- 
gram is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  86  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704  - 254-3201 


T.  ROWE  PRICE 
GROWTH  STOCK 
^ FUND,  m. 

Est.  1950 

A HO-LOAD  FUND 

Investing  in  stocks 
carefully  selected  for  long  term 
growth  possibilities 

Individuals  & institutions 
are  invited  to  request  free  prospectus 


IT.  Rowe  Price  Growth  Stock  Fund,  Inc. 

One  Charles  Center,  Dept.  F-1 

Baltimore,  Md.  21201  Phone  (301)  539-1992 

H Name 


I Address 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu* 
lin  testing  with  the  white  LEDERTINE^’^  Applicator 
a routine  part  of  your  physical  examinations? 


TUBERCULIM 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculirt 


Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 


lederle  laboratories 

A Division  of  American  Cyanamid  Company,  Pearl  River, 


N.Y. 

472-9 
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Drive  around  the  block. 


It's  a great  way  to  have  an  unusual  and  exciting  vacation. 

All  across  America  you’ll  discover  magnificent  monuments,  mountains, 

deserts,  cities— even  a canyon  that’s  “Grand.” 


So,  if  you  really  want  to  broaden  your  horizons  try  your  own  backyard. 

This  year,  Discover  America. 


DISCOVER  AMERICA 


ITS  SOME  BACKYARD 


in  the  'V 


I AMA 
dENVER 


plan  to  attend  the  23rd  ama  clinical  conventioii| 
denver,  colorado-november  30-deceniber  3,1969 


A bustling  skyscraper-studded  cosmopolitan 
city,  Denver,  Colorado  is  western  in  character  and 
dotted  with  sophisticated  shops,  superb  restau- 
rants, and  theaters.  And,  just  minutes  away,  the 
great  Colorado  Rockies  — with  forests,  lakes  and 
tumbling  streams,  internationally  known  ski  areas, 
ghost  towns,  hunting  and  fishing. 

As  a general  practitioner  or  specialist,  you  will 
find  the  Denver  winter  medical  meeting  a highly  re- 
warding experience.  Scientific  Program  Sessions, 


Breakfast  Roundtable  Conferences,  Clinical  Work- ; 
shops,  Panel  Discussions,  Television,  Medical  Mo-  T 
tion  Pictures,  and  hundreds  of  Scientific  and  ^ 
Industrial  Exhibits  to  show  you  the  latest  in  equip-jg‘. 
ment,  services,  and  drugs  are  some  of  the  means^^^l 
of  keeping  up-to-date  in  medicine. 

Be  sure  to  look  for  the  complete  scientific  proT  * 
gram,  plus  forms  for  advance  registration  and  * 
hotel  accommodations  in  the  October  20th  issue  /, 
of  JAMA. 
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One  of  these  disposables  comes  prefilled. 

Its  unit  dose  - in  nonreactive  glass 
cartridge  - is  premeasured. 

The  cartridge  is  clearly  labeled: 
drug  name,  strength,  control  number. 

Even  expiration  date  where  appropriate. 

You’re  more  confident  that  the  patient  gets. . . 


. . . just  what  the  doctor  ordered 
with  theTubex  Closed  Injection  System. 


Injections  with  the  Tubex  system  are  as 
easy  as  1,  2,  3, 

1.  Select— from  an  extensive  variety  of  prefilled  Tubex 
sterile  cartridge-needle  units.*  No  multi-dose  vials  to 
bother  with;  no  unlabeled  syringes  to  cause  confusion. 

2.  Inject— with  a minimum  of  pain.  Thanks  to  the 
single-use,  stainless-steel  needle  that’s  both  ultra- 
sharpened  and  siliconized.  Aspirate  simply  and 
conveniently. 

3.  Throw  away— empty  cartridge-needle  unit.  Never 
used  again,  it  can’t  transmit  infection.  And  there’s 
no  clean-up  job. 

*For  injectables  not  yet  in  the  ever-expanding  prefilled  Tubex 
line,  empty  sterile  cartridge-needle  units  are  available. 


TUBEX® 


Closed  Injection  System 
Hypodermic  Syringe 
Sterile  Cartridge-Needle  Unit 


Wyeth  Laboratories  Philadelphia,  Pa. 


TM 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORKF 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


He  may  be  comparatively  young  or  approaching  middle  age.  Typically,  he  is  a 
heavy  cigarette  smoker — a pack  or  more  a day  for  a number  of  years.  Whether 
smoking  is  a causative  or  an  important  exacerbating  factor  in  peripheral  vascular 
disease  is  still  under  discussion.  But  the  vasoconstrictive  effects  of  nicotine  are 
firmly  supported  by  a substantial  body  of  laboratory  and  clinical  evidence,  and  the 
close  association  is  now  generally  accepted. 

Thus,  a history  of  heavy  smoking  coupled  with  vasospasm  may  serve  as  warning 
signals  to  the  physician.  When  a diagnosis  is  established,  therapeutic  measures  are 
directed  toward  increasing  the  local  circulation,  and  appropriate  management  of  the 
patient’s  general  medical  needs  should  be  instituted.  These  include  the  important 
safeguards  of  keeping  warm  and  refraining  from  smoking. 


Before  prescribing  Roniacol  Timespan 
(nicotinyl  alcohol  tartrate),  please  consult 
complete  product  information,  a summary  of 
which  follows. 

Indications:  Conditions  associated  with  deficient 
circulation;  e.g.,  peripheral  vascular  disease, 
vascular  spasm,  varicose  ulcers,  decubital  ulcers, 
chilblains,  Meniere’s  syndrome  and  vertigo. 
Caution:  Roche  Laboratories  endorses  caution 
in  the  administration  of  any  therapeutic  agent 
to  pregnant  patients. 

Side  Effects:  Transient  flushing,  gastric 
disturbances,  minor  skin  rashes  and  allergies  may 
occur  in  some  patients,  seldom  requiring 
discontinuation  of  the  drug. 

Dosage:  1 or  2 Timespan  Tablets  morning  and 
night. 

How  Supplied:  Timespan  Tablets — 150  mg 
nicotinyl  alcohol  in  the  form  of  the  tartrate  salt 
— bottles  of  50. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Important  in 
total  management  of 
peripheral  vascular  disease, 
vascular  spasm  or 
Ichilblains  ♦ 1 * 

_ Koniacol 
i imespan 

(nicotinyl  alcohol  tartrate) 
for  relief  of  ischemic  symptoms 


Convenience  of  b.i.d.  dosage — sustained-release  Timespan  Tablets  usually  provide 
prolonged  relief  of  ischemic  symptoms  with  two  doses  daily. 

Smoothness  of  onset — the  action  of  Roniacol  (nicotinyl  alcohol)  is  smooth  and 
gradual  in  onset,  rarely  causing  severe  flushing. 

Selectivity  of  action — relaxes  the  musculature  of  peripheral  blood  vessels. 

High  degree  of  safety — side  effects  seldom  require  discontinuation  of  therapy. 


Preludin  is  indicated  only 
as  an  anorexigenic  agent 
in  the  treatment  of  obesity. 
It  may  be  used  in  simple 
obesity  and  in  obesity  com- 
plicated by  diabetes,  mod- 
erate hypertension  (see 
Precautions),  or  pregnancy 
(see  Warning). 
Contraindications:  Severe 
coronary  artery  disease, hy- 
perthyroidism, severe  hy- 
pertension, nervous  insta- 
biiity,  and  agitated  prepsy- 
chotic  states.  Do  not  use 
with  other  CNS  stimulants, 
including  MAO  inhibitors. 
Warning:  Do  not  use  during 
the  first  trimester  of  preg- 
nancy unless  potential 
benefits  outweigh  possi- 
ble risks.  There  have  been 
clinical  reports  of  congen- 
ital malformation,  but 
causai  relationship  has  not 
been  proved.  Animal  tera- 
togenic studies  have  been 
inconciusive. 

Precautions:  Use  with  cau- 
tion in  moderate  hyperten- 
sion and  cardiac  decom- 
pensation. Cases  involving 
abuse  of  or  dependence 
on  phenmetrazine  hydro- 
chloride have  been  report- 
ed. In  general,  these  cases 
were  characterized  by 
excessive  consumption 
of  the  drug  for  its  central 
stimulant  effect,  and  have 
resulted  in  a psychotic 
illness  manifested  by 
restiessress,  mood  or 
behavior  changes,  haliu- 


cinations  or  delusions.  Do 
not  exceed  recommended 
dosage. 

Adverse  Reactions:  Dry- 
ness or  unpleasant  taste 
in  the  mouth,  urticaria, 
overstimulation,  insomnia, 
urinary  frequency  or  noc- 
turia, dizziness, 
nausea,  or  headache. 
Dosage:  One  25  mg.  tablet 
b.i,d.ort,i.d,Orone75mg, 
Endurets  tablet  a day, 
taken  by  midmorning. 
Availability:  Pink,  square, 
scored  tabiets  of  25  mg. 
for  b.i.d.  or  f.i.d.  admin- 
istration, in  bottles  of  100 


For  complete  details, 
please  see  full 
prescribing  inlormation. 

Geigy  Pharmaceuticals  % 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


They  run 


a good  chance 


of  losing 
weight. 


Exercise  and  Preludin  run  together  in  helping  patients  to  lose  weight. 

Preludin  often  puts  a curb  on  appetite  and  promotes  a sense  of  well-being.  By  boosting 
a dieter’s  spirit,  Preludin  may  help  patients  get  the  exercise  you  may  prescribe. 

One  Endurets  tablet  taken  between  breakfast  and  midmorning  usually  provides  daylong  and 
early-evening  suppression  of  appetite. 

A few  patients  may  experience  overstimulation  or  insomnia.  For  a brief  summary  of  all  adverse 
reactions,  precautions,  warning  and  contraindications,  please  see  the  adjoining  page. 


Preludin 


® phenmetrazine  Endurets® 

1 hydrochloride  prolonged-action  tablets 


Geigy 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 

W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee.  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Mark  E.  Huff.  Jr.,  M.D. 

ORAL  SURGERY 

R.  A.  MitcheU,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson.  M.D.,  D.A.B.R.,  Radiology 

Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 

David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 

MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 

R.  F.  Knox,  M.D.,  Endocrinology 

P.  E.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 

Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 

Preston  McCaU,  M.D.,  Diagnosis  & Internal  Medicine 

Julian  C.  Sleeper.  M.D.,  Cardiology 

Eugene  Jackson,  M.D.,  Diagnosis  & Internal  Medicine 

GENERAL  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 

W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 

Bertha  McNeill,  Administrator 

Jesse  E.  Dobbs,  Jr.,  Asst.  Administrator 

HOMESTEAD 

CHILD  PLACEMENT  AGENCY 

and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

ED  5-5942  ED  6-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 

Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 

Looking  for 
a great  vacation? 

You  don’t  have 
to  iook  very  far. 

America  with  all  its  natural 
and  man-made  marvels  is 
right  in  your  own  backyard. 

You’ll  find  everything  from 
historical  monuments,  mile- 
high  mountains,  sand-duned 
deserts,  bustling  cities— and 
more.  The  natives,  friendly 

America.  It’s  a great  place  to 
visit,  and  aren’t  you  glad 
you  live  here. 


DISCOVER  AMERICA 


ITS  SOME  BACKYARD 


ONCOLOGY 

Oscar  L.  Morphis,  M.D.,  F.A.C.R.  R.  P. 

O’Bannon,  M.D.,  F.A.C.R. 

Radiation  Therapy 

Radiation  Therapy 

Radium  Therapy 

Norris  Gilfillan,  M.D.,  F.A.C.S.  Tom  B.  Bond,  M.D.,  F.A.C.R. 

Chemotherapy 

Consultant 

Jack  M.  Morgan,  M.S.,  F.A.C.R. 

Consultant-Physicist 

1550  West  Rosedale,  Suite  620  Fort  Worth 

ED  6-2028 
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TEXAS  MEDICINE 


PHYSICIANS'  DIRECTORY 


Allergy 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $8.00  per  column  inch  and  must  run  six 
months.  New  listings  are  limited  to  those  specialties  rec- 
ognized by  the  American  Medical  Association.  A discount 
of  5%  is  allowed  for  six  month’s  advance  payment.  Mail 
copy  to  Advertising  Assistant,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is 
20th  of  the  month  preceding  publication  month. 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Acadomu  of  Allergy  Sub-Board  Pediatrie  Allergy 


216  Medical  Prof.  Bide. 
CA  6-7671 


San  Antonio  16,  Texas 
CA  7-6331 


HOUSTON  ALLERGY  CLINIC 


CLINICAL  ALLERGY  AND  IMMUNOLOGY 
RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 

F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

RAMON  GARRIDO,  M.D. 

(Certified  American  Board  of  Pediatrics) 

Suite  156,  Hermann  Professional  Buildine 
6410  Fannin  St..  Houston,  Texas  77025 


JA  6-3281 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomats  American  Boards  of  Internal  Medicine  and  AUerev 
ALLERGY 

2203  West  Tennessee  Midland,  Texas  79701 

MU  2-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Charles  D.  Haunschild,  M.D.  James  A.  Murray,  M.D. 

*Hermann  Gregory,  M.D. 

Certified  American  Boards  of  Pediatrics  and  AUersry 

6655  Travis  Street  Houston,  Texas  77025  JA  8-5591 

♦Military  Leave  of  Absence 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 
Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


ALLERGY  CLINIC 
Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 
TU  2-3487 

2630  Morgan  Corpus  Christi,  Texas 


Cardiovascular  Disease 


GUS  SCHREIBER,  M.D.,  F.A.C.C. 

24-Hour  Reception  and  Interpretation  of 
Telephone-Transmitted  Eaectrocardiograms. 

Matching  Electrocardiographs,  Transmitters, 
and  Tape  Recorders  Leased  to  Institutions. 

1430  Medical  Arts  Building  Dallas,  Texas  75201 

Telephone  214  748-3715 


Clinics 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO,  TEXAS 


R.  M.  Pinks.  M.D..  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon.  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 
Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 


Tom  R.  Hunter,  M.D.,  Surgery 

Dale  W.  Hayter,  M.D., 
Ophthalmology 

O.  Sterling  GUlU  III,  M.D., 
Obstetrics  and  Gynecology 

Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 

Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

WiUiam  T.  Gordon,  M.D. 


Robert  P.  Gordon.  C.P.A.,  Administrator 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 

John  M.  Church,  M.D.  Robert  L.  Sewell.  M.D 

T.  J.  Coleman.  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  HoUapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


THOMAS-SPANN  CLINIC 
& THOMAS-SPANN  HOSPITAL,  INC. 

1546  S.  Brownlee  Corpus  Christi,  Texas  78404 

Telephone  884-3861 


SURGERY 


INTERNAL  MEDICINE 


R.  Gayle  Spann,  M.D.,  F.A.C.S. 
J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 


William  E.  Morris,  M.D 
Gerald  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 


L,  David  Wrigrht,  M.D.,  F.A.C.S.  RADIOLOGY 


GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 
T.  D.  Harvev.  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 

Carlos  M.  Yanez,  M.D. 


Crysup  Sory,  M.D. 
ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 
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RUGELEY  AND  BLASINGAME  CLINIC 
Wharton,  Texas 

2100  North  Fulton  Street  713  LE  2-1700 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

David  W.  SamueUon,  M.D. 


GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  KoUe,  M.D. 

PATHOLOGY 

Hector  M.  Perches,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D., 
F.A.C.S. 

GENERAL  & THORACIC 
SURGERY 


DENTISTRY 

G.  C.  Shumbera,  D.D.S. 

UROLOGY 

H.  Z.  Fretz,  M.D.,  F.A.C.S. 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

ANESTHESIOLOGY 
Clark  G.  Spears,  M.D. 

NEUROPSYCHIATRY 
Raleigh  R.  Gleason,  M.D. 


R.  E.  Goelzer,  M.D.,  F.A.C.S. 


BUSINESS  MANAGER 
C.  H.  Rugeley 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  25,  Texas  JA  6-2061 

Internal  Medicine  and  Diagnosis 


Cardiovascular  Disease 
•Charles  D.  Reece,  M.D. 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 
Michael  B.  Raine,  M.D. 
Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandiver,  M.D. 
Charles  H.  Gregory,  M.D. 

B.  Frederick  Gregory,  M.D. 

Endocrinology,  Metabolic 
Diseases  and  Director  of 
Clinical  Research 

Raymond  Gregory,  M.D. 


Infectious  Diseases 

Lewie  L.  Travis,  Jr.,  M.D. 
Jack  L.  Reddin,  M.D. 

Internal  Medicine 
Jeffrey  Zatorski,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Jack  P.  Abbott,  M.D. 

Paul  B.  Radelat,  M.D. 

Pathology 

Pulmonary  Diseases 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 


8880  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-6411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Fiasdicic,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Pediatrics 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  Administrator 

LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  227-2161 


Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
PYedrick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy: 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 


Radiology  and  Nuclear  Medicine 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 
C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 

Laboratory : 

Clinical  Pathology 
Cytology 


David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 


Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 


Nuclear  Medicine 
Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


R.  B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


•Deceased 


CONSULTATION  BY  APPOINTMENT 


B E E L E R-M  A N S K E CLINIC 


9th  Avenue  N. 
Texas  City 
AC  713, 

Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W,  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


at  6th  Street  N, 
Texas  77590 
WI  8-8621 

General  Practice 

J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant.  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  6-4333 


SURGERY 

W.  S.  Lorimer,  Jr.,  M.D., 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P. 

Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 


Mrs.  Evelyn  Farr,  Business  Manager 


MALONE  and  HOGAN  CLINIC 
901  Main  Street  Phone  267-6361 

Big  Spring,  Texas  79720 


Ophthalmology  and 
O tolaryngology 

P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton.  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D.,  F.A.C.S. 

Orthopedic  Surgery 
P.  H.  Rhymes,  M.D. 

Internal  Medicine 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


Obstetrics  and  Gynecology 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  WoodaU,  M.D. 

M.  W.  Talbot,  Jr.,  M.D.,  F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  Dillon,  M.D. 

Consultants  in  Pathology 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

Business  Manager 
R.  L.  Heith 


PUBLIC  AFFAIRS  AND 
PUBLIC  RELATIONS  CONFERENCE 


THE  AUSTIN  DIAGNOSTIC  CLINIC 
801  West  34th  Street,  Austin,  Texas  78705  452-9292 


INTERNAL  MEDICINE 


HENRY  RENFERT,  JR.,  M.D. 
Endocrinology 

VIRGIL  B.  LAWLIS,  M.D. 

Gastroenterology 
LEONARD  J.  SAYERS,  M.D. 
Hematology 

HOMER  R.  GOEHRS,  M.D. 
Rheumatology 

JOHN  P.  VINEYARD,  JR.,  M.D. 

Pulmonary  and  Infectious  Disease 
JOHN  M.  TYLER,  M.D. 

Cardiology 


WALTER  D.  ROBERTS,  M.D. 

Internal  Medicine 
TERRY  M.  COLLIER,  M.D. 

Internal  Medicine 
ROBERT  F.  ANDERSON,  M.D 
Cardiology 

DENNIS  E.  WELCH,  M.D. 
Oncology 

CHARLES  E.  FELGER,  M.D. 

Gastroenterology 
JACK  W.  MONCRIEF,  M.D. 
Nephrology 


NEUROLOGY  AND  ELECTROENCEPHALOGRAPHY 

J.  DOUGLAS  HUDSON,  M.D.  PETER  W.  WERNER.  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE 

JOSEPH  H.  LAWSON,  M.D.  BETHEA  W.  BRINDLEY.  M.D. 


October  A,  1969 


Austin 


ADMINISTRATION 

JAMES  R.  JEPSON 
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CLINIC  OF  THE  SOUTHWEST 
6437  High  Star  at  Hillcroft 
Houston,  Texas  77036  PR  4-7671 


INTERNAL  MEDICINE 
WiUlam  C.  Franklin,  M.D. 

Arthur  I?.  Conde,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 
John  R.  Dunn,  Jr.,  M.D. 
Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch.  M.D. 
UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram.  D.D.S. 

RADIOLOGY 
Neil  B.  Longley,  M.D. 
Richard  E.  Schuette,  M.D. 

BUSINESS  MANAGER 
C.  C.  Walker 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 


RICHARD  D.  COLE,  M.D. 

Dermatology  and  Syphilology 
Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 

3610  34th  Street  Lubbock,  Texas 


Colon  and  Rectal  Surgery 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomatea  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 
710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 
714  Doctors  Building  3707  Gaston  Avenue 

Doltaa  'Tayos 

Off.  Tel.  TA  4-2673  ’ Res.  Tel.  EM  1-4600 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 
2716  Fannin  Street  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S, 
JOHN  E.  COGAN,  M.D. 
Surgery  of  the  Rectum  and  Colon 
406  Hermann  Professional  Bldg. 
Houston  26,  Texas 


C.  D.  L.  CROMAR,  M.D. 
Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 
Pasadena,  Texas  77502 


Dermatology 


ROGER  W.  MANAR,  M.D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 
1400  Eighth  Street  Wichita  Falls,  Texas 


BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

1410  Medical  Arts  Bldg.  Dallas,  Texas 


EVERETT  R.  SEALE,  M,D, 
Dermatology 

Treatment  of  Skin  Malignancies 
1217  Hermann  Professional  Bldg,  Houston  25,  Texas 


J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 
X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  6 

3817  Brown  Street  Dallas,  Texas 


J.  FRANKLIN  CAMPBELL,  M.D. 
EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 
1410  Pruitt  Street  Fort  Worth  4,  Texas 


Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1601  Arizona  El  Paso,  Texas 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  600  Lubbock,  Texas 


MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 
Phone  JA  6-3733  Houston  25,  Texas 


THOMAS  L.  SHIELDS,  M.D. 
Dermatology  and  Syphilology 
X-Ray  Therapy  in  the 
Treatment  of  Skin  Malignancies 
Hours  9 to  1 — 3 to  6 

800  Fifth  Ave.  Fort  Worth,  Texas 


DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 
8648  Northwest  Plaza  Drive  Dallas  26,  Texas 
316  North  Shiloh  Road  Garland  40,  Texas 
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M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 
DERMATOLOGY 

HAIR  TRANSPLANTATION  & DERMOPLANING 
Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Phone:  464-6369  Houston,  Texas  77024 

General  Surgery 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

Eye,  Ear,  Nose,  Throat 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Jack  Blum,  M.D. 

Ophthalmology  and  Otolaryngology 

8216  Westchester 

Suite  136 

Dallas,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1602  Logan  Ave.  Laredo,  Texas 

Dr(.  Canon,  Watkins.  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear,  Noee  and  Throat,  Broncho-Esophafologry  and  AUetvy 

R,  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S.,  A.I.C.S. 

Wm,  F.  Anderson,  M.D.,  Ernest  Nalle,  Jr.,  M.D. 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  FJV.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Th3nroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  623-8323  Houston,  Texas  77026 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3761 

1321  Hickory  St.  Abilene,  Texas 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7697 

Gastroenterology 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1606  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-6605 

MILFORD  0.  ROUSE,  M.D. 

announces  limitation  of  practice  to  consultation  in  hospitals. 
His  office  is  now  at  Dallas  Chamber  of  Commerce  in  Com- 
munity Health  Focus  program.  Records  of  his  patients  are 
with  Cecil  0.  Patterson,  M.D.,  and  Daniel  Polter,  M.D.,  1414 
Medical  Arts  Building,  Dallas,  RI  2-6144. 

HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77026 

JA  2-4141 

CECIL  0.  PATTERSON,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

Internal  Medicine 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 

John  W.  Fisher,  M.D. 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 

GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4976  Dallas  1,  Texas 

HENRY  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 

Internal  Medicine  and  Diseases  of  the  Chest  and  Heart 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

1003  Memorial  Professional  Building 

1010  Louisiana  Houston,  Texas  77002  222-7224 
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Neurology/  Psychiatry 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D.  •Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-5469 

Fort  Worth,  Texas  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neuroloflry 

HAUSER  CLINIC 

Psychiatry,  Neurology,  and  Electroencephalography 

Section  of  Psychiatry  Section  of  Neurology 

*Abe  Hauser,  M.D.  Harris  M.  Hauser,  M.D. 

*Robert  I.  Hauser,  M.D.  *Gerald  Ratinov,  M.D. 

Wayne  F.  Keller,  M.D.  Robert  M.  Gordon,  M.D. 

Ronald  J.  Hauser,  M.D.  Abe  Hauser,  M.D. 

Barry  M.  Brown,  M.D. 

♦Harris  M.  Hauser,  M.D. 

Section  of  Social  Work  Section  of  Psychology 

Ethel  Feinsilver,  M.S.  Robert  Langston,  Ph.D. 

Consultant 

Joanne  Borba,  M.A. 

Administrator 

Gordon  D.  Keller 

808  Memorial  Professional  Building 

Houston,  Texas  77002 

224-5041 

•Diplomate,  American  Board  of  Psychiatry  and  Neurolo^ 

HOUSTON  ASSOCIATES 

IN 

PSYCHIATRY  AND  NEUROLOGY 

Houston,  Texas 

C.  A.  lannucci,  M.D. 

Joe  C.  A.  Eckhardt,  Jr.,  M.D. 

Alfred  H.  Vogt,  M.D. 

George  M.  Stevens,  M.D. 

Jules  Bohnn,  M.D. 

Leroy  Androes,  M.D. 

A.  R.  Martinez,  Ph.D. 

Ruth  Searls,  M.S.W. 

Diana  Sheer,  M.S.W. 

Dan  DeShazo,  M.S.W. 

Beth  Bowman,  M.A. 

Comprehensive  Neuropsychiatric 

Evaluation  and  Treatment 

Electroencephalography 

1021  Hermann  Prof.  Bldg.  JA  9-5721 

6812  Staffordshire  RI  8-3780 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  1.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 
practice  limited  to 

PSYCHIATRY 

4646  Samuell  Blvd.,  Dallas,  Texas 

Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

EV  1-7181 

CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriacre  Counselin? 

Hypnotherapy  for  Smoking  and  Obesity 

3701  21st  Street  Lubbock,  Texas  79410 

swift  5-4023 

MEDICAL  NEUROLOGY  AND  ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Buildiner 

3434  Swiss 

Dallas,  Texas  75204  827-3610 

Sheff  D.  Olinger,  M.D.  Joseph  S.  Jenike,  M.D. 

John  W.  Conwell,  M.D.  Charles  W.  Barrier,  M.D. 

Hours  by  Appointment  Only 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

DANIEL  J.  JOUBERT,  M.D. 

Diplomate  American  Board  of  Psychiatry  and  Neurology 

PSYCHIATRY 

1900  N.  Oregon  St.  915-532-4737  El  Paso,  Texas  79902 
303  University  Towers 

ALEX  K.  MUNSON,  M.D. 

Child  Psychiatry 

KERBEY  LANE  EVALUATION 

AND  TREATMENT  CENTER 

3400  Kerbey  Lane  Austin,  Texas  78703 

Office  Hours  by  Appointment 

AC  512-454-8718 

Pasadena  Neuropsychiatric  Clinic  Association 

Robert  E.  Hazlewood,  M.D.  Richard  M.  Orr,  M.D. 

Practice  Limited 
to 

Neurology  and  Psychiatry 

Office  Hours  by  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103 

Pasadena,  Texas  77502  Telephone  473-7646 
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Neurological  Surgery 

CHARLES  A.  BORNE,  JR.,  M.D. 

Neurological  Surgery 

Suite  834,  Sealy-Smith  Professional  Building 

Galveston,  Texas  77550 

200  University  Boulevard  713-763-1688 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  26,  Texas 
Office:  JA  8-6373  Residence:  JA  8-4038 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1601 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77026 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurolotrical  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  ME  1-1600 

Ophthalmology 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Professional  Building 

Houston,  Texas  77025 

Phone  628-1918 
(AC  713) 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D.  Robert  H.  Stewart,  M.D. 

Malcolm  L.  Mazow,  M.D.  Robert  B.  Wilkins,  M.D. 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  36,  Texas 

ME  1-1822 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

ME  7-0420 

Suite  567-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas.  Texas 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  0.  Murphy.  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  FYanUin  Howell,  Jr„  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmcdocy 

2300  West  7th  Avenue  Amarillo,  Texas 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston  Avenue  Dallas,  Texas  75246 

Telephone  TA  4-2543 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building 

Dallas.  Texas  748-0968 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0661 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0664 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

BERT  C.  BRYAN,  M.D. 

Surgery  and  Diseases  of  the  Eye 

1314  Medical  Arts  Building 

RI  7-7474  Dallas,  Texas  RI  7-2481 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77026 

JAckson  3-3684 

W.  REX  HAWKINS,  M.D. 

Detachment  of  the  Retina 

Diabetic  Retinopathy 

250  Hermann  Professional  Building 

Houston,  Texas  529-6727 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300 

University  Towers 

916-642-0643 

1900  N.  Oregon  St.  El  Paso,  Texas  79902 

Harold  E.  Caplan,  M.D. 

Jed  Lee  Howard,  M.D. 

R.  Larry  Brenner,  M.D. 

Ophthalmology 

3320  Plainview  Seahrook  Professional  Bldg. 

Pasadena,  Texas  2622  NASA  Road  1 

713  - 944-B700  Seabrook,  Texas 

713-877-2B71 
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Orthopedic  Surgery 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

HAND  SURGERY  AND 

UPPER  EXTREMITY  RECONSTRUCTIVE 
SURGERY 

3707  Gaston  Ave.  Area  Code  214 

Dallas,  Texas  76246  TA  3-6361 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D.  E.E.  Rising,  Jr.,  M.D. 

C.  Poindexter,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road  817  - 261-8284 

Arlington,  Texas  76010 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C,  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 

THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  James  P.  Evans,  M.D. 

F.A.C.S.  Lewis  R.  Thompson,  M.D. 

Gerald  W.  Schofield,  M.D. 

4849  W.  Lawther  Dr.  DI  8-8300  Dallas,  Texas  75218 

Jim  M.  Hooks,  M.D.  Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas  79601 

Otolaryngology 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road  Phone:  JA  9-4389 

Houston,  Texas 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

ROYCE  C.  LEWIS,  JR.,  M.D. 

KENNETH  C.  SCHOLZ,  D.D.S..  M.D. 

A.  CLARKE  MILLER,  M.D. 

3702  21st  St.,  Suite  9 806-763-8281 

Lubbock,  Texas  79410 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 

Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  Oren  H.  Ellis,  M.D. 

W.  Compere  Basom,  M.D.  Wellington  J.  Pindar,  M.D. 

Morton  H.  Leonard,  M.D.*  Russel  W.  Van  Norman,  M.D. 

J.  Philip  Richardson,  M.D.  Donald  A.  Shearer,  Admstr. 

*Special  attention  to  surgery  of  the  hand 

1220  N.  Stanton  St.  Tel.  633-7465  El  Paao,  Texaa  79902 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  614 

Dallas,  Texas  Hours  By  Appt. 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  75246 

W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

3607  Gaston  Avenue 

Dallas,  Texas  76246 

ORTHOPEDIC  SURGERY 

Telephone 

TAylor  4-7883 

DONALD  N.  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolarsmgology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 
Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

212  South  Cottonwood  Suite  D 

Richardson,  Texas  76080 

ORTHOPEDIC  SURGERY 

231-6396 

AS  NEAR  AS  YOUR  MAILBOX  OR  TELEPHONE! 

TMA  MEMORIAL  LIBRARY 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

512  477-6704 
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Pathology 


MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 


A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 
WADE  M.  BRANNAN,  M.D. 
Diplomates  American  Board  of  Pathology 
1106  N.  Bishop  Methodist  Hospital 

Dallas,  Texas Dallas,  Texas 


NUCLEAR  MEDICINE  LABORATORIES 
OF  TEXAS 

6411  South  Main  Street 
Texas  Medical  Center 
Houston,  Texas  77026 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 
Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urolo^,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 
JAckson  6-1601 


John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 
Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Csrtology 

6011  Harry  Hines  Boulevard  Dallas.  Texas  76235 

MElroee  7-0210 

(Mailing  containers  available  upon  request) 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  (817)  336-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Csrtology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 
Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

166  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  26,  Texas 

"Mailing  Containers  on  Request" 

"Office  Pickup  Service  in  Houston” 


ANATOMICAL  AND  CLINICAL  PATHOLOGY 
C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 
Exfoliative  Cytology 
Surgical  and  Clinical  Pathology 
Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  6-6297 

Mailing  Containers  on  Request 


PRUITT  MEDICAL  LABORATORIES 
Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  76901 

Phone  634-4453 


WACO  CLINICAL  PATHOLOGY  LABORATORY 
K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cytology 
Surgical  Pathology  Medicolegal  Consultation 
Mailing  containers  on  request 
2112  Washington  Avenue  PL  6-7226 

P.O.  Box  3160  Waco,  Texas  76707 


Physical  Medicine 
and  Rehabiiitation 

TEXAS  REHABILITATION  HOSPITAL 
OF  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  physic^  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade 
through  twelfth  grade. 

ROBERT  M.  IZARD,  JR.,  M.D.  LYNN  SMITH,  SR. 

Medical  Director  Administrator 


PATHOLOGISTS 
BIO-MEDICAL  LABORATORIES 
ExfoUative  Cytology,  Surgical  Pathology,  Clinical  Lab 
Procedures,  Forensic  Pathology  & Hormone  Chemistry 


George  J.  Race,  M.D.,  M.S. 
Gwendolyn  Crass,  M.D. 
Wm.  M,  Nickey,  M.D. 
Marie  L.  Shaw,  M.D. 


Wm.  B.  Kingsley,  M.D. 

Donald  D.  Van  Fossan,  Ph.D., 
M.D. 

Norman  G.  P.  Helgeson,  M.D. 


Mailing  Containers  on  Request 

300  Medical  Tower  Building 
712  N.  Washington,  Dallas,  Texas  76246 
Phone  TAylor  4-1258  or  TAylor  6-6918 


DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 
FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue.  Room  305 
Dallas.  Texas  76226 
Telephone : TA  3-6912 
Specimen  containers  on  request 


Do  your  patients 
understand 
your  fees? 

Patients  hesitate  to  ask  about  fees,  yet  open  dis- 
cussion before  treatment  often  prevents  misunderstand- 
ings later. 

An  AMA  Fee  Plaque,  prominently  displayed  in  your 
waiting  room,  serves  as  an  open  invitation  for  your  pa- 
tients to  discuss  medical  costs  with  you.  It  shows  you 
care.  Just  seeing  the  message  can  give  many  financially 
worried  patients  peace  of  mind. 

Order  one  or  more  today,  for  only  $1.25  each,  from 
Order  Department,  American  Medical  Association,  535 
North  Dearborn,  Chicago,  III.  60610. 
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Plastic  Surgery 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and  Surgery  of  the  Hand 

Suite  104 

Telephone  3434  Swiss  Avenue 

TAylor  4-7290  Dallas,  Texas 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgrery 

PLASTIC  SURGERY 

5419  Caroline  Street  JA  8-8131  Houston,  Texas  77004 

W.  W.  SCHUESSLER,  M.D.  F.A.C.S. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center 

Telephone  1501  Arizona  Avenue 

533-6362  El  Paso,  Texas  79902 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

630  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  76235  ME  7-4770 

Radiology 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3679 

Houston  25,  Texas  Res.  SUnset  2-1628 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106  373-8324 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0366 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904%  E,  Southmore 

Houston,  Texas  77026  Pasadena,  Texas  77602 

JA  3-5575  GR  3-5488 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  6-4751 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1408  Medical  Arts  Bldg.  Fort  Worth,  Texas 

ED  6-0446 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

Agnes  M.  Guthrie,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4543 

502  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont.  Texas 

Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate,  American  Board  of  Plastic  Surgery 

Practice  limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office : 272  Hermann  Prof.  Bldg. 

Houston,  Texas  77025  JA  8-2481 

Spring  Branch  Office:  9320  Westview 

Houston,  Texas  77055  JA  8-2481 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rotational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

846  Clarksville  St.  SU  4-4624  Paris,  Texas 
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Thoracic  Surgery 

Urology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  limited  to 

UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7464  PE  8-4594 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D.  FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

DONALD  E.  JOHNSON,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomats  of  American  Board  of  Uroloiry 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D. 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  and 

PERIPHERAL  VASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

512  University  Towers  Bldg.  1900  North  Oregon  St. 

El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4766 

Robert  R.  Shaw,  M.D.  John  L.  Kee,  Jr.,  M.D. 

DRS.  SHAW  AND  KEE 

THORACIC  SURGERY 

The  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas  75246 

TA  6-5184 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urolo^ 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Uroloflry 

Practice  Limited  to 

UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

WILLIAM  W.  TAYLOR,  M.D. 

Diplom&te  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bl<hr.  6011  Harry  Hinee  Blvd. 

Dallas,  Texas  76236  ME  7-4833 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 

UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7621  Houston,  Texas  77002 

ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

698  Westwood,  Suite  204  OR  7-2221 

Abilene,  Texas  79603 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

602  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  332-7879 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 

CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  1.  COX,  M.D. 

Diplomates  American  Board  of  Urology 

Community  Health  Week-1969 
October  19-25 

'Teaming  Up  for  Better  Health" 

Richard  H.  Harrison  III,  M.D.  John  M.  Baird,  M.D. 

F.A.C.S.,  D.A.B.U. 

DRS.  HARRISON  AND  BAIRD 

UROLOGY 

2721  Osier  Blvd.  823-0011  Bryan,  Texas  77801 
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Physicians  Wanted 


WANTED— A GENERAL  PRACTITIONER,  but  would  consider  in- 
temUt:  to  become  salaried  associate  to  a six  man  clinic  proup  who  oih 
erate  an  accredited  hospital  under  same  root  with  clinic  in  a central 
Texas  town  of  10,000;  would  be  on  salaried  basis  for  two  years  as  asso- 
ciate and  then  become  owner-partner.  Please  reply  to  Charles  A.  Garrett, 
M.D..  215  Craig  Street,  Hillsboro.  Texas.  

WANTED — M.D.’s  to  do  general  practice  with  surgery,  Houston  area. 
Present  doctors  netting  J4.000  to  $8,000  monthly  after  six  mont^  prac- 
tice.  No  investment  reQuired,  Send  resume  to  Ad-179»  Texas  medxexnSt 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTICE— DALLAS.  Established  three  man  group.  L^- 
ing  one  man.  General  medicine  and  obstetrics.  No  office  investment  need- 
ed. Beginning  salary  with  partnership  after  interval.  Regular  day  off  and 
annual  vacation  with  no  lost  income.  Write  Drs.  Smith  and  Teel,  221 
Pleasant  Grove  Shopping  Center,  Dallas,  Texas  76217. 

ORTHOPEDIC  SURGEON  AND  TWO  GP's  needed  by  19  doctor  group. 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas,  Texas  75216. 

GENERAL  PRACTITIONER  NEEDED  to  assume  well-establis^ 
practice  in  Milford.  Texas.  The  community’s  only  d^tor  recently  suffe^ 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  ownM  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  Drst-class  h<M- 
pitals,  48  miles  south  of  Dallas.  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  646,  Milford.  Texas  76670,  area  code  214,  493-2611. 

ANESTHESIOLOGY  RESIDENCIES  AVAILABLE — Fully  approved 
two  year  program  in  600  bed  general  hospital  includes  neurM^^y, 
thoracic,  and  cardiovascular  surgery.  Annual  anesthetira  administers 
over  13,000.  Stipend— $8100  and  $9300.  Board  and  ^un^y.  A.  N.  Hein- 
richs, M.D.,  Director,  Department  of  Anesthesia,  Harris  Hospital,  1300 
West  Cannon,  Fort  Worth,  Texas  76104. 

PATHOLOGY  RESIDENCIES  AND  INTERNSHIPS  available  in  600 
bed  general  hospital.  Fully  approved  four  year  program  in  anatomic^ 
and  clinical  Pathology.  Average  annual  specimens  and  teste— 348.581. 
Interns— $6300 : residents— $8100  up.  Board  and 

Mitchell,  M.D.,  Director  of  Laboratories,  Harris  Hospital,  1300  West  Can- 
non.  Fort  Worth,  Texas  76104. 

DERMATOLOGIST  AND  EENT  WANTED  to  associate  with  clinic 
with  five  physicians,  two  dentists,  one  orthodontist.  Also  complete  labora- 
tory and  x-ray  facilities.  Write  John  G.  Compton,  Jr.,  M.D.,  Medical 
Center  Clinic,  Waxahachie,  Texas  75165. 


INTERNIST,  board  certified  or  eligible  to  join  four  internists  in  16- 

doctor,  multi-specialty  clinic  in  West  Texas  city  of  36,000.  Life  and  mal- 
practice insurance,  disability  and  retirement  programs  provided.  Modem 
clinic  building  adjacent  to  accredited  hospital.  Starting  salary  $25,000. 
Contact  Jack  H.  Burnett.  Jr.,  M.D.,  Malone  and  Hogan  Clinic.  901  Main 
Street,  Big  Spring,  Texas  79720.  


EXCELLENT  OPPORTUNITY  FOR  PHYSICIANS  in  Carriio 
Springs,  Texas.  Office  space  available  in  new  professional  building  ad- 
jacent to  hospital  and  nursing  home.  Excellent  schwls  and  housing  in 
city.  One  general  practitioner  needed.  For  information  write  or  cml  C. 
W.  Vandervoort,  600  North  1st  Street,  Carrizo  Springs,  Texas  78834. 
Phone  876-2660.  


OBSTETRICIAN  AND  GYNECOLOGIST,  board  certified  or  eligible, 
to  associate  with  a progressive  and  expanding  multispecialty  grOTp  in 
West  Texas.  Many  fringe  benefits  including  retirentent  pro^am.  No  in- 
vestment required.  Adjoining  accredited  hospital.  City  population  35,000. 
Contact  Ad-236,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive  and  expanding  multispecialty  group  in  West  Texas.  Many  fnnge 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  7870L 

RADIOLOGIST,  board  certified  or  eligible,  to  associate  with  a proves 
sive  and  expanding  multispecialty  group  in  West  Texas.  Many  fnnge 
benefits  including  retirement  program.  No  investment  require^  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. ^ 


PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  lexas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED  GENERAL  SURGEON  as  an  associate  with  GP  in  small 
town  in  Central  Texas.  Have  privately  owned  combination  clinic  and 
hospital.  Beginning  salary  $4,000  per  month  or  may  rent  space  and  be 
on  own.  Dr.  M.  A.  Childress,  Goldthwaite,  Texas  76844.  Phone  648-2212. 

HOUSTON,  OB-GYN.  $20,000  guarantee  first  year  with  future  per- 
centage partnership.  Associate  with  two  OB-Gyn’s.  Alternate  nights  and 
weekends.  Please  reply  to  Ad-247,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

UNUSUAL  OPPORTUNITY  FOR  ONE  OR  TWO  GENERAL  PRAC- 
TITIONERS to  have  early  partnership  in  growing  community  near 
Houston.  New  office  building  — open  staff  hospital  — JCAH  accredited. 
Each  partner  netted  $70,000  plus  in  1968.  No  cash  investment  required. 
Six  months  trial,  salary  negotiable.  Please  reply  to  Ad-249,  Texas  Med- 
icine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST  WANTED:  Board  eligible.  Rio  Grande  Valley  area,  Pharr, 
Texas.  Spanish  speaking.  Attractive  offer  as  well  as  ideal  working  ar- 
rangements. On  call  every  fourth  weekend.  If  interested  write  to  C.  L. 
Cantu,  M.D.,  317  East  Park,  Pharr,  Texas  78577,  or  call  collect  area  code 
512,  ST  7-3822  or  ST  7-1501  after  5:00  p.m. 

WANTED:  PSYCHIATRIST  as  director  of  mental  health  service  in 
community  mental  health  center.  Central  Texas  city.  Salary  $26-30,000 
depending  upon  experience  and  qualifications.  Please  reply  to  Ad-261, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIANS  NEEDED:  Staff  physicians,  general  practitioners  and/ 
or  board  certified  specialists,  for  staff  of  'Travis  State  School.  Fringe 
benefits  include  40  hour  work  week,  vacation  and  sick  leave.  Present  and 
projected  salary  increases  make  positions  attractive.  Contact  Medical  Di- 
rector, Travis  State  School,  P.O.  Box  430,  Austin,  Texas  78767. 

GENERAL  PRACTITIONER  OR  GP-SURGEON  WANTED  in  East 
Texas  community  of  Crockett  (Houston  County).  Office  space  available 
for  solo  practice  or  association  with  other  physicians  in  area — 106-bed 
new  hospital.  Center  for  Industry,  farming,  livestock,  and  forestry  opera- 
tions. Excellent  schools,  churches,  and  recreational  facilities  available.  For 
additional  information  contact  Houston  County  Development  Foundation, 
P.O.  Box  307,  Crockett,  Texas  75835,  area  code  713,  644-2359. 


WANTED : MD  to  do  general  practice,  with  surgery  and  OB  in  a two 
doctor  clinic.  Financial  arrangements  can  be  worked  out  on  an  individual 
basis.  Mineral  Wells,  Texas  has  a rapidly  growing  population  of  18,000 
with  a trade  area  of  40,000  to  60,000  located  four  miles  west  of  Fort 
Wolters.  We  have  good  school,  industry,  lakes,  golf  course,  hunting  and 
fishing.  Fifty  minutes  from  Fort  Worth  and  Dallas.  Contact  Mr.  W.  W. 
Carter,  Business  Manager,  106  S.W.  6th  Avenue,  Mineral  Wells,  Texas 
76067,  phone  325-2566.  

RADIOLOGIST  WANTED — Board  eligible  or  certified  to  join  three- 
man  radiologic  group  in  Northeast  Texas.  Office  and  hospital  practice, 
including  general  and  vascular  radiology,  cobalt  therapy,  and  nuclear 
medicine.  Salary  leading  to  early  partnership.  Send  resume  to  Ad-252, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  PRACTITIONER  NEEDED  for  North  Central  Texas  com- 
munity of  1600  located  only  50  miles  north  of  Dallas  in  the  growing  Sher- 
man-Denison  Metropolitan  Area.  Strong  agricultural  economy  is  balanced 
with  fast  growing  area  industry.  Modern  office  space  available  in  build- 
ing occupied  on  one  side  by  dentist.  For  fuU  details,  contact  Ned  Culp, 
D.D.S.,  P.O.  Box  308,  Howe,  Texas  75059. 

GENERAL  PRACTITIONER  NEEDED  as  associate.  $22,500  first  year 
without  expense,  then  50/50  association  if  agreeable.  Good  hospital  fa- 
cilities. Exceptional  clinic  personnel  and  equipment.  Minimum  O.B.  and 
no  major  surgery.  Pleasant  relaxed  working  arrangement  with  full  day 
off  midweek  and  rotate  weekend  call.  Fine  community — old  college  town 
with  good  schools,  new  college  campus,  new  lake,  new  airport,  new  18 
hole  golf  course.  50  minutes  from  downtown  Amarillo — 10  minutes  from 
hunting,  boating,  skiing,  fishing  Northern  Pike  and  other  game  fish. 
Share  airplane  if  desired.  George  W.  Smith,  M.D.,  Clarendon,  Texas 
79226,  Pho.  874-3531  (806). 

PHYSICIANS  NEEDED  IN  DALLAS  CITY  HEALTH  DEPART- 
MENT. Public  health  positions  open  in  following  specialties:  maternal 
and  child  health ; tuberculosis  and  other  chest  diseases : comprehensive 
health  services  ; venereal  disease  control ; and  district  health  center  phy- 
sician director.  These  positions  offer  challenging  opportunities  to  work 
in  an  outstanding  medical  environment  through  cooperative  efforts  of 
the  local  physicians.  The  University  of  Texas  Southwestern  Medical 
School,  six  major  hospitals,  and  the  Texas  State  Department  of  Health. 
Salaries  are  negotiable.  Send  complete  curriculum  vitae  to:  Hal  J.  Dew- 
lett,  M.D.,  M.P.H.,  Director  of  Public  Health,  1936  Amelia  Court,  Dallas, 
Texas  75235. 


ANESTHESIOLOGY  RESIDENCIES — approved  two  and  three  year 
programs.  550-bed  university  hospital.  Stipend  $7500-$8700  per  year. 
Write  to  Howard  L.  Zander,  M.D.,  Department  of  Anesthesiology,  The 
University  of  Texas  Medical  School,  San  Antonio,  Texas  78229. 


ORTHOPEDIC  SURGEON,  PEDIATRICIAN,  OBSTETRICIAN  AND 
TWO  GENERAL  PRACTITIONERS  needed  by  19  doetor-^oup.  Salary 
open.  Pull  partnership  in  one  year.  100-bed  fully  accredited  hospitek 
Many  fringe  benefits  including  tax-sheltered  retirement  p'»"-  ' ““jJ 
tional  details  write  Chester  Clinic  and  Hospital  Association,  3330  South 
Lancaster  Road,  Dallas,  Texas  75216,  Attn:  John  B.  Chester,  M.D. 

DISTRICT  AND  EMERGER^CY  ROOM  PHYSICIANS— The  Am^Ulo 
Hospital  District  has  positions  open  for  District  and  Emergency  Koo™ 
physicians.  We  operate  a 275-bed  general  hospital  and  a 100-bed  adult 
psychiatric  hospital.  Compensation  is  open  and  may  be  ^gaged  on  » 
retainer  or  contractual  basis.  Contact:  Mr.  Don  Pipe?. 
rector.  Northwest  Texas  Hospital,  P.O.  Box  1110,  Amarillo,  Texas  79105. 


OB-GYN  AND  UROLOGIST  NEEDED  in  North  Central  Texas  metro- 
politan complex  of  60,000  population,  300  beds  available  within  ten  min- 
utes of  clinic.  Multi-specialty  group  without  OB-GYN  or  urologist.  Guar- 
anteed salary  first  year,  followed  by  full  participation  with  no  invest- 
ment. Contact  George  F.  Erzinger,  Clinic  Manager,  P.O.  Box  1338, 
Sherman,  Texas. 


PHYSICIAN  WANTED : State  supported  university  with  enrollment 
of  20,000  seeks  M.D.  to  add  to  Student  Health  Service  staff.  Salary 
negotiable.  Texas  Tech  University,  Personnel  Office,  P.  O.  Box  4193, 
Lubbock.  Texas  79409.  “An  equal  opportunity  employer.” 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $6.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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GENERAL  PRACTITIONER  WANTED:  Excellent  location  and  office 
in  town  of  over  5,000  population,  county  seat  of  area  serving  12,000  in 
Texas  mid-gulf  coast.  Suitable  for  one  or  two  physicians.  Will  rent  or 
lease  this  centrally  air-conditioned,  brick  clinic  building  reasonably. 
Please  reply  to  Ad-257,  Texan  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

GENERAL  PRACTITIONER  NEEDED  to  associate  with  well-estab- 
lished physician  in  Dallas  area.  Contact:  Ben  Capote,  M.D.,  308  NW  2nd, 
Grand  Prairie,  Texas  75050. 

“WANTED:  GENERAL  PRACTITIONER,  INTERNISTS  OR  PEDIA- 
TRICIAN to  join  medical  staff  of  Abilene  State  School.  Base  annual 
salary  $20,000  with  supplement  of  $1,000  to  $3,000  if  board  certified  and 
working  full-time  in  that  capacity.  Forty  hour  week,  excellent  vacation/ 
sick  plan  and  about  1 1 holidays  a year.  Good  life  and  hospitalization 
plan,  social  security  and  excellent  State  retirement  coverage.  Lovely 
community  of  110,000  friendly  people  in  West  Central  Texas.  Texas 
license  required.  Contact  Superintendent  L.  W.  Cain,  P.  O.  Box  451, 
Abilene,  Texas  79604. 

WANTED : Physician  needed  at  once  for  part  or  full-time  in  Student 
Health  Center,  Baylor  University,  Waco,  Texas.  New  35-bed  Infirmary 
and  good  working  conditions.  Call  or  write  Dr.  J.  Dave  Johnson,  2412 
Colcord,  Waco,  Texas.  Telephone  754-5313. 

SHORTAGE  OF  DOCTORS : Recent  death  of  prominent  physician  in 
Monahans,  Texas,  affords  excellent  opportunity  to  energetic  GP-surgeon. 
Office  fully  equipped — qualified  office  staff  available.  Building  for  sale 
or  lease  with  option  to  buy.  For  further  details  write  to  P.  O.  Box  205, 
Monahans,  Texas  70750. 


Situations  Wanted 


MD  SEEKS  OPENING  in  state,  federal,  insurance,  industrial,  college 
or  relief  work.  Experienced  in  private  practice  and  industrial  and  insti- 
tutional work.  Part  time  or  locum  tenens.  Please  reply  to  Ad-195,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 

ORTHOPEDIC  SURGEON,  board  certified  and  in  practice  for  twelve 
yeare,  desires  to  relocate  in  the  Houston-Galveston  area.  Seeks  oppor- 
tunity for  solo  practice  or  association  with  orthopedic  surgeon.  Please 
reply  to  Ad-246,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

GENERAL  SURGEON,  board  equivalent.  Broad  experience.  Age  66, 
married,  protestant.  Will  invest,  group,  partnership  or  purchase.  Rio 
Grande  Valley  or  Southeast  Texas.  Available  September  1.  Please  reply 
to  Ad-254,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PATHOLOGIST — BOARD  CERTIFIED  in  clinical  and  anatomical.  41 
years  old  with  ten  years  experience.  Excellent  references.  Seeks  director- 
ship of  laboratory,  will  consider  associate  position.  Please  reply  to  Ad-253, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

OPHTHALMOLOGIST — board  certified,  age  35,  leaving  service  June, 
1970.  desires  association  with  one  or  more  ophthalmologists.  Will  also 
consider  solo  or  multi-specialty  group.  1959  Baylor  graduate,  with  Texas 
license.  Presently,  Chief  Ophthalmology  Service  at  1600-bed  military 
hospital.  Contact  J.  William  Smith,  M.D.,  4538  Regent  Drive,  Portsmouth, 
Virginia  23703.  Telephone  484-6241. 


PEDIATRICS-PEDIATRIC  ALLERGY.  American  born,  age  45  years. 
Class  A medical  school  graduate,  certified  pediatrics  with  membership 
in  American  College  Chest  Physicians.  Licenses  Illinois  and  Arizona. 
Have  own  office  equipment.  Please  reply  to  6135  No.  66th  Street,  Scotts- 
dale, Arizona  85253. 


For  Sale  or  For  Rent 


OFFICES  AVAILABLE — Highly  prosperous  suburb,  Houston,  Texas. 
New  office  suites  available  with  established  physicians.  Area  needs  oto- 
laryngology, orthopedics,  pediatrics,  general  practice,  obstetrics  and  gyne- 
cology. For  information  call  HO  4-1557  or  write  James  E.  Cook,  M.D., 
9320  Westview,  Houston,  Texas  77055.  All  new  physicians  in  this  area 
have  been  successful  in  very  short  period  of  time. 


HILLCREST  MEDICAL  & PROFESSIONAL  BUILDING  in  San  An- 
tonio. Modern  well-established  building,  northwest  heavy  populated  area, 
yet  minutes  away  from  Methodist  Hospital  complex.  On  bus  line  and 
expressway  provides  ten  minute  travel  to  downtown  hospitals.  A most 
rewarding  future  for  general  practice  (two  general  practitioners  urgently 
needed),  surgeon,  pediatrician,  eye.  ear,  nose  and  throat  specialist.  Rate 
$.35  per  square  foot  includes  all  utilities,  daily  janitor  service  with  indi- 
vidual central  heating  and  air-conditioning  units,  and  music  speakers. 
For  information  contact  Herb  Dienger,  Hillcrest  Medical  and  Professional 
Building,  114  Glenview  Drive,  West,  San  Antonio,  Texas  78228.  Telephone 
area  code  512,  PE  3-8196. 


HILL  COUNTRY  DREAM.  550  acres,  beautiful  live  oak  country,  close 
to  town,  lots  of  game.  29%  down,  owner  finance,  6%  for  15  years.  Also 
1500  acres,  ranch  land,  pecan  bottom,  running  creek.  Lots  of  deer  and 
turkey.  $150  per  acre.  29%  down,  owner  finance.  Contact  Bill  Flint,  Ken 
Offer  Real  Estate,  212  East  Main  Street,  Fredericksburg,  Texas.  Area 
code  512,  997-2522. 


OFFICE  FOR  SALE:  Downtown  office  building  and  lot,  plus  furniture 
and  equipment  of  recently  deceased  physician  in  Rio  Grande  Valley  city 
of  Mission.  Excellent  opportunity  for  a young  physician  beginning  prac- 
tice. For  additional  information,  please  contact  Mrs.  Pat  Riley,  703  East 
11th  Street,  Mission.  Texas  78572. 


WANTED  TO  BUY  OR  LEASE  : Physician  wants  to  buy  or  lease  a 
small  hospital  or  combination  hospital  and  clinic.  16  to  20  bed  capacity. 
Contact  Ad-256,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


Miscellaneous 


SOUTHWEST  REGIONAL  POISON  CONTROL  CENTER.  Free  toxi- 
cological consultation  and  information  on  medicinal  and  commercial 
products  is  available  by  phone  when  your  patients  are  poisoned.  Center 
is  open  24  hours  each  day,  7 days  a week,  with  professionally  trained 
staff  present.  Call  area  code  713,  SO  5-1420,  SO  5-2408  or  765-1011.  The 
University  of  Texas  Medical  Branch,  Galveston,  Texas  77550.  Supported 
by  PHS-CPF-69-21. 


DOCTORS! 

THE  OKLAHOMA  CITY  CLINICAL  SOCIETY 
Invites  you  to  it's 

39th  ANNUAL  FALL  CLINICAL  CONFERENCE 
October  27,  28,  29,  1969  — SKIRVIN  HOTEL,  Okla.  City 

Outstanding  Speakers  of  Medicine  and  Surgery 


THOMAS  P.  ANDERSON,  M.D. 
Minneapolis,  Minn. 

(Phy.  Med.  & Rehabilitation) 
BROCK  E.  BRUSH,  M.D. 

Detroit,  Michigan 
(Surgery) 

CHARLES  G.  DRAKE,  M.D. 
London  Ontario,  Canada 
(Neurosurgery) 


ALLEN  J.  ENELOW,  M.D. 

East  Lansing,  Mich. 

(Psychiatry) 

WILLIAM  J.  GRACE,  M.D. 

New  York,  N.  Y. 

(Medicine) 

ROBT.  B.  GREENBLATT,  M.D. 
Augusta,  Ga. 
(Obstetrics-Gynecology) 


GUNTER  R.  HAASE,  M.D.  J.  CUTHBERT  OWENS,  M.D. 

Philadelphia,  Pa.  Denver,  Colo. 

(Neurology)  (Surgery — Emerg.  Care) 

KENNETH  J.  MacKINNON,  M.D.  ARNOLD  J.  RUDOLPH,  M.D. 


Montreal,  Canada 
(Urology) 

DONALD  B.  LOURIA,  M.D. 
New  York,  N.  Y. 

(Medicine) 


Houston,  Texas 
(Pediatrics) 

TOM  SHIRES,  M.D. 
Dallas,  Texas 
(Surgery) 


HAROLD  H.  VARON,  M.D. 
Dallas,  Texas 
(Pathology) 


WHAT'S  NEW  AND  WHAT'S  USABLE 
OF  WHAT'S  NEW. 

Presented  by  the  Faculty,  University  of  Oklahoma  School 

of  Medicine 

James  L.  Dennis,  M.D. 

Paul  T.  Condit,  M.D. 

Richard  H.  Bottomley,  M.D. 

Robert  D.  Lindeman,  M.D. 

B.  J.  Matter,  M.D. 


SYMPOSIUM:  "THE  CRITICAL  FIRST  HOUR" 
DAILY  GENERAL  ASSEMBLIES 
LUNCHEONS 

SPECIALTY  DINNER  MEETINGS 
INTERESTING  COMMERCIAL  EXHIBITS 
ENTERTAINMENT,  DIVERSION,  INSPIRATION 


Registration  fee  of  $25.00  covers  all  features  of  the  Conference,  including  Luncheons,  Specialty  Dinner  Meetings,  and  Banquet 

ACCEPTABLE  FOR  30  PRESCRIBED  HOURS  CREDIT  BY  THE 
AMERICAN  ACADEMY  OF  GENERAL  PRACTICE 
For  Futher  Information,  Write:  Oklahoma  City  Clinical  Society 

2809  Northwest  Expressway 
Oklahoma  City,  Okla.  73112 
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^^4  ''  \\  TEPANIL — the  right  start  in  support  of  the 

. ^ A\\  weight-control  program  you  recommend.  It 

\ >\\\\  reduces  the  appetite.  Doesn’t  kill  it.  Weight 
^ \ A loss  is  significant — gradual — yet  there  is  a 

\ ■ relatively  low  incidence  of  CNS  stimula- 
te tion.  Because  TEPANIL  works  on  the 

\^  \\  V appetite,  not  on  the  "nerves." 

i \ \ \ Contraindications;  Concurrently  with  MAO  inhibitors,  in  patients 

^ ^ \ hypersensitive  to  this  drug;  in  emotionally  unstable  patients 

■ 1 ' susceptible  to  drug  abuse. 

^ \ \ Warning:  Although  generally  safer  than  the  amphetamines, 

'A'  \ use  with  great  caution  in  patients  with  severe  hypertension  or 
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c/)  36  Pathology  of 
j Pseudomonas  Infection 

O 

jZ  F.  Daniel  Foley  of  San 
OS  Antonio  is  chief  of  the 
^ Experimental  Studies  and 
Pathology  Branch,  US 
if:  Army  Institute  of  Surgical 
^ Research.  He  also  serves  as 
iij  a consultant  in  pathology 
O to  the  Bexar  County 
^ Hospital  District.  Dr.  Foley 
is  a diplomate  of  the 
American  Board  of 
Pathology  and  is  affiliated 
with  numerous  professional 
organizations.  He  is  a 
clinical  assistant  professor 
at  The  University  of  Texas 
Medical  School  at  San 
Antonio.  His  coauthors  are 
K.  A.  Greenawald,  G. 

Nash,  and  B.  A.  Pruitt, 

Jr,  Fort  Sam  Houston. 

40  Effect  of  Arsenic  on 
Inflammation,  Infection, 
and  Carcinogenesis 

Orville  J.  Stone  is  associate 
professor  of  dermatology 
at  The  University  of  Texas 
Medical  Branch,  Galveston. 
A graduate  of  the 
University  of  Illinois  College 
of  Medicine,  he  interned 
at  St  Francis  Hospital, 
Peoria,  III,  and  took  his 
residency  at  the  Galveston 
Medical  Branch.  He  is  a 
diplomate  of  the  American 
Board  of  Dermatology.  Dr. 
Stone  also  is  a cartoonist 
and  humor  writer,  and 
enjoys  scouting. 

44  Unusual  Surgical 
Infections:  Gas  Gangrene, 
Necrotizing  Fasciitis,  Phy- 
comycosis,  and  Synergistic 
Bacterial  Gangrene 

Ernest  C.  Andrews  practices 
general  surgery  in  Weather- 
ford. When  this  article  was 
prepared,  he  was  chief 
resident  in  surgery  at  The 
University  of  Texas  Medical 
School  at  San  Antonio  and 
Bexar  County  Hospital 
District.  His  coauthors  are 


Charles  A.  Rockwood, 
associate  professor  of 
surgery  and  head  of  the 
Division  of  Orthopedic 
Surgery;  and  Anatolio  B. 
Cruz,  Jr,  assistant  profes- 
sor, Department  of 
Surgery,  UT  Medical 
School  at  San  Antonio. 

50  Necrotizing  Fasciitis: 
Diagnosis  and  Treatment 

Ernest  C.  Andrews 
practices  general  surgery 
in  Weatherford.  He  is  a 
graduate  of  The  University 
of  Texas  Medical  Branch, 
Galveston,  and  interned  at 
the  Robert  B.  Green 
Memorial  Hospital  in  San 
Antonio.  He  was  in  general 
practice  in  Fredericksburg 
for  five  years,  then  returned 
to  The  University  of  Texas 
Medical  School  at  San 
Antonio  for  his  residency 
in  surgery.  His  coauthor, 
Anatolio  B.  Cruz,  Jr,  is 
assistant  professor  of 
surgery,  UT  Medical  School 
at  San  Antonio. 

56  Duodenal  Acidification 
and  Peptic  Ulcer 

Edgar  J.  Poth  is  Ashbel 
Smith  Professor  of  Surgery 
at  The  University  of  Texas 
Medical  Branch,  Galveston, 
a diplomate  of  the  Ameri- 
can Board  of  Surgery, 
and  a member  of  the 
American  Journal  of 
Surgery’s  editorial  board. 
He  serves  on  the  board  of 
governors  of  the  American 
College  of  Surgeons,  is 
chairman  of  the  publica- 
tions and  research  com- 
mittee and  a past  president 
of  the  Southwestern 
Surgical  Congress,  and 
holds  membership  in 
numerous  other  profes- 
sional societies.  In  1966, 
he  received  a Modern 
Medicine  Award  for 
Distinguished  Achievement. 
His  coauthor,  David  Gold, 
is  associate  professor  of 
surgery  at  The  University 
of  Texas  Medical  Branch. 
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60  Gastric  Ulcer 

Everett  D.  Kiefer  is 
emeritus  chairman  of  the 
Department  of  Gastroenter- 
ology, Lahey  Clinic,  and 
now  practices  gastroenter- 
ology at  the  Laconia  Clinic 
in  Laconia,  NH.  Dr.  Kiefer 
is  a diplomate  of  the 
American  Board  of 
Internal  Medicine 
(Gastroenterology),  and 
former  chairman  of  the 
AMA  Section  of  Gastro- 
enterology and  Proctology. 

66  Anemia  Following 
Partial  Gastrectomy 

Maj  John  J.  Costanzi,  MC, 
USAF,  is  assistant  chief 
of  the  Hematology- 
Oncology  Section, 
Department  of  Medicine, 
Wilford  Hall  USAF  Medical 
Center,  Lackland  Air  Force 
Base,  Texas.  He  is  also 
the  director  of  intern 
education  there.  A 
graduate  of  Georgetown 
University  School  of 
Medicine,  Washington,  DC, 
he  interned  at  Walter 
Reed  General  Hospital  and 
was  a resident  in  internal 
medicine  and  fellow  in 
hematology-oncology  at 
Wilford  Hall  USAF  Hospital 
prior  to  assuming  his 
present  position.  He  is  a 
member  of  numerous 
professional  organizations, 
and  received  the  Surgeon 
General’s  Award  (USAF) 
for  Scientific 
Achievement  in  1969. 

70  Adhesives  in 
Ocular  Surgery 

Steven  H.  Cobb  and  Terry 
A.  Reed  conducted  this 
research  under  the  spon- 
sorship of  the  Department 
of  Ophthalmology,  Baylor 
College  of  Medicine, 
Houston;  Louis  Girard, 


chairman.  The  article  is 
one  of  the  outstanding 
entries  in  Texas  Medicine’s 
fourth  annual  award 
competition  for  excellence 
in  medical  writing  by 
Texas  medical  students. 

Dr.  Cobb  has  started  a 
straight  medicine  internship 
at  Barnes  Hospital, 

St  Louis,  Mo;  Dr.  Reed 
has  begun  a rotating 
internship  at  Santa  Clara 
Valley  Medical  Center  in 
San  Jose,  Calif.  Both  are 
1969  graduates  of  Baylor. 

81  Radiological  Case 
of  the  Month 

This  presentation,  spon- 
sored by  the  Texas 
Radiological  Society,  was 
prepared  by  Fred  C. 

Hodges,  resident  in 
radiology,  and  Robert  N. 
Cooley,  professor  and 
chairman  of  the  Depart- 
ment of  Radiology,  The 
University  of  Texas 
Medical  Branch,  Galveston. 

88  Clinicopathologic 
Conference 

This  month’s  CPC  is  from 
The  University  of  Texas 
Southwestern  Medical 
School  and  Parkland 
Memorial  Hospital,  Dallas. 
Joe  R.  Wise,  Jr,  who 
presents  the  case,  is  a 
graduate  of  The  University 
of  Texas  Southwestern 
Medical  School  and  former 
resident  in  internal 
medicine  there  (July  1967- 
July  1969)  He  is  now 
with  the  Department  of 
Cardiology,  Royal  Post- 
graduate Medical  School, 


Hammersmith  Hospital, 
London,  England.  Discuss- 
ing the  case  are  David  D. 
Daly,  professor  and 
chairman.  Department  of 
Neurology;  James  P.  Luby, 
assistant  professor  in 
internal  medicine;  and 
Anthony  N.  D’Agostino, 
associate  professor  in 
pathology.  Edwin  H. 
Eigenbrodt,  associate 
professor  in  pathology, 
is  guest  editor  for  this 
series. 
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Portrait  of  a well-dressed 
stubbed  toe.  It  might  be- 
come infected  but  it  prob- 
ably won't;  most  kids  can 
show  you  a nicely  healing 
scrape  or  scratch  just  about 
any  time.  An  infection  can 
be  a bothersome  nuisance, 
a fatal  catastrophe,  or  any- 
thing in  between.  In  this 
issue  several  articles  deal 
with  infections  — what 
causes  them,  how  to  diag- 
nose them  accurately,  and 
what  to  do  when  they 
occur. 

NEXT  MONTH 

What’s  so  ubiquitous  about 
a packaged  disaster  hospi- 
tal? November’s  lead  edi- 
torial tells  it  like  it  is:  A 
PDH  is  a 200-bed  hospital 
and  you  can  use  all  of  it  or 
part  of  it,  but  first  you’ve 
got  to  know  where  it’s  at. 
Scientific  articles  will  deal 
with  facial  fractures,  tem- 
poromandibular syndrome 
head  pains,  peripheral  fa- 
cial nerve  paralysis,  immu- 
nological aspects  of  granu- 
lomatous disease,  pain  and 
disability  in  degenerative 
disc  disease,  and  surgical 
treatment  of  epilepsy. 
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help  protect  your  angina  patients  with  ISORDIL^  SUBLINGUAL 

(iSOSORBIDE  DINiTRATE] 


Prescribe  ISORDIL  SUBLINGUAL  (S-mg.  tablets)  for  treatment  of  acute 
attacks  or  for  prophylaxis  when  increased  physical  or  emotional  stress 
place  an  additional  burden  on  your  angina  pectoris  patients.  ISORDIL 
SUBLINGUAL  acts  almost  as  fast  as  nitroglycerin,  yet  lasts  hours  longer. 
Reliable  because  it’s  stable. 

ISORDIL®  (isosorbide  dinitrate)  dilates  coronary  arteries  and  signifU 
cantly  reduces  the  number,  duration  and  severity  of  angina  attacks. 
Exercise  tolerance  is  also  increased  in  some  patients. 

Available  in  four  additional  dosage  formulations  to  provide  flexible 
management  of  your  angina  pectoris  patients. 

Prescribe  ISORDIL®  10  mg.  (scored,  oral  tablets)  or  ISORDIL®  TEMBIDS® 
(40-mg.  sustained  action  tablets)  for  basic  prophylactic  treatment  of 
angina  pectoris. 

Prescribe  ISORDIL®  ORAL  5 mg.  (scored,  oral  tablets)  to  facilitate  small 
adjustments  in  dosage. 

Prescribe  ISORDIL®  with  PHENOBARBITAL  when  anxiety  or  emotional 
disturbances  are  important  factors  in  the  clinical  picture.  Each  tablet 
contains  10  mg.  isosorbide  dinitrate  and  15  mg.  {Va  gr.)  phenobarbital, 
U.S.P.,  (Warning:  Phenobarbital  may  be  habit  forming). 

INDICATIONS:  Sublingual prevention  and  treatment  of  angina  pectoris. 
Ora/— for  reiief  of  angina  pectoris  (pain  of  coronary  artery  disease);  the  oral 
dosage  forms  are  not  intended  to  abort  the  acute  anginal  episode,  but  are 
widely  regarded  as  useful  in  the  prophylactic  treatment  of  angina  pectoris. 
CONTRAINDICATION:  Idiosyncrasy  to  this  drug. 

WARNING:  Data  supporting  the  use  of  nitrites  during  the  eariy  days  of  the 


acute  phase  of  myocardiai  infarction  (the  period  during  which  ciinicai  and 
laboratory  findings  are  unstabie)  are  insufficient  to  establish  safety. 
PRECAUTIONS:  Intraocular  pressure  is  increased;  therefore,  caution  is  re- 
quired in  administering  to  patients  with  glaucoma.  Tolerance  to  this  drug 
and  cross-tolerance  to  other  nitrites  and  nitrates  may  occur.  In  patients  with 
functional  or  organic  gastrointestinal  hypermotility  or  malabsorption  syn- 
drome, it  is  suggested  that  either  the  ISORDIL  ORAL  5 mg.  or  ISORDIL  10  mg. 
oral  tablet  or  ISORDIL  SUBLINGUAL  be  the  preferred  therapy.  The  reason  for 
this  is  that  a few  patients  have  reported  passing  partially  dissolved  ISORDIL 
TEMBIDS  in  their  stools.  This  phenomenon  is  believed  to  be  on  the  basis  of 
physiologic  variability  and  to  reflect  rapid  gastrointestinal  transit  of  the 
sustained  action  tablet.  ISORDIL  TEMBIDS  should  not  be  chewed. 
ADVERSE  REACTIONS:  Cutaneous  vasodilation  with  flushing.  Headache  is 
common  and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a physi- 
ological antagonist  to  norepinephrine,  acetylcholine,  histamine,  and  many 
other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to  the 
hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting,  weak- 
ness, restlessness,  pallor,  perspiration  and  collapse)  can  occur  even  with  the 
usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug  rash  and/or 
exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circuiar  before  prescribing. 

May  we  send  you  reprints,  detailed  information  and/or  professional  samples? 

TEMBIDS®— Trademark  for  Sustained  Action  Tablets 

IVES  LABORATORIES  INC. 

685  Third  Avenue,  New  York,  N.Y.  1D017 


The 

bed 

nobody 

wants 

to  be 

■ 


Hospital-Medical  care,  unfortunately,  is 
not  a product  people  joyfully  buy  because 
they  want  to;  only  when  they  have  to. 
But  — isn’t  it  possible  there  would  be  lots 
less  “rock-throwing”  at  the  hospitals  for 
the  rising  cost  of  care,  if  more  people 
were  adequately  protected  against  the  cost? 


And  how  better  than  under  the  ban- 
ner of  “the  Blues”?  Isn’t  this  one  more 
good  reason  for  urging  patient  or  patient- 
to-be,  to  apply  for  BLUE  CROSS®  and 
BLUE  SHIELD®'? 

^''®'^ybody’s 


BLUE  CROSS®and  BLUE  SHIELD®^ 

Hospital  and  Health  Care  Coverage  Medical  and  Surgical  Benefits 

(GROUP  HOSPITAL  SERVICE.  INC.)  (GROUP  LIFE  4 HEALTH  INSURANCE  COMPANY) 

OF  TEXAS 


MAIN  AT  NORTH  CENTRAL  EXPRESSWAY  ■ DALLAS,  TEXAS  75222 
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THE  BREAKUP  of  a business  partnership,  the  crack-up  of 
a marriage,  the  shake-up  of  being  fired  or  reduced  to 
bankruptcy. . . after  any  significant  loss  or  severe  blow  to  self- 
esteem, both  anxiety  and  depression  almost  always  follow. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRANQUILIZER- 

ANTIDEPRESSANT 


Containing  perphenazine  and  amitriptyline  HCI 

For  prescribing  information,  including  indica- 
tions, contraindications,  warnings,  precautions, 
and  side  effects,  please  see  following  page. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRANQUILIZER- 

ANTIDEPRESSANT 


Containing  perphenazine  and  amitriptyline  HCI 

TRIAVIL®2-25:  Each  tablet  contains  2 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-25:  Each  tablet  contains  4 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®2-10:  Each  tablet  contains  2 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-10:  Each  tablet  contains  4 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

INDICATIONS:  Patients  with  moderate  to  severe  anxiety 
and/or  agitation  and  depressed  mood;  patients  with 
depression  in  whom  anxiety  and/or  agitation  are  severe; 
patients  with  depression  and  anxiety  in  association  with 
chronic  physical  disease;  schizophrenics  with  associated 
depressive  symptoms. 

CONTRAINDICATIONS:  Central  nervous  system 
depression  from  drugs  (barbiturates,  alcohol,  narcotics, 
analgesics,  antihistamines);  bone  marrow  depression; 
urinary  retention;  pregnancy;  glaucoma.  Do  not  give  in 
combination  with  MAOl  drugs  because  of  possible 
potentiation  that  may  even  cause  death.  Allow  at  least  2 
weeks  between  therapies.  In  such  patients  therapy  with 
TRIAVIL  should  be  initiated  cautiously,  with  gradual 
increase  in  the  dosage  required  to  obtain  a satisfactory 
response. 

WARNINGS:  Patients  should  be  warned  against  driving  a 
car  or  operating  machinery  or  apparatus  requiring  alert 
attention,  and  that  response  to  alcohol  may  be  potentiated. 
PRECAUTIONS:  Suicide  is  always  a possibility  in  mental 
depression  and  may  remain  until  significant  remission 
occurs.  Supervise  patients  closely  in  case  they  may 
require  hospitalization  or  concomitant  electroshock 
therapy.  Untoward  reactions  have  been  reported  after  the 
combined  use  of  antidepressant  agents  having  various 
modes  of  activity.  Accordingly,  consider  possibility  of 
potentiation  in  combined  use  of  antidepressants.  Not 
recommended  for  use  in  children.  Mania  or  hypomania 
may  be  precipitated  in  manic-depressives  (perphenazine 
in  TRIAVIL  seems  to  reduce  likelihood  of  this  effect).  If 
hypotension  develops,  epinephrine  should  not  be 
employed, as  its  action  is  blocked  and  partially  reversed  by 
perphenazine.  Caution  patients  about  errors  of  judgment 
due  to  change  in  mood. 

SIDE  EFFECTS:  Similar  to  those  reported  with  either 
constituent  alone. 

Perphenazine:  Should  not  be  used  indiscriminately.  Use 
caution  in  patients  with  history  of  convulsive  disorders  or 


severe  reactions  to  other  phenothiazines.  Likelihood  of 
untoward  actions  greater  with  high  doses.  Closely 
supervise  with  any  dosage.  Side  effects  may  be  any  of 
those  reported  with  phenothiazine  drugs:  blood  dyscrasias 
(pancytopenia,  thrombocytopenic  purpura,  leukopenia, 
agranulocytosis,  eosinophilia);  liver  damage  (jaundice, 
biliary  stasis);  extrapyramidal  symptoms  (opisthotonos, 
oculogyric  crisis,  hyperreflexia,  dystonia,  akathisia, 
dyskinesia,  parkinsonism)  usually  controlled  by  the 
concomitant  use  of  effective  antiparkinsonian  drugs 
and/or  by  reduction  in  dosage,  but  sometimes  persist 
after  discontinuation  of  the  phenothiazine;  severe  acute 
hypotension  (of  particular  concern  in  patients  with  mitral 
insufficiency  or  pheochromocytoma);  skin  disorders 
(photosensitivity,  itching,  erythema,  urticaria,  eczema,  up 
to  exfoliative  dermatitis) ; other  allergic  reactions  (asthma, 
laryngeal  edema,  angioneurotic  edema,  anaphylactoid 
reactions);  peripheral  edema;  reversed  epinephrine 
effect;  endocrine  disturbances  (lactation,  galactorrhea, 
disturbances  of  menstrual  cycle);  grand  mal  convulsions; 
cerebral  edema;  altered  cerebrospinal  fluid  proteins; 
polyphagia;  paradoxical  excitement;  photophobia;  skin 
pigmentation;  failure  of  ejaculation;  EKG  abnormalities 
(quinidine-like  effect) ; reactivation  of  psychotic  processes; 
catatonic-like  states;  autonomic  reactions  such  as  dryness 
of  the  mouth,  headache,  nausea,  vomiting,  constipation, 
obstipation,  urinary  frequency,  blurred  vision,  nasal 
congestion,  and  a change  in  the  pulse  rate;  hypnotic 
effects;  pigmentary  retinopathy;  corneal  and  lenticular 
pigmentation;  occasional  lassitude;  muscle  weakness; 
mild  insomnia;  significant  unexplained  rise  in  body 
temperature  may  suggest  intolerance  to  perphenazine,  in 
which  case  discontinue.  Antiemetic  effect  may  obscure 
signs  of  toxicity  due  to  overdosage  of  other  drugs  or  make 
diagnosis  of  other  disorders  such  as  brain  tumors  or 
intestinal  obstruction  difficult.  May  potentiate  central 
nervous  system  depressants  (opiates,  analgesics, 
antihistamines,  barbiturates,  alcohol),  atropine,  heat,  and 
phosphorous  insecticides. 

Amitriptyline:  Careful  observation  of  all  patients 
recommended.  Side  effects  include  drowsiness  (may 
occur  within  the  first  few  days  of  therapy);  dizziness; 
nausea;  excitement;  hypotension;  fainting;  fine  tremor; 
jitteriness;  weakness,-  headache;  heartburn;  anorexia; 
increased  perspiration;  incoordination;  allergic-type 
reactions  manifested  by  skin  rash,  swelling  of  face  and 
tongue,  itching;  numbness  and  tingling  of  limbs,  including 
peripheral  neuropathy;  activation  of  latent  schizophrenia 
(however,  the  perphenazine  content  may  prevent  this 
reaction  in  some  cases);  epileptiform  seizures  in  chronic 
schizophrenics;  temporary  confusion,  disturbed 
concentration,  or  transient  visual  hallucinations  on  high 
doses;  evidence  of  anticholinergic  activity,  such  as 
tachycardia,  dryness  of  mouth,  blurring  of  vision,  urinary 
retention,  constipation,  paralytic  ileus;  agranulocytosis; 
jaundice.  The  antidepressant  activity  may  be  evident 
within  3 or  4 days  or  may  take  as  long  as  30  days  to 
develop  adequately,  and  lack  of  response  sometimes 
occurs.  Response  to  medication  will  vary  according  to 
severity  as  well  as  type  of  depression  present.  Elderly 
patients  and  adolescents  can  often  be  managed  on  lower 
dosage  levels. 

For  more  detailed  information  consult  your  Merck  Sharp 
and  Dohme  representative  or  see  the  package  circular. 

MERCK  SHARPS  DOHME 

Division  of  Merck  & Co,  Inc.  West  Point  Pa  19486 

where  today’s  theory  is  tomorrow’s  therapy 


when  relief 
means  so  much 


in  keeping 
your  G.U. 
patient  comfortable 


^ CaNAL- 


Clinically 
effective 
for  G.  U.  Thera p If  ^ 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy’’  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands.  R.X.;  New  York  St.  J.  Med.  61:2598-2602, 
1961;  (2)  Renner,  MJ.,  et  al.:  Hosp.  Topics  39:71-73,  1961;  (3)  Haas, 

Jr.,  J.,  and  Kay,  L.  L.:  Southwest  Med.  42:30-32,1961;  (4)  Marshall,  W.: 

Clin.  Med.  7:499-502,  1960;  (5)  Strauss  B.:  Clin.  Med.  4:307-310. 1957. 


Each  Blue-Coated  Tablet  contains  Active: 

Atropine  Sulfate  0.03  mg.  Methylene  Blue  . 5.4  mg. 

Hyoscyamine  0.03  mg.  Phenyl  Salicylate  18.1  mg. 

Methenamine  40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 


PHARMACEUTICALS  INC 


MANUFACTURERS  OF  URICEUTICAL®  SPECIALTIES 


Printed  in  U.S.A. 


CHICAGO. 


I.  LINOiS  sosao 


ANESTACON®  • CYSTOSPAZ®  • MANDACOnTM  . URISED® 
URISEDAMINE®  • UTRASUL*  Tablets  and  Suspension 


MAR.  1961 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Because  peripheral  vasodilatio 

is  needed  now... 

and  must  often  be  continued 


Roniacol  Timespan  (nicotinyl  alcohol  tartrate) 
can  make  a significant  contribution  to  effective 
treatment  of  peripheral  vascular  disorders.  It  is 
directed  specifically  toward  improvement  of 
peripheral  blood  flow,  relief'of  ischemic  symp- 
toms, and  the  long-term  management  of  these 
conditions. 

Specific  pharmacologic  action— Roniacol  (nico- 
tinyl alcohol)  acts  selectively  by  relaxing 
smooth  muscle  of  peripheral  blood  vessels. 
Onset  of  action  is  smooth  and  gradual,  rarely 
causing  severe  flushing. 

Relative  freedom  from  side  effects— Side  effects 


that  may  occur  occasionally  with  Roniacol  j 
seldom  require  discontinuation  of  therapy.! 

Prolonged,  continuous  drug  release— Pro- 
longed peripheral  vasodilation  is  provided 
sustained-release  Roniacol  Timespan  (nico 
alcohol  tartrate)  Tablets.  Part  of  the  drug  be 
comes  available  immediately,  the  remainde 
continuously  overa  period  of  up  to  12  houi 
and  dilation  of  constricted  peripheral  vesse 
usually  maintained.  Thus,  with  a single  dose 
medication,  patients  can  enjoy  the  benefits 
increased  peripheral  blood  flow  in  ischemi 
extremities  for  up  to’12  hours. 


peripheral  vasodilation  from  initial 
dosage...extended  with 
simple^  well-tolerated^  b.i.d.  dosage 

The  prolonged  action  of  Roniacol  Timespan 
(nicotinyl  alcohol  tartrate)  together  with  its 
other  benefits  offer  a therapeutically  practical 
measure  in  the  long-term  management  of 
Iperipheral  vascular  disease-advantages 
(especially  important  for  older  patients. 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Conditions  associated  with 
deficient  circulation;  e.g.,  peripheral  vascular 
disease,  vascular  spasm,  varicose  ulcers, 
decubital  ulcers,  chilblains,  Meniere's  syn- 
drome and  vertigo. 


Caution:  Roche  Laboratories  endorses  caution 
in  the  administration  of  any  therapeutic  agent 
to  pregnant  patients. 

Side  Effects:  Transient  flushing,  gastric 
disturbances,  minor  skin  rashes  and  allergies 
may  occur  in  some  patients,  seldom  i-equiring 
discontinuation  of  the  drug. 

Dosage:  1 or  2 Timespan  Tablets— 150  mg 
nicotinyl  alcohol  in  the  form  of  the  tartrate 
salt— bottles  of  50  and  500. 

Roche 

LABORATORIES 
Division  of  Hoffmann  - La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Art  is  a conception  of  peripheral  vasodilation. 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains;  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 

PANY.  INC.,  RICHMOND,  VIRGINIA  23  21  7 


DAIRY  COUNCIL,  INC. 

101  1 N.W.  LOOP  410 
SAN  ANTONIO,  TEXAS  78213 
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The  Apprehensive  Hypertensive 


WELL,  you  HAVE  WHAT  WE  CALL 
MODERATE  HYPERTENSION- 
HIGH  BLOOD  PRESSURE.  NOW  I 
DON'T  WANT  YOU  TO  WORRY, 

BUT  WE  ARE  GOING  TO  HAVE  TO 
CHANGE  A FEW  LIVING  HABITS. 
FIRST  WE'RE  GOING  TO  HAVE  To 
CUT  OUT  SMOKING-ALTOGETHER. 


THEN  WE  HAVE 
TO  LOSE  WEIGHT. 
20  POUNDS 
SHOULD  DO  IT... 
WE'LL  TALK  A LITTLE 
LATER  ABOUT  THIS 
DIET  WE'RE  GOING 


Regroton*  to  lower  blood  pressure 


chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 

Regroton®:  chlorthalidone  50  mg.,  reserpine  U.S.P.  0.25  mg. 
Indications:  Hypertension.  Contraindications:  History  of  mental  depres- 
sion, hypersensitivity,  and  most  cases  of  severe  renal  or  hepatic  dis- 
eases. Warning:  With  the  administration  of  enteric-coated  potassium 
supplements,  which  should  be  used  only  when  adeguate  dietary  sup- 
plementation is  not  practical,  the  possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and  perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  frequently  been  required  and  deaths  have 
occurred.  Discontinue  coated  potassium-containing  formulations  imme- 
diately if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointesti- 
nal bleeding  occur.  Discontinue  one  week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs.  Use  in  pregnancy:  Because 
chlorthalidone  may  cross  the  placental  barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in  breast  milk,  this  drug  should  be  used  with 
care  in  pregnant  patients  and  nursing  mothers.  When  used  in  women 
of  childbearing  age,  the  potential  benefits  of  the  drug  should  be 
weighed  against  the  possible  hazards  to  the  fetus.  Use  of  chlorthalidone 
may  result  in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly 


other  adverse  reactions  which  have  occurred  in  the  adult.  Increased 
respiratory  secretions,  nasal  congestion,  cyanosis  and  anorexia  may 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions:  Antihv- 
pertensive  therapy  with  this  drug  should  always  be  Initiated  cautiously 
in  postsympathectomy  patients  and  in  patients  receiving  ganglionic 
blocking  agents,  other  potent  antihypertensive  drugs,  or  curare.  Reduce 
dosage  of  concomitant  anfihypertensive  agents  by  at  least  one-half.  To 
avoid  hypotension  during  surgery,  discontinue  therapy  with  this  agent 
two  weeks  prior  to  elective  surgical  procedures.  In  emergency  surgery, 
use,  if  needed,  anticholinergic  or  adrenergic  drugs  or  other  supportive 
measures  as  indicated.  Because  of  the  possibility  of  progression  of 
renal  damage,  periodic  kidney  function  tests  are  indicated.  Discontinue 
if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may 
be  precipitated.  Electrolyte  imbalance,  sodium  and/or  potassium  de- 
pletion may  occur.  If  potassium  depletion  should  occur  during  therapy, 
the  drug  should  be  discontinued  and  potassium  supplements  given, 
provided  the  patient  does  not  have  marked  oliguria.  Take  particular  care 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients  receiving 


WE'VE  GOT  TO  GET 

plenty  of  rest  and 
TRY  TO  AVOID  SITUATIONS 
THAT  MAKE  US  ANXIOUS 
OR  TENSE.  AND  WE'LL 
TAKE  MEDICINETO  LOWER 
OUR  BLOOD  PRESSURE 
AND  CALM  US  DOWN. 


WE'VE  GOT 


and  allay  anxiety  in  hypertension 


corticosteroids,  ACTH,  or  digitalis.  Severe  salt  restriction  is  not  recom- 
mended. Use  cautiously  in  patients  with  ulcerative  colitis  or  gallstones 
(biliary  oolic  may  be  precipitated).  Bronchial  asthma  may  occur  in 
susceptible  patients.  Adverse  Reactions:  The  drug  is  generally  well 
tolerated.  The  most  frequent  side  effects  are  nausea,  gastric  irritation, 
vomiting,  diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina  pectoris, 
anxiety,  depression,  bradycardia  and  ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis),  drowsiness,  dull  sensorium,  hypergly- 
cemia and  glycosuria,  hyperuricemia,  lassitude,  restlessness,  transient 
myopia,  impotence  or  dysuria,  orthostatic  hypotension  which  may  be 
potentiated  when  chlorthalidone  is  combined  with  alcohol,  barbiturates 
or  narcotics,  leukopenia,  aplastic  anemia,  skin  rashes,  thrombocyto- 
penia, agranulocytosis,  nasal  stuffiness,  increased  gastric  secretions, 
nightmare,  purpura,  urticaria,  ecchymosis,  weakness,  uveitis,  optic 
atrophy  and  glaucoma,  and  pruritus.  Eruptions  and/or  flushing  of  the 
skin,  a reversible  paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea,  weight 


gam,  decreased  libido,  dryness  of  the  mouth,  deafness,  anorexia,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.l.  symptoms  de- 
velop after  prolonged  administration.  Jaundice,  xanthopsia,  paresthesia, 
photosensitization  and  necrotizing  angiitis  are  possible.  Average  Dos- 
age: One  tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)46-600-C 

For  details,  please  see  complete  prescribing  information. 


50  mg. 
reserpine  U.S.P.  0.25  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley.  New  York  10502  re.6742 


Regroton 


chlorthalicJone 


TEPANIL — the  right  start  in  support  of  the 
weight-control  program  you  recommend.  It 
reduces  the  appetite.  Doesn’t  kill  it.  Weight 
loss  is  significant — gradual — yet  there  is  a 
relatively  low  incidence  of  CNS  stimula- 
tion. Because  TEPANIL  works  on  the 
appetite^  not  on  the  "nerves," 

Contraindication;;  Concurrently  with  MAO  inhibitors,  in  potients 
hypersensitive  to  this  drug;  in  emotionally  unstable  potients 
\ susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  aniphetamines, 
use  with  great  caution  in  patients  with  severe  hypertension  or 
severe  cardiovascular  disease.  Do  not  use  during  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions;  Rarely  severe  enough  to  require  discontinuation  of  ther< 
apy,  unpleasant  symptoms  with  diethylpropion  hydrochloride  hove  been  reported 
to  occur  in  relatively  low  incidence. 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CNS  effects  such  as 
insomnia,  nervousness,  dizziness,  anxiety,  and  jitteriness.  In  contrast,  CNS  depression  has  been 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  as  tachycardia,  precordial 
pain,  arrhythmia,  palpitation,  and  increosed  blood  pressure.  One  published  report  described 
T-wave  changes  in  the  ECG  of  a healthy  young  mole  after  ingestion  of  diethylpropion  hydro- 
chloride; this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  phenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymasis,and  erythema. 
Gastrointestinal  effects  such  os  diarrhea,  constipation,  nausea,  vomiting,  and  abdominal  discom- 
fort have  been  reported. 

Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow  depression, 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  adverse  reactions  hove  been  reported  by  physicians.  These  include 
complaints  such  as  dry  mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain, 
decreased  libida,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets;  One  75  mg.  tablet  doily,  swallowed 
whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one  hour  before 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome  night  hunger. 
Use  in  children  under  12  years  of  age  is  not  recommended. 

Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA.  PENNSYLVANIA  19144 


U.S.  PATENT  NO.  3,001,910 


isyDur 

concm 

Patient  comfort  in  chronic  constipation  is  enhanced 
hy  restoration  of  normal  pattern  of  evacuation. 

□ Gentle  neuroperistaltic  stimulation  is  mediated 

through  the  Auerbach’s  plexus  in  the  colon 

□ Aids  in  rehabilitation  of  the  constipated  patient 

by  facilitating  regular  elimination 

□ No  laxative  tolerance  or  rebound  constipation 

reported  in  clinical  experience 
□ Even  many  previously  intractable  cases  have  been 
successfully  treated  with  SENOKOT 

□ Virtually  free  of  side  effects  at  proper, 

individualized  dosage  levels 

□ Dosage  may  be  gradually  reduced  and 
eventually  discontinued  in  many  cases,  upon 

restoration  of  normal  pattern  of  elimination 
Dosage:  (preferably  at  bedtime)— 2 
tablets  (max.  4 tablets  b.i.d.).  Children: 

60  lb.)  1 tablet  (max.  2 tablets  b.i.d.).  Supplied:  Bottles 

of  50  and  100  tablets  purduc  Frederick 

The  Purdue  Frederick  Company,  Yonkers,  New  York  10701 

Smtkot  Tablets 


(standardized  senna  concentrate) 


(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg 
phenacetin,  160  mg.,  caffeine,  30  mg.) 


non-narcotic  analgesic 


For  musculo-skeletal  pain, 

tryNorgesicfirst . . . 

8of  10  patients  probably  won’t 
need  anything  stronger 

Norgesic  offers  predictable  relief  in  approxi- 
mately 80%  of  patients  with  painful  musculo- 
skeletal disorders.  It  provides  both  effective 
analgesia  and  relief  of  associated  muscle 
spasm.  Norgesic  works  quickly,  usually  pro- 
ducing a high  level  of  analgesia  within  two 
hours,  and  relief  is  sustained  for  four  hours  or 
longer. 

For  the  relief  of  acute  mild  to  moderate  pain 
associated  with  musculo-skeletal  disorders, 
try  Norgesic  first. ..eight  of  ten  patients  proba- 
bly won’t  need  anything  stronger. 

Indications:  Symptomatic  relief  of  acute  mild  to  moderate 
pain  of  musculo-skeletal  origin. 

Contraindications:  Due  to  the  mild  anticholinergic  effect 
of  orphenadrine,  Norgesic  should  not  be  used  in  patients  with 
glaucoma,  pyloric  or  duodenal  obstruction,  stenosing  peptic 
ulcers,  prostatic  hypertrophy,  obstructions  at  the  bladder  neck, 
achalasia  (megaesophagus),  myasthenia  gravis  or  in  patients 
known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine.  Do 
not  use  propoxyphene  (Darvon®)  concurrently. 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of 
this  preparation  in  pregnancy,  during  lactation,  or  in  the  child- 
bearing age  has  not  been  established,  use  of  the  drug  in  such 
patients  requires  that  the  potential  benefits  of  the  drug  be 
weighed  against  its  possible  hazard  to  the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug 
in  children  has  not  been  established;  therefore,  the  physician 
must  weigh  the  benefits  against  the  potential  hazards. 

Precautions:  Recent  studies  have  indicated  that  prolonged 
excessive  use  of  phenacetin  may  result  in  nephrotoxicity. 
Caution  should  therefore  be  exercised  when  administering 
Norgesic  to  patients  with  renal  insufficiency.  It  should  also  be 
used  with  caution  in  patients  with  tachycardia. 

Adverse  reactions:  Side  effects  of  Norgesic  are  those  usu- 
ally associated  with  APC  or  mild  anticholinergic  agents.  These 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  re- 
tention, dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  in- 
creased intraocular  tension,  weakness,  nausea,  vomiting, 
headache,  dizziness,  constipation,  drowsiness,  and  rarely, 
urticaria  and  other  dermatoses.  Infrequently,  mental  confusion 
in  the  elderly,  mild  central  excitation  and  occasional  halluci- 
nations. These  mild  side  effects  are  usually  eliminated  by  re- 
duction in  dosage.  One  case  of  aplastic  anemia,  with  no 
established  causal  relationship,  has  been  reported. 

Dosage  and  administration:  Adults  — 1 to  2 tablets  3 to  4 
times  daily. 

For  more  detailed  prescribing  inlormation, 
see  Package  Circular  or  PDF. 

NORGESIC' 

(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg., 
phenacetin.  160  mg.,  caffeine.  30  mg.) 

non-narcotic  analgesic 

Riker  Laboratories,  Northridge,  California  91324 

Div.  Dart  Industries  Inc. 

Sponsors  of  Riker  Service— 

the  complimentary  classified  service  for  physicians. 


Taste! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it  Specify 
DICARBOSIL  144  S-144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE^*^  Applicator 
a routine  part  of  your  physical  examinations? 

TUBERCULIM 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 

472-9 
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Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen«Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicHlin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


oral  pen.  vee®K 

(potassium  phenoxymethyl  penicillin) 


symptoms  of  mixed  anxiety-depression  are  rarely  clear-cut... 
but  they  are  often  a clear  indication  for 

Mellarir 

(thioridazine) 

25  mg.  t.i.d. 

effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 

Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 
be  used  only  in  severe  neuropsychiatric  conditions. 


Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
System— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  S/c/n— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several- sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other- 
case  described  as  parotid  swelling. 


SANDOZ  PHARMACEUTICALS,  HANOVER,  N.J.  SANDOZ  69-384 


A single 


M3d  ulcerative  colitis  may  be  triggered  here... 


In  mild  ulcerative  colitis,  a number  of 
factors  can  precipitate  an  attack:  for  in- 
stance, dietary  indiscretion,  such  as  eat- 
ing raw  foods,  or  emotional  overreaction, 
such  as  that  aroused  by  financial  difficul- 
ties. No  matter  what  causes  the  patient’s 
sensitive  colon  to  “act  up,’’  he  soon  suf- 
fers from  acute  discomfort ...  and  often, 
from  anxiety  and  apprehension  as  well. 
Such  patients  frequently  respond  well  to 
adjunctive  dual-action  Librax®  therapy. 

Librax  combines,  in  a single  conve- 
nient capsule,  the  well-known  antianxiety 
effect  of  Librium®  (chlordiazepoxide 
HCl)  and  the  dependable  anticholinergic 
/ antispasmodic  effect  of  Quarzan®  (clidi- 
nium  Br).  Therefore,  as  Librax  helps  to 
relieve  the  patient’s  excessive  anxiety  and 
reduce  his  overreaction  to  stress,  it  also. 


at  the  same  time,  helps  to  control  hyper- 
secretion and  hypermotility,  thus  reliev- 
ing spasm  and  abdominal  discomfort. 

With  Librax,  the  dosage  schedule  is 
simple:  I or  2 capsules,  t.i.d.  or  q.i.d., 
will  in  most  cases  bring  the  patient  sig- 
nificant relief  of  both  the  emotional  and 
physical  elements  that  contribute  to  his 
psychovi.sceral  disorder. 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows. 

INDICATIONS:  Indicated  as  adjunctive  ther- 
apy to  control  emotional  and  .somatic  factors  in 
gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glau- 
coma; prostatic  hypertrophy  and  benign  blad- 
der neck  obstruction;  known  hypersensitivity 
to  chlordiazepoxide  HCl  and/or  clidinium 
bromide. 

WARNINGS:  Caution  patients  about  possible 


combined  effects  with  alcohol  and  other  CN 
depressants.  As  with  all  CNS-acting  drugs,  cat 
tion  patients  against  hazardous  occupations  rt 
quiring  complete  mental  alertness  (e.g.,  operatin 
machinery,  driving).  Though  physical  and  ps' 
chological  dependence  have  rarely  been  reporte 
on  recommended  doses,  use  caution  in  ac 
ministering  Librium  (chlordiazepoxide  hydrc 
chloride)  to  known  addiction-prone  individual 
or  those  who  might  increase  dosage;  withdrawa 
symptoms  (including  convulsions),  followin 
discontinuation  of  the  drug  and  similar  to  thos 
seen  with  barbiturates,  have  been  reported.  Us 
of  any  drug  in  pregnancy,  lactation,  or  in  wome; 
of  childbearing  age  requires  that  its  potentia 
benefits  be  weighed  against  its  possible  hazards 
As  with  all  anticholinergic  drugs,  an  inhibitinj 
effect  on  lactation  may  occur. 

PRECAUTIONS:  In  elderly  and  debilitated 
limit  dosage  to  smallest  effective  amount  to  pre 
elude  development  of  ataxia,  oversedation  o 
confusion  (not  more  than  two  capsules  per  daj 
initially;  increase  gradually  as  needed  and  toler 


or  here. 


ated).  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimula- 
tion and  acute  rage)  have  been  reported  in  psy- 
chiatric patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  im- 
pending depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically, 
ADVERSE  REACTIONS:  No  side  effects  or 
manifestations  not  seen  with  either  compound 
alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone, 
drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These 


are  reversible  in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-volt- 
age fast  activity)  may  appear  during  and  after 
t'eatment;  blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood 
counts  and  liver-function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported 
with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary 
hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low 
residue  diet. 


two  good  reasons 
for  prescribing 

LIBRAX‘ 

Each  capsule  contains  5 mg  chlordiaz- 
epoxide HCl  and  2.5  mg  clidinium  Br. 


ROCHE 

LABORATORIES 
iffmann-La  Roche  Inc. 
srsey  07110 


Division  of  H 
Nutley,  New 


heavenly  relief 
for  unearthly  cough 


ABTR 


Benyliri 

EXPECTORANT 


Each  fluidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex . . . 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
16  oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 
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Proven  Reliability 

in  pain  relief 

time-tested  effectiveness 
time-tested  performance 
time-tested  potency 


preparations  of 

propo^hene  I 
hydrochloride 


USAGE 

Potent  analgesia  plus 
added  anti-inflamma- 
tory and  antipyretic 
action ... 

early  stages  of 
' cancer,  during 
surgical  recovery, 

: trauma. 

Analgesia,  pure  and 
simple  . . . B:  when- 
ever a single-entity 
drug  is  preferable,  as 
in  medical  care. 

Alternate  strength  of 
propoxyphene  plus 
added  anti-inflamma- 
tory and  antipyretic 
action  . . . B:  post- 
partum care  and 
following  minor 
surgical  procedures. 

Potent  analgesia  plus 
added  anti-inflamma- 
tory action  ...  B:  as 
an  adjunct  to  treat- 
ment of  U.R.I., 
arthritis,  fibrositis. 

PRODUCT 

FORM 

1 Darvon®  Compound-65 

; Each  Pulvule®  contains 

65  mg.  propoxyphene 
i hydrochioride,  227  mg. 

: aspirin,  162  mg. 

; phenacetin,  and 

32.4  mg.  caffeine. 

Darvon® 

propoxyphene 
hydrochloride 
in  32  and  65-mg. 
Pulvules. 

Darvon®  Compound 

Each  Pulvule  contains 
32  mg.  propoxyphene 
hydrochloride,  227  mg. 
aspiiin,  162  mg. 
phenacetin,  and 

32.4  mg.  caffeine. 

Darvon®  with  A.S.A.® 

Each  Pulvule  contains 

65  mg.  propoxyphene 
hydrochloride  and 

325  mg.  aspirin. 

■ ^ 

DOSAGE 

1 Pulvule  3 or  4 times 
a day. 

32  mg.:  1 or  2 Pulvules 

3 or  4 times  a day. 

65  mg.:  1 Pulvule 

3 or  4 times  a day. 

1 or  2 Pulvules 

3 or  4 times  a day. 

1 Pulvule  3 or  4 times 
a day. 

Actions;  Propoxyphene  hydrochloride 
is  an  analgesic  in  the  potency  range  of 
codeine.  The  combination  of  propoxy- 
phene hydrochloride  with  aspirin  and/ 
or  phenacetin  results  in  greater  analge- 
sia than  that  achieved  by  either  drug 
administered  alone.  Propoxyphene  hy- 
drochloride is  structurally  related  to  the 
narcotic  analgesics  methadone  and 
isomethadone,  and  its  general  pharma- 
cologic properties  are  those  of  the 
narcotics  as  a group. 

Indications:  For  the  relief  of  miid  to 
moderate  pain. 

Contraindications:  Hypersensitivity  to 
propoxyphene  hydrochloride  or  to  the 
other  ingredients  (aspirin,  phenacetin, 
caffeine)  in  the  propoxyphene  hydro- 
chloride combination  products. 

Concomitant  administration  with 
orphenadrine-containing  compounds. 
Warnings:  Salicylates  should  be  used 
with  caution  in  the  presence  of  peptic 
ulcer. 

Phenacetin  may  damage  the  kid- 


neys when  used  in  large  amounts  or 
taken  over  a long  period  of  time. 

Use  in  Pregnancy— The  safety  of 
the  use  of  this  agent  during  pregnancy 
has  not  been  established.  The  potential 
hazards  of  the  drug  must  be  weighed 
against  the  possible  benefits. 

Use  in  Children— This  agent  should 
not  be  used  In  children,  since  adequate 
data  to  establish  safe  conditions  of  use 
are  lacking. 

Drug  Dependence— Tolerance, 
psychological  dependence,  and  physi- 
cal dependence  have  been  reported: 
the  abuse  liability  of  propoxyphene  hy- 
drochloride is  qualitatively  similar  to 
that  of  codeine  although  quantitatively 
less.  Darvon  will  not  support  morphine 
dependence. 

Precautions:  Patients  who  have  received 
narcotic  drugs  for  long  periods  of  time 
may  have  developed  physical  depend- 
ence, and  the  sudden  substitution  of 
ordinary  doses  of  propoxyphene  hydro- 
chloride may  result  in  an  acute  with- 


drawal syndrome.  These  symptoms  may 
be  avoided  by  gradually  reducing  the 
dose  of  the  prior  medication  as  pro- 
poxyphene hydrochloride  is  substituted. 

This  agent  may  impair  the  mental 
and/or  physical  abilities  required  for 
the  performance  of  potentially  hazard- 
ous tasks,  such  as  driving  a car  or 
operating  machinery,  especially  during 
the  first  few  days  of  therapy.  There- 
fore, the  patient  should  be  cautioned 
accordingly. 

Adverse  Reactions:  Dizziness,  head- 
ache, sedation,  somnolence,  paradox- 
ical excitement,  insomnia,  skin  rashes, 
and  gastro-intestinal  disturbances  (in- 
cluding nausea,  vomiting,  abdominal 
pain,  and  constipation)  may  occur  with 
the  recommended  doses  of  the  drug. 

Euphoria  may  occasionally  occur. 

For  complete  prescribing  informa- 
tion and  overdosage  treatment,  consult 
the  package  literature  or  PDR.  [osutsl 
Additional  information  available  upon 
request.  900641 


Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


Please  turn  page  for  prescribing  information. 


Encouragemen 

for  your  arthritic  patient., 
because  you  checked  the  pain 
with  this  time-tested  analgesic 
that's  potent  versatile, 

effective  DarVOIl 

Compound-65 


65  mg,  propoxyphene  hydrochloride,  227  mg.  aspirin, 
162  mg.  phenacetin,  and  32.4  mg. caffeine. 
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AIR  QUALITY  CONTROL  - WHEN? 


Among  the  consequences  of  living 
together  in  ever  larger  numbers, 
none  has  received  more  public 
attention  in  recent  years  than  the 
deterioration  in  the  quality  of  air 
supply.  There  have  been  localized, 
but  fortunately  infrequent,  episodes 
of  air  pollution  to  levels  producing 
illness  and  death  in  sensitive 
members  of  affected  communities, 
and  there  is  constantly  accumulating 
evidence  that  deterioration  of  air 
quality  accelerates  roughly  in 
relationship  to  the  number  of  people 
living  in  it  and  the  intensity  of 
their  industrial,  transportation, 
commercial,  and  agricultural 
activities. 

Local,  state,  and  federal  govern- 
ments have  responded  to  recognition 
of  the  threats  to  human  health, 
economic  values,  and  the  general 
welfare  by  enactment  of  legislation 
and  delegation  of  police  powers 
designed  to  keep  the  air  resource 
usable.  In  the  process  of  developing 
air  quality  objectives  or  ambient  air 
quality  standards  as  bases  for 
control  action,  a philosophy  has 
emerged  which  appears  to  threaten 
the  effectiveness  of  the  whole 
preventive  effort.  Very  simply  it  is 
the  notion  that  no  air  quality  control 
action  need  be  taken  in  a commu- 
nity until  there  is  clear  evidence 
that  the  existing  pollution  is  causing 
some  damage.  In  other  words,  that 
no  levee  should  be  built  until 


after  there  is  a flood. 

It  may  be  difficult  to  convince 
the  public  of  need,  or  to  generate 
the  necessary  legislative  action 
or  public  financing,  but  the  informed 
professional  and  lay  groups  in  our 
cities  have  a challenge  to  under- 
take the  educational  and  political 
efforts  necessary  to  check  the 
inevitable  “flood.”  The  preventive 
scheme  is  simple  and  understand- 
able in  principle: 

1.  Pollution  of  community 
atmosphere  increases  with  increased 
intensity  of  human  activity. 

2.  Since  population  growth  is 
continuous,  unregulated  pollution 
of  the  atmosphere  is  also  a con- 
tinuously increasing  quantity. 

3.  There  is  abundant  proof  that 
polluted  air  can  kill  at  some  level. 

4.  It  is  therefore  essential  to  the 
welfare  of  our  cities  that  regulatory 
actions  be  instituted  as  fully  and 

as  rapidly  as  technological  and 
fiscal  capabilities  will  permit. 

The  public  has  been  sensitized 
into  vague  realization  that  air 
pollution  is  a threat;  its  legislative 
representatives  are  responding  as 
competently  as  the  information 
available  to  them  will  allow.  But  at 
both  levels,  there  is  strong  evidence 
of  need  for  an  input  of  well-consid- 
ered planning  which  can  be 
provided  by  a melding  of  profes- 
sional medical,  engineering,  public 
health,  public  administration,  social. 
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economic,  and  political  judgments  in  the 
minds  of  intelligent  and  active  public  spokes- 
men. One  mechanism  for  achieving  such  a 
blend  is  represented  by  the  National  Air 
Conservation  Commission  and  its  analogs  at 
the  state  and  local  levels  (The  Texas  Air 
Conservation  Committee).  Their  objectives  are 
(1)  to  provide  forums  for  the  generation  of 
policy  objectives;  (2)  to  engage  in  both 
professional  and  public  information  programs; 
and  (3)  to  provide  readily  available  mech- 
anisms for  canalizing  public  action  require- 
ments into  legislative  and  regulatory  channels. 

In  most  metropolitan  areas  of  the  United 
States,  there  is  still  time  to  engage  in  con- 
sidered preventive  action:  If  we  are  unwilling 
or  unable  to  keep  local  air  supplies  from 
deteriorating  to  intolerable  levels,  regulatory 
actions  will  eventually  become  emergency 
actions — far  more  costly,  more  likely  to  be 
ill  conceived,  and  chaotic  in  their  application. 
Historically,  public  action  deriving  from 
panic  has  proved  to  be  extremely  costly.  If 
we  wait  for  demonstrations  of  illness  or  death 
caused  by  air  pollution  before  implementing 
effective  restraints  on  misuse  of  the  atmosphere, 
the  challenge  posed  by  the  developing  threat 
will  have  been  ignored;  thereafter,  we  will 
have  the  added  responsibility  of  dealing  with 
the  casualties,  and  with  the  violence  of 
public  reaction  to  present  inaction. 


Leslie  A.  Chambers,  PhD,  The  University 
of  Texas  School  of  Public  Health,  Houston. 
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Treatment  of  Snake  Bite 

Dr.  Thomas  G.  Glass,  Jr.,  deserves  much 
credit  for  advocating  immediate  subfascial 
drainage  (fasciotomy)  in  the  treatment  of 
rattlesnake  bite.  This  is  the  most  important 
measure  in  treating  rattlesnake  bite  and  is 
necessary  in  all  rattlesnake  bites — not  just  the 
“severe”  bites.  Most  effective  in  the  early 
hours  after  the  bite,  it  is  valuable  even  later. 
Only  by  subfascial  incision  and  drainage  is  it 
possible  for  the  physician  to  know  the  severity  of 
envenomation  in  the  early  hours  after  the  bite. 

Subfascial  drainage  is  not  to  be  confused 
with  traditional  “incision  and  suction,”  which 
involved  only  the  skin  and  subcutaneum. 
Envenomation  limited  to  the  skin  and  subcu- 
taneum rarely  results  in  serious  disability 
because  the  deep  fascia  is  an  efficient  barrier. 

It  is  possible  for  the  fang  to  deposit  a large 
amount  of  toxic  venom  beneath  the  deep  fascia 
with  little  or  no  evidence  of  envenomation  in 
the  skin.  Therefore,  it  is  impossible  for  the 
physician  to  observe  the  skin  and  determine 
whether  the  bite  is  “grade  0,  1,  2,  or  3” 
and  thereby  to  decide  whether  no  antivenin, 
or  5 or  more  units,  should  be  given.  This 
is  a dangerous  pitfall  for  doctor  and  patient! 

Dr.  Glass,  in  my  opinion,  makes  incisions 
that  are  unnecessarily  long.  Rarely  should 
the  incision  through  the  fang  hole  exceed  two 
inches  in  length  when  made  within  one  hour 
after  the  bite.  Longer  incisions  in  the  deep 
fascia  might  be  needed  in  neglected  cases.  The 
incision  is  just  through  the  deep  fascia. 

Deeper  incision  would  hazard  injury  to  major 
blood  vessels,  nerves,  muscles,  or  tendons. 

But  it  is  important  that  a hemostat  be  bluntly 
plunged  into  the  subfascial  tissues  following 
the  path  of  the  fang,  and  the  blades  of  the 
hemostat  are  opened  several  times  to 
provide  an  avenue  of  egress  for  venom  and 
venom-stained  tissue  fluids  during  the  days 
that  follow.  No  suction  is  needed.  Hemostasis 
is  secured  and  a sterile  bandage  applied. 


30 


TEXAS  MEDICINE 


Secondary  closure  is  done  several  days  later. 

After  the  doctor  has  performed  subfascial 
drainage,  he  is  prepared  to  judge  whether 
and  how  much  antivenin  should  be  given. 
Antivenin  should  be  administered  exclusively  by 
the  intravenous  route,  diluted  in  500  cc  of 
0.9%  sodium  chloride  solution.  In  treating  a 
small  child,  it  is  important  to  know  that  the 
dosage  of  antivenin  should  be  proportional 
to  the  amount  of  venom  injected  and  not 
to  the  weight  of  the  child.  One  to  10  (or  even 
more)  units  of  the  Wyeth  North  and  South 
American  Polyvalent  Crotalid  antivenin  may  be 
needed  in  the  early  hours.  Antivenin  will  not 
be  a decisive  factor  after  12  hours.  It  is  safer 
to  administer  the  horse  serum  intravenously 
because  allergic  reactions  can  be  observed 
promptly  and  administration  slowed  or 
discontinued,  whereas  an  intramuscular 
injection  cannot  be  retrieved  if  an  unfavorable 
reaction  occurs.  It  should  never  be  injected 
locally,  and  absorption  after  intramuscular 
injection  is  too  slow  to  prevent  capillary 
destruction  by  venom  and  consequent  isolation 
of  active  venom  in  the  bite. 

Intradermal  skin  testing  could  precipitate 
fatal  anaphylaxis,  therefore,  it  should  be 
preceded  by  skin-scratch  and  conjunctival 
testing.  Antivenin  should  not  be  given  if 
positive  reactions  occur. 

Cryotherapy  (immersion  of  the  extremity 
in  fresh-water  ice)  has  proved  to  be  inadequate 
for  severe,  subfascial  envenomations,  and 
it  should  not  be  used  in  the  definitive  care  of 
a rattlesnake  bite.  However,  it  is  excellent 


as  a firstaid  measure  to  relieve  pain  and 
immobilize  the  patient. 

Cortisone  may  protect  the  patient  against 
the  stress  of  venom  and  venom-tissue 
products.  It  also  improves  the  tolerance  of 
horse  serum.  Tetanus  toxoid  booster  is 
necessary.  Antibiotics  are  not  as  important 
as  we  once  thought  unless  infection  is 
manifest.  Meperidine  (Demerol)  and  other 
opiates  should  not  be  given  in  the  early  hours. 
Barbiturates  and  chlorpromazine  (Thorazine) 
are  safe  as  sedatives. 

Rattlesnake,  cottonmouth  and  copperhead 
bites  should  be  treated  alike  and  with  the 
same  antivenin. 

The  subject  is  so  controversial  that  the 
physician  should  admit  the  patient  to  a 
hospital,  give  thorough  and  prompt  treatment, 
ask  consultation,  and  keep  full  and 
accurate  records. 

Sincerely, 

W.  E.  Lockhart,  MD,  Alpine. 
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Peers  Should  Judge  Whether  Physicians 
Abuse  Federal  Medical  Programs 


The  US  Senate  Finance  Committee 
is  making  an  extensive  study  of 
the  Medicaid  and  Medicare  Pro- 
grams. In  June  the  Committee 
directed  that  an  investigation  be 
made  of  all  physicians  who  received 
$25,000  or  more  from  the  Medicaid 
Program  during  the  year  1968. 

In  Texas  the  State  Department  of 
Public  Welfare  was  given  the 
responsibility  for  making  this 
investigation.  Forty-five  Texas 
doctors  were  involved,  19  of  them 
being  individual  practitioners 
and  26  being  either  members  of 
clinics  or  medical  faculties.  The  TMA 
wrote  to  all  of  these  physicians 
inviting  them  to  provide  the 
Association  with  information  inci- 
dent to  their  treatment  of  Medicaid 
patients,  and  the  response  was 
excellent.  We  hope  that  when  the 
investigation  is  completed,  we  will 
have  sufficient  information  to 
counter  any  general  charges  of  abuse 
that  may  be  leveled  against  the 
medical  profession. 

In  July  a similar  investigation 
was  ordered  of  physicians  who 
received  substantially  more  than 
$25,000  in  1968  under  the  Medicare 
Program,  or  whose  patterns  of 
practice  were  considered  unusual. 
Included  in  the  list  to  be  investigated 
were  106  Texas  doctors  of  medicine 
and  osteopathy.  Similarly,  the 
TMA  wrote  to  each  of  its  own 
physicians,  advising  each  of  the 
pending  investigation  and  inviting 
him  to  supply  to  the  Association 
any  information  he  wished. 

As  the  carrier  for  the  Medicare 
Program,  Blue  Shield  has  no 


alternative  except  to  carry  out  the 
specific  directives  from  the  Depart- 
ment of  HEW.  Officers  of  the 
Association  have  been  fully  informed, 
and  if  instances  of  apparent  abuse 
of  the  Medicare  Program  are 
uncovered  in  this  investigation,  the 
facts  will  be  presented  to 
the  Association. 

It  is  at  this  point  that  the 
importance  of  an  effective  peer 
review  mechanism  comes  into  sharp 
focus.  We  are  in  the  process  of 
enlarging  and  broadening  our  peer 
review  mechanism  within  the 
Association,  believing  that  this 
mechanism  offers  Texas  physicians 
the  greatest  protection  in  the  course 
of  these  investigations.  Somewhere, 
judgment  will  be  rendered  on  facts 
uncovered  in  the  investigations. 

We  have  an  opportunity  to  make 
these  judgments  at  the  professional 
level,  and  this  appears  to  us 
to  be  all  important. 


President,  Texas  Medical  Association 


Could  you  draw 
this  perfectly 
20  seconds  from  now? 


Psychometric  Test  No.  1 


Could  your  patient  _ 
with  cerebral  ischemia 
do  a simpler  test  now 


or  a few  months 
from  now? 


If  you  use  up  the  20  seconds  in  a single  effort,  you  probably 
won’t  succeed.  Instead,  study  this  for  5 seconds  and  try  to 
draw  it.  Then  start  afresh.  Repeat  this  brief  effort  four  times— 
for  a total  of  20  seconds.  About  fifty  percent  of  college  trained 
people  succeed  on  the  fourth  trial. 1 Of  course,  this  test  is  not 
used  in  patients  recovering  from  cerebral  ischemia.  However, 
as  a challenge  to  healthy  abilities,  it  demonstrates  the  type  of 
task  a battery  of  simpler  psychometric  tests  may  use  to  help 
reveal  improvement  in  cerebral  ischemia. 

In  a double  blind  study,2  patients  on  Cyclospasmol  (cyclande- 
late)  showed  progressive  and  significant  improvement  in  men- 
tal acuity  on  a battery  of  appropriate,  simpler  tests. 
Specifically,  the  Cyclospasmol  patients  had:  sharpened  rea- 
son, imagination,  and  verbal  expressive  ability:  enhanced 
orientation  to  time  and  space;  keener  memory  for  general 
events:  and  better  recall  for  past  and  present  personal  events. 
In  two  out  of  six  measurements  no  improvement  was  noted 
(specifically,  short-term  memory  and  constructional  skill). 
However,  the  overall  difference  between  controls  and  Cyclo- 
spasmol patients  in  the  full  battery  of  tests  was  judged 
significant. 

In  a preliminary  uncontrolled  study  of  20  patients  on  Cyclo- 
spasmol,3  overall  significant  differences  occurred  in  four  of 
nine  sensitive  measurements.  These  were  verbal  symbolic 
measurements  reflecting  high  cortical  function.  Since  this  was 
an  open  study,  the  authors  believe  further  research  with 
placebo  control  is  needed  to  validate  these  suggestive  results. 

When  you  choose  a vasodilator  for  cerebral  ischemia,  con- 
sider these  benefits; 

■ Direct  action  on  the  vascular  musculature  of  cerebral 
arterial  walls 

■ Produces  a smooth,  gradually  increasing  therapeutic 
effect  which  may  often  become  more  evident  after  prolonged 
therapy 

■ Less  likely  to  produce  transient  flush  and  itching  as 
compared  with  nicotinic  acid  and  its  derivatives 


Look  lor  improvement 
in  cerebral  ischemia 

with  CYCLOSPASMOL 

(cyclandelate) 


ACTIONS:  Cyclospasmol  is  an  orally  effective  peripheral  spas- 
molytic and  vasodilator  that  acts  directly  on  the  vascular 
smooth  musculature  to  produce  a gradual  and  progressive  re- 
laxation that  enhances  the  peripheral  and  cerebral  blood  flow. 
INDICATIONS:  For  adjunctive  therapy  in  occlusive  and  vaso- 
spastic diseases  of  the  vascular  system  associated  with  an 
impaired  circulation,  such  as:  intermittent  claudication;  arte- 
riosclerosis obliterans;  thrombophlebitis  (to  control  associated 
vasospasm  and  muscular  ischemia);  nocturnal  leg  cramps; 
local  frostbite;  Raynaud’s  phenomenon;  as  an  aid  to  encour- 
age healing  of  diabetic  and  trophic  ulcers  of  the  legs;  and  for 
selected  cases  of  ischemic  cerebral  vascular  disease.  A faster 
response  may  be  expected  in  conditions  in  which  vasospasm 
is  predominant  in  the  pathological  process.  The  drug  is  not 
intended  to  substitute  for  an  adequate  medical  or  surgical 
program  in  the  treatment  of  peripheral  or  cerebral  vascular 
disease.  It  is  imperative  that  the  patient  continue  to  follow 
established  therapy,  e.g.,  foot  care,  discontinuance  of  smoking, 
etc.,  while  taking  Cyclospasmol. 

Since  cerebrovascular  disease  is  diagnosed  most  frequently 
only  after  destruction  of  nervous  tissue,  it  cannot  be  expected 
that  signs  and  symptoms  arising  from  an  interruption  of  neuron- 
al function  can  be  completely  reversed  by  correcting  the  ex- 
citing cause.  Nevertheless,  restoration  of  blood  flow  towards 
more  normal  levels  with  cyclandelate  may  often  produce 
marked  relief  from  such  signs  and  symptoms  as  head  noises, 
ringing  in  the  ears,  a feeling  of  weakness,  unsteady  gait,  mental 
confusion,  temporary  fluctuations  in  hearing  acuity,  poor  mem- 
ory and  slurred  speech.  More  important,  the  drug  may  provide 
prophylaxis  against  further  circulatory  embarrassment,  particu- 
larly if  the  diminished  circulation  is  associated  with  spasm  of 
the  vascular  wall. 

CONTRAINDICATIONS:  Cyclospasmol  is  contraindicated  in 
cases  of  known  hypersensitivity  to  the  drug. 

WARNINGS:  Cyclandelate  should  be  used  with  extreme  cau- 
tion in  patients  with  severe  obliterative  coronary  artery  or 
cerebral  vascular  disease,  since  there  is  a possibility  that  these 
diseased  areas  may  be  compromised  by  vasodilatory  effects  of 
the  drug  elsewhere.  USE  IN  PREGNANCY:  The  safety  of  cy- 
clandelate for  use  during  pregnancy  or  lactation  has  not  been 
established;  therefore,  it  should  not  be  used  in  pregnant  women 
or  in  women  of  childbearing  age  unless,  in  the  judgment  of  the 
physician,  its  use  is  deemed  absolutely  essential  to  the  welfare 
of  the  patient.  Although  no  prolongation  of  bleeding  time  has 
been  demonstrated  in  humans  in  therapeutic  dosages,  it  has 
been  demonstrated  in  animals  at  very  large  doses.  Therefore, 
the  hazard  of  a prolonged  bleeding  time  should  be  carefully 
considered  when  administering  cyclandelate  to  a patient  with 
active  bleeding  or  a bleeding  tendency. 

PRECAUTIONS:  Since  Cyclospasmol  is  a vasodilator,  it  should 
be  used  with  caution  in  patients  having  glaucoma.  Consult 
direction  circular  before  prescribing. 

ADVERSE  REACTIONS:  Gastrointestinal  distress  (pyrosis, 
pain,  and  eructation)  may  occur  with  Gyclospasmol.  These 
symptoms  occur  infrequently  and  are  usually  mild.  Relief  can 
often  be  obtained  by  taking  the  medication  with  meals  or  by 
the  concomitant  use  of  antacids.  Mild  flush,  headache,  feeling 
of  weakness  or  tachycardia  may  occur,  especially  during  the 
first  weeks  of  administration. 

SUPPLIED:  200  mg.  blue  capsules  in  bottles  of  100  and  500; 
100  mg.  orange  tablets  in  bottles  of  100  and  500. 

May  we  send  you  reprints,  detailed  literature,  or  professional 
samples? 

1 Crane,  G.  W.:  Psychology  Applied,  Mellott,  Ind.,  Hopkins 
Syndicate,  1967,  p.  67.  2.  Ball,  J.  A.  C.,  and  Taylor,  A.  R.:  Brit. 
Med.  J.  3:  525  (Aug.  26)  1967.  3.  Smith.  W.  L.;  Lowrey,  J.  B.,  and 
Davis,  J.  A.;  Curr.  Ther.  Res.  70:613  (Dec.)  1968. 
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Pathology  of 
PsewdomoMas 

Infection 


Tissue  diagnosis  is  required  to  distin- 
guish invasive  infection  from  coloniza- 
tion with  P aeruginosa.  A necrotizing  le- 
sion with  massive  bacterial  proliferation, 
relative  tissue  neutropenia,  and  '‘Pseudo- 
monas vasculitis”  is  characteristic  of  in- 
fection with  this  organism.  Extensive 
bacterial  proliferation  may  also  occur 
around  other  structures  such  as  bronchi- 
oles or  nerves.  P pseudomallei  infections 
have  been  seen  in  military  personnel  re- 
turning from  Vietnam.  Melioidosis,  in  its 
septicemic  form,  results  in  disseminated 
visceral  lesions  that  undergo  coagulative 
necrosis  with  peripheral  hemorrhage. 
The  characteristic  inflammatory  re- 
sponse is  neutrophilic  and  histiocytic, 
and  occasional  large,  multilobate  histio- 
cytes have  been  described. 


F.  Daniel  Foley,  MD 

Maj  K.  A.  Greenawald,  MC,  USA 

Maj  G.  Nash,  MC,  USA 

Lt  Col  B.  A.  Pruitt,  Jr,  MC,  USA 


PSEUDOMONAS  aeruginosa  has  become  a fre- 
quent pathogen  in  hospitalized  patients.  In- 
fections due  to  this  organism  occur  particu- 
larly in  patients  with  preexisting  illness  or 
trauma,  and  in  patients  receiving  therapy  with 
steroids,  antimetabolites,  immunosuppressive 
agents,  and  antibiotics.  Invasive  infection  due 
to  P aeruginosa  may  be  accurately  diagnosed 
histologically  and  with  more  precision  than  by 
bacteriologic  methods  because  of  the  charac- 
teristic tissue  response  produced  by  this  or- 
ganism. Furthermore,  a histological  diagnosis 
often  is  required  to  differentiate  superficial 
from  invasive  infection,  since  the  former  is 
treated  topically  and  the  latter  requires  syste- 
mic therapy.  Since  P aeruginosa  is  a common 
surface  contaminant  of  wounds,  positive  cul- 
tures are  of  limited  use  in  the  diagnosis  of  in- 
vasive infection. 

P pseudomallei,  although  related  generically 
to  P aeruginosa,  promotes  an  entirely  different 
tissue  response.  Melioidosis,  the  disease  pro- 
duced by  P pseudomallei,  is  endemic  in  South- 
east Asia  and  has  been  seen  with  increasing 
frequency  in  military  personnel  who  return  from 
Vietnam. 

Material:  The  pathologic  material  discussed 
herein  was  derived  from  some  2,000  burned 
patients  hospitalized  at  the  US  Army  Institute 
of  Surgical  Research  between  1960  and  the 
present.  The  burn  wound  is  a recognized  site  of 
P aeruginosa  infection  and  is  the  major  source 
for  infection  by  this  organism  elsewhere  in 
burned  patients.  Examples  of  such  infection  in 
almost  every  organ  system  have  been  docu- 
mented at  autopsy  in  approximately  200  cases 
during  the  past  nine  years.  We  have  seen  nu- 
merous instances  of  generalized  sepsis,  cutane- 
ous lesions,  upper  and  lower  respiratory  tract 
infections,  bacterial  endocarditis,  genitourinary 
and  gastrointestinal  lesions,  meningitis,  and 
ocular  involvement  due  to  P aeruginosa.  Most  of 
the  visceral  lesions  have  been  associated  with 
sepsis,  arising  from  primary  infection  of  either 
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the  burn  wound  or  the  lung.  The  trauma  and 
debilitation  associated  with  thermal  injury  also 
renders  these  patients  susceptible  to  fatal  in- 
fection by  other  organisms  of  limited  virulence, 
eg,  Serratia,  Mima,  or  Escherichia  species,  in 
addition  to  infection  with  opportunistic  fungal 
and  viral  pathogens. 

P aeruginosa:  The  pathology  of  invasive  wound 
infection  by  P aeruginosa  may  be  used  as  a 
model  to  demonstrate  the  pattern  of  infection 
in  other  systems,  since  the  essential  features 
are  characteristic  for  this  organism.  The  patho- 
genesis of  clinical  and  experimental  P aeruginosa 
burn  wound  infection  and  sepsis  has  been  de- 
scribed previously. 1-3  Colonization  of  the  ne- 
crotic cutaneous  eschar  precedes  proliferation 
and  dissemination  of  bacteria  via  hair  follicles, 
or  ducts  of  skin  appendages.  Infection  is  estab- 
lished when  the  bacteria  invade  viable  subes- 
char tissue.  Both  contaminated  and  infected 
wounds,  however,  will  yield  P aeruginosa  on  cul- 
ture; therefore,  histological  examination  of  bi- 
opsy material  is  necessary  to  document  the 
presence  of  invasive  infection  which  is  associ- 
ated with  sepsis. 

Extensive  necrosis,  hemorrhage,  myriads  of 
gram-negative  bacilli,  relative  tissue  neutro- 
penia, and  “Pseudomonas  vasculitis"  constitute 
findings  specifically  diagnostic  of  infection  by 
this  organism  (Fig  1). 

“Pseudomonas  vasculitis”  is  the  most  specific 
feature  of  the  tissue  response.  This  distinctive 
lesion  of  P aeruginosa  infection  was  first  noted 
by  Fraenkel.'*  He  thought  the  hemorrhagic  ne- 
crosis represented  infarction  secondary  to  bac- 
terial vasculitis.  The  pathogenesis  of  this  lesion 
has  since  been  delineated  by  Teplitz.^  Prolifer- 
ation of  P aeruginosa  occurs  first  at  the  capillary 
level — a capillaritis.  Organisms  may  then  pro- 
liferate along  adventitial  channels  to  involve 
larger  arteries  and  veins.  Teplitz  attributed  the 
tissue  necrosis  to  the  direct  effects  of  bacterial 
proliferation  and  liberation  of  endotoxin  and 


exotoxin  rather  than  to  hemodynamic  altera- 
tions or  infarction  secondary  to  vasculitis.  Loss 
of  structural  integrity  of  capillaries  resulting 
from  direct  effects  of  bacterial  proliferation  or 
toxins  presumably  accounts  for  the  prominent 
hemorrhagic  character  of  the  lesion. 

It  is  less  well  known  that  P aeruginosa  also 
proliferates  in  the  same  distinctive  pattern 
around  nonvascular  structures  such  as  nerves 
or  bronchioles  (Fig  2).  We  have  seen  this  phe- 
nomenon of  peribronchiolar  cuffing  only  in  as- 
sociation with  Pseudomonas  pneumonia  adja- 
cent or  distal  to  the  involved  bronchiole.  This 
suggests  that  peribronchiolar  proliferation,  like 
“Pseudomonas  vasculitis,”  is  a consequence  of 
surrounding  infection  rather  than  a primary  site 
thereof. 

These  features  are  responsible  for  the  gan- 
grenous appearance  of  invasive  Pseudomonas 
infection  noted  clinically  or  grossly.  The  grossly 
apparent  necrosis  and  hemorrhage  in  primary 
or  metastatic  infective  lesions  of  P aeruginosa 
accounts  for  the  descriptive  term,  ecthyma  gan- 
grenosum, that  is  applied  to  cutaneous  lesions. 
Hemorrhage  and  necrosis  are  also  grossly  man- 
ifest in  primary  or  hematogenous  visceral  le- 
sions. 

Relative  tissue  neutropenia  is  another  char- 
acteristic feature  in  areas  of  necrotizing  infec- 
tion due  to  P aeruginosa.  The  local  suppression 
of  neutrophils  may  be  due  to  soluble  bacterial 
toxins.3  Neutropenia  is  also  a frequent  clinical 
manifestation  of  sepsis  and  has  been  attributed 
to  maturation  arrest  of  neutrophils  within  the 
bone  marrow  caused  by  circulating  bacterial 
toxin.  Some  neutrophils  are  found  at  the  margin 
of  the  necrotic  lesions,  however,  and  these  often 
show  cytoplasmic  vacuolization  that  may  also 
be  a toxic  effect  (Fig  la). 

The  only  organism  which  elicits  a similar  re- 
sponse is  Proteus  species.  We  have  seen  a lim- 
ited degree  of  perivascular  proliferation  by  this 
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Fig  1 a.  The  necrotic  perivascular  lesion  of  P aeruginosa 
with  relative  tissue  neutropenia.  Note  the  vacuolated 
neutrophils  at  the  margin.  Hematoxylin  & eosin 
stain.  X 168. 


organism,  but  this  is  not  easily  confused  with 
the  extensive  vascular  involvement  seen  with 
infection  by  P aeruginosa. 

P pseudomallei:  Melioidosis  is  caused  by  in- 
fection with  P pseudomallei.  It  was  described  in 
1913  by  Whitmore  in  impoverished  natives  of 
Southeast  Asia,  and  has  been  called  Rangoon 
beggar’s  disease. ^ Military  personnel  have  had 
increasing  exposure  to  this  disease  in  Vietnam, 
and  it  has  been  recognized  in  personnel  return- 
ing from  that  area.  We  have  observed  12  pa- 
tients from  whom  P pseudomallei  was  cultured 
at  the  US  Army  Institute  of  Surgical  Research 
in  1968.  Six  patients  died  of  the  acute  septice- 
mic form  of  the  disease  (four  of  the  cases  have 
been  reported  previously).®  The  following  case 
report  illustrates  some  of  the  clinical  and  patho- 
logic features  of  septicemic  melioidosis. 

A 21-year-old  Army  sergeant  sustained  17% 
total  body,  1%  third-degree  burns,  following  an 
explosion  when  his  vehicle  detonated  an  anti- 
personnel device.  His  burns  were  treated  with- 
out complications  at  the  Institute  of  Surgical 
Research,  and  he  was  discharged  after  12 
weeks.  Approximately  a month  later,  he  sus- 
tained a 72%  total  body  burn  following  an  ex- 
plosion in  his  apartment.  He  was  evacuated  to 
the  Institute  of  Surgical  Research  and  was  re- 
suscitated. Rhonchi  were  noted  bilaterally  on 
the  fourth  postburn  day,  and  chest  roentgeno- 
grams suggested  an  infiltrate  in  the  right  lower 
and  left  upper  lobe.  A second  chest  roentgeno- 
gram showed  resolution  of  the  changes.  He  was 
clinically  improved  on  the  fifth  postburn  day. 


Fig  1 b.  “Pseudomonas  vasculitis."  Giemsa  stain.  X 268. 


Abdominal  distention  and  tachypnea  developed 
on  the  sixth  postburn  day.  Nasogastric  intuba- 
tion yielded  1,400  ml  of  bile-stained  fluid.  His 
urinary  output  decreased  in  spite  of  fluid  and 
mannitol  therapy.  An  endotracheal  tube  was  in- 
serted and  positive  pressure  ventilatory  assist- 
ance was  administered.  Resuscitative  efforts 
were  unsuccessful  and  the  patient  died  on  the 
sixth  postburn  day. 

Autopsy  revealed  miliary  lesions  in  the  liver 
and  spleen.  Microscopic  examination  demon- 
strated lesions  typical  of  melioidosis  in  liver, 
spleen,  lungs,  bone  marrow,  and  adrenals.  P 
pseudomallei  was  isolated  from  liver,  spleen, 
and  kidney  in  pure  culture.  The  patient  was  con- 
sidered to  have  died  with  the  acute  septicemic 
form  of  melioidosis  in  association  with  extensive 
cutaneous  thermal  injury. 

The  clinical  syndrome  of  melioidosis  has  var- 
ied from  intermittent  fever  in  an  ambulatory 
patient  in  the  absence  of  other  symptoms  to 
sudden  death  during  clinically  recognized  sep- 
sis. The  pathology  of  melioidosis  has  been  de- 
scribed in  both  animal  and  human  infections.'^  ® 
The  gross  pulmonary  lesion  manifests  some  re- 
semblance to  the  caseous  tuberculoma,  as  it 
does  clinically.  It  is  surrounded  by  a narrow 
border  of  gross  congestion  or  frank  hemorrhage 
and  necrosis  (Fig  3).  The  areas  of  infection  fre- 
quently are  miliary  in  configuration  and  distri- 
bution. Cavitary  lesions  have  been  described. 
The  lung,  liver,  spleen,  lymph  nodes,  adrenals, 
and  bone  marrow  are  most  frequently  involved 
in  the  septicemic  form  of  infection. 
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Fig  2.  Selective  concentration  of  P aeruginosa  around 
a bronchiole.  Giemsa  stain.  X 84. 


The  histologic  features  of  melioidosis  include 
a central  area  of  coagulative  necrosis  surround- 
ed by  neutrophils,  histiocytes,  and  a peripheral 
margin  of  hemorrhage.  Large  multilobate  histio- 
cytes have  also  been  described  and  were  seen 
in  our  patients  with  acute  septicemic  melioi- 
dosis (Fig  4). 
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Fig  3.  Lesions  of  melioidosis  from  the  pleural  surface 
demonstrating  central  necrosis  surrounded  by 
hemorrhage. 


Fig  4.  Photomicrograph  of  a miliary  lesion  due  to 
P pseudomallei.  Note  the  cellular  response  of  neutrophils 
and  histiocytes,  including  large  multilobate  forms. 
Hematoxylin  & eosin  stain.  X 268. 
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The  Effect  of 

ARSENIC 

on  Inflammation, 
Infection,  and 
Carcinogenesis 

Arsenic  is  known  to  aggravate 
infections,  to  be  beneficial  to 
certain  inflammatory  dermatologic 
disorders,  and  to  be  a carcinogen. 
Experimental  studies  have  shown 
that  it  will  increase  the  severity 
of  quantitated  infections  and  that 
it  suppresses  the  first  cellular 
phase  of  inflammation.  Psoriasis  is 
due  to  hyperreactive  early  cellular 
inflammation,  and  so  it  is  favor- 
ably influenced  by  arsenic.  Early 
cellular  inflammation  is  essential  for 
control  of  infections  and  cancer. 
Suppressing  the  inflammatory 
response  in  persons  with  these 
disorders  is  harmful. 

ORVILLE  J.  STONE,  MD 
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ARSENIC  IS  SAID  to  have  been  knov\/n  as  a me- 
dicinal agent  by  Hippocrates,  and  it  was  once 
the  most  commonly  used  systemic  medication 
in  dermatology.  There  is  no  doubt  as  to  its 
therapeutic  effect  in  disorders  such  as  psoriasis 
and  dermatitis  herpetiformis.  It  also  exagger- 
ates infections  and  has  been  considered  a car- 
cinogen. It  is  my  purpose  to  attempt  to  develop 
some  organized  understanding  of  its  effect  on 
inflammation,  infection,  and  carcinogenesis. 
There  is  abundant  empiric  knowledge  about 
arsenic  and,  if  we  understood  its  mechanism  of 
action,  we  might  understand  more  about  the 
inflammation  in  psoriasis  and  dermatitis  her- 
petiformis and  have  a better  understanding  of 
infections  and  carcinogenesis  in  general.  Al- 
though the  clinical  use  of  arsenic  has  de- 
creased, it  is  a constant  part  of  our  environ- 
ment. Arsenic  has  many  uses  as  an  insecticide, 
herbicide,  parasiticide,  pesticide,  germicide, 
sheep  dip,  rat  poison,  and  dye.  It  is  ubiquitous 
in  nature  and  is  particularly  high  in  some  forms 
of  ore,  tobacco,  marine  life,  soil,  and  fossil 
fuels. 

About  the  only  safe  statement  on  the  bio- 
logic effect  of  arsenic  in  man  is  that  it  is  con- 
troversial. It  is  known  to  have  a tonic  or  benefi- 
cial effect  on  the  growth  of  poultry  and  live- 
stock, and  its  role  as  a carcinogen  has  been 
highly  controversial.^'  ^ An  attempt  to  unify 
some  of  the  knowledge  into  a single  pattern  of 
effect  may  also  be  controversial,  but  I believe 
it  is  now  justified. 

My  first  interest  in  arsenic  developed  out  of 
a series  of  studies  in  which  I first  found  that 
iodide  increases  the  early  cellular  phase  of  in- 
flammation.^ Iodide  is  known  to  produce  a pus- 
tular patch  test  response  on  the  basis  of  in- 
creasing the  inflammatory  reaction  at  a site  of 
preexisting  inflammation.  The  pustular  patch 
test  responses  in  man  occur  with  iodides,  fluo- 
rides, nickel,  and  arsenic.  The  pustular  patch 
test  response  was  reproduced  in  man  by  Stone 
and  Johnson^  by  patch-testing  sites  of  induced 
inflammation  with  nickel  sulfate.  Animal  models 
were  then  developed  and  it  was  found  that  io- 
dide, arsenic,  nickel,  and  fluoride  did  not  pro- 
duce the  pustules  by  the  same  mechanism. 
Iodides  only  produce  the  pustules  at  sites  of 
pre-existing  inflammation  but  not  over  scratch- 
es. When  fluorides  or  nickel  salts  were  placed 
over  scratches  on  a rabbit’s  abdomen,  a row  of 
intraepidermal  polymorphonuclear  pustules  de- 


veloped on  each  scratch  site.^ ' This  has  been 
interpreted  as  an  exaggeration  of  the  first  cell- 
ular phase  of  inflammation.^'  When  arsenic 
was  used  in  experiments  similar  to  those  per- 
formed with  iodide,  fluoride,  and  nickel,  the  pro- 
duction of  pustules  and  an  increase  in  the  in- 
flammatory response  did  not  occur. 

Folliculitis  with  secondary  pyoderma  and 
furunculosis  is  common  in  persons  who  are  in 
contact  with  arsenicals.®  Systemic  sodium  ar- 
senite  is  known  to  decrease  the  survival  time  of 
infected  animals.®  When  arsenicals  were  in 
common  medical  use  the  textbooks  stated  that 
the  presence  of  an  infection  was  a known  con- 
traindication to  their  use,  and  this  even  includ- 
ed organic  arsenicals. Herpes  zoster  some- 
times followed  arsenical  therapy  and  a number 
of  articles  suggested  that  arsenic  exaggerated 
infectious  hepatitis. It  was  thought  that  the 
clinical  pustular  patch  reaction  to  arsenic  might 
result  from  increasing  the  severity  of  a pre- 
existent low-grade  folliculitis,  and  so  a study 
of  the  effect  of  arsenic  on  infections  was  under- 
taken. 

A quantitated  number  of  living  staphylococci 
were  injected  into  the  skin  of  a number  of  rab- 
bits. One  site  was  covered  with  sodium  arsen- 
ate patches  and  the  control  site  was  covered 
with  a water  patch.  The  incidence  of  pustule 
formation,  the  size  of  pustules  formed,  and  the 
diameter  of  induration  were  all  greater  on  the 
side  covered  by  arsenicals.^®  Normal  skin  was 
not  affected  by  a patch  test  with  the  arsenate 
solution.  The  arsenicals  are  known  to  be  en- 
zyme poisons.  It  was  hypothesized  that  a con- 
centration of  arsenicals  which  would  not  have 
an  irritant  effect  on  intact  noninfected  skin 
could  damage  the  enzymes  of  inflammation  and 
decrease  host  defense  mechanisms.  This  would 
increase  the  severity  of  infections. 

When  searching  for  a manner  in  which  a 
chemical  might  increase  the  size  of  a pyoderma 
induced  by  a quantitated  number  of  organisms, 
some  known  data  on  enhancement  of  infections 
were  reviewed.  It  is  known  that  the  injection  of 
epinephrine  with  bacteria  will  suppress  or  pre- 
vent the  early  cellular  infiltrate  and  exudation 
of  fluid.  This  suppression  of  early  inflammation 
increases  the  later  destructive  effect  of  the  or- 
ganisms.i®'  Bacterial  endotoxins  are  also  not- 
ed for  their  ability  to  increase  the  pathogenicity 
of  bacterial  infections. Although  the  details 
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of  how  this  occurs  are  not  fully  understood,  im- 
pairment of  leukocyte  migration  into  areas  of 
inflammation  has  been  an  almost  constant  fea- 
ture of  the  effect  of  endotoxin  in  enhancing  in- 
fection. It  was  decided  to  study  the  effect  of 
arsenic  on  the  early  cellular  phase  of  inflam- 
mation. 

When  fluoride  salts  are  placed  over  a scratch 
on  the  rabbit’s  abdomen,  a row  of  intraepider- 
mal  polymorphonuclear  pustules  develops  on 
each  side  of  the  scratch.®'  This  is  believed  to 
be  an  exaggeration  of  the  first  cellular  phase  of 
inflammation.  An  experimental  study  showed 
that  sodium  arsenate  completely  suppresses 
this  reaction. 

The  suppression  of  the  first  cellular  phase 
of  inflammation  by  arsenic  is  interesting  be- 
cause I believe  psoriasis  results  from  hyper- 
reactivity of  the  first  cellular  phase  of  inflam- 
mation.^® A number  of  others  have  published 
similar  opinions.  In  1924,  Civatte-®  proposed 
that  the  intraepidermal  polymorphonuclear  pus- 
tule was  the  primary  histologic  event  in  psoria- 
sis and  seborrheic  dermatitis.  In  1966,  Pinkus 
and  Mehregan®!  reviewed  the  formation  of  in- 
traepidermal pustules  and  thought  that  it  was 
the  primary  histologic  event  in  these  skin  dis- 
eases. Suurmond,“  in  studying  the  histologic 
changes  in  treated  and  untreated  psoriasis,  be- 
lieved that  a definite  relationship  could  be  dem- 
onstrated between  the  localization  and  degree 
of  the  parakeratosis  and  the  degree  of  the  in- 
flammatory reaction  in  the  papillae.  He  thought 
that  his  observations  strongly  suggested  that 
all  epidermal  changes  in  psoriasis  are  of  a sec- 
ondary nature  and  that  the  initial  site  of  the 
pathogenesis  of  this  disease  must  be  in  the 
cutis.  I believe  the  intraepidermal  pustule  forms 
in  psoriasis  as  a result  of  a defect  in  the  ability 
of  the  dermis  to  handle  edema  produced  by  any 
cause,  trauma  being  the  common  cause.  Edema 
initiates  kinin  formation,  and  kinins  are  con- 
sidered to  be  mediators  of  inflammation.®®  The 
intraepidermal  polymorphonuclear  pustules  and 
the  exocytosis  of  polymorphonuclear  leukocytes 
then  occur,  and  this  is  traumatic  to  the  epi- 
dermis. Trauma  is  known  to  increase  the  epi- 
thelial growth  rate. 

Gordon  and  associates®^  (1967)  have  empha- 
sized the  inflammatory  aspect  of  psoriasis  and 
have  shown  that,  in  psoriatic  lesions  treated 
with  steroids  or  coal  tar  and  ultraviolet  light, 


the  first  change  is  the  disappearance  of  Mun- 
ro’s  microabscesses  and  exocytosis  of  poly- 
morphonuclear leukocytes.  They  felt  that  their 
observations  were  consistent  with  the  hypothe- 
sis that  abnormal  keratinization  is  secondary 
to  inflammation.  A number  of  other  studies 
have  suggested  the  primary  role  of  hyperreac- 
tive early  inflammation  in  psoriasis.®®’  ®® 

I believe  it  is  likely  that  arsenic  aggravates 
infections  because  it  suppresses  early  cellular 
inflammation  and,  by  this  same  mechanism, 
exerts  a therapeutic  effect  on  skin  disease 
where  there  is  a hyperreactive  early  cellular 
phase  of  inflammation.  I believe  that  psoriasis 
is  a hereditary  defect  in  inflammation  but  the 
inflammatory  response  is  influenced  by  many 
factors. 1®  Pyoderma  gangrenosum  and  derma- 
titis herpetiformis  respond  to  some  degree  to 
arsenicals,  which  suggests  that  the  early  cellu- 
lar phase  of  inflammation  may  be  hyperreactive 
in  these  disorders.  However,  this  does  not  nec- 
essarily mean  that  they  are  primary  defects  in 
inflammation.  It  is  interesting  that  the  same 
two  disorders  are  aggravated  by  iodides  and 
bromides,  which  are  known  to  increase  the  first 
cellular  phase  of  inflammation.  Arsenic  was 
once  added  to  bromide  medications  to  prevent 
bromoderma.®'^  Arsenic  has  also  been  used  as 
therapy  for  iodine  or  bromine  acne. 

Is  it  chance  that  ultraviolet  light,  x-ray,  tar, 
and  arsenic  are  among  the  best  known  carcino- 
gens and  are  also  used  to  treat  psoriasis?  An- 
thralin  is  even  known  to  be  a co-carcinogen. 
Recently  I proposed  that,  whatever  the  body’s 
normal  defense  mechanism  is  against  neoplas- 
ia, the  participation  of  the  inflammatory  re- 
sponse might  be  required.®®  Any  factor  decreas- 
ing early  cellular  inflammation  would  be  harm- 
ful to  the  host  with  a tumor.  The  destruction  of 
epithelial  cells  by  polymorphonuclear  leukocytes 
can  readily  be  observed  in  lesions  of  psoriasis, 
pseudoepitheliomatous  hyperplasia,  keratoacan- 
thoma,  and  a number  of  other  disorders.  There 
is  no  doubt  that  it  is  a mechanism  of  cellular 
destruction.  Intraepidermal  pustules  are  seldom 
present  in  true  squamous  cell  carcinoma,  and  I 
would  not  expect  these  patients  to  have  normal 
mechanisms  of  neoplasia  control. 

It  should  be  emphasized  that  I did  not  say 
arsenic  caused  cancer,  but  rather  that  it  sup- 
presses host  resistance  factors  so  as  to  increase 
the  likelihood  that  any  spontaneously  arising 
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cancer  will  survive  to  a clinical  stage.  The  cause 
of  cancer  is  irrelevant  for  the  purpose  of  this 
article.  There  have  been  many  strong  opinions 
on  arsenic  carcinogenesis  in  the  literature. 
More  than  35  animal  studies  have  failed  to 
induce  cancer  with  arsenic  and  this  has  led 
some  researchers  to  question  any  correlation 
between  arsenic  and  cancer.^-  However,  I 
think  it  is  foolish  to  disregard  all  of  the  excel- 
lent clinical  correlation  which,  in  my  opinion, 
have  strongly  established  the  carcinogenic  prop- 
erties of  arsenic. ^0-34  jhere  may  be  some  dif- 
ficulty as  to  the  proper  term  for  arsenic’s  in- 
creasing the  chance  of  survival  of  spontaneous 
cancer.  However,  since  the  mechanism  of  most 
carcinogens  is  not  known,  I have  no  hesitancy 
in  calling  arsenic  a carcinogen.  The  fact  that 
arsenic  is  just  aiding  the  survival  of  a spontane- 
ous tumor  would  explain  the  long  time  interval 
which  is  usually  observed  with  arsenic  carcino- 
genesis. I have  no  proof  that  arsenic  does  not 
induce  a biochemical  change  in  cells  to  induce 
cancer,  but  I see  no  need  to  discuss  such  pos- 
sibilities until  new  data  require  it. 

Addendum:  After  submission  of  this  article, 
work  was  initiated  on  the  effect  of  arsenic  on 
wound  healing.  Initial  results  indicate  that  very 
small  amounts  of  arsenic  inhibit  wound  healing. 
The  work  was  partly  initiated  because  sub- 
stances blocking  inflammation  are  known  to 
inhibit  wound  healing.  Persons  exposed  to  ar- 
senic in  industry  develop  cutaneous  ulcerations 
and  particularly  ulcerations  of  the  nasal  septum. 
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UNUSUAL 

SURGICAL 

INFECTIONS 

GAS  GANGRENE 
NECROTIZING  FASCIITIS 
PHYCOMYCOSIS 
SYNERGISTIC  BACTERIAL  GANGRENE 


Representative  cases  of  four  types  of 
rare  infection — gas  gangrene,  necrotiz- 
ing fasciitis,  phycomycosis,  and  syner- 
gistic bacterial  gangrene — are  reported. 
The  clinicopathological  characteristics 
of  each  disease  entity,  and  the  early  in- 
stitution of  proper  treatment  consisting 
of  adequate  surgical  debridement  plus 
the  use  of  appropriate  antibiotics  and 
chemotherapeutic  agents,  are  empha- 
sized (Table  1).  Failure  to  diagnose  or 
institute  early  adequate  therapy  for 
these  pathological  entities  results  in  ex- 
tremely high  mortality. 


DURING  THE  PAST  two  years,  we  have  had  the 
opportunity  to  examine  and  treat  patients  with 
relatively  rare  types  of  infection  at  the  Bexar 
County  Hospitals.  In  such  cases,  delayed  or  in- 
accurate diagnosis  is  always  possible.  To  mini- 
mize the  chance  of  error  and  its  unfavorable 
consequences,  these  infections  must  be  borne 
in  mind  and  included  in  the  differential  diag- 
nosis. Because  other  pathological  conditions 
may  resemble  relatively  rare  infections,  it  is  ab- 
solutely necessary  to  confirm  the  clinical  im- 
pression by  bacteriologic  or  mycologic  studies 
for  proper  formulation  and  institution  of 
therapy. 

This  report  is  based  on  our  experience  in  the 
diagnosis  and  treatment  of  unusual  surgical  in- 
fections in  nine  patients.  Three  patients  had 
gas  gangrene,  four  had  necrotizing  fasciitis,  two 
patients  had  phycomycosis  and  synergistic  bac- 
terial gangrene,  respectively.  This  article  in- 
cludes brief  descriptions  of  the  etiology,  path- 
ology, and  therapy,  and  reports  of  typical  cases 
of  the  pathological  entities. 

Gas  Gangrene:  A 63-year-old  Latin  American 
woman  was  admitted  to  Bexar  County  Hospitals 
ten  days  after  she  had  stepped  on  a nail.  She 
had  cellulitis  of  the  left  foot  associated  with 
bullae  formation;  a bluish-black  discoloration 
extended  to  the  mid-calf  area  (Fig  1).  Her  blood 
pressure  was  118/80  mm  Hg,  pulse  rate  110/ 
minute,  and  temperature  103°  F.  A smear  of 
exudate  material  from  the  lesion  revealed  large 
gram-positive  spore-bearing  rods.  The  patient's 
blood  glucose  level  was  340  mg/100  ml,  al- 
though there  was  no  prior  history  of  diabetes. 
She  subsequently  underwent  an  above-knee 
amputation:  at  the  same  time,  consultation  was 
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/•/i,’  I.  (ia\  ^(in^rcnc  involves  the  left  foot:  extensive 
hiillae  have  heeotne  eonfhient  and  are  surrounded 
h\  an  area  of  eelliditis.  Note  the  advaneint;  line  of 
hiillae  formation  on  the  anterior  aspeet  of  the  ankle  joint. 

f'ig  2.  Radio.v’raphs  of  the  same  foot  elearly  show 
Stas  formation  in  both  the  siiperfieial  and  deep  tissttes. 
This  is  a useful  adjiinet  in  demonstrating  and 
delineating  the  areas  of  involvement  in  pas  panprene. 

Tips  3 and  4.  Posterior  and  lateral  views  of  the  lep, 
shortly  after  death  of  a patient  with  neerotizinp  fa.seiitis, 
show  typieal  sipns  of  the  disease  proeess.  Dusky, 
hine-pray  patehes  of  skin,  hallae  eontaininp  dark  fluid, 
and  areas  of  skin  neerosis  arc  elearly  evident. 


obtained  from  the  Brooks  Aerospace  Center  re- 
garding the  possible  use  of  hyperbaric  oxygen 
therapy  if  the  need  should  arise.  The  patient  re- 
sponded quite  well  to  the  surgical  therapy,  and 
her  postoperative  course  was  uneventful  except 
for  a minor  problem  with  the  flaps  which  re- 
quired some  revision. 

Comments:  Gas  gangrene  is  caused  by  clos- 
tridial organisms.  These  are  gram-positive  ba- 
cilli which  characteristically  form  spores.  Many 
cases  seen  in  civilian  practice  are  associated 
with  deep  puncture  wounds,  lacerations,  or 
open  fractures.  Quite  often,  foreign  bodies  such 
as  clothing,  missiles,  powder,  or  street  dirt  and 
debris  are  introduced  and/or  embedded  into 
varying  depths  of  the  tissues  involved,  depend- 
ing on  the  mechanism  of  injury. 

The  disease  is  usually  heralded  by  an  abrupt 
rise  in  temperature  and  pulse  rate.  The  pulse 
rate  usually  approaches  120/minute,  and  the 
temperature  spikes  up  to  the  range  of  103°  to 
105°  F,  and  there  is  associated  general  mal- 
aise, prostration,  restlessness,  and  apprehen- 
sion. Usually  the  wound  pain  becomes  more 
severe,  and  the  area  immediately  around  the 
wound  is  reddened,  edematous,  and  acutely 
tender.  Upon  pressure  of  the  surrounding  area, 
the  wound  exudes  a sanguinous,  purulent  ma- 
terial which  reveals  on  smear  large  numbers  of 
spore-bearing  gram-positive  bacilli.  Gas  bub- 
bles and  crepitation  are  usually  apparent  on 
examination,  and  involvement  of  deeper  tissues 
is  further  demonstrated  by  radiological  studies 
which  show  the  characteristic  gas  bubbles  (Fig 
2).  The  wound  has  an  acrid  or  mousy  odor. 

Once  the  process  gains  a foothold  in  the  in- 
jured and  devitalized  tissues  and  muscles,  its 
progress  is  quite  rapid.  The  proper  therapy 
combines  adequate  debridement,  antibiotics. 


Tif:  2. 


Tip  3. 


Tip  4. 


olume  ^5.  October.  7969 


45 


PROCESS 

ETIOLOGY 

SYMPTOMS 

PATHOLOGY 

TREATMENT 

Gas  Gangrene 

Clostridium  welchii  or 
related  species 

Rapid  onset.  Profound 
general  symptoms.  In- 
creased pain  in  site  of 
injury,  redness,  swelling 
and  edema  with  crepita- 
tion. Dusky  wound  mar- 
gins. Bronzing  of  skin. 
Limited  gangrene. 

Extensive  muscle  death. 
Exudate  loaded  with 
gram-positive  rods.  Rela- 
tively few  pus  cells. 

Prompt  removal  of  all 
foreign  bodies  and 
thorough  debridement  ot 
wound.  Antibiotics  and 
hyperbaric  oxygen 
therapy. 

Necrotizing 

Fasciitis 

Group  A (I-hemolytic 
streptococcus 

Rapid  onset.  Relatively 
mild  general  symptoms. 
Extreme  redness  and 
edema  without  sharp 
margins.  Irregular  dusky 
areas  with  blisters  and 
bullae.  Rapidly  develops 
extensive  gangrene.  Skin 
may  be  anesthetic. 

Extensive  necrosis  of 
subcutaneous  tissue  and 
fascia.  Thrombosis  of 
small  blood  vessels  and 
necrosis  of  skin. 

Long  incisions  to  the 
limit  of  subcutaneous 
necrosis  and  debridement. 
Antibiotics,  systemic 
support  with  intravenous 
fluids,  blood,  and  calcium 
replacement. 

Phycomycosis 

Any  of  the  5 genera  of 
class  Phycomycetes; 
Rhizopus,  Absidia, 

Mucor,  Mortierella, 
Basidiobolus 

Rapid  onset.  Profound 
general  symptoms.  Red- 
ness and  edema  of  skin 
with  brown  to  black 
areas  of  necrosis.  Char- 
acteristic "bread  mold" 
grows  on  wound  after 
debridement.  Skin  is 
anesthetic. 

Thrombosis  of  blood 
vessels  both  locally  and 
remotely.  Necrosis  of 
skin  and  subcutaneous 
tissue.  Invasion  of  tis- 
sues by  nonseptate 
branching  hyphae. 

Early  and  adequate 
debridement  of  area. 
Amphotericin  B. 

Rapid  control  of 
underlying  disease 
predisposing  to 
infection. 

Synergistic 

Bacterial 

Gangrene 

Microaerophilic  non- 
hemolytic streptococci 
in  combination  usually 
with  hemolytic  Staphy- 
lococcus aureus  or 
Escherichia  coli  and 
Proteus  species. 

Slow  onset.  Usually 
follows  drainage  of  peri- 
toneal or  lung  abscesses, 
also  needle  punctures  and 
other  trauma.  Skin  edges 
separate  and  are  sur- 
rounded by  a zone  of 
erythema  of  variable 
width.  Edges  raised  and 
purplish.  Excruciating 
pain  is  characteristic. 

Destruction  of  skin  and 
subcutaneous  tissue. 
Streptococci  in  periphery 
and  both  staphylococci 
and  streptococci  in  gan- 
grenous central  zone. 

Wide  debridement. 
Antibiotics.  Local 
care  of  wound  and 
later  skin  grafting. 
Hyperbaric  oxygen 
therapy  occasionally. 

Table  1.  Aeule  infectious  ftaniirenous  processes  of  the  skin. 


and  hyperbaric  oxygen  therapy  in  the  more  se- 
vere cases. - 

Necrotizing  Fasciitis:  A 59-year  old  Latin  Amer- 
ican man  had  severe  cellulitis  and  infection  of 
the  left  thigh  which  was  surgically  drained  on 
the  day  of  admission.  Two  days  later  it  had  to 
be  debrided  again.  In  spite  of  the  debridement 
and  systemic  antibiotics,  the  infection  pro- 
gressed. The  skin  was  edematous  and  redden- 
ed, and  a left  hip  disarticulation  was  carried 
out  on  the  fifth  hospital  day.  Cellulitis  and  in- 
fection extended  up  the  left  buttock  and  left 
side  of  the  abdomen.  The  area  just  above  the 
muscle  fascia  was  easily  stripped  with  the  fin- 
gers. The  cut  surface  exuded  a watery,  brown- 
ish fluid  characteristic  of  necrotizing  fasciitis. 
A gram  stain  of  the  fluid  revealed  gram-positive 
cocci  m chains.  Previously,  Escherichia  coli  had 
been  cultured  from  the  wound.  The  area  was 
debrided  widely,  and  the  skin  incisions  were 
carried  beyond  the  involved  fascia.  The  edges 
were  packed  open.  The  patient’s  slow  recovery 
was  complicated  by  a large  stress  ulcer  of  the 
stomach  which  necessitated  an  80%  gastrec- 
tomy. The  remainder  of  his  hospital  stay  was 
uneventful. 


Comments:  Necrotizing  fasciitis  is  a serious 
surgical  infection  caused  by  group  A /?-hemoly- 
tic  streptococcus;  it  has  a 50%  mortality. ■* 
Its  essential  feature  is  fulminating  streptococcal 
infection  of  the  superficial  and  deep  fascia  and 
subcutaneous  tissue.  This  results  in  thrombosis 
of  the  subcutaneous  vessels  with  subsequent 
gangrene  of  the  overlying  skin.  Commonly  ob- 
served features  of  the  disease  are  an  extreme 
degree  of  prostration,  toxicity,  and  an  apparent 
indifference  to  surroundings.  The  pulse  rate  and 
temperature  are  usually  elevated.  In  the  early 
stages  the  affected  tissues  become  swollen,  red, 
painful,  and  warm,  and  the  inflammatory  pro- 
cess can  spread  in  all  directions  with  alarming 
speed.  As  early  as  36  hours  after  onset,  a path- 
ognomonic sign  of  streptococcal  gangrene  ap- 
pears, consisting  of  patches  of  dusky,  blue-gray 
skin.  Frequently  there  are  bullae  that  initially 
contain  a reddish  fluid  which  progresses  to  black 
(Figs  3 and  4).  Soon  after  the  formation  of  the 
bullae,  the  underlying  skin  becomes  necrotic. 
The  process  progresses  with  extensive  under- 
mining of  the  skin  and  subcutaneous  tissues 
down  to  the  level  of  the  deep  fascia  (Fig  5). 
The  key  to  successful  management  is  early 
diagnosis  and  prompt  surgical  debridement. 
Penicillin  given  systemically  in  massive  doses 
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is  still  the  antibiotic  of  choice.  Intravenous 
fluids  are  needed  to  correct  the  extracellular 
fluid  volume  deficits,  which  can  be  severe.  Ad- 
ministration of  whole  blood  and  calcium  is 
sometimes  necessary  because  of  the  severe 
anemia  and  hypocalcemia  that  may  develop. 

Phycomycosis:  A 52yearold  Latin  American 
woman  was  involved  in  an  accident  in  which 
she  was  thrown  out  of  an  automobile.  She  sus- 
tained a closed  fracture  of  the  left  humerus, 
abrasions  of  the  left  arm,  and  an  intertrochan- 
teric fracture  of  the  left  femur.  She  had  diabe- 
tes mellitus,  which  had  been  controlled  by  diet 
alone.  The  left  arm  and  shoulder  were  thorough- 
ly cleansed,  and  a Velpeau  dressing  was  ap- 
plied. An  open  reduction  and  internal  fixation 
of  the  left  intertrochanteric  fracture  was  carried 
out,  utilizing  a Jewett  nail  plus  a 1 V2  spica  cast 
for  added  stabilization  of  the  fracture  frag- 
ments. 

On  the  eighth  hospital  day  her  temperature 
spiked  to  101°  and  103°  F,  and  toxic  manifes- 
tations with  behavioral  aberrations  developed. 
At  that  time  she  was  receiving  antibiotics  (Ery- 
throcin  and  Coly-Mycin).  On  the  14th  hospital 
day  there  was  more  swelling  in  the  left  arm,  and 
an  incision  and  drainage  was  carried  out.  Also, 
the  posterior  area  of  the  arm  was  anesthetic, 
and  at  that  time  we  thought  that  the  patient 
had  necrotizing  fasciitis.  Extensive  debridement 
was  done  on  the  15th  and  16th  hospital  days. 
On  the  18th  day  we  noted  further  progression 
of  the  disease  process,  and  a whitish  mold,  not 
unlike  ordinary  bread  mold,  had  grown  on  the 
wound  surface  (Fig  6).  Pathological  studies  and 
cultures  identified  this  mold  as  a member  of 
the  genus  Rhizopus,  thus  establishing  the  diag- 
nosis of  phycomycosis.  A forequarter  amputa- 
tion was  performed  and  treatment  with  ampho- 
tericin B,  0.5  mg/kg/day  was  started.  Despite 
the  aggressive  therapy,  the  patient  died  on  the 
21st  hospital  day. 

Comments:  Phycomycosis  is  a disease  pro- 
duced by  fungi  belonging  to  the  order  of  Phyco- 
mycetes.-'  Although  the  causative  organisms  are 
found  extensively  in  soil,  manure,  decaying  or- 
ganic materials,  starches,  and  fruits,  human 
infections  are  relatively  rare.  The  organisms 
usually  are  saprophytic,  but  with  the  right  con- 
ditions they  can  become  pathogenic.  A person 
may  become  predisposed  to  Phycomycetes  in- 
fections as  a result  of  any  debilitating  condition 
such  as  uncontrolled  diabetes  mellitus,  leuke- 
mia, malignancies,  or  burns,  or  consequent  to 
therapeutic  courses  of  antimetabolites,  antileu- 
kemic agents,  antibiotics,  and  steroids. 


Fig  5.  The  deeper  tissues  of  the  same  leg  show 
varying  degrees  of  involvement,  especially  in  the 
popliteal  area  where  Uquefaetion  necrosis  of  subcu- 
taneous and  fascial  tissues  was  found. 


Fig  6.  Colonies  c?f  mycelian  forms  of  the  Phycomycetes 
fungi,  which  greatly  resemble  the  ordinary  bread  mold, 
are  seen  growing  on  the  posterior  aspect  of  the 
left  upper  arm. 
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The  infection  causes  an  intense  inflamma- 
tory reaction  and  polymorphonuclear  response. 
On  cursory  examination,  the  lesions  produced 
are  similar  to  those  of  necrotizing  fasciitis. 
Characteristically,  there  is  both  local  and  re- 
mote thrombosis,  and  the  surface  of  the  lesion 
may  appear  dark  brown  to  black  (Fig  7).  If  phy- 
comycosis  is  suspected,  biopsy  of  the  lesion  will 
reveal  the  typical  nonseptate  branching  hyphae, 
measuring  about  4 to  20  |i  wide  and  up  to  200 
long,  amidst  necrotic  tissues  (Fig  8). 

There  is  no  specific  or  highly  effective  agent 
against  Phycomycetes.  Prompt  control  or  ame- 
lioration of  the  underlying  primary  disease  re- 
sponsible for  the  patient's  lowered  resistance 
is  of  utmost  importance.  Early  and  adequate 
debridement  combined  with  the  administration 
of  amphotericin  B is  currently  recommended  as 
the  treatment  of  choice.*^ 

Synergistic  Bacterial  Gangrene:  A 48-year  old 
white  woman  was  hospitalized  because  of  mul- 
tiple draining  sinuses  and  necrotic  areas  in 
both  thighs  and  gluteal  areas.  She  had  a long 
history  of  severe  migraine  headaches  which  re- 
quired repeated  hypodermic  injections  of  var- 
ious drugs  consisting  primarily  of  Demerol,  co- 
deine, Leritine,  and  Sparine.  The  injections  had 
been  administered  mainly  in  the  areas  of  both 
thighs  and  buttocks.  Approximately  six  months 
prior  to  admission,  draining  sinuses  developed 
in  both  thighs;  four  months  later  she  was  ad- 
mitted to  a hospital  and  was  given  local  therapy 
for  the  lesions,  but  there  was  no  appreciable 
improvement.  On  admission  the  patient  was  ca- 
chectic, depressed,  pale,  and  unable  to  walk  or 
stand.  There  was  muscle  wasting  in  both  legs 
with  moderate  to  severe  edema,  and  the  knees 
and  hips  were  fixed  in  extension.  There  were 
large  areas  of  necrotic  skin  with  multiple  drain- 


ing sinuses,  and  the  skin  edges  (including  the 
immediate  area  around  them)  were  purplish  and 
extensively  undermined.  All  involved  areas  were 
extremely  painful  to  touch.  The  pathologic 
process  involved  all  the  anterior  aspects  of  both 
thighs  and  both  gluteal  areas.  Cultures  taken  on 
admission  were  positive  for  streptococci  as  well 
as  Proteus  and  coliform  organisms.  Extensive 
surgical  debridement  was  carried  out  in  stages 
on  several  occasions.  Despite  aggressive  surgi- 
cal therapy  combined  with  adequate  systemic 
antibiotic  therapy,  the  patient’s  condition  pro- 
gressively deteriorated  and  she  eventually  died. 

Comments:  Synergistic  bacterial  gangrene  is 
caused  by  microaerophilic,  nonhemolytic  strep- 
tococci and  a hemolytic  Staphylococcus  aureus 
in  combination.'  Aside  from  the  latter  organism, 
others  such  as  Escherichia  coli  and  many  of  the 
Proteus  species  have  been  found  in  combination 
with  the  usual  streptococci. 

The  clinical  course  is  distinct  and  although 
bacterial  cultures  are  confirmatory,  accurate 
diagnosis  may  be  made  on  the  basis  of  clinical 
findings  and  observations.  Initially,  from  the 
inflammatory  appearance  of  the  wound,  it  may 
not  be  differentiated  from  other  postoperative 
wound  infections,  but  by  the  tenth  day  or  later, 
unmistakable  gross  characteristics  of  synergis- 
tic bacterial  gangrene  usually  are  evident.  The 
wound  fails  to  heal,  and  the  skin  edges  separ- 
ate and  are  surrounded  by  a zone  of  erythema 
of  variable  width.  The  wound  edges  become 
raised,  undermined,  purplish,  and  surround  an 
area  of  necrotic  granulation  tissue  (Fig  9).  With- 
in a few  days  the  purplish  areas  become  gan- 
grenous and  the  color  of  the  dead  skin  changes 
to  a dirty  grayish-brown,  with  a dull-appearing 
surface  not  unlike  that  of  suede  leather.  The 
process  spreads  circumferentially  at  an  alarm- 
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Fifi  7.  Anteronu’dial  aspects  of  the  same  arm  show 
hrown-to-hlack  areas  of  necrosis  all  over  the  surface, 
including  the  edges  of  the  lesion. 


ing  rate,  characteristically  demonstrating  a re- 
lentless destructive  process  which  may  last  for 
weeks  or  months  unless  intensive  and  definitive 
therapy  is  instituted  early.  The  patient  has  ex- 
cruciating pain  associated  especially  with  move- 
ments of  the  affected  extremities,  and  the  area 
is  remarkably  tender.  The  intense  pain,  together 
with  the  rapidly  advancing  gangrenous  process, 
produces  severe  deterioration  of  the  patient's 
sense  of  well-being. 

Therapy  consists  of  wide  debridement  and 
proper  use  of  antibiotics.  Recent  work  involving 
hyperbaric  techniques  has  shown  some  good  re- 
sults. It  is  thought  that  the  use  of  hyperbaric 
oxygen  inhibits  the  growth  of  streptococci  which 
alters  the  synergistic  disease  process  and  short- 
ens the  period  of  morbidity.^ 
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Fig  8.  A typical,  non.u’ptate.  branching  hypha  was  found 
in  a biopsy  specimen  from  the  lesion  shown  in 
Figs  6 and  7. 


Fig  9.  .Advanced  stage  of  .synergistic  bacterial  gangrene 
shows  extensive  undermining  and  loss  of  tissue 
involving  most  of  the  right  thigh  and  gluteal  areas. 
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NECROTIZING  FASCIITIS: 

Diagnosis  and  Treatment 

ERNEST  C.  ANDREWS,  MD;  ANATOLIO  B.  CRUZ,  JR,  MD,  MS  (Surgery) 


Necrotizing  fasciitis  is  a relatively  rare  disease 
caused  by  group  A /3-hemolytic  streptococci. 
Signs  and  symptoms,  including  profound  pros- 
tration and  appearance  of  pathognomonic  skin 
changes,  develop  rapidly.  The  basic  pathologi- 
cal process  consists  of  necrosis  of  the  subcu- 
taneous tissue  and  fascia,  with  a resulting  un- 
dermining of  the  skin  due  to  the  toxic  effects 
of  the  mucopeptide  portion  of  the  cell  wall  of 
group  A /3-hemolytic  streptococci.  The  import- 
ance of  early  recognition,  aggressive  surgical 
treatment,  and  adequate  general  supportive 
measures  are  stressed. 

NECROTIZING  FASCIITIS  has  been  recognized 
and  described  as  a serious  infection  since  the 
Civil  War  era.  Doubtless  it  has  been  recognized 
much  longer  under  names  such  as  gangrenous 
erysipelas,  necrotizing  erysipelas,  hospital  gan- 
grene, hemolytic  streptococcal  gangrene,  and 
necrotizing  fasciitis. 

Dr.  Joseph  Jones,  a Confederate  Army  sur- 
geon, wrote  one  of  the  earliest  reports  concern- 
ing the  disease  in  1871,  describing  it  as  “hos- 
pital gangrene."'  He  described  the  gross  lesion, 
and  stated  that  the  skin  of  the  affected  parts 
turned  green,  blue,  gray,  or  black,  and  virtually 
melted  away.  The  official  records  show  that 
there  were  2,642  cases  during  the  Civil  War,  of 
which  1,142  (46%)  proved  fatal. 

Before  modern  methods  permitted  accurate 
bacterial  identification,  streptococcal  necrotiz- 
ing fasciitis  was  confused  with  other  types  of 
infectious  gangrene  such  as  Meleney's  under- 
mining ulcer,  ecthyma,  and  fusospirochetal  and 
amoebic  infections  of  the  skin.  Later,  combined 
clinical  and  bacteriologic  studies  helped  to 
make  the  correct  diagnosis  and  established  it 
as  a definite  pathologic  entity. - 

One  of  the  first  cases  to  be  supported  by  bac- 
teriologic data  was  reported  as  “necrotizing 
erysipelas"  by  Pfanner  in  1918,  and  was  shown 
to  be  caused  by  a /3-hemolytic  streptococcus.'' 


In  1924,  Meleney  reported  20  cases  he  had 
seen  and  treated  in  Peking,  China,  which  he  had 
called  “streptococcal  gangrene."*  Since  that 
report,  the  disease  has  been  recognized  as  a 
clinical  entity.  Meleney  concluded  that  subcu- 
taneous necrosis  was  the  essential  feature  of 
the  disease,  a feature  which  was  reemphasized 
by  McCafferty  and  Lyons  in  1948.* 

“Necrotizing  fasciitis"  is  the  preferred  term, 
since  the  most  consistent  manifestation  is  fas- 
cial and  subcutaneous  fat  necrosis  with  result- 
ant extensive  undermining.  The  usual  rapid 
progress  of  this  type  of  gangrene  can  be  pre- 
vented if  the  condition  is  recognized  early  and 
treated  properly. 

Case  Reports:  Case  1:  A 60-year-old  Latin  Amer- 
ican man  was  hospitalized  Jan  5,  1967,  with  a 
two-week-old  third-degree  burn  on  the  right  side 
of  the  thorax  which  resulted  from  the  improper 
use  of  an  electric  heating  pad.  The  burned  area 
amounted  to  approximately  9%  of  total  body 
surface  area.  The  patient  had  diabetes,  ade- 
quately controlled  by  diet  alone.  On  admission, 
his  temperature  was  99.6°  F,  pulse  rate  100/ 
minute,  and  blood  pressure  140/90  mm  Hg.  A 
wide  area  of  cellulitis  surrounded  the  burn. 
Other  physical  findings  were  within  normal  lim- 
its. Results  of  laboratory  studies  were  as  fol- 
lows: hemoglobin  12.6  gm/100  ml;  hematocrit 
37;  white  blood  cell  count  10,800/cu  mm  with 
a normal  differential  count;  fasting  blood  glu- 
cose 135  mg/100  ml;  blood  urea  nitrogen  72 
mg/100  ml;  creatinine  1.4  mg/100  ml;  total 
serum  bilirubin  1.5  mg/100  ml  (0.6  direct  and 
0.9  indirect);  and  serum  glutamic  oxaloacetic 
transaminase  52  units.  Results  of  urinalysis 
were  essentially  normal  except  for  a trace  of 
protein. 

The  burned  area  was  debrided  daily,  and  the 
patient  was  given  penicillin  intravenously  with 
doses  ranging  from  20  to  40  million  units  per 
day.  In  spite  of  the  daily  wound  cleansing  and 
debridement,  the  lesion  progressed  and  even- 
tually took  on  the  typical  appearance  of  spread- 
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ing  necrotizing  fasciitis.  On  the  14th  hospital 
day,  extensive  and  thorough  debridement  of  the 
right  side  of  the  torso  was  performed  in  the  op- 
erating room.  The  findings  were  consistent  with 
those  of  necrotizing  fasciitis.  Cultures  grew  coli- 
form  organisms  which  were  sensitive  to  a num- 
ber of  antibiotics. 

After  debridement,  the  patient  received  in- 
tensive antibiotic  therapy;  granulation  tissue 
formed  gradually,  and  application  of  split-thick- 
ness skin  grafts  aided  complete  healing.  The 
patient  received  several  transfusions  of  whole 
blood  and  plasma  during  his  54-day  hospital 
stay;  when  he  was  dismissed,  all  the  wounds 
were  completely  healed. 

Case  2:  A 34-year-old  Latin  American  woman 
was  admitted  Sept  24,  1967,  for  varicose  vein 
stripping  in  the  left  leg.  Physical  examination 
on  admission  showed  no  abnormalities  except 
for  varicosities  involving  veins  of  both  the  great- 
er and  lesser  saphenous  systems  of  the  left  leg. 
The  results  of  routine  laboratory  examinations 
were  within  normal  limits. 

On  Sept  25,  a left  saphenous  vein  ligation 
and  stripping  were  performed,  and  approxi- 
mately 24  hours  later  the  patient  had  severe 
pain  in  the  entire  left  leg,  and  a temperature 
elevation  to  103.5°  F.  Three  days  later  thick, 
yellowish  pus  was  exuding  from  the  lower  in- 
cision wounds,  and  a specimen  of  this  was  sent 
to  the  laboratory  for  culture  and  sensitivity 
studies.  The  patient  was  taken  to  the  operating 
room  where  the  obviously  infected  incisions 
were  debrided.  Therapy  with  systemic  penicillin 
and  chloramphenicol  was  started,  and  in  addi- 
tion, neomycin  soaks  were  applied  to  the  de- 
brided wounds.  Cultures  taken  just  before  the 
debridement  eventually  grew  out  /3-hemolytic 
streptococci  with  a few  Staphylococcus  aureus. 

In  spite  of  the  treatment,  typical  necrotizing 
fasciitis  developed,  and  on  the  sixth  hospital 
day  extensive  debridement  was  carried  out 
again.  All  obviously  involved  tracts  made  by  the 
vein  stripper  were  laid  wide  open.  The  patient's 
clinical  condition  improved  rapidly,  and  the 
wounds  were  allowed  to  granulate  and  heal  by 
secondary  intention.  The  patient  was  dismissed 
on  Oct  17,  1967,  afebrile  and  asymptomatic. 

Case  2:  A 49-year-old  Latin  American  man 
was  admitted  Nov  4,  1967,  with  a history  of 
having  been  well  until  two  days  prior  to  admis- 
sion when  he  developed  a “cramp”  in  the  right 


thigh  while  at  work,  which  was  severe  enough 
to  cause  him  to  fall.  Subsequently,  he  was  un- 
able to  walk  without  pain,  and  noted  shortly 
afterwards  some  swelling  in  the  right  thigh,  to- 
gether with  blisters  forming  in  the  upper  medial 
aspect.  About  the  same  time,  he  had  some  loss 
of  vision  in  the  right  eye  which  prompted  him 
to  report  to  the  Emergency  Room.  The  patient 
had  been  a known  diabetic  for  more  than  ten 
years,  controlled  mainly  by  diet  and  oral  medi- 
cations until  about  three  months  prior  to  admis- 
sion, when  he  stopped  using  medication. 

Physical  examination  revealed  an  acutely 
ill,  apathetic,  disoriented,  and  confused  middle- 
aged  Latin  American  man  with  a temperature  of 
98°  F,  pulse  rate  120/minute,  blood  pressure 
80/60  mm  Hg,  and  respirations  of  32/minute. 
Retinal  hemorrhage  and  diabetic  retinopathy 
were  seen  in  the  right  eye  on  funduscopy.  Other 
positive  physical  findings  were  centered  in  the 
right  leg,  where  there  were  small  blue-to-black 
blebs  with  a few  bluish  and  red  mottled  areas 
of  skin  on  the  upper  medial  and  posterior  as- 
pect of  the  right  thigh,  and  a small  denuded 
area  in  the  upper  medial  aspect  from  which  was 
draining  a clear  serous  fluid.  The  entire  ex- 
tremity was  swollen  and  edematous  with  en- 
larged inguinal  nodes.  The  peripheral  pulses 
were  normal  and  Homan’s  sign  was  positive  on 
the  right  leg.  Laboratory  examinations  done  on 
admission  showed  the  following  values:  hemo- 
globin 12.9  gm/100  ml;  hematocrit  40%;  white 
blood  cell  count  16,600/cu  mm;  glucose  272 
mg/100  ml;  blood  urea  nitrogen  76  mg/100 
ml;  serum  sodium  120  mEq/liter;  potassium 
4.8  mEq/liter;  chlorides  88  mEq/liter;  and  car- 
bon dioxide  15  mEq/liter;  and  serum  contained 
acetone.  Total  serum  bilirubin  was  2.0  mg/100 
ml  with  1.4  direct  and  0.6  indirect.  Urinalysis 
revealed  a specific  gravity  of  1.027,  albumin- 
uria (1+),  glucosuria  (4  + ),  small  amounts  of 
ketones,  and  a few  red  cells. 

Toward  the  end  of  the  first  hospital  day,  in- 
creased swelling  was  noted  in  the  right  lower 
extremity  with  some  decrease  in  the  peripheral 
pulses,  and  initially  we  thought  that  the  patient 
had  a massive  acute  iliofemoral  thrombophle- 
bitis. The  femoral  vessels  were  explored  and 
were  found  to  be  normal.  Skin,  subcutaneous 
tissue  and  muscle  biopsies,  and  smear  were 
taken  from  the  medial  aspect  of  the  thigh  and 
the  smear  showed  gram-positive  cocci  in  chains. 
Cultures  taken  from  the  excised  tissue  grew 
out  group  A ^-hemolytic  streptococcus.  On  the 
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Fi^  /.  Case  4.  Posterior 
view  of  the  right  leg  shows 
typical  hiillae  formation 
surrounded  by  areas  of  cu- 
taneous gangrene  and  ecchy- 
itioses.  In  some  areas,  necrotic 
skin  has  actually  sloughed  off. 

Fig  2.  Case  4.  Here,  the 
entire  involved  area  has  been 
exposed  through  a longi- 
tudinal Incision  through  all 
the  layers,  demonstrating  the 
characteristic  findings  of 
subcutaneous  tissue  and  fascial 
necrosis.  No  signs  (d  muscle 
Involvement  are  evident. 


Fig  1. 


Fig  2. 


second  hospital  day,  the  patient’s  temperature 
rose  to  100°  F,  and  an  area  in  the  anteromedial 
aspect  of  the  mid-thigh  measuring  approximate- 
ly 4 by  6 cm  had  become  gray  and  necrotic  with 
marked  induration  of  the  surrounding  skin  and 
subcutaneous  tissue.  Circumferential  cutaneous 
and  subcutaneous  debridement  of  the  right 
thigh  from  the  groin  to  just  below  the  knee  was 
carried  out.  The  sartorius,  adductor  magnus, 
tensor  fascia  lata,  and  gluteus  maximus  mus- 
cles which  were  involved  were  excised.  Penicil- 
lin and  Keflin  were  administered  intravenously 
in  the  postoperative  period. 

More  necrosis  developed  overnight,  requiring 
additional  debridement  on  the  third  hospital 
day.  At  this  stage,  the  patient  had  already  re- 
ceived several  blood  transfusions.  On  the  fourth 
day,  the  posterior  cutaneous  flaps  were  mottled 
and  cyanotic  requiring  further  debridement. 
Also,  the  serum  calcium  level  was  3.6  mEq/ 
liter  and  was  corrected  with  intravenous  admin- 
istration of  calcium  gluconate.  From  the  fourth 
to  the  21st  hospital  day,  repeated  debridements 
were  done  culminating  in  a right  hip  disarticula- 
tion on  the  tenth  hospital  day.  Toward  the  end 
of  this  period,  the  denuded  areas  appeared 
fairly  clean  except  for  some  fecal  soiling  of  the 
posterior  part,  particularly  the  remaining  glu- 
teal muscles.  Cultures  taken  at  this  time  grew 
Pseiulomouas  aeruginosa  and  other  coliform  or- 
ganisms which  were  sensitive  to  a number  of 
antibiotics.  The  patient's  temperature  ranged 
from  90°  to  103°  F every  day. 


On  the  22nd  day,  colostomy  for  fecal  diver- 
sion and  re-debridement  of  the  wound  were 
done.  On  the  evening  of  the  24th  hospital  day 
the  patient’s  abdomen  became  distended,  and 
while  the  nasogastric  tube  was  being  inserted 
he  vomited,  aspirated,  and  had  a cardiac  arrest. 
He  was  resuscitated,  but  another  cardiac  arrest 
two  hours  later  was  fatal.  The  patient  received 
a total  of  39  units  of  whole  blood  and  16  units 
of  plasma  during  his  hospital  stay  in  addition 
to  the  intensive  regimen  of  fluid  and  electrolyte 
replacement. 

Necropsy  findings  revealed  necrotizing  myo- 
sitis and  fasciitis  of  the  right  gluteal  and  ingui- 
nal areas  with  extension  into  the  soft  tissues 
beneath  the  inguinal  ligament  to  the  psoas  and 
lumbar  muscles.  No  peritonitis  was  demon- 
strated, but  retroperitoneal  myositis  was  found. 

Case  4:  A 43-year-old  white  man  was  admitted 
on  March  5,  1968,  shortly  after  having  been 
struck  by  a train.  On  arrival  at  the  Emergency 
Room,  his  blood  pressure  was  100/60  mm  Hg, 
pulse  rate  80/minute,  and  respirations  20/ 
minute.  He  had  several  lacerations  on  his  face 
and  extremities.  His  abdomen  was  tender  to 
palpation,  and  he  had  a large  hematoma  over 
the  lower  thoracic  and  upper  lumbar  areas,  ex- 
tending down  to  the  right  leg  posteriorly.  The 
patient  also  had  a fracture  of  the  distal  one- 
third  of  the  right  ulna.  The  remainder  of  the 
physical  findings  were  noncontributory.  Because 
of  the  abdominal  findings,  a diagnostic  peri- 
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toneal  lavage  was  done  which  gave  negative  re- 
sults. Routine  laboratory  examinations  revealed 
normal  findings,  except  for  microscopic  hema- 
turia. The  right  arm  was  placed  in  a long  arm 
cast  and  the  patient  was  admitted  for  further 
observation. 

On  the  third  hospital  day,  the  patient’s  tem- 
perature rose  to  100°  F;  this  was  attributed  to 
“microatelectasis”  in  both  lungs.  In  the  morn- 
ing of  the  fifth  hospital  day,  we  first  noted  that 
the  right  leg  was  swollen,  warm,  and  tender.  In 
addition,  there  was  an  ecchymotic  area  with 
several  large  bullae  in  the  right  popliteal  area 
and  posterior  aspect  of  the  right  thigh.  His  tem- 
perature was  101.5°  F and  rose  to  104°  F to- 
ward the  end  of  the  day.  The  patient  developed 
severe  diarrhea  and  became  incontinent  of  both 
feces  and  urine.  Cultures  taken  for  blood,  urine, 
feces,  and  fluid  from  the  bullae  in  the  right  leg 
grew  out  group  A /3-hemolytic  streptococcus. 
The  patient’s  condition  continued  to  deteriorate 
rapidly,  and  he  died  on  the  sixth  hospital  day. 

At  autopsy,  the  patient  was  found  to  have 
extensive  necrotizing  fasciitis  of  the  right  lower 
extremity  and  involving  the  lower  back  (Figs  1 
and  2). 

Discussion:  Group  A /3-hemolytic  streptococcus 
is  the  organism  responsible  for  this  disease. 
Meleney  was  able  to  culture  group  A /?-hemoly- 
tic  streptococcus  in  all  of  the  20  cases  that  he 
reported. 3 Wilson  reported  positive  cultures  in 
58%  of  29  cases. ^ In  the  four  patients  that  we 
have  reported  in  this  article,  one  had  a culture 
that  grew  out  only  coliform  organisms,  and  this 
may  be  explained  on  the  basis  that  the  culture 
was  done  several  days  after  antibiotic  treatment 
was  instituted.  Cultures  taken  from  the  remain- 
ing three  patients  all  showed  group  A /3-hemo- 
lytic streptococci. 

It  is  well  established  that  hemolytic  strepto- 
cocci can  be  cultured  from  the  area  of  cellulitis 
and  fascial  necrosis.  The  advancing  edge  of  the 
lesion  is  usually  sterile;  however,  pure  cultures 
of  group  A /3-hemolytic  streptococcus  can  be 
obtained  from  areas  of  fascial  necrosis,  blebs, 
and  bullae.  In  Wilson’s  series,  staphylococcus 
was  the  hemolytic  agent  found  in  88%  of  the 
cases.  This  tends  to  cast  some  doubt  as  to 
whether  or  not  the  series  included  some  cases 
of  progressive  synergistic  gangrene,  where 
there  is  characteristically  found  a nonhemo- 
lytic microaerophilic  streptococcus  associated 


with  a hemolytic  staphylococcus  in  the  gan- 
grenous areas. 

The  essential  feature  of  this  disease  is  a ful- 
minating streptococcal  infection  of  the  super- 
ficial and  deep  fascia,  and  subcutaneous  tissue. 
This  results  in  thrombosis  of  the  subcutaneous 
vessels  with  subsequent  gangrene  of  the  over- 
lying  skin. 

Schwab  and  others  have  reproduced  the  clin- 
ical picture  experimentally  by  injecting  both 
viable  group  A streptococcal  organisms  and 
cell  wall  extracts.®'  They  reported  that  it  was 
not  possible  to  produce  it  with  cells  or  extracts 
of  non-group  A streptococci.  The  cellular  com- 
ponent responsible  for  this  toxic  activity  was 
found  to  be  a macromolecular  complex  of  group 
specific  C polysaccharide  and  a mucopeptide.® 
Toxicity  was  found  to  reside  in  the  mucopeptide 
moiety,  with  the  polysaccharide  possibly  con- 
tributing to  the  toxic  activity  by  protecting  the 
mucopeptide  from  being  broken  down  by  mura- 
midase.  The  toxin  becomes  fixed  in  a local  area 
by  combining  with  dermal  connective  tissue. 

The  disease  in  most  cases  exhibits  an  acute 
onset  in  previously  healthy  individuals,  although 
there  are  several  reported  cases  among  diabet- 
ics.® Of  the  four  cases  we  have  had  in  the  past 
year,  two  were  diabetics.  The  disease  has  oc- 
curred in  persons  ranging  from  10  to  93  years 
old,  and  is  slightly  more  frequent  in  males  than 
females.  It  may  involve  any  part  of  the  body, 
with  the  most  common  location  being  the  lower 
extremities.  The  upper  extremities,  genitalia, 
and  trunk  are  also  commonly  involved,  and 
cases  involving  the  scalp,  face,  and  breast  also 
have  been  reported.  In  most  cases,  initial  le- 
sions such  as  a laceration,  puncture  sites  of 
hypodermic  injections,  insect  bites,  or  surgical 
incisions  constitute  the  portal  of  entry.  How- 
ever, in  some  cases  no  obvious  portal  of  entry 
can  be  found,  as  in  case  3. 

One  of  the  characteristic  features  of  the  dis- 
ease noted  in  patients  is  the  extreme  degree  of 
prostration,  toxicity,  and  an  apparent  indiffer- 
ence or  apathy  to  surroundings.  This  is  in  con- 
trast to  erysipelas,  in  which  the  patient  is  quite 
apprehensive.  The  pulse  rate  usually  is  elevat- 
ed, while  the  temperature  usually  is  less  than 
101°  F.  The  white  blood  count  is  usually  ele- 
vated, and  significant  anemia  may  be  associ- 
ated as  a result  of  the  hemolytic  activity  of  the 
bacteria.  Significant  elevation  of  the  bilirubin 
may  occur,  and  blood  calcium  levels  are  usually 
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in  the  low  ranges.  Bacteremia  occurs  frequent- 
ly, and  hemolytic  streptococcus  can  be  isolated 
from  the  blood  in  25  to  46%  of  the  cases. ^ 

In  the  earlier  stages,  the  affected  tissues  be- 
come swollen,  red,  painful,  and  warm.  The  in- 
flammatory process  can  spread  with  alarming 
speed  in  all  directions  from  the  initial  focus  of 
infection.  As  early  as  36  hours  after  onset,  the 
pathognomonic  signs  of  streptococcal  gangrene 
appear,  consisting  of  patches  of  skin  with  a 
dusky  blue-gray  appearance,  with  or  without 
blisters,  the  latter  usually  containing  a yellow 
fluid  from  which  hemolytic  streptococcus  can 
be  cultured.  The  color  of  the  fluid  progresses 
to  a reddish-mist  color,  then  becomes  black. 
Soon  after  the  formation  of  the  bullae,  the  un- 
derlying skin  turns  necrotic  with  a gray  to  black 
color.  Necrosis  is  caused  by  thrombosis  of  nu- 
trient vessels  of  the  skin  as  they  pass  through 
the  zone  of  fascial  and  subcutaneous  necrosis. 
These  areas  of  necrosis  then  become  confluent, 
and  progress  to  form  large  areas  of  cutaneous 
gangrene  that  eventually  sloughs.  In  addition, 
there  is  extensive  undermining  of  the  skin  and 
subcutaneous  tissue  down  to  the  levels  of  the 
deep  fascia.  Initially,  the  involved  area  is  pain- 
ful as  a rule  and  then  becomes  hypesthetic  or 
even  anesthetic  as  the  nerves  become  involved; 
however,  some  patients  may  continue  to  experi- 
ence pain  in  the  area  of  the  wound  for  a pro- 
tracted period.  Occasionally,  the  involved  area 
may  resemble  that  of  severe  third-degree  ther- 
mal burns. 

The  skin  changes  observed  in  this  disease 
range  from  one  resembling  normal  skin  or  or- 
dinary cellulitis  to  that  of  frank  gangrene.  In 
Meleney’s  series  skin  gangrene  was  present  in 
97.4%  of  the  patients,  while  Wilson  reported 
only  48%.  Erysipelas  was  present  in  46%  of 
Meleney’s  patients  and  in  43%  of  Wilson’s 
patients,  respectively.  In  more  severe  cases 
there  may  be  widespread  ecchymoses,  first  de- 
scribed by  Jones  as  follows:  “A  purple  or  blue 
spot  is  first  perceived.  The  cuticle  is  some- 
times raised  and  contains  serum  below.  I have 
seen  the  skin  in  the  affected  spot  melt  away 
in  24  hours,  while  a deep  blue  and  purple  to 
almost  black  area  surrounding  the  dead  mass 


spreads  rapidly  in  ever  increasing  circles.  This 
is  witnessed  in  the  worse  and  fatal  cases. 

The  variable  skin  manifestations  sometimes 
make  diagnosis  by  inspection  difficult,  and  cor- 
roborative evidence  becomes  necessary.  None 
of  the  signs  is  infallible  for  determining  the 
presence  of  the  disease.  If  there  is  an  opening 
in  the  skin,  one  can  ascertain  the  presence  and 
extent  of  undermining  by  passing  a probe  or 
hemostat  through  the  opening  and  along  a plane 
just  superficial  to  the  deep  fascia.  In  contrast, 
cellulitis  or  erysipelas  does  not  exhibit  this  de- 
gree of  undermining.  If  no  skin  opening  is  pres- 
ent, an  incision  should  be  made  through  the 
involved  skin  to  determine  whether  undermining 
exists.  When  undermining  is  found,  immediate 
surgical  debridement  is  indicated  and  one 
should  not  wait  for  laboratory  confirmation  that 
hemolytic  streptococcus  is  present  if  this  will 
constitute  an  undue  delay.  A gram  stain  of 
smear  of  the  material  taken  from  the  involved 
area  can  be  helpful  as  an  initial  procedure. 

Treatment:  The  key  to  a successful  management 
is  early  recognition  of  the  disease,  and  immedi- 
ate and  adequate  treatment  of  choice  which  is 
surgical  debridement  of  all  involved  tissues. 
Regions  of  gangrenous  skin  and  subcutaneous 
tissue,  together  with  the  shaggy  gray  necrotic 
fascia  underneath,  must  be  completely  excised. 
Characteristically,  the  process  does  not  involve 
muscle  or  bone  unless  they  were  injured  orig- 
inally. Occasionally,  myositis  may  occur,  as 
was  demonstrated  in  one  of  our  patients  (case 
3).  One  can  determine  the  adequacy  of  the  de- 
bridement by  the  fact  that  an  instrument  or 
finger  can  no  longer  separate  the  skin  and  sub- 
cutaneous tissue  from  the  deep  fascia. Circum- 
ferential fascial  necrosis  of  extremities  must  be 
undermined  bluntly  by  the  surgeon’s  hand.  A 
counter  incision  may  be  necessary  to  facilitate 
this  maneuver.  The  appearance  of  the  subcu- 
taneous tissue  is  characteristic,  although  the 
infected  area  is  edematous  and  a thin,  sanguin- 
ous,  turbid  fluid  exudes  from  the  incised  fat  and 
fascia.  Purulent  accumulation  is  not  commonly 
found  except  at  the  site  of  the  initial  injury.  The 
subcutaneous  fat  is  necrotic  and  grayish  to  red- 
dish tan  in  color.  The  superficial  and  deep  fas- 
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cial  surfaces  are  stringy,  ragged,  and  grayish. 
There  are  usually  a few  firm  gray  strands  of  fi- 
brous tissue  between  the  deep  and  superficial 
fascia  which  do  not  break  easily.  These  are  the 
arteries,  and  attempts  should  be  made  to  pre- 
serve them.  If  the  process  is  arrested,  healing 
occurs  by  granulation  tissue  formation,  which  is 
completed  later  with  the  application  of  skin 
grafts  as  necessary.  It  was  thought  that  in  case 
3,  the  patient  had  an  inadequate  initial  debride- 
ment which  contributed  to  the  fatal  outcome. 
The  death  of  the  patient  in  case  4 was  largely 
the  result  of  failure  to  make  an  early  correct  di- 
agnosis, with  consequent  failure  to  institute  the 
correct  therapy.  Amputation  has  seldom  been 
necessary.  Local  care  of  the  wound  is  simple, 
consisting  of  daily  diligent  cleansing  and  appli- 
cation of  loose  packs  of  gauze  soaked  with  vari- 
ous topical  agents.  Among  those  most  com- 
monly used  are  Dakin’s  solution,  zinc  peroxide, 
zinc  oxide,  hydrogen  peroxide,  and  normal  sa- 
line solution.  Penicillin  given  systemically  in 
massive  doses  is  still  the  antibiotic  of  choice. 

General  Supportive  Management:  1.  Extracellu- 
lar fluid  volume  deficits  may  be  a major  prob- 
lem in  the  care  of  these  patients.  As  a result  of 
sequestration,  three  to  four  liters  of  extracellu- 
lar fluid  may  be  lost  into  an  extremity,  and  se- 
vere electrolyte  deficits  are  common;  thus,  ade- 
quate replacement  is  of  paramount  importance 
in  the  maintenance  of  normal  fluid  and  electro- 
lyte balance. 

2.  Rapid  destruction  of  red  blood  cells  oc- 
curs as  a result  of  the  hemolytic  action  of  the 
bacteria  and  the  loss  of  blood  in  the  areas  of 
hemorrhage  and  ecchymosis,  usually  necessi- 
tating multiple  blood  transfusions. 

3.  Ionic  serum  calcium  deficits  are  frequent 
and  may  be  clinically  manifested  by  muscular 
twitching,  hyperactive  tendon  reflexes,  Chvo- 
stek’s  sign,  and  carpopedal  spasm.  Calcium  is 
thought  to  be  sequestrated  in  the  area  of  fat 
necrosis,  forming  insoluble  soaps.  Bacterial 
lipase  acts  on  the  fat  to  split  off  the  fatty  acids 
which  combine  with  calcium  to  form  insoluble 
soaps.  Replacement  with  intravenous  calcium 


gluconate  or  calcium  chloride  is  necessary  in 
many  cases. 

4.  Cotter  and  Morris  have  reported  a bene- 
ficial effect  from  the  use  of  corticosteroids  in 
these  patients. 1-  Data  obtained  from  experi- 
mental studies  on  animals  appear  to  corrobo- 
rate these  observations. 
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Duodenal  Acidification 


In  duodenal  ulcer  disease,  gastric  acidity  can 
be  reduced  surgically  by  ablating  the  mechan- 
ism that  stimulates  secretion.  Another  approach 
is  to  preserve  or  augment  the  physiologic  mech- 
anisms which  normally  inhibit  gastric  secretion. 
The  author  describes  such  a procedure,  reports 
short-term  results  in  four  cases,  and  recom- 
mends that  further  studies  be  done. 


EDGAR  J.  POTH,  MD 
DAVID  GOLD,  MD 
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NONE  OF  THE  SIGNIFICANT,  recently  acquired, 
physiologic  evidence  surrounding  duodenal  ul- 
cer disease  has  substantially  changed  the  long- 
standing concept  that  ulceration  in  the  cepha- 
lad  35  mm  of  the  duodenum  is  caused  by  ex- 
cessive acid-pepsin  factor  in  the  gastric  chyme 
acting  unfavorably  on  the  susceptible  tissue  of 
the  first  portion  of  the  duodenum.  Because  of 
this  viewpoint,  surgical  procedures  have  been 
designed  to  ablate  mechanisms  stimulating  gas- 
tric acid  secretion  without  regard  for  preserv- 
ing or  augmenting  the  equally  important  physi- 
ologic mechanisms  which  inhibit  gastric  secre- 
tion. Frequently,  surgical  extirpation  of  the 
stimulating  mechanisms  simultaneously  inacti- 
vates or  destroys  the  inhibiting  mechanisms. 

Let  us  examine  the  vicious  cycle  which  ulti- 
mately ends  in  duodenal  ulceration.  The  duo- 
denum lends  itself  to  the  establishment  of  this 
vicious  cycle  because  it  possesses  certain  un- 
usual anatomic  and  highly  complex  physiologic 
properties.  It  is  approximately  25  cm  long;  the 
ampulla  of  Vater  is  about  5 cm  distal  to  the 
pylorus.  Peristalsis  in  the  duodenum  is  bidirec- 
tional; it  is  just  as  active  in  the  cephalad  as  in 
the  caudal  direction.  The  pylorus  delivers  the 
gastric  chyme  to  the  duodenum  in  small,  piece- 
meal portions.  These  portions,  if  sufficiently 
acid,  stimulate  the  duodenal  mucosa  to  secrete 
several  substances  including  cholecystokinin, 
enterogastrone,  secretin,  and  probably  others. 
Fats  in  the  gastric  chyme  inhibit  some  of  these, 
but  cause  the  secretion  of  a chalone  which  in- 
hibits acid  secretion  and  motility  of  the  stom- 
ach. Acid  conditions  favoring  the  formation  of 
gastric  antisecretogogues  are  optimal  in  a few 
centimeters  of  the  duodenum  cephalad  to  the 
ampulla  of  Vater  only.  The  external  pancreatic 
secretion  of  water  and  bicarbonate  is  strongly 
stimulated  by  secretin,  thereby  neutralizing  the 
intraduodenal  acid  and  rendering  the  contents 
of  the  more  distal  duodenum  alkaline.  Drag- 
stedt  and  coworkers  in  1957  demonstrated  the 
blockage  of  the  gastrin  mechanism  in  the  pre- 
pyloric mucosa  by  exogenous  secretin. 
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and  Peptic  Ulcer 


Duodenal  ulceration  might  well  be  the  result 
of  the  following  pattern:  Inflammation  of  the 
proximal  duodenal  mucosa  interferes  with  the 
secretion  of  enterogastrone,  secretin,  cholecys- 
tokinin,  and  other  gastric  secretory  inhibitors, 
and  as  a result  the  gastric  chyme  becomes  more 
acid.  The  duodenitis  progresses  to  mucosal 
erosion  and  subsequently  to  ulceration  as  the 
vicious  cycle  continues.  Repeated  episodes  pro- 
duce pain,  scarring,  cicatricial  contracture,  and 
bleeding  which  may  no  longer  be  amenable  to 
medical  management.  Just  how  important  is  the 
failure  of  proximal  duodenal  mucosa  to  produce 
its  antisecretogogues  in  the  vicious  cycles  which 
result  in  duodenal  ulceration? 

It  could  be  argued  that  as  more  secretin  is 
released,  the  external  pancreatic  secretion  of 
bicarbonate  will  neutralize  greater  quantities  of 
acid  chyme.  True,  this  sequence  protects  the 
distal  duodenum  from  ulceration,  but  it  does 
not  protect  the  proximal  duodenum  which  is  the 
usual  site  of  ulceration. 

Dragstedt  has  coined  the  phrase,  “duodenal 
brake  on  gastric  secretion.”  This  “brake”  was 
amplified  by  Gold  and  Poth^  into  a “power 
brake”  when  they  reversed  the  flow  of  the  acid 
gastric  chyme  through  the  duodenum,  thereby 
increasing  the  exposure  of  duodenal  mucosa 
to  an  acid  environment  sufficient  to  augment 
the  duodenal  secretion  of  larger  quantities  of 
enterogastrone,  cholecystokinin,  secretin,  and 
probably  other  gastric  antisecretogogues  by  ap- 
proximately 400%. 

Poth-  proposed  anastomosis  of  the  stomach 
immediately  cephalad  to  the  pylorus  to  the 
fourth  portion  of  the  duodenum  at  Treitz’s  liga- 
ment both  in  continuity  and  by  duodenal  exclu- 
sion. Poth,3  and  Poth  and  Gold^  reported  upon 
the  results,  which  exceeded  reasonable  expec- 
tations. The  results  were  satisfactory  in  approx- 
imately 95%  of  the  patients.  In  all  instances 
where  the  result  was  unsatisfactory,  radiologic 
study  showed  failure  of  afferent  reflux  of  gastric 
chyme  into  the  duodenum,  thereby  failing  to 


acidify  the  duodenal  mucosa.  These  authors® 
demonstrated  experimentally  (using  Silber- 
mann’s  suggestion,  insinuating  a 20  cm  seg- 
ment of  distal  ileum  between  the  stomach  and 
duodenum)  that  Heidenhain  pouches  secrete 
three  times  as  much  acid  when  the  gastric 
chyme  flows  through  the  duodenum  in  its  usual 
direction  as  when  the  direction  of  gastric 
chyme  flow  through  the  duodenum  is  reversed. 
Ninety  percent  ulceration  occurs  in  the  ileal 
segment  when  it  is  interposed  between  the 
stomach  and  proximal  end  of  the  duodenum, 
while  ulceration  does  not  occur  when  the  seg- 
ment is  interposed  between  the  stomach  and 
the  fourth  portion  of  the  duodenum  with  re- 
versal of  flow  of  the  gastric  chyme  through  the 
duodenum  (Fig  1). 

Hilbun  and  others®  used  the  Silbermann  pre- 
paration to  evaluate  the  effectiveness  of  various 
surgical  procedures  to  reduce  ulceration  in  the 
ileal  segment.  The  results  are  shown  in  Table  1. 
Obviously  these  results  are  inferior  to  those 
observed  following  reversal  of  duodenal  flow. 

These  observations,  when  added  to  all  the 
evidence  summarized  by  Andersson"  and  Drag- 
stedt® supporting  the  duodenal  mechanisms  in- 
hibiting gastric  secretory  activity,  lead  logically 
to  reversal  of  flow  of  gastric  chyme  through  the 
duodenum  to  augment  suppression  of  the  ex- 
cessive gastric  acid  secretion  found  in  duodenal 
ulcer  disease. 


Procedure 

% Ulceration 
in  Ileal  Segment 

Control 

90 

Anterior  vagotomy 

85 

Antrectomy 

80 

Posterior  vagotomy 

50 

Total  vagotomy 

30 

Selective  vagotomy 

20 

Antrectomy  plus  anterior  vagotomy 

20 

Table  1. 
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Fig  I.  These  data  illustrate  the  effect  of  reversing  the  flow  of  the  gastric  chyme 
through  the  duodenum  of  the  experimental  animal  test  object  of  Silhermann.  The 
sequence  is  first  A and  then  B,  because  ulceration  occurs  in  B which  might  alter  the 
secretory  responses  in  A should  the  order  be  reversed. 

A.  The  flow  of  gastric  chyme  through  the  duodenum  is  reversed.  Ulceration  of 
the  20  cm  segment  of  distal  ileum  interposed  between  the  stomach  and  distal 
duodenum  did  not  occur  in  17  consecutive  animals.  Continuous  interdigestive 
collection  of  secretion  from  the  denervated  “P-G”  gastric  pouch  was  started  six  hours 
after  feeding  and  continued  for  18  hours.  The  average  free  acid  for  20  days  of 

0.37  mEq/hour  in  animal  no.  171  is  representative. 

B.  Test  preparation  A is  converted  to  B.  In  the  conversion,  two  animals  were 
lost  due  to  heart  worm  infestation.  Fourteen  of  these  15  animals,  or  93%, 
developed  ulcers  in  the  ileal  segment. 

Interdigestive  collections  from  the  gastric  pouches  show  a threefold  increase  in  the 
hourly  .secretory  rate  of  free  acid  upon  conversion  from  A to  B 

1.24 

X 100  = 308%  increase  of  secretory  rate. 

0.37 

Approximately  four  times  the  area  of  duodenal  mucosa  is  exposed  to  acid 
gastric  chyme  in  A as  compared  to  B. 


Procedure:  Reversing  the  flow  of  the  gastric 
chyme  through  the  duodenum  is  done  as  fol- 
lows: 

First:  The  pylorus  is  resected  with  minimal 
stomach  and  duodenum. 

Second:  The  duodenojejunal  flexure  is  sec- 
tioned and  the  ligament  of  Treitz  is  mobilized. 
Care  is  exercised  to  preserve  the  blood  supply 
to  the  proximal  segment  by  dividing  the  vessels 
close  to  the  distal  jejunal  segment  until  the 
mesentery,  which  is  sparse  near  the  ligament 
of  Treitz,  is  sufficiently  long  to  allow  the  distal 
jejunum  to  be  sutured  to  the  proximal  duode- 
num. Usually  about  10  cm  of  the  jejunum  will 
be  rendered  ischemic  and  require  resection. 


Third:  The  end  of  the  stomach  is  anastomos- 
ed to  the  duodenojejunal  flexure  as  an  end  to 
end-side  suture.  The  lesser  curvature  portion 
of  the  stomach  is  sutured  to  the  distal,  split 
duodenum  using  the  single  row,  end-on,  crush- 
ing suture  technique  of  Poth  and  Gold^  to  avoid 
formation  of  a gastroduodenal  spur.  Early  drain- 
age through  this  stoma  is  important.  The  clos- 
ure at  the  greater  curvature  end  of  the  stoma  is 
more  conveniently  performed  using  an  inner 
row  of  continuous  00  chromic  catgut  and  an 
outer  row  of  000  braided  nylon  sutures.  Moder- 
ate inversion  at  this  site  is  acceptable.  The 
duodenal  outlet  must  not  be  kinked. 

Fourth:  A sufficient  length  of  jejunum  is  de- 
veloped to  carry  through  the  transverse  meso- 
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colon  to  the  right,  without  tension,  and  be  su- 
tured by  the  end-on  crushing  suture  technique 
as  a side-end  to  end-side  duodenojejunostomy. 
This  technique  permits  the  posterior  portion  of 
the  duodenum  to  be  sutured  to  the  jejunum 
with  minimal  dissection  of  the  posterior  duo- 
denal wall,  which  is  frequently  involved  in  heavy 
scar  from  previous  duodenal  ulceration.  The 
duodenojejunal  stoma  is  extended  beyond  the 
level  of  the  ampulla  of  Vater  by  splitting  the 
anterior  duodenum  and  matching  jejunum.  The 
use  of  the  single  row,  crushing  suture  technique 
avoids  spur  formation. 

A small  plastic  feeding  tube  is  passed 
through  the  nose  into  the  jejunum  for  a dis- 
tance of  18  inches.  Likewise  a suction  tube  is 
passed  well  into  the  duodenum.  This  tube  has 
multiple  holes  at  both  the  gastric  and  duodenal 
levels  and  is  left  in  place  until  it  is  demon- 
strated that  Gastrografin  readily  passes  from 
the  stomach  and  through  the  duodenum.  The 
feeding  tube  is  not  removed  until  the  patient 
tolerates  adequate  food  by  mouth.  Immediately 
following  operation,  homogenized  whole  milk  is 
administered  via  this  tube  to  supply  total  fluid 
and  caloric  requirements.  Intravenous  fluids  are 
not  needed.  The  gastric  and  duodenal  aspirate 
from  the  suction  tube  is  returned  via  the  feed- 
ing tube.  Electrolyte  imbalances  do  not  occur 
when  these  precautions  are  taken. 

Discussion:  This  procedure  has  been  performed 
four  times,  on  Jan  7 and  8 and  Feb  21  and  27, 
1969. 

Gastric  physiology  is  accurately  assessed 
using  the  quantitative,  triple  gastric  analytical 
procedures  of  Poth  in  which  the  interdigestive 
rate,  the  suppression  of  this  rate  by  parasym- 
patholytic drugs  (Famine  0.25  mg  intramuscu- 
larly) and  its  stimulation  by  a modified,  aug- 
mented histamine  test  (Histalog  50  mg  intra- 
muscularly) is  determined.  A knowledgeable  in- 
terpretation of  these  data  gives  considerable 
insight  into  the  pathologic  background  of  the 
individual  case  of  peptic  ulcer  disease. 

The  secretory  activity  of  the  stomach  during 
the  first  few  days  postoperatively  caused  great 
anxiety  until  the  underlying  physiologic  process 
became  clear.  The  volume  of  gastric  secretion 
increased  to  2,000  to  4,000  ml,  and  the  acid 
secretion  might  exceed  300  mEq  in  24  hours. 
This  acceleration  continued  until  stomal  edema 
subsided  at  the  gastro-jejunoduodenostomy, 
gastric  aspiration  discontinued,  and  the  gastric 
chyme  traversed  the  duodenum  freely.  The  se- 
cretory rate  of  the  stomach  dropped  abruptly 


and  acidity  fell  with  the  pH  rising  above  3.0. 
One  of  the  patients  even  experienced  increased 
salivation,  probably  from  increased  endogenous 
secretin.  The  secretory  activity  of  the  stomach 
immediately  following  operation,  while  gastric 
suction  was  still  in  progress,  greatly  exceeded 
the  preoperative  levels.  This  strongly  suggests 
that  the  duodenum  possesses  a vigorous  mech- 
anism for  the  production  of  gastric  secreto- 
gogues because  of  the  external  alkaline  pancre- 
atic secretions  in  the  duodenum.  The  nature  of 
this  hormone  is  under  investigation.  It  may  well 
be  gastrin. 

These  four  patients  have  been  followed  close- 
ly by  cinefluorography  to  show  rapid  transit  of 
food  through  the  duodenum,  which  showed 
neither  stasis  nor  dilatation. 

Clinically  the  patients  are  doing  well.  They 
are  asymptomatic  and  have  excellent  appetite 
with  good  food  tolerance. 

The  number  of  patients  is  small  and  the  fol- 
low-up period  is  short,  but  so  far  so  good.  The 
procedure  has  yielded  interesting  physiologic 
responses  and  gives  worthwhile  promise.  It  is 
simple;  essentially  no  structures  have  been  sac- 
rificed, no  irreversible  anatomic  alteration  has 
been  perpetuated,  and  it  appears  that  the  en- 
teric antisecretogogues  have  been  augmented 
and  a gastric  secretogogue  mechanism  resident 
in  the  duodenum  inhibited,  which  may  well  con- 
trol both  duodenal  and  gastric  peptic  ulceration. 

Further  study  seems  justified  and  is  recom- 
mended. 

Addendum:  Since  this  article  was  prepared,  five 
additional  cases  have  been  treated,  bringing  the 
total  to  nine. 
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Peptic  stomach  ulcer  is  related  to  tissue  vul- 
nerability rather  than  hypersecretion.  Many 
such  ulcers  will  heal  with  strict  medical 
management  and  improvement  of  general 
health.  Response  to  medical  management 
best  differentiates  benign  from  malignant 
lesions.  In  some  cases,  however,  immediate 
surgery  is  indicated. 
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TEXAS  MEDICINE 


EVERETT  D.  KIEFER,  MD 


PEPTIC  ULCER  of  the  stomach,  particularly 
when  it  is  above  the  angulus,  has  some  clinical 
features  that  are  quite  different  from  those  of 
ulcer  in  the  prepyloric,  pyloric,  and  duodenal 
areas. 

Some  of  the  more  obvious  differences  in- 
clude frequent  occurrence  in  older  persons,  lack 
of  sex-related  incidence,  absence  of  gastric  hy- 
persecretion, and  common  association  with 
chronic  disease  and  neglected  health  care. 

Gastric  ulcer,  sometimes  called  the  geriatric 
ulcer,  is  a common  diagnosis  in  city  hospital 
clinics  that  serve  the  elderly,  the  indigent,  and 
the  intemperate.  Malnutrition,  chronic  pulmon- 
ary disease,  and  chronic  congestive  heart  fail- 
ure tend  to  increase  the  incidence  of  gastric 
ulcer.  Tobacco,  alcohol,  and  ulcerogenic  drugs 
such  as  salicylates,  adrenocortical  steroids,  and 
phenylbutazone  may  be  factors  in  some  cases. 

In  contrast  to  duodenal  and  prepyloric  ulcers, 
those  situated  above  the  angulus  are  charac- 
teristically associated  with  normal  or  subnormal 
gastric  acidity.  Therefore,  the  main  cause  of 
benign  gastric  ulcer  is  tissue  vulnerability  rath- 
er than  hypersecretion.  Conditions  that  may 
decrease  the  gastric  mucosa’s  resistance  to 
peptic  injury  include  thrombosis  or  embolism; 
vascular  spasm;  allergy;  decrease  in  antien- 
zyme content  of  cells,  and  cellular  debility  re- 
sulting from  anemia,  malnutrition,  and  vitamin 
deficiency.  A current  conjecture  is  that  gastritis 
or  ingested  substances  may  cause  a defect  in 
the  protective  effect  of  mucus. 

Dragstedt,^  adhering  to  the  original  concept, 
attributes  peptic  ulceration  of  the  gastric  mu- 
cosa to  the  corrosive  action  of  hypersecretion 
stimulated  by  gastrin,  which  is  released  by  the 
antrum  as  a result  of  gastric  stasis.  The  im- 
portance of  the  erosive  effect  of  gastric  content 
is  further  supported  by  recent  studies  indicating 
that  pepsin  is  not  a single  enzyme,  and  that 
some  fractions  (which  may  be  increased  in 
gastric  ulcer  patients),  in  a medium  of  low  acid- 
ity, are  active  proteolytics. 

Course  and  Symptoms:  Clinically,  gastric  ulcer 
may  resemble  peptic  ulcer  disease  with  exacer- 
bations and  remissions  of  symptoms  and,  in 
about  one-half  of  the  cases,  with  complications 
including  hemorrhage,  obstruction,  and  perfor- 


ation. While  benign  gastric  ulcer  may  produce 
the  pain-food-ease  sequence  that  is  so  charac- 
teristic of  peptic  ulcer,  atypical  symptom  com- 
plexes occur  frequently.  The  pain  may  be  lo- 
cated in  the  midepigastrium  but  is  often  in  the 
left  upper  quadrant,  left  flank,  or  left  lower  side 
of  the  chest,  and  may  or  may  not  be  relieved 
by  food  or  antacid.  Nausea  and  vomiting  are 
frequent  symptoms  due  to  gastric  irritation  or 
to  retention  caused  by  interference  with  gastric 
motility. 

Benign  gastric  ulcers  may  occur  anywhere 
in  the  stomach,  but  are  most  common  along 
the  lesser  curvature  proximal  to  the  angulus. 
They  may  be  shallow  erosions  or  deep  craters, 
developing  suddenly  and  healing  quickly  or  be- 
coming chronic  and  persisting  for  months  or 
years.  The  ulcer  may  be  single  or  multiple,  and 
about  15%  are  accompanied  by  an  ulcer  in  the 
duodenum.  The  craters  vary  in  size  from  2 or 
3 mm  to  4 cm  in  diameter,  and  may  even  in- 
crease in  size  without  being  malignant.  The 
natural  tendency  of  the  benign  gastric  ulcer  is 
to  heal,  but  poor  general  health,  inadequate 
treatment,  and  penetration  of  the  ulcer  through 
all  the  coats  of  the  gastric  wall  may  result  in  a 
chronic  lesion. 

Diagnosis:  Although  gastroscopy  and  intragas- 
tric  photography  are  effective  in  demonstrating 
lesions  within  the  stomach,  the  roentgenologic 
examination  remains  the  single  most  important 
and  most  available  method  for  recognition  and 
differential  diagnosis  of  crater  lesions  of  the 
stomach.  Its  diagnostic  accuracy  is  in  direct 
proportion  to  the  radiologist’s  competency,  in- 
terest, and  facilities,  and  to  the  clinician’s  index 
of  suspicion.  While  superficial  erosions  usually 
escape  detection,  the  rate  of  accuracy  in  the 
detection  of  definite  craters  by  careful  roentgen- 
ologic study  is  90  to  95%.  A reliable  examina- 
tion must  include  detailed  study  of  the  gastric 
mucosal  pattern,  with  special  attention  to  the 
fundus  and  posterior  wall.  The  experienced 
radiologist  has  learned  not  to  omit  the  study  of 
the  posterior  wall  of  the  stomach  in  elderly 
patients. 

Use  of  the  latest  gastroscopes  by  a skillful 
and  experienced  endoscopist  will  yield  valuable 
corroborative  diagnostic  information,  but  such 
facilities  and  skills  are  not  always  readily  avail- 
able. 
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Differential  Diagnosis:  While  the  demonstration 
of  a gastric  ulcer  frequently  is  easy,  the  prob- 
lem of  what  to  do  about  a crater  lesion  in  the 
stomach  is  always  real  and  difficult.  The  most 
controversial,  and  perhaps  the  most  important, 
consideration  is  the  differential  diagnosis  be- 
tween benign  and  malignant  ulceration.  Since 
some  cancers  of  the  stomach  begin  as  an  ulcer- 
ation of  the  mucosa,  and  since  the  main  hope 
of  improving  the  dismal  clinical  results  in  gas- 
tric carcinoma  is  the  removal  of  the  early,  small 
lesion,  some  surgeons  have  recommended  that 
every  gastric  ulcer,  regardless  of  its  size,  loca- 
tion, or  morphology,  be  resected  as  soon  as  it 
is  discovered.  Other  clinicians  have  noted  that 
statistically  most  gastric  ulcers  are  benign. 
Follow-up  studies  have  indicated  that  the  inci- 
dence of  cancer  in  crater  lesions  of  the  stomach 
is  no  more  than  9%.-  The  more  conservative 
clinicians  take  the  stand  that  surgery  for  all 
gastric  ulcers  is  impracticable  because  many 
benign  ulcers  do  heal  and  stay  healed  if  prop- 
erly treated.  They  believe  that  the  surgical  mor- 
tality, plus  the  incidence  of  postoperative  mor- 
bidity consisting  of  dyspepsia,  diarrhea,  malnu- 
trition, and  dumping  syndromes,  more  than 
balance  the  mortality  from  cancer  that  might 
ensue  from  the  delay  necessary  for  a trial  of 
conservative  treatment.  This  difference  in  phil- 
osophy has  been  the  subject  of  long-standing 
controversy,  and  voluminous  bibliographies  can 
be  compiled  to  support  each  side  of  the  ques- 
tion. Individualization  seems  to  be  the  most 
logical  way  to  resolve  the  problem.  Every  gas- 
tric ulcer  patient  should  have  a meticulous  and 
comprehensive  diagnostic  study,  including  lab- 
oratory and  x-ray  tests,  in  a search  for  coexist- 
ing systemic  disease.  A history  which  includes 
an  evaluation  of  the  patient’s  personality,  life 
situations,  habits,  and  medications  is  important. 

There  are  certain  roentgenologic  features 
which,  although  not  conclusive,  enable  the 
roentgenologist  to  make  an  initial  diagnosis  of 
gastric  ulcer  that  is  probably  benign,  or  gastric 
ulcer  that  is  probably  malignant. 

The  gastric  analysis  may  add  valuable  infor- 
mation, but  repeated  tests  may  be  required  be- 
fore any  conclusions  can  be  drawn.  Low  acidity 


does  not  rule  out  benign  ulcer  nor  does  high 
acidity  rule  out  cancer,  but  persistent  hista- 
mine-fast achlorhydria  is  inconsistent  with  be- 
nign peptic  ulcer. 

Exfoliative  cytology  studies  of  gastric  wash- 
ings, if  positive,  are  highly  diagnostic.  Negative 
results  are  inconclusive  and  usually  call  for  re- 
peated tests. 

Tests  for  occult  bleeding  from  the  ulcer  may 
be  highly  significant. 

In  spite  of  sophisticated  diagnostic  methods, 
the  therapeutic  test — the  response  of  the  lesion 
to  medical  therapy — is  the  most  decisive  differ- 
ential measure.  Not  all  cases  of  gastric  ulcer 
should  be  delayed  for  the  trial  on  medical  treat- 
ment. The  therapeutic  test  is  justified  only  when 
the  total  evidence  is  not  highly  indicative  of 
cancer,  the  patient  can  be  kept  under  continu- 
ous observation,  and  frequent  reexaminations 
can  be  done.  If  medical  treatment  is  to  be  tried 
the  program  must  be  intensive,  comprehensive, 
and  meticulous,  and  must  have  the  complete 
cooperation  of  the  patient.  Too  much  hangs  on 
the  outcome  to  justify  anything  short  of  treat- 
ment that  includes  every  possible  effective 
measure;  half-way  treatment  and  loose  control 
of  the  patient  do  not  make  up  an  acceptable 
therapeutic  test  and  may  be  worse  than  no 
treatment  at  all. 

Hospitalization  is  highly  desirable  in  order 
to  establish  a program  favorable  to  the  healing 
of  the  ulcer  and  to  the  patient.  In  the  hospital 
it  is  easier  to  control  the  patient’s  rest,  diet, 
smoking,  and  alcohol  intake. 

Although  gastric  hypersecretion  usually  is 
not  present  in  gastric  ulcer,  neutralization  ther- 
apy remains  an  important  part  of  medical  treat- 
ment. Frequent  doses  of  nonabsorbable  ant- 
acids such  as  the  aluminum  hydroxide  gels  are 
usually  adequate;  but  if  there  is  no  associated 
cardiac  or  renal  impairment,  limited  amounts 
of  calcium  carbonate  and  sodium  bicarbonate 
may  be  added.  An  effort  should  be  made  to 
continue  antacid  therapy  day  and  night.  This  is 
fairly  easy  to  do  in  the  hospital,  but  is  difficult 
for  the  patient  at  home. 
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Diet  in  the  treatment  of  peptic  ulcer  is  con- 
troversial; some  believe  that  diet  is  all  impor- 
tant, while  others  point  out  that  there  is  no  evi- 
dence that  diet  has  anything  to  do  with  the 
cause  of  ulcer  or  its  healing.  It  seems  only  logi- 
cal to  avoid  putting  into  the  ulcerated  stomach 
any  mechanically  rough  material  or  food  that 
remains  long  in  contact  with  the  antrum,  a con- 
dition which  is  thought  to  excite  gastric  secre- 
tion. Frequent  small  feedings  of  milk  and  other 
albuminous  foods  prevent  distention  of  the 
stomach  and  serve  as  antacids.  Since  many 
patients  with  gastric  ulcer  also  suffer  chronic 
malnutrition,  the  nutritional  adequacy  of  the 
diet  and  vitamin  and  iron  supplementation  re- 
quire special  attention.  There  is  some  danger 
of  prescribing  a diet  which  is  too  restricted; 
appetite  appeal  may  be  of  more  value,  even 
though  such  meals  may  include  meat  and  other 
solid  foods.  The  frequent  small  feeding  sched- 
ule is  the  most  essential  feature. 

The  anticholinergic  drugs  have  only  a minor 
place  in  the  treatment  of  gastric  ulcer.  These 
drugs  affect  the  motility  of  the  gastrointestinal 
tract  before  the  secretory  function,  and  since 
gastric  retention  is  best  avoided  and  the  acidity 
is  not  difficult  to  control,  there  is  little  to  war- 
rant the  risk  of  the  side  effects  which  can  be 
serious  for  older  patients. 

In  general,  the  well-known  ulcerogenic  drugs 
should  be  avoided.  However,  if  conditions  such 
as  severe  arthritis  exist,  salicylates  and  steroids 
may  be  used  with  reasonable  safety  provided 
the  patient  is  on  full  antiulcer  therapy. 

Excessive  smoking  is  so  common  among 
these  patients  that  it  is  difficult  to  avoid  ascrib- 
ing some  etiologic  importance  to  it.  Depression 
of  the  appetite  is  well  known  and  a toxic  effect 
upon  the  gastric  mucosa  or  its  blood  supply  is 
a definite  possibility.  Alcohol  by  itself,  except 
in  large  quantities,  probably  does  not  cause 
chronic  gastritis  or  ulcer,  but  it  does  stimulate 
gastric  secretion  without  supplying  any  neutral- 
izing effect,  and  the  malnutrition  of  the  alco- 
holic is  well  recognized.  In  the  management  of 
gastric  ulcer,  we  should  insist  that  both  of  these 
habits  be  eliminated. 

It  is  important  to  treat  all  of  the  gastric  ulcer 


patient’s  health  and  psychic  problems,  and  not 
to  limit  one's  concern  to  the  crater  in  his  stom- 
ach. 

Small  benign  gastric  ulcers  may  be  expected 
to  heal  in  three  or  four  weeks  with  optimum 
medical  treatment.  Repeat  roentgenologic  ex- 
aminations are  essential  to  establish  this,  and 
gastroscopy  offers  further  assurance  that  the 
lesion  is  benign.  Larger  ulcers  may  take  longer, 
but  persistent  medical  management  is  justified 
if  the  crater  shows  definite  signs  of  healing,  and 
if  the  patient  remains  under  supervision  and  is 
available  for  repeated  roentgenographic  studies 
until  the  lesion  disappears  completely. 

A large  percentage  of  gastric  ulcers  will  heal 
completely  with  a well-ordered  medical  pro- 
gram. However,  they  tend  to  recur  unless  all 
ulcerogenic  factors  in  the  patient’s  life  are  con- 
tinuously controlled.  The  patient  must  be  con- 
vinced that  the  changes  in  his  life  situations 
and  living  habits  have  to  be  permanent  if  he  is 
to  avoid  a recurrence. 

Indications  for  Surgery;  When  there  is  incom- 
plete healing,  or  when  the  stomach  fails  to  re- 
turn to  normal  after  a reasonable  period  of  in- 
tensive and  well-conducted  medical  treatment, 
malignant  disease  is  a possibility  and  surgical 
measures  are  indicated.  This  also  applies  to 
ulcers  which  recur  in  spite  of  reasonably  good 
management.  In  this  case,  the  operation  is  not 
an  emergency  measure;  and  time  may  be  spent 
to  get  the  patient  into  the  best  possible  condi- 
tion for  surgery. 

Some  patients  with  gastric  ulcer  present  im- 
mediate surgical  problems,  and  they  are  not 
candidates  for  trial  medical  treatment.  In  addi- 
tion to  acute  perforation  or  intractable  gross 
hemorrhage,  indications  for  immediate  referral 
to  surgery  include:  (1)  cases  in  which  the  cra- 
ters have  roentgenographic  characteristics  indi- 
cating tumor  of  the  stomach;  (2)  positive  ex- 
foliative cytology;  (3)  histamine-fast  achlorhy- 
dria; (4)  chronically  perforated  ulcers;  and  (5) 
the  intractable  patient,  or  any  situation  or  per- 
sonality factors  which  make  full  cooperation 
and  adequate  supervision  impossible.  Various 
factors  may  tip  the  balance  of  decision  toward 
or  away  from  surgery.  High  surgical  risk,  the 
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life  expectancy  of  the  patient,  or  a concurrent 
disease  may  alter  the  decision,  and  these  are 
further  reasons  for  individual  management. 

Surgical  Treatment:  Individualization  also  ap- 
plies to  the  surgical  treatment  of  gastric  ulcer. 

The  extent  of  the  operative  procedure  de- 
pends largely  upon  how  strongly  the  surgeon 
suspects  that  the  ulcer  is  malignant.  The  opera- 
tion of  choice  is  removal  of  the  distal  half  of 
the  stomach,  or  at  least  the  antrum,  with  the 
excision  of  the  ulcer.  A lesion  high  in  the  fun- 
dus or  near  the  cardia  presents  special  prob- 
lems, but  an  oblique  section  may  be  used  to  re- 
move the  ulcer  without  sacrificing  a large  por- 
tion of  the  stomach.  Also,  if  an  adequate  drain- 
age operation  is  done,  a benign  ulcer  of  the 
fundus  will  heal.  Gastric  resection  often  is  un- 
desirable, particularly  for  women  and  chonically 
undernourished  individuals.  Recognizing  this, 
some  surgeons  settle  for  vagectomy  and  gastro- 
enterostomy or  pyloroplasty,  provided  that  bi- 
opsy specimens  of  the  excised  ulcer  show  no 
signs  of  malignancy. 

Some  surgeons  believe  that  the  addition  of 
vagectomy  to  hemigastrectomy  for  gastric  ulcer 
is  contraindicated  because  it  increases  the  op- 
erative risks  and,  in  contrast  to  its  use  in  duo- 
denal ulcer  cases,  it  adds  little  or  nothing  to 
the  effectiveness  of  treatment.  Certainly  the 
gastric  stasis  which  occasionally  follows  vagec- 
tomy would  be  best  avoided.  Omission  of  vagus 
nerve  section  is  further  supported  by  the  fact 
that  anastomotic  ulcers  are  extremely  rare  fol- 
lowing surgery  for  gastric  ulcer. 

In  the  surgical  emergency  of  massive,  acute 
hemorrhage  from  a gastric  ulcer,  ligation  of  the 
bleeder,  plication  of  the  ulcer,  vagectomy,  and 
a drainage  procedure  has  been  highly  success- 
ful, and  results  in  less  shock  to  the  elderly 
poor-risk  patient. 

Therapeutic  Adjuncts:  Although  the  standard 
nonsurgical  treatment  of  gastric  ulcer  is  mainly 
administration  of  antacids,  a more  recent  ap- 
proach to  control  of  the  corrosive  action  of  gas- 
tric content  is  the  specific  inhibition  of  the 
enzyme  pepsin.  Zimmon^  has  reported  an  in- 
creased healing  rate  for  gastric  ulcers  treated 


with  a specific  inhibitor  of  gastric  peptic  activ- 
ity (sulfated  amylopectin,  SN-263,  Depepsen). 

dayman  and  associates'*  have  reported  their 
extensive  experience  with  gastric  irradiation  in 
the  treatment  of  peptic  ulcer.  They  conclude 
that  irradiation  as  an  adjunct  to  standard  ther- 
apy is  most  useful  in  patients  with  intractable 
or  recurrent  ulcer  disease,  and  who  are  poor 
surgical  risks  because  of  medical  problems. 

Irradiation  of  the  stomach  produces  tempor- 
ary necrotizing  gastritis  and  a resulting  de- 
crease or  elimination  of  acid  secretion.  The 
acid  secretion  sometimes  returns  within  two 
years,  but  in  some  cases  the  achlorhydria  may 
be  permanent.  The  side  effects  of  well-control- 
led and  accurately  measured  irradiation  are  re- 
ported to  be  negligible. 

In  1962  there  was  a report  from  England 
that  the  healing  rate  of  gastric  ulcers  was  in- 
creased by  the  oral  administration  of  carben- 
oxolone,  a derivative  of  licorice.®  It  was  soon 
discovered  that  its  clinical  usefulness  was  lim- 
ited by  the  side  effects  which  included  fluid 
retention,  hypertension,  and  hypokalemia.  At- 
tempts to  neutralize  the  untoward  effects  with- 
out reducing  the  healing  effect  by  adding  thia- 
zide diuretics  or  spironolactone  were  unsuccess- 
ful. More  recently,  the  unwanted  side  effects 
have  been  eliminated  by  the  use  of  a deglycyr- 
rhizinated  licorice.®  Since  the  influence  of  a sin- 
gle factor  on  the  healing  rate  of  a gastric  ulcer 
is  extremely  difficult  to  evaluate,  the  effective- 
ness of  this  drug  in  the  treatment  of  peptic 
ulcer  awaits  further  clinical  trial. 

Summary:  Gastric  ulcer  is  sufficiently  different 
from  duodenal  ulcer  to  be  considered  a distinct 
clinical  entity. 

The  causative  factor  in  gastric  ulcer  may  in- 
clude both  tissue  vulnerability  and  erosive  hy- 
persecretion. 

Gastric  ulcer  is  common  in  chronically  mal- 
nourished or  debilitated  persons,  and  in  intem- 
perate users  of  tobacco  and  alcohol. 

Ulcerogenic  drugs  may  be  responsible  in 
some  cases. 
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The  symptoms  of  gastric  ulcer  may  be  atypi- 
cal or  peptic  ulcer  disease. 

Benign  gastric  ulcers  most  frequently  occur 
in  the  lesser  curvature  proximal  to  the  angulus. 
They  may  be  single  or  multiple,  small  or  large, 
and  may  coexist  with  duodenal  ulcer. 

The  diagnosis  is  mainly  by  roentgenographic 
methods  which  are  accurate  in  90  to  95%  of 
the  cases  when  done  properly.  Gastroscopy  and 
intragastric  photography  are  dependable  only  in 
expert  hands.  Exfoliative  cytology  is  most  deci- 
sive if  positive. 

The  position  of  some  surgeons  that  all  gas- 
tric ulcers  should  be  treated  surgically  as  soon 
as  discovered  is  untenable.  Gastric  ulcer  can 
be  dealt  with  effectively  on  an  individual  basis. 

Differentiation  between  benign  and  malig- 
nant ulcers  is  the  most  important  consideration. 
The  therapeutic  test  is  the  most  decisive  meas- 
ure. 

When  depending  on  trial  medical  treatment 
for  differential  diagnosis,  the  physician  must 
insist  that  the  medical  program  be  comprehen- 
sive, meticulous,  fully  supervised,  and  include 
opportunity  for  repeated  examinations. 

In  medical  management,  the  complete  health 
problem  is  especially  important.  Treatment  of 
the  ulcer  should  include  rest,  diet,  neutraliza- 
tion, and  correction  of  intolerable  life  situations 
as  well  as  detrimental  living  habits. 

Small  benign  ulcers  may  be  expected  to  heal 
in  three  or  four  weeks.  A longer  period  of  medi- 
cal treatment  is  justified  for  larger  ulcers  if  they 
show  signs  of  healing  and  if  fully  supervised 
management  can  be  maintained. 

The  prevention  of  recurrent  ulcer  requires 
continuous  health  care,  permanent  correction 
of  living  habits,  and  avoidance  of  situations  that 
promote  peptic  ulcer. 

The  indications  for  surgery,  after  a trial  of 
medical  treatment,  are:  (1)  incomplete  healing, 
unrelieved  symptoms,  and  persistent  occult 
bleeding,  and  (2)  recurrence  in  spite  of  reason- 


ably good  adherence  to  the  rules  of  medical 
management. 

The  indications  for  immediate  operation  with- 
out medical  treatment  are:  (1)  roentgenographic 
evidence  of  neoplastic  characteristics  of  craters; 
(2)  positive  exfoliative  cytology;  (3)  histamine- 
fast  achlorhydria;  (4)  chronic  perforation;  (5) 
acute  perforation;  (6)  intractable,  acute,  mas- 
sive hemorrhage;  and  (7)  any  factors  which 
make  complete  patient  cooperation  or  adequate 
supervision  impossible. 

Surgical  treatment  also  requires  individuali- 
zation. Excision  of  the  antrum  and  the  lesion  is 
a standard  objective.  Since  resection  of  any  por- 
tion of  the  stomach  is  sometimes  undesirable, 
the  more  conservative  vagectomy  and  a drain- 
age procedure  sometimes  is  the  most  practical 
operation. 

Irradiation  of  the  stomach  is  a useful  adjunct 
to  standard  medical  treatment. 

Pepsin  inhibitors  offer  a new  approach  in 
therapy. 

The  value  of  carbenoxolone  medication  is  not 
fully  established  and  requires  much  further 
study. 
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ANEMIA 

FOLLOWING 

PARTIAL  GASTRECTOMY 

MAJ  JOHN  J.  COSTANZI,  USAF  (MC) 


Hypochromic  microcytic  anemia  secon- 
dary to  iron  deficiency  develops  in  about 
33%  of  patients  who  have  had  partial 
gastrectomy.  A less  common  complica- 
tion is  megaloblastic  anemia  caused  by 
lack  of  vitamin  B12  which  results  from  a 
deficiency  of  intrinsic  factor.  The  author 
discusses  the  etiology  and  treatment  of 
these  anemias. 

THE  MAJOR  HEMATOLOGIC  complication  fol- 
lowing partial  gastrectomy  for  benign  ulcer  dis- 
ease is  hypochromic  microcytic  anemia  sec- 
ondary to  iron  \ack^  which  develops  in  about 
33%  of  the  cases. 2 The  second  most  common 
cause  of  anemia  in  these  patients  is  megalo- 
blastic— usually  secondary  to  vitamin  Bjo  defi- 
ciency resulting  from  decreased  concentrations 
of  intrinsic  factor.  The  incidence  of  megaloblas- 
tic anemia  varies,  ranging  from  less  than  1% 
to  14%.3. 4 

The  interacting  factors  which  produce  nega- 
tive iron  balance,  the  etiology  of  the  megalo- 
blastic anemia,  and  the  treatment  in  this  group 
of  patients  with  postgastrectomy  anemia  are 
considered  in  this  article. 

Iron  Lack  Anemia:  The  specter  of  iron  deficiency 
ultimately  stalks  the  majority  of  patients  follow- 
ing partial  gastric  resection. ^ Although  iron  lack 
as  an  etiology  of  anemia  has  been  well  docu- 
mented, the  exact  etiology  remains  an  enigma. 
The  mechanism  of  iron  lack  anemia  has  been 
ascribed,  by  various  investigators,  to  gastroin- 
testinal bleeding, 2.  defective  iron  intake,  mal- 
absorption of  food  ironS’  which  may  be  ac- 
centuated by  a diminished  acid  secretory  sur- 
face, or  combinations  of  these  (Table  1). 


Most  authors  believe  that  most  patients  have 
adequate  diets,  rendering  defective  iron  intake 
unlikely  as  a major  factor  in  developing  iron 
deficiency. 

Gastrointestinal  Bleeding:  Bleeding  has  been 
called  both  the  most  common  and  the  least 
common  cause  of  iron  lack  anemia  in  these 
patients.  Hines  and  others^  noted  that  only  2 
of  130  iron-deficient  postgastrectomy  patients 
had  chronic  blood  loss.  On  the  other  hand,  Kim- 
ber  and  associates^  studied  radioactive  iron 
absorption  and  fecal  blood  loss  in  eight  patients 
with  iron  deficiency  secondary  to  postgastrec- 
tomy. Seven  of  these  patients  had  well-docu- 
mented significant  intermittent  blood  loss. 
These  authors  point  out  that  intestinal  bleeding 
as  an  etiologic  factor  has  been  minimized  by 
others  who  have  found  that  stool  tests  for  oc- 
cult blood  are  positive  in  only  a small  percent- 
age of  cases.®'  ® 

Malabsorption  of  Iron:  Some  “malabsorption” 
of  food  iron  occurs  in  these  patients,  particu- 
larly those  who  have  had  a Polya  or  Billroth  I 
anastomosis,®'  but  the  mechanism  is  still 
not  well  defined.  Some  observers  think  that  the 
acid  pH  of  normal  gastric  juice  is  essential  in 
promoting  normal  food  iron  absorption, ^2, 13  but 
not  essential  for  iron  salt  absorption  by  the 
small  intestines.®'  1^'  1®  Others  note  that  the  lack 
of  gastric  pepsin,  which  requires  an  acid  pH 
for  optimal  activity,  may  be  responsible  for  de- 
creased iron  absorption. 1®  Using  a double  radio- 
active iron  method,  Hallberg  and  others  studied 
iron  absorption  from  ferrous  sulfate  and  hemo- 
globin.They  noted  a quantitative  absorptive 
defect  involving  both  hemoglobin  iron  and  ion- 
ized iron,  and  the  defect  appeared  more  pro- 
nounced in  the  more  iron-deficient  patients. 
They  thought  that  the  type  of  resection  played 
a role,  the  defect  being  more  pronounced  aher 
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HYPOCHROMIC  MICROCYTIC  ANEMIA 
1.  Iron  Lack 

a.  Gastrointestinal  bleeding 

b.  Defective  iron  intake 

c.  "Malabsorption"  of  food  iron 


MEGALOBLASTIC  ANEMIA 

1.  Vitamin  Bis  Lack 

a.  Lack  of  intrinsic  factor 

2.  Folic  Acid  Lack 

a.  Defective  folate  intake  (?) 


Table  1.  Classification  of  anemias  following  partial  gastrectomy. 


a Billroth  II  resection  than  a Billroth  I.  Koepke 
and  associates  have  described  an  iron-binding 
protein  in  anemic  dog’s  gastric  juice,  which  they 
postulate  is  analogous  to  B12  binding  by  intrin- 
sic factor. The  lack  of  this  binder  may  result 
in  decreased  absorption. 

The  “malabsorptive  concept”  is  made  even 
more  confusing  by  the  demonstration  of  an  iron- 
binding protein  (gastroferrin).i^'  This  protein, 
noted  in  normal  gastric  juice,  appears  to  con- 
trol iron  absorption  by  inhibiting  iron  uptake 
from  the  intestinal  lumen  (it  is  absent  in  pa- 
tients with  hemochromatosis).  The  authors  have 
shown  that  reduced  levels  of  this  protein  en- 
hance iron  absorption  in  iron  deficiency.  Thus, 
the  question  may  be  asked,  ‘‘Why  do  postgas- 
trectomy patients  develop  iron  deficiency,  rath- 
er than  iron  overload?”  No  encompassing  an- 
swer can  be  given,  since  it  seems  likely  that 
gastrectomy  would  act  at  once  to  enhance  and 
diminish  iron  absorption — an  interplay  of  a 
number  of  different  factors.  It  is  reasonable, 
therefore,  to  state  that  iron  absorption  is  im- 
paired functionally  by  (1)  abnormally  rapid 
transit  of  food,  (2)  bypassing  absorptive  sites 
in  the  duodenum,  particularly  after  a Polya  pro- 
cedure, and  (3)  diminished  acid  or  pepsin  se- 
cretion decreasing  the  extent  to  which  food  iron 
was  split  off  from  its  organic  matrix.  These 
mechanisms  are  balanced  by  enhanced  absorp- 
tion due  to  impaired  gastroferrin  production 
and  abolishing  the  low  pH  conditions  in  the 
stomach  necessary  to  the  formation  of  an  iron- 
gastroferrin  chelate  complex. 

Thus  any  unbalancing  of  this  homeostatic  sit- 
uation may  lead  to  a functional  malabsorption 
of  iron. 

Megaloblastic  Anemia:  Although  megaloblastic 
anemia  is  a well-recognized  late  complication  of 


subtotal  gastrectomy,  its  incidence  varies.  In 
1962,  Deller  and  Witts^  reviewed  data  from  33 
partial  gastrectomy  follow-up  investigations 
comprising  7,505  patients  and  found  anemia  in 
28%,  but  megaloblastosis  in  less  than  1%. 
These  same  authors  studied  265  patients  with 
partial  gastrectomy  from  1-12  months,  and 
found  megaloblastic  erythropoiesis  in  5.3% 
and  a low  vitamin  Bio  level  in  14%.  Others-^ 
have  noted  impaired  absorption  of  vitamin  Bio 
in  up  to  30%  of  patients.  In  1962,  Deller-^ 
studied  27  patients  who  had  partial  gastrecto- 
mies. Nine  had  megaloblastic  anemia  and  18 
had  transitional  megaloblastic  erythropoiesis. 
This  excellent  report  demonstrated  that  megalo- 
blastosis was  not  a chance  association  with 
gastrectomy  and  that  the  relationship  is  causal. 
Ardeman  and  Chanarin-®  later  noted  that  the 
concentration  of  intrinsic  factor  in  the  gastric 
juice  of  patients  who  had  a partial  gastrectomy 
and  were  deficient  in  vitamin  B12  was  similar  to 
that  found  in  patients  with  Addisonian  perni- 
cious anemia.  Thus,  the  most  common  cause  of 
megaloblastic  anemia  in  postgastrectomy  pa- 
tients is  lack  of  intrinsic  factor,  which  produces 
vitamin  Bio  malabsorption. 

Folic  acid  deficiency  following  partial  gas- 
trectomy has  been  noted,  but  is  less  well  de- 
fined. In  the  group  of  folate-deficient  subjects 
reported  by  Hines  and  others^  none  appeared 
to  have  a normal  folate  intake.  Previous  studies 
showing  normal  absorption  of  pteroylglutamic 
acid  in  patients  after  partial  gastrectomy-^- 
fail  to  clarify  the  problem,  since  they  do  not 
demonstrate  the  absorptive  capacity  of  the  gut 
for  food  polyconjugate  glutamate. 

Treatment:  In  essence,  most  of  these  iron-defi- 
cient patients  respond  to  orally  administered 
ferrous  sulfate  in  usual  doses,  since  the  “mal- 
absorption” appears  to  be  primarily  a functional 
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Patient  No. 

Hemoglobin 
(gm/100  ml) 

Fasting  Serum 

Iron/Iron  Binding  Capacity 
(ng/lOO  ml) 

2-Hour  Postabsorptive 

Serum  Iron  (ng/100  ml) 

1 

9.9 

25/434 

299 

2 

7.1 

17/342 

426 

3 

10.5 

42/757 

286 

4 

10.5 

52/322 

380 

5 

9.1 

12/277 

100 

Table  2.  Iron  absorption  in  five  patients  with  iron  lack  anemia  occurring  3-6  years  following  partial  gastrectomy 
for  benign  ulcer  disease. 


one  involving  food  iron,  by  mechanisms  previ- 
ously discussed.  Miller  and  Conrad^®  demon- 
strated the  ease  with  which  five  such  patients 
absorbed  iron  (Table  2).  These  patients  had 
iron  deficiency  anemia  from  three  to  six  years 
following  partial  gastrectomy.  After  a blood 
sample  was  drawn  to  measure  fasting  serum 
iron  and  iron  binding  capacity,  500  mg  of  liquid 
ferrous  sulfate  in  8 oz  of  orange  juice  was  ad- 
ministered orally.  Two  hours  later,  repeat  serum 
iron  and  iron  binding  capacity  determinations 
were  made.  All  of  these  patients  showed  a 
greater  than  seven-fold  increase  in  serum  iron. 
All  of  these  patients  ultimately  had  their  iron 
lack  anemia  corrected  with  ferrous  sulfate,  300 
mg  three  times  daily  before  meals  with  orange 
juice. 

Those  patients  with  megaloblastic  anemia 
secondary  to  vitamin  B12  lack  usually  respond 
well  to  parenteral  vitamin  Bio  in  usual  doses,  ie 
hydroxocobalamin,  100  ^ig  per  week  until  re- 
mission, then  100  ug  per  month. 

Summary;  The  major  hematologic  complication 
following  partial  gastrectomy  for  benign  ulcer 
disease  is  the  development  of  hypochromic  mi- 
crocytic anemia  secondary  to  iron  lack,  with  an 
incidence  approximating  33%.  Although  inter- 
mittent gastrointestinal  bleeding  has  been 
shown  to  be  a prominent  cause,  an  interaction 
of  other  factors,  including  abnormally  rapid 
transit  of  food,  bypass  of  absorptive  sites,  and 
inability  to  split  off  food  iron  from  the  organic 
matrix,  all  producing  a functional  malabsorp- 
tive  state,  play  a role  in  the  pathogenesis  of  the 
iron  lack. 

The  incidence  of  megaloblastic  anemia  is 
variable,  occurring  from  less  than  1%  to  20%. 
The  main  cause  is  vitamin  Bio  lack  due  to  a de- 
ficiency of  intrinsic  factor. 

The  usual  modes  of  replacement  therapy 
usually  suffice  in  correcting  the  abnormality. 
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Major  Costanzi,  Box  368845,  Wilford  Hall  USAF  Hos- 
pital, Lackland  Air  Force  Base,  Texas  78236. 

DISCUSSION:  Lt  Col  Ralph  F.  Wells,  MC,  USA: 
(Major  Costanzi  vieweij  this  problem  from  the 
stanidpoint  of  a hematologist;  Lieutenant  Col- 
onel Wells  discusses  it  from  the  standpoint  of 
the  gastroenterologist). 

Dr.  Costanzi  has  provided  an  excellent  review 
of  one  of  the  more  perplexing  postgastrectomy 
problems  which  the  internist  or  gastroenterolo- 
gist must  face.  For  the  sake  of  completeness, 
one  fascinating,  if  numerically  insignificant, 
category  of  patients  should  be  added  to  the  list 
of  those  with  megaloblastic  anemia;  namely, 
those  with  bacterial  overgrovrth  in  the  afferent 
loop — a variant  of  the  blind  loop  syndrome.  The 
raw  data  presented  in  reference  to  the  cases 
studied  by  Drs.  Conrad  and  Miller,  while  not 
new  or  startling,  confirm  the  fact  that  when 
iron  is  presented  in  usable  form,  there  is 
prompt  hematologic  and  biochemical  response. 
The  cases  cited  raise  several  important  ques- 
tions. It  would  be  interesting  to  know  the  type 
of  procedure,  the  age,  and  sex  of  the  patients, 
and  the  extent  to  which  these  patients  were 
screened  for  evidence  of  occult  blood  loss  in 
the  stool. 

Dr.  Costanzi  commented  upon  the  relative 
prevalence  of  Billroth  II  to  Billroth  I patients. 
The  age  and  sex  are  important  in  that  menstrual 
blood  losses  may  push  the  marginally  compen- 
sated iron-depleted  female  patient  over  the 
brink  following  gastrectomy.  While  the  series 
of  patients  studied  by  Hines  at  Hammersmith 
Hospital,  London,  minimizes  occult  blood  loss 
as  a cause  of  anemia,  my  own  experience  sug- 
gests that  it  plays  a more  important  role  in  ac- 
cordance with  the  observation  of  Kimber  and 


others!  and  Serebro  and  Mendeloff.^  Several 
factors  set  the  stage  for  this,  including  a post- 
operative shift  of  “psychosomatic”  complaints 
to  headache,  depression,  and  so  on,  with  result- 
ing ingestion  of  salicylates  and  alcohol.  Daven- 
port^  has  studied  the  mechanism  of  gastrointes- 
tinal bleeding  induced  by  these  agents.  Thus,  all 
patients  with  anemia  following  gastrectomy  war- 
rant careful  study  not  only  in  regard  to  diet,  but 
in  regard  to  medications  ingested.  Laboratory 
evaluation  should  certainly  include  careful  he- 
matologic study,  as  well  as  a search  for  occult 
blood  in  the  stool  by  either  conventional  chemi- 
cal or  radioisotope  methods,  radiographic  as- 
sessment, and,  if  available,  endoscopy. 

Regarding  the  definition  of  anemia  following 
gastrectomy,  there  is  considerable  variation  in 
the  hemoglobin  and  hematocrit  values  estab- 
lished as  cutoff  points  in  various  series.  This, 
in  part,  has  contributed  to  the  high  (33%)  in- 
cidence of  anemia  reported  from  some  centers. 
In  addition,  distinction  should  be  made  between 
anemia  and  sideropenia  or  the  state  of  reduced 
iron  stores  which  may,  in  some  instances,  occur 
in  the  face  of  normal  hemoglobin  values  in  the 
circulating  blood. 

Finally,  in  regard  to  therapy  of  iron  deficien- 
cy, the  role  of  iron  chelates  soluble  in  alkaline 
media,  as  described  recently  by  Schade  and 
others,!  should  not  be  overlooked. 
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Animal  experiments  were  performed  in 
order  to  study  the  effects  of  cyanoa- 
crylate derivatives  when  used  as  adhe- 
sives in  ocular  surgery.  Their  relative 
toxicity  and  adhesive  qualities  in  four 
different  surgical  procedures  are  dis- 
cussed. 

AN  INCREASING  NUMBER  of  studies  evaluating 
the  use  of  surgical  adhesives  have  been  re- 
ported in  recent  years.  While  the  majority  of 
these  have  centered  about  surgical  subspecial- 
ties other  than  ophthalmology, there  have 
been  several  excelient  reports  on  the  efficacy, 
reactivity,  and  toxicity  of  surgical  adhesive 
compounds  relative  to  the  eye.  Until  quite 
recently,  the  majority  of  investigations  have 
evaluated  methyl-2-cyanoacrylate,  the  first — 
chronologically  and  chemically — member  of  the 
family  of  surgical  adhesives  which  seems  most 
promising.  While  the  published  results  in  oph- 
thalmologic literature  placed  the  methyl-2- 
cyanoacrylate  adhesives  in  a favorable  light,®-® 
eye  surgeons,  on  the  whole,  did  not  readily  sub- 
stitute adhesives  for  suture  in  the  closure  of 
ocular  wounds.  Lately,  higher  homologues  of 
the  cyanoacrylates  have  become  available*  for 
research  use,  and  it  is  the  purpose  of  this 
article  to  report  preliminary  findings  on  a num- 
ber of  ocular  procedures  in  which  these  homo- 
logues were  utilized. 

The  following  four  procedures  were  per- 
formed and  evaluated,  using  four  cyanoacrylate 
derivatives:  half  circumferential  intralamellar 
application  of  adhesive;  epikeratoprostheto- 
plasty,  the  gluing  of  contact  lenses  to  Bow- 

*Ethicon, Inc. 


man’s  membrane;  injection  of  adhesive  into  the 
anterior  chamber;  and  subconjunctival  and  ex- 
traocular muscular  injection  of  adhesive. 

Materials  and  Methods:  The  cyanoacrylate  de- 
rivatives, although  differing  structurally,  are 
quite  similar  in  their  adhesive  properties.  They 
are  clear,  colorless,  self-sterilizing, rapidly 
polymerizing  liquids  that  require  only  mois- 
ture as  a catalyst  to  achieve  bonds  of  sufficient 
strength  to  anastomose  vessels, rejoin  uret- 
eral stumps,  and  appose  severed  bowel. “ We 
tested  three  of  the  homologues  (n-hexyl-,  n- 
octyl-,  and  n-decyl-cyanoacrylates)  in  most  of 
our  procedures,  and  isobutyl-cyanoacrylate  in 
two  eyes  in  one  of  the  procedures.  All  adhesives 
used  were  subjected  to  standard  gas  steriliza- 
tion. 

Pigmented  rabbits  of  both  sexes,  all  weighing 
2-3  kg,  were  used  as  laboratory  animals  with 
strict  adherence  to  the  guidelines  for  laboratory 
animal  care  established  by  the  National  Society 
for  Medical  Research.  All  surgical  procedures 
were  conducted  under  sterile  conditions;  gen- 
eral anesthesia  with  sodium  pentobarbital 
(Nembutal)  was  achieved  in  all  the  rabbits  by 
intraperitoneal  or  intravenous  injection  (0.5 
cc/kg)  and  local  topical  anesthesia,  propara- 
caine  hydrochloride  (Ophthetic),  was  also  used 
in  some  animals. 

The  contact  lenses  used  in  some  of  the  pro- 
cedures were  made  of  methylmethacrylate,  9 
mm  in  diameter,  0.15  mm  in  thickness,  with 
a central  posterior  curve  of  40:00  diopters. 
Lenses  were  sterilized  by  ethylene  oxide  prior 
to  insertion.  Postoperatively,  all  the  rabbits  re- 
ceived prophylactic  systemic  and  topical  anti- 
biotics. The  former  consisted  of  veterinary  peni- 
cillin-streptomycin combinations  administered 
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Fig  1.  Rabbit  7,  n-hexyl  adhesive,  21st  postoperative 
day,  intralamellar  application.  Note  marked  retraction  of 
the  flap,  large  mucoid  deposit,  and  denudation  of 
underlying  stroma. 


Fig  2.  Rabbit  7 , control  eye,  21st  postoperative  day. 
Note  paucity  of  reaction  compared  to  Fig  1.  There  is  a 
small  amount  of  vascular  ingrowth,  but  the  incision 
is  well  healed  and  quiescent. 


intramuscularly  for  several  days,  and  the  latter 
of  Neosporin  (neomycin,  polymyxin,  bacitracin) 
solution  and  ointment.  Topical  corticosteroid 
therapy  with  Cortisporin  (Neosporin  plus  hydro- 
cortisone) was  instituted  in  some  cases  of  ex- 
cessive corneal  neovascularization.  All  the  rab- 
bits were  observed  regularly  until  enucleation 
was  performed.  Observations  included  serial 
color  photographs,  gross  observations  and,  in 
the  case  of  those  rabbits  with  adhesive  contact 
lenses,  slit  lamp  biomicroscopic  examination. 

Procedures  and  Results;  1.  Intralamellar  Appli- 
cation of  Adhesive:  Three  groups  of  rabbits, 
each  composed  of  three  animals,  were  used, 
each  group  receiving  one  of  three  cyanoacry- 
lates: n-hexyl,  n-octyl,  n-decyl.  A corneal  pocket 
was  prepared  in  the  following  manner:  A small 
incision  was  made  at  the  limbus  to  approxi- 
mately one-half  the  thickness  of  the  cornea. 
Using  a corneal  dissector,  the  corneal  lamellae 
were  separated  toward  the  center  of  the  eye, 
then  to  each  side  of  the  original  incision.  The 
incision  of  the  corneal  pocket  was  extended 
with  curved  corneal  scissors  until  a flap,  one- 
half  the  circumference  of  the  cornea,  could  be 
everted  and  laid  back  on  the  uncut  half.  Three 
interrupted  7-0  silk  sutures,  to  be  used  for 
replacement,  were  placed  in  the  edge  of  the 
flap.  The  denuded  area  was  dried,  and  the  ad- 
hesive was  either  applied  to  it  with  a small 
sterilized  brush  or  rolled  onto  it  with  a wooden 
applicator  stick.  The  anterior  flap  was  quickly 
replaced  and  the  three  silk  sutures  tied.  In  the 
contralateral  eye  of  all  the  rabbits  the  identical 
procedure  was  performed,  excepting  the  appli- 
cation of  adhesive.  Following  the  corneal  sutur- 
ing, tarsorrhaphies  were  effected  with  three  in- 
terrupted Dacron  sutures.  Tarsorrhaphy  sutures 
were  removed  three  or  four  days  postoperative- 


ly, corneal  sutures  were  removed  on  the  seventh 
day,  and  observations  were  recorded  daily.  A 
rabbit  in  each  group  was  sacrificed  approxi- 
mately 52,  28,  and  145  days  postoperatively, 
all  the  eyes  being  enucleated  and  sent  to  the 
ophthalmic  pathology  laboratory  for  histologic 
preparation. 

Results:  Most  of  the  eyes  which  received  ad- 
hesive demonstrated  similar  patterns  of  reac- 
tion regardless  of  the  type  of  glue  used. 
During  the  initial  healing  process,  a moderate 
amount  of  mucoid  but  not  purulent  material 
was  noted  in  the  area  of  the  flap’s  adhesion  to 
the  stroma,  most  especially  at  the  limbal  in- 
cision site.  Following  the  two-week  period  the 
flaps  began  to  retract  away  from  the  limbus 
and  an  increased  amount  of  non-purulent  mu- 
cus appeared  over  the  area  of  retraction.  Two 
to  three  weeks  thereafter,  neovascularization 
began,  the  vessels  proceeding  in  a scleral- 
corneal  direction.  The  intensity  of  the  inflam- 
matory response  reached  a peak  in  approxi- 
mately a week  and  then  abated  in  a definite 
healing  process,  which  left  the  operated  area 
of  the  cornea  in  a partially  opaque,  but  quies- 
cent, stage.  This  sequence  of  changes  was  ob- 
served in  three  of  the  four  animals  which  were 
maintained  long  enough  for  it  to  occur;  in  the 
fourth  rabbit,  the  corneal  flap  did  not  retract 
and  minimal  vascular  ingrowth  was  the  only 
noticeable  evidence  of  the  procedure.  In  each 
case,  the  control  eye  healed  very  well,  showing 
little  or  no  evidence  of  surgical  manipulation. 

It  is  apparent  that  each  of  the  cyanoacrylate 
derivatives  was  rather  toxic  to  the  corneal 
stroma,  at  least  for  an  extended  initial  period. 
With  careful  prophylaxis,  however,  the  some- 
what stormy  inflammatory  period  can  eventuate 
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Fig  3.  Rabbit  6,  n-decyl  adhesive,  43rd  postoperative 
day,  intralamellar  application.  The  reaction  is  similar 
in  intensity  to  that  seen  in  Fig  1,  despite  the  difference 
in  type  of  adhesive  and  longer  postoperative  period. 


in  satisfactory  healing.  While  no  distinct  de- 
marcations among  the  three  adhesives  could  be 
drawn,  two  of  the  three  rabbits  which  received 
the  n-hexyl  derivative  showed  more  rapid,  com- 
plete healing  than  did  those  receiving  the  other 
two  adhesives. 

Virtually  all  of  the  eyes  which  received  ad- 
hesives showed  significant  reactions  affecting 
all  layers  of  the  cornea,  but  most  marked  at 
the  limbal  incision  site.  Slight  to  advanced 
epithelial  degeneration  with  intercellular  and 
intracellular  edema  of  intact  areas  was  appar- 
ent in  the  most  superficial  corneal  layer.  Bow- 
man’s membrane  was  absent  in  most  areas 
examined.  The  stroma  was  thinned,  discontinu- 
ous, and  necrotic,  and  showed  varying  degrees 
of  cellular  infiltration  comprised  mainly  of 
monocytes,  but  interspersed  with  neutrophils, 
plasma  cells,  and  a few  eosinophils.  As  men- 
tioned, the  most  striking  exaggeration  of  this 
hypercellular  response  occurred  at  the  limbus, 
where  many  multinucleated  foreign  body  giant 
cells  were  observed  in  the  inflammatory  infil- 
trate. It  seems  apparent  that  the  stromal  vas- 
cularity had  its  origin  at  the  limbal  area,  since 
the  neovascularization  was  dense  peripherally 
and  seemed  to  play  out  as  the  vessels  ap- 
proached the  central  stroma. 

Comparable  microscopic  sections  of  control 
eyes  revealed  only  slight  degrees  of  the  reac- 
tions described  above.  A small  pannus  was  seen 
at  most  of  the  limbal  scars,  and  mild  epithelial 
edema  was  usually  present,  but  on  the  whole 
the  operative  procedure  per  elicited  only  mini- 
mal response. 

2.  Epikeratoprosthetoplasty:  Four  groups  of 
rabbits  were  used.  Four  animals  had  n-octyl. 


three  n-decyl,  three  n-hexyl,  and  two  n-isobutyl 
used  as  adhesives  for  fixing  the  lenses.  Another 
group  of  rabbits  was  used  to  evaluate  resteril- 
ized adhesives. 

After  the  rabbit's  eye  was  prepared  and 
draped  for  surgery  in  a sterile  field,  Ophthetic 
was  placed  in  the  eye  and  a lid  speculum  was 
inserted.  The  globe  was  then  fixed  with  tissue 
forceps  and  the  epithelium  removed.  When  all 
the  epithelium  had  been  removed,  the  eye  was 
irrigated  with  Neosporin  drops  and  then  allowed 
to  dry.  Absorbent  material  was  placed  in  the 
cul-de-sac  to  maintain  a dry  field  for  application 
of  the  contact  lens.^^ 

The  gas-sterilized  lens  was  then  grasped  with 
a small  sterile  suction  bulb.  The  adhesive  was 
applied  in  a thin  layer  around  the  periphery 
of  the  lens  with  a fine-pointed  applicator  stick. 
Care  was  taken  to  avoid  excess  amounts  of 
adhesive  and  to  assure  that  the  central  area  of 
the  lens  was  free  of  adhesive.  The  contact  lens 
was  placed  centrally  onto  Bowman’s  membrane 
with  light  pressure  applied  for  at  least  60 
seconds,  after  which  the  suction  bulb  was  re- 
moved.The  field  remained  dry  for  approxi- 
mately one  more  minute  and  was  then  irrigated 
again  with  Neosporin  drops  to  evaluate  the 
seal  and  clear  the  area  of  excess  adhesive. 
The  packs  and  speculum  were  then  removed. 

Results:  The  experimental  data  reveal  multi- 
ple toxic  reactions  to  the  lens-adhesive  combi- 
nation. Conjunctivitis  and  vascular  invasion  of 
the  cornea  were  noted  in  almost  every  eye  with 
a prosthesis  in  place  for  more  than  one  month. 
Moderate  conjunctivitis  often  occurred  in  the 
first  few  days  after  surgery.  Vascularization  of 
the  cornea  never  occurred  in  the  first  week  but 
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was  thereafter  extremely  variable  in  its  appear- 
ance, one  eye  showing  no  vascularization  after 
51  days. 

Other  complications  noted  were  stromal 
edema,  infection,  and  ulceration.  Marked  strom- 
al edema  was  noted  in  four  eyes  while  transient 
edema  was  seen  in  the  remainder  of  the  eyes. 
Infection  occurred  in  two  eyes  after  prolonged 
episodes  of  inflammation  treated  with  topical 
steroids.  Ulcerations  of  the  cornea  were  noted 
in  four  of  the  eight  eyes  from  which  lenses 
were  lost;  two  were  moderately  severe,  extend- 
ing half  the  distance  through  the  stroma,  while 
two  were  superficial  extending  only  through  the 
epithelium.  No  anterior  chamber  reactions  were 
noted  on  slit  lamp  examinations  of  the  eyes. 

Histological  observations  confirmed  what 
was  noticed  grossly.  All  the  eyes,  regardless  of 
the  type  of  adhesive  applied,  showed  central 
absence  of  epithelium  and  Bowman’s  mem- 
brane; moderate  to  large  numbers  of  mononu- 
clear cell  infiltrates  in  the  stroma  at  the  points 
of  lens  attachments:  and  fibrovascular  elements 
indicative  of  neovascularization.  A significant 
percent  of  the  mononuclear  infiltrate  was  com- 
posed of  plasma  cells,  the  hallmark  of  an  anti- 
genic reaction.  Two  of  the  ulcerated  eyes  also 
showed  increased  numbers  of  stromal  vessels 
containing  erythrocytes.  Despite  superficial  ul- 
ceration, however,  Descemet’s  membrane  and 
the  endothelium  were  essentially  normal. 

While  there  was  considerable  variability  in 
the  adhesive  qualities  of  the  four  cyanoacrylates 
tested,  several  observations  are  apparent.  Both 
the  n-isobutyl  and  n-decyl  derivatives  were  in- 
effective in  maintaining  a bond  between  lens 
and  cornea,  as  evidenced  by  detachment  of  the 


Fig  4.  Rabbit  6,  n-decyl  adhesive,  139th  postoperative 
day,  intralamellar  application.  While  there  has  been  a 
significant  resolution  of  the  reaction  seen  in  Fig  3, 
corneal  opacification  and  some  vascularity 
is  still  quite  evident. 


Fig  5.  Rabbit  7 , n-hexyl  adhesive,  28th  postoperative 
day,  intralamellar  application.  Histological  section  of 
eye  pictured  in  Fig  1.  Pictured  is  the  intense 
inflammatory  response  at  the  limbal  incision  site. 

The  cellular  infiltrate  is  composed  of  many  monocytes, 
scattered  plasmacytes  and  eosinophils,  and  a few 
foreign  body  giant  cells.  A large  vessel,  filled  with 
erythrocytes,  is  evident  in  the  center 
of  the  section.  X 260. 


Fig  6.  Rabbit  8,  n-decyl  adhesive,  28th  postoperative 
day,  intralamellar  application.  Histological  section  near 
the  center  of  the  cornea.  While  the  reaction  in  this 
area  is  milder  than  that  noted  at  the  limbus,  there  is 
discontinuity  of  the  normal  stromal  architecture, 
definite  hypercellularity,  and  degeneration  of  the  outer 
corneal  layers.  Significantly,  however,  the  integrity  of 
the  endothelium  appears  undisturbed.  X 260. 
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Fig  7.  Rabbit  C-OS,  n-octyl  adhesive,  seventh  post- 
operative day,  epikeratoprosthesis.  Note  central  area  is 
clear  with  mild  concentric  haze  of  adhesive  interface 
near  periphery  of  lens.  Conjunctiva  is  normal. 


Fig  8.  Rabbit  C-OS,  n-octyl  adhesive,  52nd  postoperative 
day,  epikeratoprosthesis.  Conjunetivitis  and  superficial 
corneal  edema,  which  were  not  present  in  Fig  7,  are 
easily  noted  in  this  figure.  Also  note  the  early  vascular 
ingrowth  into  the  cornea  at  7 o'clock. 


lenses  in  the  majority  of  cases.  The  n-octyl 
monomer  functioned  better,  maintaining  an 
adequate  adhesion  in  50%  of  the  eyes;  more- 
over, the  detachments  did  not  occur  for  some 
two  months  postoperatively.  Our  best  results 
were  obtained  with  the  n-hexyl  monomer,  all 
lenses  remaining  attached. 

One  tube  each  of  the  n-hexyl,  n-octyl,  and 
n-decyl  adhesives  was  resterilized  after  having 
been  used  once,  and  then  used  again  to  test 
the  adhesive’s  stability.  None  of  the  resterilized 
monomers  was  effective  in  maintaining  the  lens- 
cornea  bond,  and  all  lenses  were  lost  within 
two  weeks. 

3.  Anterior  Chamber  Injections:  Two  rabbits 
underwent  the  following  procedure:  After  ade- 
quate general  anesthesia  and  with  satisfactory 
fixation  of  the  globe,  the  anterior  chamber  was 
entered  with  a 26-gauge  needle;  0.05-0.10  cc 
of  aqueous  humor  was  aspirated  and  replaced 
with  an  equivalent  amount  of  adhesive  (n-hexyl 
and  n-decyl  were  used  in  this  procedure).  In 
the  contralateral  (control)  eye  the  chamber  was 
similarly  entered  with  a 26-gauge  needle,  but 
the  needle  was  removed  without  aspirating  any 
aqueous  or  injecting  any  glue. 

On  gross  observation,  early  and  late  changes 
were  obvious.  In  both  cases  the  eyes  which 
received  the  adhesive  became  opaque  in  only 
a few  hours.  Over  the  first  ten  postoperative 
days,  dense  vascular  ingrowth  proceeding  from 
the  sclerocorneal  junction  to  the  center  of  the 
cornea,  occurred  to  the  extent  that  the  cornea 
appeared  much  the  same  as  is  seen  in  kera- 
toconus.  It  is  evident  that  the  rapid  polymeriza- 
tion and  continued  presence  of  the  adhesive, 
which  shortly  after  injection  forms  a solid  mass. 


is  quite  toxic  to  the  structures  forming  the 
anterior  compartment  of  the  eye.  Both  adhe- 
sives produced  similar  results,  but  neither  of 
the  control  eyes  showed  gross  changes  indica- 
tive of  any  manipulation. 

Pathologic  specimens  only  served  to  cor- 
roborate our  gross  observations.  Microscopic 
examination  revealed  corneal  epithelial  edema, 
destruction  of  Bowman’s  membrane,  dense 
stromal  vascularity,  hypercellular  infiltrates  at 
the  limbus,  separation  of  Descemet’s  mem- 
brane from  the  stroma,  anterior  synechiae,  and 
edema  and  necrosis  of  iris  epithelium.  The 
nocuous  reaction  extended  even  into  the  vitre- 
ous, which  contained  diffuse  lymphocytic  and 
monocytic  infiltrates. 

4.  Subconjunctival  and  Muscle  Injection:  Ap- 
proximately 0 5 cc  of  n-hexyl  or  n-decyl  cyanoa- 
crylate adhesive  was  injected  under  the  con- 
junctiva and  into  the  superior  rectus  muscle 
of  the  left  eye  of  two  rabbits,  using  a grad- 
uated 1.0  cc  tuberculin  syringe  and  needle. 
The  needle  was  similarly  inserted  subconjunc- 
tivally  and  intramuscularly  in  the  right  eyes, 
but  no  glue  was  used.  Reaction  to  this  pro- 
cedure in  both  the  rabbits’  eyes  was  negligible, 
consisting  of  mild  inflammation  and  barely  dis- 
cernible conjunctival  neovascularization  which 
was  present,  but  gradually  diminishing,  two 
weeks  following  the  procedure. 

While  the  gross  appearance  of  the  conjunc- 
tiva and  muscles  did  not  indicate  an  especially 
intense  response  to  the  injected  adhesive,  mi- 
croscopic examination  revealed  definite  evi- 
dence of  chronic  inflammation.  Vascular  con- 
gestion, extravasation  of  erythrocytes,  sub- 
epithelial  edema,  and  leukocytic  infiltration — 
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including  a few  scattered  giant  cells — contri- 
buted to  the  picture  of  chronic  reaction. 

Discussion:  A comparison  of  our  results  with 
those  reported  in  the  literature  points  up  sev- 
eral areas  of  agreement  and  several  differences. 
First,  earlier  studies  were  not  conducted  on  the 
long-term  basis  we  employed.  Second,  the  only 
cyanoacrylate  adhesive  available  to  ophthalmo- 
logic investigators  prior  to  1968  was  methyl-2- 
cyanoacrylate.  Our  results,  in  many  cases,  also 
differed  from  earlier  reports,  although  often 
our  animals  seemed  just  to  require  a longer 
convalescence  to  achieve  healing  of  their 
wounds. 

Intracorneal  placement  of  surgical  adhesives 
was  reported  by  Straatsma  and  others,®  who 
used  three  types  of  adhesives  to  secure  a lamel- 
lar flap  to  its  original  position.  Two  of  the  com- 
pounds tested  were  cyanoacrylates,  methyl-2- 
cyanoacrylate  (Eastman  910)  and  methyl-alpha- 
cyanoacrylate  with  a poly-methacrylate  thick- 
ener and  an  inhibitor  (Borden’s  “AD/here”), 
and  each  elicited  generally  the  same  moderate- 
ly intense  inflammatory  reaction  postoperative- 
ly,  which  reaction  was  minimal  or  completely 
resolved  in  three  weeks.  Bloomfield  and  asso- 
ciates," testing  methyl-2-cyanoacrylate  for  clo- 
sure of  limbal  incisions  utilized  for  cataract 
surgery,  found  a normal  healing  process  in  the 
experimental  and  control  eyes,  but  greater 
wound  strength — tested  by  increasing  pressures 
of  air  injected  into  the  anterior  chamber — in 
the  eyes  treated  with  the  adhesive  than  in  those 
which  were  sutured.  Ellis  and  Levine"’  produced 
a small  vascularized  scar  in  one  eye  subjected 
to  similar  limbal  and  corneal  incisions  and  ap- 
plication of  methyl-2-cyanoacrylate,  but  the  re- 


Fig  9.  Rabbit  C-OS,  n-octyl  adhesive,  72nd  postoperative 
day,  epikeratoprosthesis.  After  a ten-day  course  of 
topical  steroid  application,  the  conjunctivitis  cleared 
and  vascular  ingrowth  receded  partially. 


Fig  10.  Rabbit  B-OD,  n-hexyl  adhesive,  41st  postop- 
erative day,  epikeratoprosthesis.  Note  ulceration  at 
3 o’clock.  Also  there  is  a moderate  mucoid  depo.sit  on 
the  periphery  of  the  lens.  The  adhesive  bond  is 
beginning  to  weaken  as  noted  by  the  snowy  white 
appearance  of  adhesive  below  the  lens. 


Fig  11.  Rabbit  D-OD,  n-decyl  adhesive,  39th  postop- 
erative day,  epikeratoprosthesis.  There  are  mucoid 
deposits  on  the  lens.  The  adhesive  bond  is  good  and 
without  evidence  of  degeneration.  There  is  vascular 
invasion  all  the  M'flv  to  the  center  of  the  cornea  from  5 
and  7 o'clock  on  the  limbus. 
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Fig  12.  Rabbit  A-OS,  n-octyl  adhesive,  75th  postoperative 
day,  epikeratoprosthesis.  Note  marked  mononuclear 
infiltration  in  the  area  of  ulceration  with  fibrovascular 
response  e.xtending  into  the  central  corneal  stroma. 

X 260. 

mainder  of  their  operated  eyes  showed  satis- 
factory healing. 

A recent  report  by  Webster  and  others^-*  eval- 
uated the  use  of  another  cyanoacrylate  deriva- 
tive, n-heptyl-2-cyanoacrylate,  in  the  closure  of 
two  corneal  perforations  in  two  patients.  Their 
results  were  quite  favorable,  the  collapsed  an- 
terior chamber  reforming  rapidly,  without  de- 
leterious side  effects,  in  both  cases.  Of  signifi- 
cance, however,  in  this  first  report  of  cyanoa- 
crylate adhesives  in  human  ocular  surgery,  is 
the  fact  that  none  of  the  glue  entered  the  an- 
terior chamber.  These  authors  cite  the  findings 
of  Refojo  (as  yet  unpublished)  who  apparently 
observed  no  severe  reaction  up  to  one  year  after 
placement  of  the  heptyl  derivative  in  the  an- 
terior chamber  of  rabbits. 

Many  of  the  reactions  noted  in  our  rabbits 
have  been  seen  by  investigators  using  earlier 
types  of  cyanoacrylate  monomers  (Eastman- 
910,  n-methyl-cyanoacrylate).  The  conjunctivitis 
was  usually  noted  in  the  first  week  and  may 
well  have  been  secondary  to  excess  adhesive 
extruding  from  the  edge  of  the  seal  and  caus- 
ing irritation  postoperatively.^’^^  Mild  stromal 
edema  and  transient  clouding  of  the  cornea 
were  also  seen  early  postoperatively.  Levine^® 
noted  that  mild  pressure  associated  with  appli- 
cation of  the  adhesive  to  the  cornea  was  often 
accompanied  by  such  transient  clouding.  The 
infections  noted  in  two  eyes  occurred  after  par- 
tial separation  of  the  lens  from  the  cornea. 
Fluid  then  leaked  under  the  lens,  with  ideal 
conditions  created  for  bacterial  culture  and  sub- 
sequent ulceration  and  lens  detachment.  The 
clinical  and  pathological  data,  however,  favor 
an  immune  inflammatory  response  rather  than 
a reaction  to  trauma  or  microbial  infection. 


Fig  13.  Rabbit  A-OD,  n-he.xyl  adhesive,  75th  postop- 
erative day,  epikeratoprosthesis.  Note  fibrovascular 
response  similar  to  that  seen  in  Fig  7.  Mononuclear 
infiltration  is  less  intense  in  the  area  of  lens 
detachment  and  ulceration.  X 260. 

There  were,  certainly,  a large  number  of  typical, 
nonspecific,  chronic  inflammatory  cells,  but  the 
presence  among  these  of  plasma  cells  supports 
our  impression  of  an  ocular  antigen-antibody 
reaction  to  the  epikeratoprostheses.  Hypersen- 
sitivity notwithstanding,  the  corneal  damage  we 
observed  differs  from  the  mild  reactions  re- 
ported by  others. 

Anterior  chamber  placement  of  adhesives  by 
Bloomfield  and  associates®  created  no  unto- 
ward effect,  compared  with  control  rabbit  eyes, 
even  after  24  hours,  and  the  mild  reaction 
occurring  at  the  limbal  site  of  entry  into  the 
chamber  cleared  completely  five  days  postop- 
eratively. Although  our  procedure  differed  some- 
what from  theirs  (iris  repositor  vs  injection 
placement)  this  difference  was  not  sufficient  to 
explain  the  extremely  deleterious  effects  the 
adhesives  exhibited  in  our  rabbits.  This  might 
be  attributable  to  greater  toxicity  of  the  n-hexyl 
and  n-decyl  derivatives,  or  to  the  larger  volume 
of  adhesive  deposited  in  the  anterior  chamber. 

In  several  reports  of  subconjunctival®’®'®  and 
in  one  report  of  oculomuscular®  use  of  methyl- 
2-cyanoacrylate,  only  minimal  reactions  were 
noted;  our  results  were  generally  in  accord  with 
those  observations. 

Conclusions:  The  importance  of  evaluating  the 
toxicity  and  effectiveness  of  adhesives  for  eye 
surgery  lies  in  their  practical  application,  event- 
uating in  the  substitution  of  the  adhesives  for 
sutures.  The  adhesives  afford  the  surgeon 
greater  ease  of  handling  in  that  they  require 
less  potentially  harmful  manipulation  of  ocular 
tissue.  Whether  this  positive  factor  is  negated 
by  the  greater  speed  of  tissue  placement  neces- 
sitated by  the  adhesives’  rapid  polymerization 
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Fig  14.  Rabbit  B-OD,  n-hexyl  adhesive,  75th  postop- 
erative day,  epikeratoprosthesis.  This  section  shows 
epithelium  absent  from  the  central  area  of  the 
cornea  with  cell  infiltration  and  neovascularization 
in  the  mid-stroma.  X 260. 


bears  consideration.  Of  greater  significance  are 
the  potentially  deleterious  postoperative  effects 
of  adhesives  as  compared  with  suturing.  If  the 
adhesives  are  used  properly,  they  could  be  a 
definite  boon  to  ocular  muscle  procedures.  The 
pioneer  report  by  Webster  and  others^^  demon- 
strates that  they  are  ready  for  use  in  human 
ocular  surgery,  but  in  view  of  our  findings  we 
would  urge  that  the  greatest  of  care  be  em- 
ployed in  corneal  procedures,  lest  the  adhesive 
gain  access  to  the  anterior  chamber. 

Considering  the  results  of  our  epikeratopros- 
theses,  we  must  conclude  that  the  cyanoacry- 
late monomers,  n-decyl,  n-octyl,  and  n-hexyl, 
produce  obvious  toxic  reactions  which  are  simi- 
lar to  those  of  earlier  types  of  adhesives.  It  is 
also  clear  that  there  is  considerable  variability 
in  their  adhesive  qualities.  Though  the  n-octyl 
monomers  seem  somewhat  less  toxic  than  the 
other  types,  the  n-hexyl  proved  to  be  the  best 
adhesive.  The  n-isobutyl  seems  to  cause  little 
reaction  when  applied  to  the  cornea  but  does 
not  have  adequate  adhesive  properties  to  eval- 
uate its  toxic  effects  over  a long  period  of  time. 
The  n-decyl  monomer  seems  both  toxic  and  a 
poor  adhesive.  Bearing  all  these  things  in  mind, 
we  feel  that  these  adhesives  are  of  questionable 
value  for  use  in  human  beings  at  present.  How- 
ever, if  severe  epithelial  dystrophies  are  enough 
to  cause  loss  of  vision,  then  the  epikeratopros- 
thesis using  n-hexyl  or  n-octyl  would  seem  worth 
a try  since  the  alternative  for  such  a patient 
would  be  corneal  transplantation  and  its  many 
complications. 
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There’s  a good  ehance  your  patient  needs 
more  than  a non-prescription  analgesic  for  pain  relief. 
Especially  after  self-medication  has  failed. 

Because  continuing,  increased  pain  and  discomfort 
may  in  part  be  a rcllection  of  anxiety, 

Equagesie  is  worthy  of  consideration.  In  a 

single,  non-narcotic  preparation,  it  helps  relieve  pain  . . . 

and  associated  anxiety  and  tension. 


Tablets 

Elquagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


IN  BRIEF 

Contraindications:  History  of  sensitivity  or  severe 
intolerance  to  aspirin,  meprobamate  or 
ethoheptazine  citrate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during 
pregnancy  or  lactation  has  not  been  established; 
therefore,  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician 
judges  its  use  essential  to  the  patient's  welfare. 
Precautions:  Keep  out  of  reach  of  children.  Not 
recommended  for  patients  12  years  old  or  less. 

Carefully  supervise  dose  and  amounts  prescribed, 
especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  in  susceptible 
persons— as  alcoholics,  ex-addicts,  severe 
psychoneurotics— has  resulted  in  dependence  or 
habituation.  Withdraw  gradually  after  prolonged 
excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients 
of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and 
coordination.  If  drowsiness,  ataxia  or  visual  disturbances 
(impairment  of  accommodation  and  visual  acuity) 
occur,  reduce  dose.  If  symptoms  persist,  patients 
should  not  operate  machinery  or  drive.  After 
meprobamate  overdose,  prompt  sleep,  reduction  of 
blood  pressure,  pulse  and  respiratory  rates  to  basal 
levels,  and  hyperventilation  are  reported.  Give 
cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria)  with  gastric  lavage  and  appropriate 
symptomatic  therapy  (CNS  stimulants  and  pressor 
amines  as  indicated).  Two  instances  of  accidental  or 
intentional  significant  overdosage  with  ethoheptazine 
and  aspirin  have  been  reported.  These  were 
accompanied  by  CNS  depression  (drowsiness  and 
iightheadedness)  but  resulted  in  uneventful  recovery. 

On  basis  of  pharmacologic  data,  CNS  stimulation  could 


be  anticipated,  with  nausea,  vomiting  and  salicylate 
intoxication  (requires  induced  vomiting  or  gastric  lavage, 
specific  parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  and  observation  for 
hypoprothrombinemic  hemorrhage  [usually  requires 
whole  blood  transfusions]). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may 
cause  nausea  with  or  without  vomiting  and  epigastric 
distress  in  a small  percentage  of  patients.  Dizziness  is 
rare  at  recommended  dosage.  Meprobamate  may 
cause  drowsiness,  ataxia  and  rarely  allergic  or 
idiosyncratic  reactions.  These  reactions,  sometimes 
severe,  can  develop  in  patients  receiving  only  1 to  4 
doses.  Such  patients  may  have  had  no  previous  contact 
with  meprobamate  and  may  or  may  not  have  an  allergic 
history.  Mild  reactions  are  characterized  by  urticarial 
or  erythematous  maculopapular  rash.  Acute 
nonthrombocytopenic  purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  If  allergic  reaction  occurs, 
discontinue  meprobamate;  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting 
spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomatitis 
and  proctitis  (1  case)  and  hyperthermia.  These  cases 
should  be  treated  symptomatically  including,  when 
indicated,  such  medication  as  epinephrine,  antihistamine 
and  possibly  hydrocortisone.  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  on  continuous 
use.  Rarely,  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported,  almost  always  in 
presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management 
of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg. 
ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 


Wyeth  Laboratories 


Philadelphia,  Pa. 


the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
and  easy-to-take  as  the  first! 

Optimal  neutralization— provided  by  the  combination  of  aluminum  and  mag- 
nesium hydroxides. 

Unfailing  good  taste— confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets. ■■ 

Concomitant  relief  of  G.  I.  gas  distress— provided  by  the  proven  antiflatulent 
action  of  simethicone. 2 

Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  two  teaspoonfuls 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

References:  1.  Danhof,  I.  E.:  Report  on  file.  2.  Hoon,  J.  R.:  Arch.  Surg.  93:467  (Sept.)  1966. 
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RADIOLOGICAL  CASE  of  the  MONTH 

Sponsored  by  the  Texas  Radiological  Society 


FRED  C.  HODGES,  MD;  ROBERT  N.  COOLEY,  MD 


THE  PATIENT,  A MALE  newborn,  was  mature 
and  the  product  of  a normal  delivery.  Immedi- 
ately after  birth  he  was  noted  to  have  tachy- 
pnea, cyanosis,  and  chest  retraction. 

On  physical  examination,  the  cardiac  impulse 
was  located  in  the  right  side  of  the  chest. 
Breath  sounds  were  diminished,  and  hyperres- 
onance was  present  over  the  left  hemithorax. 


No  rhonchi  or  rales  were  heard.  The  trachea 
was  shifted  to  the  right.  The  child  was  afebrile. 

The  tachypnea  and  cyanosis  became  more 
severe  during  the  first  few  days  of  life.  Chest 
roentgenograms  taken  soon  after  birth  and  on 
successive  days  showed  essentially  the  same 
findings  as  those  seen  in  Fig  la  and  lb.  A 
bronchogram  was  performed  on  the  sixth  day 
of  life  (Fig  Ic  and  Id). 


Fig  1 a,  h:  Frontal  and 
lateral  films  exposed 
on  the  fourth  day  of 
life. 

Fig  1 c,  d:  Broncho- 
grams  performed  on 
sixth  day. 
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This  case  is  an  example  of  congenital  lobar 
emphysema. 

The  chest  film  shown  in  Fig  la  and  lb  shows 
distention  of  the  left  upper  lobe  with  herniation 
across  the  midline;  the  left  lower  lobe  is  col- 
lapsed on  the  ipsilateral  side.  Lung  markings 
are  sparse  but  visible  in  the  distended  lobe. 
The  bronchogram  showed  that  the  left  upper 
lobe  bronchus  failed  to  fill.  The  histological 
section  (Fig  2)  shows  the  obstruction  to  be  due 
to  redundant  bronchial  mucosa  which  produced 
a check  valve  type  obstruction. 

Congenital  lobar  emphysema  is  a symptom 
complex  resulting  from  overdistention  of  one 
or  more  lobes  of  the  lung,  usually  the  left  upper 
or  right  middle  lobe.  Gross  and  Lewis^  treated 
the  first  case  successfully  with  lobectomy  in 
1945,  and  since  that  case  the  condition  has 
been  recognized  with  increasing  frequency.  It 
is  now  not  an  uncommon  cause  of  respiratory 
distress  in  early  infancy.  It  has  been  referred 
to  as  tension  emphysema  in  infants,-  localized 
hypertrophic  emphysema  in  infancy,^  infantile 
lobar  emphysema,'*  progressive  infantile  emphy- 
sema,^ congenital  localized  emphysema,®  and 
localized  pulmonary  hypertrophic  emphysema.'^ 

The  exact  etiology  is  obscure  in  many  in- 
stances. In  emphysema,  there  is  a defect  in  the 
lung’s  ability  to  deflate  normally.  Alterations  in 
the  elasticity  of  the  lung  can  produce  inade- 
quate deflation.  Other  mechanisms  are  partial 
obstruction  of  the  airway  by  external  compres- 
sion, intraluminal  masses,  or  structural  defects 
in  the  airway  producing  a check  valve  mech- 
anism. 

The  specific  mechanisms  precipitating  the 
symptom  complex  of  congenital  lobar  emphy- 
sema have  been  elucidated  in  many  instances. 
Binet  and  associates,®  in  reviewing  the  litera- 
ture, found  that  bronchial  cartilage  was  defi- 
cient in  32  of  68  cases.  Deficient  cartilage  can 
be  restricted  to  a single  lobe  or  involve  several 
lobes.  Other  instances  of  deficient  cartilage  in 
a single  lobe  have  been  reported  by  Nelson- 
and  Fischer  and  others.®  Intrinsic  bronchial  ob- 


struction also  may  be  caused  by  bronchial 
stenosis  or,  as  in  our  case,  by  redundant  bron- 
chial mucosa.  Occasionally,  inflammatory  ex- 
udate or  aspirated  mucus  in  the  bronchus  may 
act  as  a check  valve  mechanism.  This  has  been 
reported  by  Thomson  and  Forfar.*® 

Other  apparent,  but  less  frequently  reported, 
causes  of  congenital  lobar  emphysema  are 
those  related  to  extrinsic  bronchial  obstruction. 
This  may  be  secondary  to  an  enlarged  lymph 
node,  aberrant  artery,  or  patent  ductus  arteri- 
osus. Alterations  in  the  elasticity  of  the  lung, 
more  specifically  alveolar  fibrosis,  have  been 
incriminated  in  several  instances.** 

The  most  frequently  reported  mechanism  has 
been  cartilaginous  deficiency  in  the  bronchi.  It 
is  difficult  to  evaluate  other  than  severe  histo- 
logical degrees  of  cartilage  deficiency.  How- 
ever, this  may  be  the  single  most  frequent 
cause  of  congenital  lobar  emphysema. 

The  symptoms  of  lobar  emphysema  depend 
upon  the  degree  of  overinflation  of  the  affected 
lobe.  Wheezing,  cyanosis,  and  retractions  may 
be  present  at  birth  or  may  begin  as  late  as  the 
third  or  fourth  month  of  life.  They  may  vary 
from  mild  and  nonprogressive  to  rapidly  pro- 
gressive and  fatal.  Breath  sounds  may  be  de- 
creased over  the  affected  lobe  and  hyperreso- 
nance may  be  evident,  but  either  or  both  of 
these  signs  may  be  absent  in  the  newborn.  The 
mediastinal  structures  may  be  displaced  to  the 
contralateral  side  when  severe  overdistention  is 
present.  Rhonchi  and  rales  are  uncommon. 

The  history  of  respiratory  distress  in  infancy, 
in  the  absence  of  infection  with  unilateral  de- 
creased breath  sounds  and  hyperresonance, 
should  strongly  suggest  congenital  lobar  em- 
physema. A chest  film  should  be  obtained  to 
confirm  the  diagnosis. 

The  chest  film  will  show  the  radiolucent  lobe 
occasionally  herniated  across  the  mediastinum, 
and  often  compressing  the  lower  lobe  on  the 
ipsilateral  side.  At  times,  a lung  cyst  or  lung 
hypoplasia  on  the  opposite  side  will  enter  into 
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Fig  2. 


the  differential  diagnosis.  If  the  diagnosis  re- 
mains in  question  following  a chest  roentgeno- 
gram, bronchoscopy  and  bronchography  may  be 
of  definite  value.  These  studies  are  especially 
useful  for  the  older  infant  (whose  condition  is 
usually  less  precarious)  because  of  the  greater 
likelihood  of  aspiration  of  a foreign  body.  Bron- 
chography usually  reveals  a failure  of  filling  of 
the  affected  bronchus. 

The  diagnosis  should  be  established  without 
delay.  Once  the  diagnosis  is  suspected  from 
the  clinical  picture  and  chest  roentgenogram, 
consultation  with  an  experienced  thoracic  sur- 
geon should  be  sought.  Bronchoscopy  may  be 
considered  where  there  is  some  evidence  that 
aspirated  mucus  may  be  a factor.  Excision  of 
the  affected  lobe  is  often  indicated.  Korngold 
and  Baker, 12  however,  reported  two  cases  of 
infants  treated  by  needle  aspiration  of  the  em- 
physematous lobes.  In  many  cases,  this  has 
resulted  in  tension  pneumothorax  and  caused 
increased  respiratory  distress.  In  the  mildly 
symptomatic  infant  with  lobar  emphysema,  lo- 
bectomy should  be  deferred  since  some  patients 
may  recover  without  therapy. 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psycho- 
therapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social  ser- 
vice work  with  families,  family  therapy,  and  an  extensive  and  well  organized  activities  program,  including  occu- 
pational therapy,  art  therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The 
treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may 
be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School  Pro- 
gram is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704  -254-3201 


Precision-engineered,  functionally-built  equipment 

SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


NEW  CATALOG  NOW  AVAILABLE 

SURGICAL  MECHANICAL  RESEARCH,  INC 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 

Established  Over  40  Years  Factory  Direct  Sales 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  resuits 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 
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anorectal 

disorders” 


This  Rectopath  Model 

may  help  you  explain 
certain  anorectal  disorders 
to  some  of  your  patients. 

It  is  yours  on  request. 


See  next  page  for  details. 


“anorectal 

disorder” 


includes  a range  of  problems. 
For  symptomatic  relief 
in  some  of  these  disorders 
consider  a member  of 
the  Anusol  Family. . . 


One  suppository  morning 
and  evening  and  after 
each  bowel  movement. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUSOC 

soothing,  palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 

Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  (1.7.5%),  benzyl  benzoate 
(1.2%),  Peruvian  balsam  (1.8%),  zinc  oxide  (1 1.0%),  and  boric 
acid  (5.0%),  plus  the  following  inactive  ingredients;  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 

ANUSOL-HC^ 

prompt  reduction  of  inflammation  plus  the 
soothing  effects  of  regular  Anusol. 

Each  ANUSOL-EIC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula,  10  mg.  hydrocortisone  acetate. 

Precautions;  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 

ANUGESIC 

when  severe  pain  requires  prompt  relief, 
pramoxine  HCl  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains;  61  mg.  bismuth  sub- 
gallate, 47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate,  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients;  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil,  and  certified  coloring  in  a cacao  butter  base. 

Precautions;  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 

Also  available;  anusol®  ointment  and  anugesic®  ointment 


Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J. 


The  Rectopath  MotJel 
is  available  from  your 
Warner-Chilcott  repre- 
sentative or  upon  request 
from  Warner-Chilcott 
Labs.,  Morris  Plains, 
New  Jersey  07950. 


AN-IN-91-4C 


One  of  the  best  things  you  can  do 
for  the  cold  sufferer 


Ornade*  Spansule 

Trademark  H 

Each  capsule  contains  8 mg.  of  Teldrin'®  (brand  of  chlorpheniramine  maleate) ; 50  mg.  of 
phenylpropanolamine  hydrochloride;  2.5  mg.  of  Isopropamide,  as  the  iodide. 


brand  of 

sustained  release  capsules 


Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  PDR 
Contraindications:  Glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence  of  hypertension,  hyperthyroidism,  coronary  artery  disease; 
warn  vehicle  or  machine  operators  of  possible  drowsiness. 

Usage  In  Pregnancy:  Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only  when 
potential  benefits  have  been  weighed  against  possible  hazards. 

Note:  The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  1'^'  uptake; 
discontinue  'Ornade'  one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness;  excessive  dryness  of  nose,  throat  or  mouth;  nervousness;  insomnia. 
Other  known  possible  adverse  reactions  of  the  individual  ingredients : nausea,  vomiting,  diarrhea,  rash, 
dizziness,  fatigue,  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia,  headache,  incoordination, 
tremor,  difficulty  in  urination.  Thrombocytopenia,  leukopenia  and  convulsions  have  been  reported. 
Supplied:  Bottles  of  50  capsules. 

One  capsule  q12h  for  round-the-clock  relief 


SK 

£rF  Smith  Kline  & French  Laboratories 
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Clinicopathologic 


The  patient  is  an  18-year-old  Negro 
woman  whose  acute  neurologic  illness 
led  to  her  death  within  seven  months. 
The  differential  diagnosis  is  discussed, 
as  well  as  important  aspects  in  the  care 
of  respiratory  problems  of  neurologic 
patients. 

CASE  PRESENTATION:  Dr.  Wise:  The  patient 
was  an  IS-year-old  Negro  woman  who  had 
a neurologic  disorder  which  spanned  seven 
months  and  ended  with  her  death. 

Past  medical  history  included  only  an  epi- 
sode of  Bell’s  palsy  on  the  left  side,  from  which 
she  recovered  without  incident  in  two  weeks. 

Two  years  later,  retrobulbar  neuritis  and 
complete  blindness  of  the  left  eye  developed. 
There  were  no  other  localizing  neurologic  signs 
on  admission.  Lumbar  puncture  disclosed  49 
cells;  18  polymorphonuclear,  and  31  lymph- 
ocytes, The  spinal  fluid  protein  was  47  mg/ 
100  ml.  She  was  given  prednisone,  50  mg 
daily,  which  was  subsequently  changed  to  Dec- 
adron,  8 mg  daily.  On  the  fifth  hospital  day, 
weakness  developed  in  her  legs,  greater  in  the 
right  than  the  left,  with  areflexia  and  decreased 
sensation.  There  was  no  involvement  of  the 
urinary  bladder  at  this  time.  After  two  weeks, 
concomitant  with  the  return  of  some  vision  in 
her  left  eye,  the  strength  and  sensation  partially 
returned  in  her  legs,  and  at  the  time  of  dis- 
charge she  was  able  to  walk  unassisted  with 
mild  to  moderate  difficulty,  and  to  count  fingers 
at  5 feet  distance  with  her  left  eye.  She  sub- 
sequently regained  all  but  central  vision  of  her 
left  eye,  and  could  walk  unassisted  with  less 
difficulty.  At  the  time  of  that  admission,  results 
of  thyroid  studies  were  normal,  serum  potas- 
sium level  was  normal,  serology  was  nonreac- 
tive, and  lupus  erythematosus  preparations 
were  negative. 

Two  months  later  she  was  readmitted  be- 
cause leg  weakness  recurred  and  she  was  un- 


able to  walk.  Examination  disclosed  vertical 
nystagmus,  right  hemiplegia,  left  hemiparesis, 
decrease  in  the  joint  position  sense  in  the 
hands,  and  decreased  sensation  to  pinprick  in 
the  right  arm,  left  arm,  and  left  leg.  Urinary 
bladder  function  was  intact.  Initially,  lung  ven- 
tilation was  good,  but  within  three  days,  her 
strength  had  deteriorated  so  that  she  required 
tracheostomy  for  respiratory  assistance.  Within 
one  month,  concomitant  with  the  administration 
of  steroids,  she  had  regained  enough  strength 
to  breathe  unassisted,  but  remained  confined 
to  bed,  unable  to  initiate  any  except  minimal 
movements  of  her  arms  and  legs. 

Her  final  admission  was  six  months  after  her 
illness  began,  and  was  precipitated  by  sudden 
respiratory  weakness  and  difficulty  with  bron- 
chial secretions.  When  brought  to  the  emer- 
gency room  she  was  essentially  apneic,  with 
very  limited  respiratory  excursions.  She  re- 
sponded to  tracheal  intubation  and  respiratory 
assistance.  She  was  awake  and  aware  of  her 
surroundings.  There  were  extensive  flexion  con- 
tractures of  both  arms  and  the  Achilles  tendons. 
There  were  no  spontaneous  movements  except 
extraocular  movements  and  swallowing.  There 
was  horizontal  and  vertical  nystagmus,  accent- 
uated in  the  lateral  and  vertical  gazes,  respec- 
tively. The  left  pupil  reacted  only  concentrically, 
but  not  directly  to  light,  and  the  left  optic  disc 
was  atrophic.  The  cranial  nerves  appeared  to  be 
intact.  There  was  essentially  complete  paralysis 
of  her  right  arm,  right  leg,  and  left  leg,  with 
marked  hypotonia.  There  was  no  wasting  and 
there  were  no  fasciculations.  There  seemed  to 
be  impaired  sensation  to  pinprick  and  light 
touch  over  both  legs  and  the  left  arm.  At  10-  to 
30-minute  intervals,  she  had  focal  motor  seiz- 
ures involving  the  perioral  and  face  muscles 
with  deviation  of  the  head  to  the  left.  The  eyes 
were  not  involved,  and  she  was  not  unconscious 
during  these  seizures.  Sometimes  the  left  arm 
was  involved.  The  duration  was  usually  2 to  5 
minutes,  and  these  seizures  were  poorly  con- 
trolled throughout  her  hospitalization  with  Dil- 
antin, phenobarbital,  and  Valium.  After  72 
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hours,  the  endotracheal  tube  was  replaced  with 
a tracheostomy  tube  to  continue  the  assisted 
ventilation. 

During  this  admission,  as  in  the  previous 
admissions,  she  had  recurrent  episodes  char- 
acterized by  a fall  in  blood  pressure  with  a 
narrowing  of  the  pulse  pressure,  tachycardia, 
fever,  and  cool  skin  with  profuse  sweating 
which  came  without  warning  and  did  not  affect 
her  state  of  consciousness.  They  were  not  asso- 
ciated with  assisted  ventilation,  and  always  re- 
sponded to  rapid  administration  of  300-500  cc 
of  saline.  Blood  cultures  at  these  times  were 
repeatedly  negative.  Prednisone  was  continued 
and  tapered  within  a week  to  15  mg  daily,  intra- 
muscularly. She  seemed  to  be  regaining  some 
strength  in  her  respiratory  muscles,  and  the 
periods  of  unassisted  respiration  were  gradual- 
ly increased  to  15-30  minutes  per  hour  without 
hypoventilation  or  desaturation.  Her  condition 
was  considered  to  be  essentially  stable.  On  the 
28th  hospital  day,  at  midnight,  she  became  un- 
comfortable and  would  not  tolerate  breathing 
without  assistance.  There  was  a slight  fall  in 
her  blood  pressure.  Within  a few  minutes  she 
had  a sudden  cardiorespiratory  arrest  and  did 
not  respond  to  resuscitation. 

Discussion:  Dr.  Daly;  I would  like  to  discuss 
the  problem  of  semiology  and  classification — 
basically,  what  shall  we  call  the  disease — and 
make  some  comments  on  etiology  and  treat- 
ment. 

If  we  begin  with  the  episode  in  1966,  she 
had  nuclear  facial  weakness  and  disturbance 
in  taste,  apparently  without  disturbance  in  lacri- 
mation  or  salivation  and  no  evidence  of  hypera- 
cusis.  Presumably,  therefore,  the  lesion  lay 
within  the  midportion  of  the  facial  canal;  I think 
we  can  assume  that  this  was  no  more  than  inci- 
dental Bell’s  palsy  and  not  part  of  her  disease. 

Thus,  her  significant  neurological  disease 
began  with  retrobulbar  neuritis  in  September 
1968.  Retrobulbar  neuritis  may  be  an  isolated 
event  or  it  may  signal  the  onset  of  a demyelin- 
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ating  disease.  Attempts  to  differentiate  between 
the  alternatives  have  produced  varying  statis- 
tics. One  study  showed  that  in  patients  between 
the  ages  of  20  and  40  years  who  presented  with 
either  retrobulbar  or  optic  neuritis,  about  one 
half  subsequently  developed  a demyelinating 
disease.  However,  the  clue  in  this  case  is  pres- 
ent from  the  beginning  with  the  finding  of  an 
abnormal  number  of  cells  in  the  spinal  fluid. 
This  does  not  accompany  simple  optic  neuritis 
and  suggests  that  she  did  have  a central  ner- 
vous system  disease.  That  this  was  indeed  so 
became  apparent  when,  within  a few  days,  signs 
of  a spinal  cord  lesion  developed.  The  associa- 
tion of  transverse  myelitis  and  optic  or  retro- 
bulbar neuritis  has  earned  the  eponym  of 
Devic’s  disease  as  well  as  the  terms  ophthalmo- 
neuromyelitis  or  neuromyelitis  optica.  In  the 
past,  neurologists  have  debated  over  its  nature. 
Is  it  a demyelinating  disease,  and  thus  a part  of 
multiple  sclerosis,  or  is  it  a disease  apart? 
Some  have  argued  that  it  is  a disease  apart 
because  the  pathologist  finds  not  simply  demye- 
linization  but  also  destruction  of  axones  with 
an  inflammatory  response.  An  allied  disorder 
is  “necrotizing  myelitis,’’  in  which  the  patho- 
logic process  is  characterized  by  severe  necro- 
sis with  cellular  infiltration.  No  sharp  lines  of 
demarcation  separate  many  of  these  cases,  and 
the  various  entities  may  be  less  realities  than 
products  of  our  attempts  to  categorize.  I think 
these  remarks  will  assume  more  significance 
when  we  come  to  the  autopsy  findings. 

At  the  onset,  one  could  classify  this  girl’s 
illness  as  Devic’s  disease,  based  on  the  optic 
neuritis  and  involvement  of  the  spinal  cord. 
However,  within  two  months  circumstances  had 
changed.  She  had  returned  with  signs  of  lesions 
in  the  brain  stem.  Again,  she  recovered.  I think 
at  this  time  we  would  agree  that  she  now  has 
evidence  of  lesions  disseminated  both  in  space 
and  time  and,  therefore,  we  can  properly  call 
her  disease  “multiple  sclerosis.’’  She  again  im- 
proved and  once  more  relapsed  in  what  proved 
to  be  the  terminal  stages  of  her  illness,  with 
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signs  of  widespread  involvement  of  the  nervous 
system. 

Now,  the  illness  of  this  patient  had  a short 
and  fulminant  course,  which  is  not  common  in 
multiple  sclerosis  or  the  ambiguous  Devic’s 
disease.  Thus  we  must  ask,  “What  is  the  nature 
of  the  pathologic  process  in  patients  who  have 
a fulminating  and  progressive  course?”  Certain 
patients  with  multiple  sclerosis  do  have  rapid 
progression  of  this  disease  and  may  develop 
signs  of  diffuse  disease  in  the  nervous  system, 
including  the  cerebral  hemispheres.  In  this  pa- 
tient the  seizures  certainly  suggest  such  cere- 
bral involvement.  Some  neurologists  have 
termed  this  “acute  multiple  sclerosis,”  while 
others  prefer  “acute  disseminated  encephalo- 
myelitis” to  refer  to  patients  who  have  signs  of 
widespread  involvement  and  a fulminant  clinical 
evolution  often  proceeding  to  death.  Paren- 
thetically, I would  exclude  from  this  discussion 
those  patients  whose  disease  follows  a viral  in- 
fection or  the  administration  of  some  external 
agent  such  as  an  immunizing  substance.  In 
other  words,  I speak  only  of  sporadic  cases.  In 
summary,  I believe  this  patient  suffered  from 
acute  multiple  sclerosis. 

Let  us  now  consider  the  cause  of  multiple 
sclerosis.  Typically,  the  pathological  findings 
in  multiple  sclerosis  consist  of  destruction  of 
myelin  with  relative  preservation  of  axis  cylin- 
ders, glial  proliferation  as  part  of  the  reparative 
process,  and  a lack  of  any  inflammatory  re- 
sponse to  suggest  an  infective  origin.  Admit- 
tedly, the  brains  of  some  patients  dying  of  acute 
multiple  sclerosis  disclose  perivascular  cuffs  of 
lymphocytes  which  neuropathologists  usually 
attribute  to  the  acute  and  massive  destruction 
of  myelin.  Conversely,  viral  infections  of  the 
nervous  system  have  been  regarded  as  acute 
processes  with  a transient  inflammatory  phase 
followed  by  recovery  with  perhaps  some  glial 
proliferative  response  during  healing.  However, 
another  category  of  viruses  termed  “slow  virus” 
may  enter  the  nervous  system  and,  after  pro- 


longed incubation,  initiate  a process  character- 
ized by  demyelinization,  neuronal  destruction, 
or  both  in  the  absence  of  any  significant  inflam- 
matory response.  Such  was  the  case  with 
scrapie  in  sheep;  however,  for  some  time,  no 
proof  existed  that  comparable  diseases  occur 
in  man.  Recently,  Gajdusek  has  transmitted 
kuru  (a  disease  occurring  in  aborigines  of  New 
Guinea)  to  chimpanzees  who,  in  turn,  could  be 
used  to  infect  a second  generation  of  chim- 
panzees.^ The  disease  developed  after  an  ex- 
traordinarily long  incubation — up  to  two  years 
— and  was  clinically  and  pathologically  indis- 
tinguishable from  that  occurring  in  man.  More 
recently,  Gajdusek  has  reported  transmission 
to  chimpanzees  of  a “slow  virus”  obtained 
from  the  brain  of  a patient  with  Jakob-Creutz- 
feldt  disease.”  These  observations  have  made 
multiple  sclerosis  and  amyotrophic  lateral  scle- 
rosis intriguing  and  conceivable  candidates  for 
association  with  the  theory  of  “slow  virus”  in- 
fection. Finally,  the  recent  demonstration  of  the 
measles  virus  in  children  with  subacute  scle- 
rosing panencephalitis  forces  us  to  view  viral 
infections  of  the  nervous  system  in  a spectrum 
ranging  from  acute  encephalitis  with  intense 
inflammatory  response,  as  in  herpes  simplex 
encephalitis,  to  the  prolonged,  smoldering,  pro- 
gressive infection  of  kuru.® 

Closely  allied  to  the  “slow  virus”  theory  is 
the  concept  of  multiple  sclerosis  as  an  auto- 
immune disorder.  One  investigator  has  demon- 
strated in  the  serum  of  multiple  sclerosis  pa- 
tients a circulating  substance  which  inhibits  the 
formation  of  myelin  in  tissue  culture,  and  has 
suggested  that  infection  by  a virus  with  a struc- 
ture antigenically  similar  to  myelin  may  initiate 
the  entire  process  of  demyelinization. 

We  lack  a final  answer  but  the  outlines  of  a 
solution  are  emerging. 

A final  problem  is  that  of  treatment.  Various 
authors  have  advocated  either  steroids  or  ACTH 
and  this  patient  received  steroids.  Neverthe- 
less, their  efficacy  remains  moot.  The  reasons 
for  this  are  not  hard  to  find.  Multiple  sclerosis 
is  a capricious,  variable  disease  whose  symp- 
toms can  come  and  go  in  a kaleidoscopic  and 
unpredictable  way.  Thus,  one  can  never  be  sure 
whether  a patient’s  improvement  is  a part  of 
the  natural  history  of  the  disease  or  a response 
to  some  agent.  Various  studies,  both  individual 
and  collaborative,  have  yielded  inconstant  re- 
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suits.  A consensus  might  be  that  we  cannot  yet 
produce  a consistent  alteration  in  the  course  of 
the  disease,  but  that  in  seriously  ill  patients  a 
short  trial  of  steroids  or  ACTH  is  warranted.  We 
believed  from  the  beginning  that  this  patient 
was  gravely  ill,  and  this  was  our  justification  for 
using  steroids.  I think  that,  unfortunately,  they 
did  not  alter  the  course  of  her  disease. 

Dr.  Luhy:  There  are  several  studies  related 
to  the  epidemiology  and  possible  etiology  of 
multiple  sclerosis.  It  is  well  known  that  its  in- 
cidence is  highest  in  latitudes  distant  from  the 
equator.  Recently,  Israeli  immigrants  coming 
from  Europe  have  been  studied  and  the  inci- 
dence of  multiple  sclerosis  noted.'*  Natives  of 
Israel  have  a low  incidence  of  the  disease,  and 
Europeans  who  immigrate  to  Israel  before  the 
age  of  15  have  this  same  low  rate.  Immigrants 
coming  to  Israel  after  the  age  of  15,  however, 
have  an  incidence  of  multiple  sclerosis  which 
is  similar  to  that  in  their  country  of  origin. 
These  data  have  been  interpreted  to  indicate 
that  there  might  be  an  agent,  more  common  in 
the  northern  latitudes  of  Europe,  which  these 
children  encountered  before  the  age  of  15  and 
before  they  immigrated  to  Israel. 

The  Israeli  immigrant  study  is  reinforced  by 
a family  study  performed  by  Schapira  and  as- 
sociates.'^ They  found  a low  incidence  of  multi- 
ple sclerosis  in  monozygotic  twins,  tending  to 
rule  out  a genetic  basis  for  this  disease.  There 
was,  however,  a definite  tendency  toward  famil- 
ial aggregation.  Family  members  had  a rate  of 
multiple  sclerosis  approximately  20  times  that 
encountered  in  the  normal  population.  The  re- 
sults indicate  that  family  members  might  have 
had  a common  exposure  to  some  environmental 
agent;  the  authors  also  postulate  that  this  agent 
is  widely  prevalent  in  nature,  is  a common  in- 
fection in  late  childhood,  and  that  multiple  scle- 
rosis then  develops  after  a prolonged  incubation 
in  a few  susceptible  hosts. 

A model  pertinent  to  the  latter  hypothesis 
has  recently  been  elucidated.  Measles  virus,  or 
a closely  related  agent,  has  now  been  shown  to 
be  the  cause  of  subacute  sclerosing  panence- 
phalitis (Dawson’s  encephalitis).®  Presumably, 
measles  virus  lies  dormant  in  the  brain  of  chil- 
dren developing  subacute  sclerosing  panence- 
phalitis, and  after  a prolonged  incubation  fi- 
nally results  in  this  fatal  disease  of  late  child- 
hood. Measles  virus  has  now  been  grown  from 


the  brains  of  children  with  subacute  sclerosing 
panencephalitis.  Measles  antibody  titers  in  se- 
rum and  cerebrospinal  fluid  are  elevated.  Re- 
ports on  measles  antibody  titers  in  multiple 
sclerosis  have  been  conflicting,  but  several  have 
suggested  that  multiple  sclerosis  patients  tend 
to  have  higher  levels  than  normal  controls.  The 
difficulty  with  such  comparative  studies,  how- 
ever, lies  in  the  criteria  for  a “normal”  control 
population. 

In  any  event,  an  exciting  direction  in  multi- 
ple sclerosis  research  is  the  search  for  some 
agent,  widely  dispersed  in  temperate  latitudes, 
which  commonly  causes  and,  after  a prolonged 
incubation,  results  in  multiple  sclerosis  in  a few 
susceptible  hosts.  A respiratory  virus  or  one  of 
the  enteroviruses  might  be  possible  candidates 
for  the  agent. 

Dr.  Pierce:  I would  like  to  discuss  three 
points.  The  first  is  the  management  of  patients 
with  progressive  neurologic  deficits  as  seen  in 
this  patient  who  had  a demyelinating  disease. 
Now,  patients  in  this  category  most  often  have 
Guillain-Barre  syndrome,  but  in  the  past  our 
greatest  experience  came  from  polio  patients. 

We  see  so  many  more  patients  with  chronic 
obstructive  lung  disease  than  neurological  dis- 
ease that  we  tend  to  extrapolate  into  the  treat- 
ment of  neurological  disease  our  experience 
with  chronic  obstructive  lung  disease.  Because 
of  this,  we  give  an  inordinate  amount  of  clinical 
attention  to  the  patient’s  blood  gas  derange- 
ments. In  an  advancing  neurological  deficit,  the 
blood  gas  determination  is  of  little  value.  These 
patients,  because  of  their  deficit,  have  a pro- 
gressive inability  to  ventilate.  However,  in  real- 
ity, they  are  able  to  ventilate  until  late  in  their 
course,  and  continue  to  move  a sufficient  quan- 
tity of  air  in  their  alveoli  so  that  they  actually 
hyperventilate.  This  may  be  the  result  of  re- 
flexes we  don’t  understand.  As  shown  by  meas- 
urement of  blood  gases,  even  the  severely  ill 
neurological  patient  will  tend  to  have  respira- 
tory alkalosis.  Also,  if  atelectasis  and  pneumo- 
nia are  absent,  the  oxygen  tensions  may  be 
entirely  normal.  Thus,  the  blood  gas  values 
form  a poor  index  to  when  the  patient  should 
have  assisted  ventilation. 

A simple  bedside  test,  the  timed  vital  capa- 
city, is  of  considerably  more  benefit.  In  cases 
of  rapid  progression,  the  vital  capacity  may 
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need  to  be  checked  as  often  as  every  hour.  If 
the  patient’s  vital  capacity  is  normal  at  the  be- 
ginning of  his  illness,  then  one  usually  can 
safely  wait  until  the  vital  capacity  falls  to  a 
level  of  perhaps  50%  of  its  predicted  value. 
When  the  value  approaches  this  range,  how- 
ever, it  is  time  to  at  least  consider  using  an 
artificial  airway;  by  the  time  the  vital  capacity 
decreases  to  40%  of  predicted  value,  an  artifi- 
cial airway  should  be  utilized.  These  limits 
should  be  regarded  as  the  extremes. 

In  addition  to  watching  the  patient’s  total 
vital  capacity,  careful  attention  must  be  paid  to 
the  speed  with  which  he  can  move  air.  That  is, 
observe  the  patient’s  half-second  and  one-sec- 
ond forced  expiratory  volume.  If  the  forced  ex- 
piratory volume  is  in  the  same  percentage  as 
the  vital  capacity  and  the  patient  therefore  has 
a purely  restrictive  defect,  then  one  can  follow 
the  conservative  program  that  I have  outlined. 
On  the  other  hand,  if  forced  expiratory  volumes 
are  falling,  percentagewise,  out  of  proportion 
to  the  fall  in  the  vital  capacity,  then  a restric- 
tive defect  and  partial  airway  obstruction  are 
developing  at  the  same  time,  and  the  patient  is 
much  more  severely  ill.  One  of  two  mechanisms 
may  cause  this  partial  airway  obstruction.  One 
is  the  patient’s  inability  to  cough  up  the  mucus 
being  formed.  The  second  cause  is  asymmetri- 
cal paralysis.  If  only  one  side  of  the  patient’s 
respiratory  apparatus  has  become  paralyzed, 
particularly  the  diaphragm,  then  as  the  pa- 
tient’s one  good  diaphragm  moves  down,  the 
opposite  diaphragm  will  tend  to  move  up.  In 
other  words,  one  lung  will  be  inhaling  while  the 
opposite  lung  is  exhaling,  so  that  air  will  move 
from  the  paralyzed  side  to  the  nonparalyzed 
side.  During  expiration,  the  reverse  will  occur. 
This  deleterious  situation  is  referred  to  as 
“swinging  air,’’  because  it  means  that  the  pa- 
tient has  a considerable  volume  of  rebreathed 
gas  which  is  even  more  detrimental  than  ob- 
struction of  the  airways.  It  can  be  detected  in  a 
breathing  test  as  a slowing  of  airflow.  Either  of 
these  situations,  however,  calls  for  an  artificial 
airway  much  earlier  in  the  course  of  decreasing 
vital  capacity  than  I have  indicated. 

In  this  patient,  we  waited  too  late  to  use  con- 
trolled assisted  ventilation  continuously.  The 
patient  seemed  to  be  doing  well.  Her  blood  gas 
levels  were  essentially  normal  with  only  mild 


respiratory  alkalosis.  At  the  time  that  a trache- 
ostomy was  being  set  up,  the  patient’s  condition 
deteriorated  within  minutes.  This  is  the  classic 
course  for  the  patient  who  goes  too  long  without 
assisted  respiration.  As  fatigue  begins  and  the 
patient  is  no  longer  able  to  move  air,  then  COo 
retention  and  respiratory  acidosis  develop  rap- 
idly. Frequently  at  the  same  time,  the  patient 
becomes  hypotensive  and  superimposed  meta- 
bolic acidosis  develops.  Fortunately,  an  artifi- 
cial airway  was  quickly  provided  for  this  patient, 
and  ventilation  soon  stabilized  her  blood  gases 
and  her  clinical  status. 

The  second  thing  I would  like  to  mention  in 
regard  to  the  paralyzed  patient  is  that  chest 
wall  paralysis  may  result  in  chronic  hypoven- 
tilation. We  tend  to  associate  hypoventilation 
with  an  obstructed  airway,  but  a patient  with  a 
weak  chest  wall  may  also  hypoventilate.  As  the 
muscles  weaken,  the  patient  assumes  whatever 
breathing  pattern  requires  the  least  amount  of 
muscular  effort  and  the  least  energy  expendi- 
ture. Since  it  requires  greater  muscular  effort 
to  stretch  an  elastic  lung  over  a great  distance 
than  it  does  to  stretch  it  two  or  three  times  over 
a small  distance,  the  patient  adopts  a rapid, 
shallow  pattern  of  ventilation  which,  if  it  is  just 
deep  enough,  causes  respiratory  alkalosis.  But, 
with  the  loss  of  a few  milliliters  of  each  tidal 
volume,  chronic  respiratory  hypoventilation — 
chronic  acidosis — develops.  That  is  what  oc- 
curred in  this  lady  when  she  was  at  home. 

Finally,  I would  like  to  mention  one  thing  in 
regard  to  the  episodes  of  narrowing  pulse  pres- 
sure, tachycardia,  and  cool  skin  with  profuse 
sweating  that  came  without  warning  and  did  not 
affect  the  patient’s  state  of  consciousness. 
These  episodes  almost  surely  were  related  to 
her  underlying  demyelinating  disease  in  the 
sensitive  centers  of  the  brain  stem.  On  the  other 
hand,  such  episodes,  if  related  to  assisted  ven- 
tilation, should  alert  us  to  the  fact  that  they 
may  be  caused  by  the  assisted  ventilation.  Most 
patients  do  not  have  any  trouble  whatsoever  in 
terms  of  cardiac  output  following  intermittent 
positive  pressure  breathing  assistance.  How- 
ever, certain  groups  of  patients  are  likely  to 
have  a decrease  in  venous  return  and  hence  a 
decreased  cardiac  output  following  positive 
pressure  ventilation.  These  are  patients  who  are 
sedated,  hypovolemic  (especially  with  hemor- 
rhagic shock),  or  who  have  extensive  paralysis. 
Patients  with  extensive  paralysis  are  unable  to 
constrict  their  peripheral  circulation,  and  while 
on  assisted  ventilation  with  positive  intrapleural 
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pressures  they  may  have  some  difficulty  with 
a fall  in  cardiac  output  and  with  syndromes  not 
dissimilar  from  what  we  have  seen  here. 

Apparently,  this  patient’s  respiratory  care 
was  entirely  adequate  in  that  atelectasis  did 
not  develop,  nor  did  pneumonia  unless  perhaps 
as  a late  terminal  event,  and  her  oxygenation 
remained  good  throughout.  Adequate  care 
means  that  continuous  deep  tidal  volumes  and 
a slow  respiratory  rate  are  maintained,  and  that 
periodic  hyperinflation  is  instituted  to  prevent 
atelectasis.  These  measures  evidently  were  car- 
ried out  successfully. 

Pathological  Findings:  Dr.  D'Agostino:  At  the 
postmortem  examination  there  was  a large 
thromboembolism  occluding  the  pulmonary  ar- 
tery. There  was  a slight  degree  of  bronchopneu- 
monia in  the  right  lower  lobe,  and  also  a small 
recent  pulmonary  infarct.  The  principal  lesions, 
as  you  all  have  surmised,  were  in  the  central 
nervous  system,  particularly  in  the  spinal  cord. 
The  left  optic  nerve  was  a tan  color  and  micro- 
scopically showed  intense  astrocytic  gliosis. 

Inspecting  only  the  spinal  cord,  I believed 
initially  that  we  were  not  dealing  with  a primary 
demyelinating  disease  such  as  multiple  sclero- 
sis. The  lesions  in  the  spinal  cord,  particularly 
in  the  cervical  region,  were  much  more  exten- 
sive than  is  usually  seen  in  multiple  sclerosis. 
Cross  sections  revealed  multiple  areas  of  soft- 
ening and  what  I interpreted  as  severe  destruc- 
tion of  tissue. 

In  the  medulla,  however,  there  were  many 
discrete,  gray,  translucent  areas  which  were 
typical  of  the  demyelinated  foci  of  multiple  scle- 
rosis. There  were  discrete,  gray,  periventricular 
plaques  of  demyelination  in  the  cerebral  hemi- 
spheres, particularly  in  the  occipital  lobes. 

Microscopically,  myelin  preparations  of  the 
spinal  cord  revealed  a severe  loss  of  myelin  in- 
volving the  gray  matter  and  ascending  and  des- 
cending tracts.  Small  cystic  spaces  were  pres- 
ent at  various  spinal  cord  levels,  indicating  that 
in  addition  to  the  loss  of  myelin,  axons  were 
severely  involved  in  this  process.  In  other  areas 
in  which  the  lesions  were  less  devastating  and 
only  myelin  was  absent,  axons  and  neurons 
were  present  and  appeared  normal.  Myelin  pre- 
parations of  the  cerebral  hemispheres  revealed 
concentrically  arranged  foci  of  demyelination 
around  the  occipital  horns.  Hematoxylin  and 


eosin  stained  sections  showed  that  many  of  the 
lesions  contained  numerous  lymphocytes  and 
histiocytes  in  the  perivascular  and  subarach- 
noid space.  The  foci  of  perivascular  lympho- 
cytes were  most  prominent  in  those  areas  of  the 
spinal  cord  in  which  there  was  active  destruc- 
tion of  neural  tissue.  Many  investigators  believe 
that  it  is  these  lymphocytes  which  pass  out  of 
the  blood  vessel  and  react  with  the  myelin  in 
some  manner  to  cause  demyelination.  Many  of 
the  plaques  of  demyelination  showed  numerous 
lipid-filled  macrophages  in  the  center  and  astro- 
cytic gliosis  along  the  periphery. 

The  classification  of  such  a disease  process 
is  difficult.  I do  not  believe  that  we  can  dis- 
tinguish morphologically  between  postinfectious 
or  para  infectious  encephalomyelitis,  allergic 
encephalomyelitis,  acute  multiple  sclerosis,  and 
neuromyelitis  optica  (Devic’s  disease).  In  this 
case,  there  were  certainly  obvious  older  lesions 
of  multiple  sclerosis  located  periventricularly  in 
the  cerebral  hemispheres  and  upper  medulla. 
The  lesions  in  the  spinal  cord  were  much  more 
destructive  and  involved  several  contiguous  seg- 
ments. The  lesions  in  the  spinal  cord,  along 
with  those  in  the  optic  nerve,  are  compatible 
with  the  diagnosis  of  neuromyelitis  optica.  Cor- 
relating the  clinical  and  pathological  features 
of  this  disease,  I believe  the  most  correct  des- 
ignation is  acute  multiple  sclerosis. 
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ASSOCIATION  NEWS 


ADDED  ATTRAniDN,  INCREASED  FDCDS  DN  EMERTAINMENT 
SCHEDULED  FDR  M'S  1970  ANNUAL  SESSION  IN  DALLAS 


Entertainment  will  come  on  strong- 
er than  ever  before  at  the  Texas 
Medical  Association  Annual  Session 
April  30  to  May  3,  1970,  in  Dallas. 

Added  to  the  program  for  the  first 
time  in  several  years  will  be  a pack- 
age cocktail  party,  dinner,  and 
dance.  Yet,  the  1970  version  prom- 
ises to  be  different  from  any  pre- 
vious similar  affair.  Designed  for 
fun  only  and  most  probably  having 
an  over-all  theme  to  set  the  proper 
mood,  the  gala  event  will  get  under- 
way at  8 p.m.  on  Saturday,  May  2, 
at  the  Fairmont  Hotel.  Alumni  cock- 
tail parties  at  6 p.m.  will  precede  the 
evening's  activities.  Details  concern- 
ing the  dinner  dance  and  a decision 
on  the  theme  for  the  night  await  ap- 
proval pending  negotiations  with  the 
hotel. 

Also  in  the  entertainment  realm, 
class  reunions  are  scheduled  for 
Thursday  night;  and  fraternity  parties 
will  take  place  Friday  evening.  Sports 
events  should  continue  to  carry 
weight  in  Annual  Session  popularity 
polls — a golf  tournament  at  the 
Great  Southwest  Golf  Club,  a tennis 
tournament,  and  skeet  shooting  have 
already  been  planned. 

With  the  exception  of  the  bol- 
stered entertainment  features,  how- 
ever, only  two  changes  in  the  gen- 
eral format  for  the  103rd  Annual 
Session  were  approved  by  the  Coun- 
cil on  Annual  Session  at  its  meeting 
in  May,  1969.  The  changes  include 
(1)  rescheduling  of  Continental 
Breakfast  Round  Tables  on  Friday 
between  8:15  and  10  a.m.,  with  re- 
freshments served  from  8:15  to  8:45 
a.m.;  and  (2)  changing  Saturday 
Curbstone  Consultations  from  4:30 
to  6 p.m.  to  4 to  5:30  p.m. 

Participants  in  the  two  general 
meeting  luncheons  at  the  1970  An- 
nual Session  will  hear  Dr.  Gerald  D. 
Dorman,  President,  American  Medi- 
cal Association,  on  Saturday  and  a 
representative  connected  with  the 
space  program  on  Friday.  Approxi- 


mately two-thirds  of  the  out-of-state 
guest  speakers  expected  to  be  ob- 
tained have  been  secured  to  date. 
Among  guests  already  scheduled 
and  their  sponsoring  groups  are 
Dr.  Dorman,  New  York,  AMA;  Dr. 
William  D.  Davis,  Jr.,  head.  Depart- 
ment of  Internal  Medicine,  Ochsner 
Foundation  Hospital,  New  Orleans, 
TMA  Section  on  Digestive  Diseases; 
Dr.  James  L Dennis,  vice  president 
and  dean.  University  of  Oklahoma 
Medical  Center,  Oklahoma  City,  TMA 
Section  on  Pediatrics;  Dr.  Robert  J. 
Freeark,  associate  professor  of  sur- 
gery, Northwestern  University  Med- 
ical School,  Chicago,  TMA  Section 
on  Surgery;  and  Dr.  Stanley  E.  Git- 
low,  associate  clinical  professor  of 
medicine.  The  Mount  Sinai  School  of 
Medicine  of  the  City  University  of 
New  York,  Texas  Commission  on 
Alcoholism  and  TMA. 

Also  scheduled  to  speak  are  Dr. 
Alan  F.  Guttmacher,  president. 
Planned  Parenthood-World  Popula- 
tion, New  York,  TMA  Section  on  Ob- 
stetrics and  Gynecology;  Dr.  Jack  C. 
Hughston,  staff,  St.  Francis  Hospital, 
Columbus,  Ga.,  Texas  Orthopaedic 
Association  and  TMA;  Dr.  C.  Barrett 
Kennedy,  clinical  professor  of  der- 
matology, Louisiana  State  University 
School  of  Medicine,  New  Orleans, 
Texas  Dermatological  Society  and 
TMA;  Dr.  Francis  X.  Paletta,  profes- 
sor of  clinical  surgery,  St.  Louis  Uni- 
versity School  of  Medicine,  St.  Louis, 
Texas  Industrial  Medical  Association, 
Texas  Physical  Medicine  and  Reha- 
bilitation Society,  Texas  Traumatic 
Surgical  Society  and  TMA;  Dr.  An- 
thony Ruppersberg,  Jr.,  associate 
professor  of  obstetrics  and  gynecol- 
ogy, Ohio  State  University  College 
of  Medicine,  Columbus,  TMA  Com- 
mittee on  Maternal  Health;  and  Dr. 
James  L.  Sheehy,  Otologic  Medical 
Group,  Los  Angeles,  Texas  Otolaryn- 
gological  Association  and  TMA. 

Other  guest  speakers  include 
Dr.  Peter  V.  Siegel,  Federal  Air 
Surgeon,  Federal  Aviation  Adminis- 
tration, Washington,  D.  C.;  Dr.  Ga- 


briel F.  Tucker,  Jr.,  Department  of 
Laryngology  and  Broncho-Esophago- 
logy.  Temple  University  Hospital, 
Philadelphia,  Texas  Otolaryngological 
Association  and  TMA;  Dr.  Stephen 
M.  Ayres,  director.  Cardiopulmonary 
Laboratory,  St.  Vincent’s  Hospital 
and  Medical  Center  of  New  York, 
TMA  Section  on  Internal  Medicine; 
and  Dr.  William  G.  Reese,  professor 
of  psychiatry  and  head.  Department 
of  Psychiatry,  University  of  Arkansas 
School  of  Medicine,  Little  Rock, 
TMA  Section  on  Nervous  and  Mental 
Diseases. 

Feeling  that  topic  selection  is  the 
key  to  well-attended  sessions,  the 
Council  on  Annual  Session  is  making 
a concerted  effort  this  year  to  devote 
more  time  to  the  selection  of  topics 
for  general  meetings,  round  tables, 
and  consultations.  Moderators  and 
table  participants  are  being  selected, 
and  topics  have  already  been  chosen 
for  presentation  at  Curbstone  Con- 
sultations. Topics  to  be  presented 
at  these  sessions  on  Friday,  May  1, 
are:  Therapy  of  Peptic  Ulcer  Disease; 
Management  of  Cardiorespiratory  Ar- 
rest; Office  Psychiatry,  Including 
Psychotherapy,  Drug  Therapy;  Man- 
agement of  Neck  Pain;  Antibiotics — 
Their  Use  and  Misuse;  You  and  the 
Law;  Jogging — What  Should  Patients 
Be  Told?;  Evaluation  of  Joint  Pain 
(Shoulder,  Arm,  Knee);  Postopera- 
tive Complications;  and  Student  Un- 
rest. Scheduled  on  Saturday,  May  2, 
are:  Newer  Laboratory  Aids  to  Diag- 
nosis; Pain  Relief;  Learning  Prob- 
lems in  Children;  The  Indications  for 
Arteriography;  The  Place  of  Cervical 
Biopsy  Today;  Diagnostic  Approach 
and  Management  of  Edema;  How  to 
Handle  the  Smoking  Problem;  Thera- 
peutic Use  of  Oxygen;  Pharmacolog- 
ical Treatment  of  Acute  Psychiatric 
Emergencies;  and  Prevention  of  Pre- 
maturity. 

Scientific  sessions  and  exhibits 
will  be  held  at  the  Fairmont  Hotel. 
Delegates  will  make  their  headquar- 
ters at  the  Statler  Hilton  Hotel,  and 
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the  Woman's  Auxiliary  to  TMA  will 
conduct  its  sessions  at  the  Shera- 
ton-Dallas  Hotel.  The  Baker  and 
Adolphus  Hotels  will  provide  facili- 
ties for  any  overflow  housing. 


Keogh  Retirement  Plan 
Offers  Tax  Deductions 

In  order  to  claim  a 1969  tax  de- 
duction, physicians  whose  tax  year 
ends  Dec.  31  have  until  that  date 
to  enroll  in  and  contribute  to  a 
Keogh  Act  retirement  program. 

Many  Texas  physicians  are  inter- 
ested in  participating  but  have  not 
selected  a plan  or  the  investment 
media  within  a plan.  The  decision  to 
enroll  in  a program  can  be  more  im- 
portant than  the  decision  as  to  what 
investment  media  to  choose  within 
that  program.  In  the  TMA  program, 
with  the  exception  of  government 
bonds,  a change  from  one  invest- 
ment media  to  another  may  be  made 
at  any  time.  This  may  not  be  true 
of  other  Keogh  programs. 

Texas  Medical  Association  estab- 
lished its  Members  Retirement  Trust 
(TMA-MRT)  as  a service  for  those 
members  who  do  not  have  other  fa- 
cilities and  for  those  who  prefer  the 
terms  of  this  trust  to  the  terms  of 
other  programs  they  have  consid- 
ered. A physician  considering  estab- 
lishing a retirement  program  should 
seek  counsel  from  his  own  attorney, 
accountant,  and  investment  and  in- 
surance advisors. 

The  TMA  Members  Retirement 
Trust  is  a fully  trusteed  retirement 
program  qualified  under  the  Keogh 
Act  and  approved  by  the  Internal 
Revenue  Service  so  that  certain  tax 
advantages  accrue  to  contributions. 
Trustee  is  the  Mercantile  National 
Bank  of  Dallas. 

Any  TMA  member  is  eligible  if  he 
is  self-employed  in  the  practice  of 
medicine  and  is  a Texas  resident.  A 
nonmember  partner  may  also  join, 
providing  that  one  other  partner  who 
is  a member  joins. 

All  full-time  employees  who  have 
worked  for  a specified  period  (not 
to  exceed  three  years)  must  be  cov- 
ered. Part-time  and  seasonal  em- 
ployees need  not  be  covered. 

Under  the  TMA-MRT  program,  an 
eligible  physician  can  contribute  up 
to  10%  of  his  earned  net  income 
yearly,  not  to  exceed  $2,500.  This 
"basic”  contribution  is  deductible. 
If  employees  are  covered,  an  addi- 
tional 10%  (but  not  to  exceed 
$2,500)  may  be  contributed  each 
year.  This  “voluntary  contribution” 
is  not  tax  deductible. 


The  TMA  Members  Retirement 
Trust  is  flexible,  offering  the  physi- 
cian several  methods  of  investment: 
balanced  and  growth  mutual  funds, 
fixed  retirement  investments,  US 
Government  Retirement  Bonds,  com- 
mon trust  fund,  and  savings  ac- 
count. 

An  information  packet  containing 
prospectuses,  informational  bro- 
chures on  the  retirement  plan,  en- 
rollment forms,  and  other  needed 
materials  can  be  obtained  by  writing 
Texas  Medical  Association  Head- 
quarters Building,  1801  N.  Lamar 
Blvd.,  Austin  78701. 


Annual  Session  Papers 
Now  Available  on  Tape 

Some  scientific  papers  presented 
at  the  1969  Texas  Medical  Associa- 
tion Annual  Session  in  San  Antonio, 
May  1-4,  are  now  available  on  tape 
in  the  TMA  Memorial  Library. 

Presented  to  TMA  from  the  Audio- 
Digest  Foundation,  the  tapes  are  on 
seven-inch  reels  and  play  at  3% 
i.p.s.  A physician  may  check  out  a 
tape  by  writing  to  the  library  and 
specifying  one  or  more  of  the  fol- 
lowing: 

Digestive  Diseases:  patient  selection 
and  prediction  of  postgastrectomy 
problems.  Dr.  Kermit  B.  Knudsen; 
anemia  following  partial  gastrecto- 
my, Dr.  John  J.  Costanzi;  diarrhea 
and  steatorrhea  following  gastric 
surgery.  Dr.  W.  Crockett  Chears,  Jr.; 
postgastrectomy  recurrent  ulcera- 
tion, Dr.  Dolph  L.  Curb;  postgastrec- 
tomy osteomalacia.  Dr.  Richard  L. 
Eddy;  and  postgastrectomy  syn- 
dromes, Dr.  Everett  D.  Kiefer. 

Surgery:  duodenal  acidification  and 
peptic  ulcer.  Dr.  Edgar  J.  Poth;  autol- 
ogous blood  transfusion  in  tho- 
racic surgery.  Dr.  Leo  Cuello;  thyroid 
nodules.  Dr.  Ronald  C.  Jones;  less 
than  a colectomy  for  toxic  dilatation 
of  the  colon.  Dr.  William  D.  Barnett; 
familial  endocrine  adenomatosis.  Dr. 
Hylmar  E.  Karbach,  Jr.;  carcinoma 
of  the  male  breast.  Dr.  Thomas  B. 
Coopwood;  cerebrovascular  insuffi- 
ciency and  the  vascular  surgeon.  Dr. 
Grady  L.  Hallman,  Jr.;  mesenteric 
artery  occlusion.  Dr.  Fred  J.  Wolma, 
Jr.;  venous  thrombectomy — its  clin- 
ical application.  Dr.  Harry  E.  Preble; 
plasmacytoma  of  the  thyroid.  Dr. 
Richard  H.  Lynch;  historical  aspects 
of  aneurysmal  surgery.  Dr.  Charles 
H.  Fuller;  and  submucosal  resection 
of  internal  and  external  hemorrhoids. 
Dr.  H.  Gray  Carter. 


Otolaryngology:  refresher  course — 
surgery  of  internal  auditory  meatus. 
Dr.  Michel  Portmann;  subtotal  hori- 
zontal laryngectomy  for  supraglottic 
laryngeal  carcinoma.  Dr.  Max  L. 
Som;  current  concepts  in  tracheal 
reconstruction.  Dr.  Byron  J.  Bailey; 
electronystagmography — theoretical 
and  practical  aspects.  Dr.  Aram 
Glorig,  Jr.;  laryngopharyngectomy 
for  carcinoma  of  the  hypopharynx 
and  postcricoid  region  with  recon- 
structive procedure.  Dr.  Max  L 
Som;  management  of  midface  frac- 
tures, Dr.  William  0.  Akin;  depend- 
able surgery  of  protruding  ears  for 
the  otolaryngologist.  Dr.  William  K. 
Wright;  and  the  electrocochleagram 
in  clinical  practice.  Dr.  Michel  Port- 
mann. 

Ophthalmology:  management  of  con- 
genital cataract.  Dr.  Harold  G. 
Scheie;  the  ophthalmic  assistant  pro- 
grams, Larry  Zupan;  a simplified 
strabismus  examination  procedure. 
Dr.  Arthur  J.  Jampolsky;  manage- 
ment of  iris  and  ciliary  body  tumors. 
Dr.  Milton  Boniuk;  anesthesia  in 
ocular  muscle  surgery.  Dr.  Warren 
W.  Binion;  management  of  exodevia- 
tions, Dr.  Arthur  J.  Jampolsky;  diag- 
nosis, treatment,  and  rehabilitation 
— ^the  route  to  independence,  Burt 

L.  Risley;  and  glaucoma  and  ocular 
injury.  Dr.  Harold  G.  Scheie. 

Obstetrics  and  Gynecology:  endo- 
toxic  shock.  Dr.  Kermit  E.  Krantz; 
cervical  neoplasia — ^the  history  and 
impact  of  its  diagnostic  sequence. 
Dr.  Paul  C.  Weinberg;  panel — evalu- 
ation of  the  frigid  patient.  Dr.  Rob- 
ert B.  White,  moderator;  the  pill — 
to  bleed  or  not  to  bleed.  Dr.  Kermit 
E.  Krantz;  clomid — its  indications 
and  abuse.  Dr.  Joseph  W.  Goldzie- 
her;  automation  in  private  obstetri- 
cal practice.  Dr.  Lawrence  E.  Lund- 
gren;  examination  of  amniotic  fluid. 
Dr.  John  Bernard  Henry;  and  vita- 
min Bj  during  pregnancy.  Dr.  John 

M.  Ellis. 

General  Meetings:  sex  and  the  mass 
media,  Gerald  Sanctuary:  hereditary 
diseases.  Dr.  J.  Edwin  Seegmiller; 
clinical  pathologic  approach  to  thy- 
roid function  evaluation.  Dr,  John 
Bernard  Henry:  intensive  care  unit 
for  the  management  of  critically  ill 
patients.  Dr.  Reuben  M.  Cherniack; 
hormonal  therapies  of  breast  can- 
cer, Dr.  B.  J.  Kennedy:  cardiac  trans- 
plantation in  man — status  one  year 
later.  Dr.  Denton  A.  Cooley;  drug 
eruptions — a classification  with  ex- 
amples, Dr.  Rees  B.  Rees,  and  quo 
vadis  feminis  or  the  changing  pat- 
terns of  the  American  woman.  Dr. 
Kermit  E.  Krantz. 
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PARTICIPATE  IN  YOUR  MEETING 

Texas  Medical  Association 
1970  Annual  Session 
April  30-May  3,  Dallas 

PRESENT  A SCIENTIFIC  EXHIBIT 

Exhibits  are  an  important  part  of  the  scientific  pro- 
gram of  the  Texas  Medical  Association's  Annual 
Session.  There  is  no  charge  for  space.  Exhibits  will  be 
located  in  the  scientific  session  headquarters,  the 
Fairmont  Hotel. 

OR  DISPLAY  YOUR  ART 

TMA  members  or  wives  are  invited  to  display  oil  and 
water  color  paintings,  sketches,  sculpture  and  pho- 
tography. The  Physicians  and  Wives  Art  Exhibition 
will  be  located  in  the  Fairmont  Hotel. 

For  Additional  Information  and  Applications  Write: 

Exhibits 

Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


Senior  Consultants 

Perry  C.  Talkington,  M.D. 
Charles  L.  Bloss,  M.D. 

Psychlatrist-ln-Chlef 

Howard  M.  Burkett,  M.D. 

Medical  Director 

James  K.  Peden,  M.D. 

Associate  Psychiatrists 

Jerry  M.  Lewis,  M.D. 

Ward  G.  Dixon,  M.D. 


Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  Mae  Hanke,  M.D. 
Thomas  H.  Allison,  M.D. 
Maurice  S.  Green,  M.D. 
Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 
Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Joe  W.  King,  M.D. 

Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 
John  T.  Gossett,  Ph.D. 

Dale  R.  Turner,  Ph.D. 

Robert  W.  Hagebak,  Ph.D. 

Social  Work 

Sally  Stansfield,  M.S.W. 
Robert  O’Connor,  M.S.S.W. 
Kathleen  Wood,  M.S.W. 
Margie  W.  Buell,  M.S.S.W. 
Robert  P.  Stewart,  M.S.S.W, 


Occupational  Therapy 
Geraldine  Skinner,  B.S., 
O.T.R.,  Director 

Recreational  Ther»y 
Lois  Timmins,  Etf.D., 
Director 

Director  of  Nurses 

Mae  Belle  James,  R.N. 

Business  Manager 

Ralph  M.  Barnette,  B.B.A. 


Evergreen  1-7181 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

Narcotic  Cases  Not  Admitted 


LAWN 

PSYCHIATRIC  CENTER 

Dallas,  Texas  75223  P.  0.  Box  11288 


kelsey-seybold  clinic 

JA  6-2671 


6624  FANNIN  STREET 


INTERNAL  MEDICINE 

Bndoerint  and  Uatabolie 
Diaeaaea 

Mavis  P.  KeUey,  M.D., 
F.A.C.P 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D., 
F.R.C.P.(C) 

Pulmonary  Diaeasea 

H.  Irving  Schwerppe,  Jr., 
M.D.,  F.A.C.P. 

Stanton  P.  Fischer,  M.D., 
F.A.C.P. 

Gaatrointeatinal  Diaeaaea, 
Gaatroacopy 

John  R.  Kelsey,  M.D.. 
F.A.C.P. 

Philip  S.  Bentlif  M.D., 
F.A.C.P. 

Ralph  D.  Eichhom,  M.D 
F.A.C.P. 

F.  Scott  O’Neil,  M.D., 
F.A.C.P. 

James  W.  McBee,  M.D. 

Theodore  Hersh,  M.D. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Ffrain  Oarcia.  M.D 

Wayne  E.  Dear,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

Janies  W.  Kemper,  M.D. 
F.A.C.P. 

•Military  Service 


Hypertension  and  Peripheral 
Vascular  Diseaeea 
Gene  E.  Burke.  M.D. 

Cancer  Chemotherapy 
Carlos  F.  Taboada.  M.D. 
Nephrology 

Francis  X.  Schloeder,  M.D. 
Hematology 
Jerome  B.  Bart,  M.D. 
Infectious  Diseases 
Stuart  Riggs,  M.D. 


OCCUPA’nONAL  MEDICINE 

Paul  E.  Wright,  M.D., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D., 
F.A.C.Pr.M. 

Richard  M.  Fenno,  M.D., 
M.P.H..  F.A.C.P. 

Cannon  A.  Owen,  M.D., 
F.A.C.S. 

Edward  A.  Anderson,  M.D., 
F.A.C.Pr.M. 

William  E.  Froemming,  M.D. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett.  M.D. 

OBSTETRICS  & GYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 

William  A,  Johnson,  III, 

M.D. 


PSYCHIATRY 

Chester  G.  Cochran.  M.D. 
•Ricardo  Daichman,  M.D. 
William  H.  Boylston,  M.D. 

PEDIATRICS 
Rheumatology 
Earl  J.  Brewer,  Jr.,  H.D., 
F.A.A.P. 

Allergy 

Charles  W,  Ewing,  M.D., 
F.A.A.P. 

OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D., 
F.A.C.S. 

Joseph  S.  Weycer,  M.D. 

NEUROLOGY 

Robert  R.  Pierce,  M.D., 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

J.  David  Wright,  M.D. 

ORTHOPEDIC  SURGERY 
W.  Malcolm  Cranberry, 
M.D. 

Jesse  H.  Dickson,  M.D. 

OPHTHALMOLOGY 

Henry  E.  Wahlen,  M.D. 

RADIOLOGY 

David  M.  Rulfs,  M.D. 

John  D.  Brooks,  M.D. 

PATHOLOGY 

Robert  A.  Jordan.  M.D. 


HOUSTON,  TEXAS  77025 


DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 
Robert  de  von  Flindt,  Ph.D. 
Cheryl  McBride,  M.A. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox,  Ph.D. 
Carolyn  C.  Garcia,  M.S. 

CONSULTANTS 
Maxillo  Facial  Surgery 
Edward  C.  Hinds,  MJ)., 
D.D.S.,  F.A.C.S. 

Peyehiatry 
Albert  Owers,  M.D. 

Ophthalmology 
W.  Eugene  Alford,  M.D. 
Infectious  Diseases 

Fred  F.  Barrett,  M.D., 
F.A.A.P. 

SPECIAL  FACILI’nES 
Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
Vectorcardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 
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TMA  Members  Respond  Favorably  To  New 
Insurance;  Prompt  Enrollment  Encouraged 


Favorable  response  to  the  Texas 
Medical  Association’s  new  group  in- 
surance programs,  underwritten  by 
The  Prudential  Insurance  Company, 
is  indicated  by  an  increasing  num- 
ber of  enrollment  forms  received 
daily. 

Dr.  Joseph  T.  Painter  of  Houston, 
Chairman  of  the  Committee  on  As- 
sociation Insurance  Programs,  said 
that  a special  feature  of  the  new 
programs  is  the  opportunity  to  en- 
roll in  all  group  plans  by  submitting 
only  one  set  of  forms.  This  all-in-one 
enrollment  opportunity  is  a decided 
improvement  over  the  previous  As- 
sociation insurance  plans  which  re- 
quired a separate  health  history  for 
each  coverage. 

Although  the  charter  enrollment 
period  extends  to  Nov.  30,  members 
are  urged  to  apply  now  so  that  the 
required  minimum  participation  may 
be  reached  at  the  earliest  date  pos- 
sible. 

Members  insured  under  the  Dis- 
ability Program,  Group  Policy  P- 
12240,  through  Charles  0.  Finley 
Company  and  the  Lumbermens  Mu- 
tual Casualty  Company,  are  advised 
that  on  Nov.  1,  1969,  this  group 
policy  no  longer  exists.  Unless  an 
application  for  the  new  Texas  Medi- 
cal Association  plan  through  The 
Prudential  Insurance  Company  is 
dated  and  submitted  prior  to  Nov.  1, 
members  must  assume  any  risk  due 
to  lack  of  continuity  of  this  most 
important  coverage.  Dr.  Painter  em- 
phasized that  the  Association  will  do 
everything  possible  to  protect  the 
coverage  of  each  member  insured 
under  the  group  plan  to  be  termin- 
ated: however,  the  best  way  for  a 
member  to  assure  himself  of  con- 
tinuous protection  under  a spon- 
sored and  approved  Texas  Medical 
Association  plan  is  by  enrollment 
prior  to  Nov.  1.  At  the  same  time  he 
should  apply  for  any  other  cover- 
ages he  has,  or  that  he  may  want  to 
add. 


Members  insured  under  the  Fin- 
ley-Lumbermens  Accidental  Death 
and  Dismemberment  plan.  Group 
Policy  P-12287,  and  the  Major  Medi- 
cal plan.  Group  policy  P-12359, 
should  be  aware  that  these  groups 
terminate  on  Feb.  1,  1970,  and  April 
1,  1970,  respectively. 

The  Life  Insurance  plan  through 
the  Great  American  Reserve  Insur- 
ance Company  was  an  individual  con- 
tract between  Great  American  and 
the  insureds.  While  the  Texas  Medi- 
cal Association  has  withdrawn  its 
approval  of  this  plan,  the  continua- 
tion or  termination  of  policies  is  a 
matter  between  the  insured  and 
Great  American. 

All  members  should  examine  their 
new  colorful  Texas  Medical  Associa- 
tion-Prudential insurance  folder  care- 
fully. More  Association  members 
and  their  dependents  will  be  able  to 
participate  in  the  new  groups  with- 
out underwriting  requirements,  pro- 
viding the  minimum  participation  re- 
quirements for  each  group  are  met 
prior  to  Nov.  30.  Prudential  is  willing 
to  consider  the  applications  of  those 
members,  and  their  dependents, 
who  were  previously  rejected  under 
the  Finley-Lumbermens  plan.  They 
must  provide  complete  health  his- 
tory, including  the  reason  for  their 
rejection,  on  form  TMA-3,  which  is 
found  in  the  new  plan  folder.  Waiv- 
ers will  not  be  used  under  the  new 
plan  with  Prudential. 

Dr.  Painter  pointed  out  that,  after 
an  extensive  study,  the  Texas  Medi- 
cal Association  Council  on  Medical 
Service  and  Insurance  and  the  Com- 
mittee on  Association  Insurance  Pro- 
grams have  obtained  the  finest 
group  plans  available.  The  new  in- 
surance programs  were  adopted  by 
the  Texas  Medical  Association  House 
of  Delegates  at  a special  session  on 
Aug.  10  in  Austin.  Dr.  Painter  de- 
clared that  the  Association  has  the 
opportunity  to  build  a stronger 
group  and  make  broader  coverage 


available  to  many  more  members 
through  the  cooperation  of  The  Pru- 
dential Insurance  Company.  He  rec- 
ommends that  members  give  this 
matter  immediate  consideration  and 
apply  promptly. 


Paper  Work  Decrease 
Saves  Physicians’  Time 

Reduction  of  paper  work  in  the 
physician’s  office  through  elimina- 
tion of  Forms  81  and  83  in  the  Med- 
icaid Program  was  effected  in  August 
by  Blue  Cross  of  Texas,  the  state’s 
Medicaid  administrator. 

It  is  expected  that  processing  of 
claims  will  be  much  faster  under 
the  new  system.  Hospitals  can  send 
notices  of  admission  to  Blue  Cross 
the  same  day  a welfare  recipient  is 
admitted,  physicians  can  submit 
their  Request  for  Payments  forms 
on  the  same  day  that  services  are 
rendered  if  they  desire,  and  Blue 
Cross  will  be  able  to  process  pay- 
ments on  claims  more  rapidly. 

Instead  of  Forms  81  and  83,  the 
Texas  State  Department  of  Public 
Welfare  has  issued  revised  identifi- 
cation cards  to  recipients  of  Medi- 
caid in  the  Aid  to  Families  with  De- 
pendent Children  category  (AFDC). 
These  cards  show  a different  two- 
digit  suffix  for  each  member  of 
the  family.  The  prefix  "2”  on  the 
identification  card  stands  for  the 
AFDC  category.  The  six  digit  number 
that  follows  is  the  welfare  depart- 
ment case  number,  which  uniquely 
identifies  a particular  family.  The 
new  two-digit  suffix  further  identifies 
each  member  of  the  family.  Thus, 
a unique  nine-digit  number  is  used 
for  each  individual,  and  the  card 
shows  which  persons  have  Medicaid 
coverage  for  the  month  shown. 

Forms  81  and  83  were  still  used 
from  Aug.  1 to  Sept.  30  so  that 
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claims  for  all  services  rendered  prior 
to  August  could  be  processed.  Ho\w- 
ever,  Blue  Cross  will  not  be  able  to 
process  and  will  return  to  physicians 
any  claims  filed  now  which  do  not 
include  the  new  nine-digit  numbers. 

Various  Programs  Supply 
MDs  for  Armed  Forces 

Nearly  5,000  physicians  will  re- 
port for  duty  with  the  Armed  Forces 
in  1969,  reports  the  magazine  Se- 
lective Service.  Texas  has  provided 
nine  physicians  already  this  year 
through  the  draft. 

However,  only  246  of  the  5,000 
will  be  provided  through  Selective 
Service.  This  number  compares  with 
1,126  who  entered  service  through 
the  draft  in  1968  and  2,118  in  1967. 
The  Berry  Plan  continues  to  repre- 
sent the  primary  source  for  provid- 
ing physicians  to  the  Armed  Forces; 
and  Volunteer  Physicians  for  Viet 
Nam,  sponsored  by  the  American 
Medical  Association,  has  supplied 
well  over  600  physicians  to  serve  in 
South  Viet  Nam. 

Two  recent  actions  have  lessened 
the  pressure  upon  physicians  for 
induction  through  Selective  Service. 
One  was  the  decision  by  the  Depart- 
ment of  Defense  two  years  ago  to 
include  a proportionate  number  of 
osteopaths  in  its  Selective  Service 
requisitions.  The  second  develop- 
ment is  the  drafting  of  alien  phy- 
sicians between  26  and  35  years 
old,  primarily  those  in  the  United 
States  on  permanent  visas. 

Total  number  of  physicians  enter- 
ing the  Armed  Forces  so  far  this 
year  through  the  Berry  Plan,  includ- 
ing the  Osteopathic  Residency  De- 
ferment program  (ORD),  is  3,761 
(nearly  600  more  than  last  year). 
Both  plans  offer  the  same  options 
of  serving  immediately  after  intern- 
ship, one  year  after  internship,  or 
upon  completion  of  residency. 

The  American  Medical  Association 
has  been  requested  by  the  United 
States  Agency  for  International  De- 
velopment to  administer  its  Volun- 
teer Physicians  for  Viet  Nam  pro- 
gram for  another  two  years  and  will 
require  an  additional  400  volunteers 
between  now  and  June,  1971,  to 
carry  out  the  commitment.  The 
greatest  need  is  for  general  practi- 
tioners, internists,  pediatricians,  pre- 
ventive medicine  specialists,  general 
surgeons,  orthopedic  surgeons,  and 
ophthalmologists.  A limited  number 
of  volunteers  from  other  specialty 
groups  can  be  effectively  utilized. 

The  physicians  who  have  already 
participated  in  this  program  have 


been  awarded  a certificate  of  ap- 
preciation for  their  humanitarian 
service.  The  volunteers  who  have 
served  double  or  second  tours  are 
considered  Bac  Si  My  with  Oak  Leaf 
Cluster.  Dr.  Otto  H.  Heins  of  Ray- 
mondville,  Tex.,  is  one  of  five  phy- 
sicians who  have  returned  to  Viet 
Nam  to  serve  three  tours.  Former 
VPVN  Drs.  John  V.  Connolly  of  Ingle- 
side,  Tex.;  Joe  D.  Heath  of  Kermit, 
Tex.;  and  Charles  M.  Henner  of 
Santa  Anna,  Tex.,  have  returned  to 
Viet  Nam  as  long-term  employees 
supporting  the  USAID  medical  mis- 
sion or  as  medical  missionaries. 

Project  HOPE  Recruits 
For  Program  in  Laredo 

Project  HOPE’S  first  domestic  ef- 
fort, a health  assistant  training  pro- 
gram in  Laredo,  began  recruitment 
Sept.  10  of  men  and  women  at  least 
18  years  of  age. 

Planned  for  a three-to-five-year 
period  at  an  estimated  cost  of  $1.5 
million,  the  program  is  open  to  La- 
redo residents  interested  in  training 
for  careers  in  a new  health  category 
— that  of  health  assistants — and  will 
include  recruitment  from  the  under- 
employed in  the  Laredo  community. 
Applicants  will  be  trained  as  aide- 
level  personnel  and  will  be  qualified 
to  work  in  hospitals  and  public  and 
other  health  facilities.  The  project 
will  employ  teaching  techniques 
learned  abroad  to  enable  the  com- 
munity to  deliver  better  health  serv- 
ices. Recognized  experts  in  the  ap- 
propriate fields  being  taught  will 
make  up  the  HOPE  team  in  Laredo. 

In  addition  to  health  career 
training,  however,  basic  education 
courses  and  the  level  4 Education 
Program  will  provide  opportunity  for 
trainees  to  work  toward  obtaining 
high  school  equivalency  certificates. 
The  University  of  Texas  at  Austin 
is  cooperating  with  HOPE  to  estab- 
lish Mexican-American  cultural  stud- 
ies program  for  the  trainees.  Others 
participating  with  HOPE  in  the  over- 
all program  are  Laredo-Webb  Coun- 
ties Health  Department,  Mercy  Hos- 
pital of  Laredo,  Laredo  Junior  Col- 
lege, and  other  local  health  and  edu- 
cational institutions. 

The  first  training  program  will 
last  from  three  to  four  months.  From 
this  first  class  of  20  to  25,  Project 
HOPE  and  its  supporting  institutions 
will  have  completed  the  first  step  in 
establishing  a permanent  training 
program  that  will  provide  health  as- 
sistant personnel  to  the  entire  La- 
redo area.  Once  the  project  is  firm- 
ly established,  HOPE  will  gradually 


phase  out  of  the  operation  and  turn 
it  over  to  local  sponsorship. 

Supply  of  Rubella  Vaccine 
Available  on  Priority  Basis 

A very  small  amount  of  rubella 
vaccine  has  been  received  in  Texas 
and  will  be  distributed  only  to  target 
groups  with  top  priority,  according 
to  Dr.  M.  S.  Dickerson,  chief  of  the 
Communicable  Disease  Services, 
Texas  State  Department  of  Health. 

First  batches  of  the  vaccine  will 
go  to  children  between  the  ages  of 
five  and  ten  in  the  Head  Start  pro- 
gram. After  a meeting  with  the  state 
director  of  Head  Start,  representa- 
tives from  the  health  department 
rated  the  program  as  the  first  pri- 
ority group,  primarily  because  of  its 
work  in  low  income  areas. 

Scarcity  of  the  vaccine  has  forced 
the  health  department  to  place  such 
limitations  on  its  distribution.  When 
the  supply  is  more  plentiful.  Dr. 
Dickerson  says,  other  groups  of  five- 
to  ten-year-olds  will  be  vaccinated. 
As  quantity  increases,  vaccination 
of  other  age  groups  will  begin. 

Five-  to  ten-year-olds  were  select- 
ed to  receive  the  initial  supply  of  the 
vaccine  because  they  are  commonly 
the  major  souce  of  virus  dissemina- 
tion in  the  community.  Health  offi- 
cials especially  fear  the  possibility 
of  children  in  this  age  bracket  car- 
rying the  disease  home  to  their 
young  mothers.  Rubella  contracted 
by  young  adult  females  is  often 
more  serious  and  prolonged  than 
when  contracted  during  childhood 
and  not  infrequently  has  complica- 
tions such  as  arthritis,  arthralgia, 
and,  rarely,  encephalitis.  In  addition, 
when  rubella  is  present  during  preg- 
nancy, especially  during  the  first 
trimester  but  also  during  the  second, 
from  15  to  35%  of  the  infants  may 
be  born  with  what  is  now  known  as 
the  congenital  rubella  syndrome.  This 
includes  partial  or  total  loss  of  hear- 
ing or  vision,  major  heart  defects, 
mental  retardation,  or  combinations 
of  these  defects.  There  is  also  a 
significantly  increased  proportion  of 
miscarriages  and  stillbirths.  Thus, 
serious  transplacental  damage  is 
done  by  the  virus. 

Furthermore,  vaccinations  will  be 
administered  first  to  children  be- 
tween the  ages  of  five  and  ten  in 
view  of  the  lack  of  adverse  reaction 
to  the  live-virus  vaccine  in  previous 
testing  of  small  children.  Also,  about 
two-thirds  of  the  children  under  ten 
would  be  susceptible  to  rubella  since 
only  approximately  35%  of  five-  to 
nine-year-olds  have  acquired  natural 
immunity  to  the  disease. 


100 


TEXAS  MEDICINE 


"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike. 
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There  were 

525,000  minutes  last  year. 

A registered  Francis  nurse  was 
on  watch  every  single  one  of  them. 


That's  the  kind  of  attention  your  pa- 
tients receive  at  every  Francis  facility 
in  Texas.  We  have  registered  nurses  on 
duty  24  hours  a day,  all  of  them  experts 
in  the  famous  Francis  brand  of  "hospi- 
telity."  We're  fully  staffed,  fully 


equipped,  fully  qualified  for  all  pro- 
grams. You  can  be  sure  if  you  recom- 
mend a Francis  Convalescent  Center  or 
Francis  Hospitel,  conveniently  located 
all  over  Texas  in  the  cities  listed  be- 
low. 


FRANCIS^ 

HOSPiTELS 

INCORPORATED 


FRANCIS?^ 

I CONVALESCENT 
CENTERS 


FRANCIS  HOSPITELS— WACO:  Francis  Hospitel,  2501  Maple  Avenue,  Ph.  752-0311  FRANCIS  CONVALESCENT 
CENTERS— AUSTIN:  Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Cen- 
ter, 1000  6th  Avenue,  Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph. 
853-9981;  LONGVIEW:  Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor,  616 
West  Russell,  Ph.  732-5181  FRANCIS  MANAGEMENT — PORT  ARTHUR:  The  Golden  Triangle  Convalescent  Center, 
3900  Highway  365,  Ph.  727-1651. 


Home  office:  2303  W.  North  Loop,  Austin,  P^.  454-2725.  C.  B.  Francis,  President. 
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Medical  Writers  Organize 
Chapter,  Elect  Officers 

American  Medical  Writers  Asso- 
ciation, a national  professional  as- 
sociation of  individuals  throughout 
the  nation  engaged  in  medical  writ- 
ing, both  for  professional  journals 
and  the  lay  press,  now  has  an  of- 
ficial Texas  chapter. 

President  of  the  new  chapter  is 
Dr.  E.  Clinton  Texter,  Jr.,  director  of 
clinical  physiology  and  consultant  to 
the  editorial  and  publications  sec- 
tion of  Scott  and  White  Clinic, 
Temple.  Dr.  Louis  W.  Breck  of  the 
El  Paso  Orthopedic  Surgery  Group, 
El  Paso,  is  vice  president,  and  Mrs. 
Judy  Ingram,  medical  editor,  Scott 
and  White  Clinic,  is  secretary-trea- 
surer. Members  of  the  executive  com- 
mittee include  the  officers  and  Mrs. 
Marilyn  Baker,  managing  editor  of 
Texas  Medicine,  Austin,  and  Frank 
Chappell,  director  of  medical  infor- 
mation, The  University  of  Texas 
Southwestern  Medical  School  at 
Dallas. 

First  formal  meeting  of  the  or- 
ganization will  be  held  May  3,  1970, 
in  Dallas  in  conjunction  with  the  An- 
nual Session  of  Texas  Medical  As- 
sociation. A postgraduate  course  in 
medical  writing  is  tentatively  planned 
during  the  meeting. 


Hew  Accreditation  Plans 
Adopted  by  AMA  House 

New  essentials  for  accreditation 
in  the  two  allied  health  professions 
of  medical  assistants  and  nuclear 
medicine  technologists  were  adopted 
by  the  American  Medical  Association 
House  of  Delegates  during  the  July 
AMA  convention. 

For  medical  assistants,  the  ac- 
credited educational  program  re- 
quires two  academic  years  and  pro- 
vides a basic  understanding  of  the 
biological  sciences,  an  introduction 
to  clinical  procedures,  a coverage 
of  medical  ethics  and  law,  and  an 
intensive  indoctrination  in  how  to 
aid  the  physician  in  maintaining  an 
efficient  and  pleasant  office  for  the 
reception  and  treatment  of  his  pa- 
tients. 

Among  the  subjects  in  the  cur- 
riculum are  anatomy  and  physiology, 
medical  assistant  administrative  and 
clinical  procedures,  and  a teaching 
of  the  purpose  and  technique  of  lab- 
oratory procedures  usually  per- 
formed in  a physician's  office.  The 
House  also  recommended  that  ac- 
creditation for  medical  assistants  in- 
clude a review  and  rotation  sequence 


of  the  candidates’  practical  exper- 
ience by  serving  in  physicians'  of- 
fices or  in  accredited  hospitals  se- 
lected by  the  institutions  in  which 
the  assistants  are  enrolled. 

For  nuclear  medicine  technolo- 
gists, the  House  specified  that  the 
essentials  include  a 12-month  unin- 
terrupted program  covering  approxi- 
mately 300  didactic  hours.  Subjects 
should  include  anatomy,  physiology, 
pathology,  radiation  and  nuclear 
physics,  and  therapeutic  radionu- 
clides and  radiochemistry.  Although 
the  survey  teams  may  require  sev- 
eral months  before  accrediting  the 
schools,  applications  for  accredita- 
tion are  now  being  accepted. 

New  Members  Named 
To  Rehabilitation  Board 

A San  Antonio  orthopedic  sur- 
geon, Dr.  John  J.  Hinchey,  has  been 
named  by  Gov.  Preston  Smith  to  a 
new  six-member  Commission  for 
Rehabilitation. 

The  six  appointments  announced 
by  the  governor  form  the  new  policy- 
making board  for  Texas  vocational 
rehabilitation  programs,  which  have 
been  operated  in  the  past  as  a di- 
vision of  the  Texas  Education  Agen- 
cy. The  group  is  expected  to  as- 
semble for  called  meetings  to  estab- 
lish policies  for  the  state’s  voca- 
tional rehabilitation  programs. 

One  of  the  first  duties  of  the  new 
commission  will  be  the  appointment 
of  a director  of  rehabilitation.  Dr. 
David  Wade,  an  Austin  psychiatrist 
who  heads  Comprehensive  Health 
Planning  in  Texas,  has  been  acting 
as  interim  director  since  legislation 
was  passed  last  May  removing  re- 
habilitation programs  from  the  su- 
pervision of  TEA. 

The  changeover  will  be  almost 
entirely  administrative,  said  Claire 
Fairchild,  assistant  commissioner  for 
vocational  education,  and  should 
have  little  or  no  effect  on  the  street- 
level  operation  of  rehabilitation  pro- 
grams for  the  physically  handicap- 
ped, clients  with  “behavioral  prob- 
lems,’’ and  the  culturally  deprived. 
The  vocational  rehabilitation  pro- 
grams in  Texas  operated  last  year  on 
a budget  of  $20  million  and  have 
a proposed  budget  of  $27  million 
for  this  year. 

Besides  Dr.  Hinchey,  the  governor 
also  appointed  to  the  Commission 
John  Thomas  Dean  of  El  Paso;  Jack 
Burris  Dale,  Jr.,  of  Houston;  Dr. 
Cliffford  S.  Knape  (PhD)  of  Waco; 
Mrs.  Marjorie  Cone  Kastman  of  Lub- 
bock; and  John  David  Simpson,  Jr., 
of  Austin,  chairman. 


Speakers  Now  Available 
From  UT  at  San  Antonio 

Full-time  faculty  members  and 
administrative  heads  make  up  a 
newly  organized  speakers’  bureau  at 
The  University  of  Texas  Medical 
School  at  San  Antonio. 

The  speakers  are  available  to  ad- 
dress community  groups  on  the  de- 
velopment and  plans  of  the  medical 
school  and  on  a wide  variety  of  sub- 
jects in  all  areas  of  medicine. 

Subject  areas  which  the  speakers 
have  listed  as  possible  topics  include 
family  planning,  population  prob- 
lems, drug  abuse,  rehabilitation 
medicine,  pulmonary  disease,  cig- 
arette smoking,  air  pollution,  organ 
transplantations,  child  care,  careers 
in  the  health  sciences,  medical  edu- 
cation, psychiatry,  maternity  care, 
basic  research,  and  cardiovascular 
diseases. 

AMA  Names  Director 
For  Media  Reiations 

New  director  of  media  relations 
for  the  American  Medical  Associa- 
tion is  Kenneth  T.  Simendinger.  Di- 
rector of  AMA’s  Communications 
Division,  Charles  S.  Lauer,  made 
the  announcement. 

Simendinger  will  direct  the  de- 
partments of  press  relations,  radio- 
TV  and  motion  pictures,  magazine 
relations,  women’s  activities,  and 
youth  program. 

A graduate  of  LaSalle  College  and 
the  Columbia  University  Graduate 
School  of  Journalism,  he  has  been 
public  relations  director  for  the  past 
three  years  for  General  Dynamics 
Corporation  in  Washington,  D.C. 

Vocational  Nurses  Pass 
Exams,  Receive  Licenses 

The  Texas  State  Board  of  Voca- 
tional Nurse  Examiners  issued  li- 
censes to  658  vocational  nurse  can- 
didates who  passed  the  statewide 
examination  in  July.  Most  of  the  li- 
centiates were  graduates  of  the  126 
approved  vocational  nurse  programs 
active  in  Texas;  applicants  from 
other  states  who  were  granted  re- 
ciprocity licenses  numbered  108. 

Highest  ranking  candidate  on  the 
July  examination  was  Mrs.  Donna 
Randall  Kipp,  a graduate  of  the  Mc- 
Allen Independent  School  District 
School  of  Vocational  Nursing.  She 
made  a standard  score  of  729  on 
the  State  Board  Test  Pool  Examina- 
tion, whereas  350  was  the  minimum 
passing  standard  score. 
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Before  prescribing,  see  complete 
prescribing  information,  including 
symptoms  and  treatment  of  over- 
dosage, in  SK&F  literature  or 
PDR. 

Contraindications:  Patients  with 
glaucoma,  pyloric  obstruction, 
prostatic  hypertrophy,  bladder 
neck  obstruction,  obstructive  in- 
testinal lesions  and/or  ileus. 

Precautions:  Use  with  caution  in 
elderly  patients.  Discontinue  one 
week  prior  to  I'”  uptake  and  PBI 
tests,  as  the  iodine  in  isopropamide 
iodide  may  alter  results.  Iodine 
skin  rash  may  occur  in  rare  in- 
stances. Caution  patients  about 
activities  requiring  mental  alert- 
ness (driving,  hazardous  occupa- 
tions). Use  in  pregnancy,  lactation, 
and  in  women  of  childbearing  age 
only  when  necessary. 

Adverse  Reactions:  Dry  mouth, 
blurred  vision,  dilated  pupils, 
photophobia,  constipation,  urinary 
retention  and  tachycardia.  Seen 
less  frequently  are:  palpitation, 
nausea,  dysphagia,  fever  and  nasal 
congestion. 

Supplied : 5 mg.  tablets,  in  bottles 
of  50. 


Smith  Kline  & French 

Laboratories 

Philadelphia 
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Board  Gives  Go-ahead 
To  Construction  Plans 

The  University  of  Texas  System 
Board  of  Regents  has  approved  pre- 
liminary plans  for  a new  building  to 
house  the  UT  School  of  Public 
Health  at  Houston. 

The  board  also  gave  the  archi- 
tects, the  Houston  firm  of  MacKie 
and  Kamrath,  authorization  to  pro- 
ceed with  the  preparation  of  work- 
ing drawings  and  specifications.  At 
an  earlier  meeting  the  regents  ap- 
proved a project  cost  of  $10  mil- 
lion. 

Included  in  the  building,  to  be 
located  in  the  Texas  Medical  Center, 
will  be  teaching  laboratories,  faculty 
offices,  seminar  rooms,  administra- 
tive offices,  a departmental  library, 
lecture  rooms,  an  auditorium,  and 
computer  facilities. 

Highest  Average  Earns 
Commendations  for  Two 

Two  physicians,  candidates  for 
licenses  to  practice  medicine  in 
Texas,  tied  for  the  highest  grade 
average  at  the  June,  1969  examina- 
tions. 

The  Texas  State  Board  of  Medical 
Examiners  issued  certificates  of  com- 
mendation to  Drs.  Larry  Paul  Wasser 
and  David  Houston  Yawn,  both  1969 
graduates  of  Baylor  College  of  Medi- 
cine in  Houston.  Each  scored  95.2 
for  the  highest  general  average. 

Dr.  Wasser  of  Moline,  III.,  is  now 
located  in  Kankakee,  III.;  and  Dr. 
Yawn  of  Angleton,  Tex.,  is  practicing 
medicine  in  Pasadena,  Tex. 

Sixty  other  physicians  were  named 
to  the  honor  roll  for  scoring  90  or 
above  at  the  June  examinations. 

Stamp  May  Commemorats 
Pharmacopeia’s  150th  Yr. 

The  United  States  Pharmacopeia, 
founded  in  1820,  is  seeking  to  ob- 
tain the  issuance  of  a commemora- 
tive stamp  in  recognition  of  its  ses- 
quicentennial  year. 

USP  officials  feel  that  such  a 
stamp  would  not  only  commemorate 
the  founding  of  the  Pharmacopeia 
and  honor  the  medical  and  phar- 
macy professions,  but  it  would  also 
bring  to  public  attention  the  exist- 
ence of  the  voluntary  cooperative 
effort  between  medicine,  pharmacy, 
government,  and  industry  which  they 
believe  is  especially  important  to- 
day. 

Illustrating  this  rather  unusual 
model  of  cooperation,  the  USP  Com- 
mittee of  Revision  is  dependent 


upon  its  medical  specialists  for  se- 
lection of  the  drugs  to  be  recognized 
in  the  Pharmacopeia;  the  USP  then 
provides  pharmaceutical  standards 
for  those  drugs  in  an  effort  to  as- 
sure physicians  of  their  quality, 
strength,  and  purity;  and  USP  stand- 
ards are  enforced  by  the  federal 
Food  and  Drug  Administration. 

Foundation’s  Grant  Buys 
Valuable  Books  for  UTMB 

The  University  of  Texas  Medical 
Branch  at  Galveston  has  acquired 
the  Argosy  Collection  for  the  History 
of  Medicine  Division  of  the  Moody 
Medical  Library,  now  under  construc- 
tion. A $175,000  gift  from  the 
Moody  Foundation  enabled  the 
books  to  be  purchased. 

Dr.  Truman  G.  Blocker,  Jr.,  UTMB 
president,  said  the  collection,  cited 
as  one  of  the  most  outstanding  in 
America,  was  compiled  by  the  Argosy 
Bookstore  of  New  York,  which  chose 
portions  of  other  famous  collections 
to  amass  the  7,000  volumes  and 
more  than  3,000  portraits  and  pho- 
tographs of  the  leaders  of  medicine 
throughout  the  ages. 

The  primary  strength  of  the  col- 
lection is  its  coverage  of  18th  and 
19th  century  medical  literature  in 
English.  It  does,  however,  range 
from  early  1500’s  editions  to  recent 
out-of-print  significant  contributors. 
Some  material  in  French,  German, 
Latin,  Italian,  and  Spanish  is  in- 
cluded. 

UT  Southwestern  Selected 
As  Site  of  Arthritis  Clinic 

The  University  of  Texas  South- 
western Medical  School  at  Dallas 
has  been  approved  as  an  arthritis 
clinical  research  center  and  has  re- 
ceived a grant  of  $25,000  from  the 
Arthritis  Foundation. 

Under  the  direction  of  Dr.  Morris 
Ziff,  professor  of  internal  medi- 
cine, the  center  is  one  of  21  across 
the  nation  which  attempt  to  provide 
the  most  expert  treatment  possible 
for  men,  women,  and  children  suf- 
fering from  arthritis;  to  teach  phy- 
sicians, medical  students,  and  allied 
health  professionals  about  the  dis- 
ease and  how  best  to  treat  arthritis 
patients;  and  to  investigate  the  many 
facets  of  arthritis,  its  causes,  its 
progression,  and  ways  and  means 
for  improving  therapy. 

To  be  eligible  for  Foundation  sup- 
port, a center  must  include  on  its 
professional  staff  such  specialists  as 
a rheumatologist  or  internist,  pedia- 
trician, orthopedic  surgeon,  nurse, 
physical  therapist,  social  worker. 


biochemist,  immunologist,  patholo- 
gist, and  psychologist.  To  qualify 
for  Foundation  grants,  the  applicant 
institutions  must  meet  high  stand- 
ards for  the  quality  of  their  teach- 
ing and  research  programs. 

First-aid  Hints  in  Spanish 
Now  Available  from  AMA 

Two  potentially  life-saving  Spanish 
translations  of  the  American  Medi- 
cal Association’s  First-Aid  Manual 
and  wall  chart  entitled  "Prevent 
Poisoning”  have  been  developed  by 
the  AMA’s  Department  of  Health 
Education.  While  the  first-aid  pamph- 
let covers  many  emergency  situa- 
tions such  as  arrested  breathing, 
heavy  bleeding,  and  childbirth,  the 
poison  chart  concentrates  on  the  im- 
mediate measures  to  be  used  if 
someone  in  the  family  swallows  or 
inhales  a poisonous  substance,  re- 
ceives a venomous  bite,  or  other- 
wise comes  into  contact  with  a toxic 
substance. 

Single  copies  of  Manual  de  Prime- 
ros  Auxilios  cost  15  cents,  and  Evite 
Los  Envenenmientos  sells  at  ten 
cents  a copy.  Lower  prices  per  copy 
apply  to  orders  of  50  copies  or 
more.  Three  subjects  in  the  AMA’s 
Timely  Tips  Series  are  also  available 
in  Spanish.  "Ten  Ways  to  Reduce 
Your  Medical  Bill,”  "How  to  be  a 
Good  Patient,”  and  "Use  with  Cau- 
tion” come  in  packages  of  100 
copies  and  cost  20  cents  per  set, 
with  a rate  of  15  cents  per  set  ap- 
plied to  orders  of  more  than  five 
packages.  Write  to  AMA’s  Order  De- 
partment, 535  N.  Dearborn  St., 
Chicago  60610. 

UTSMS  is  First  to  Grant 
Clinical  Psychology  PhDs 

The  University  of  Texas  South- 
western Medical  School  at  Dallas 
has  graduated  its  first  two  students 
with  doctoral  degrees  in  clinical  psy- 
chology. 

UTSMS  reportedly  thus  became 
the  first  medical  school  in  the  na- 
tion to  grant  PhDs  in  clinical  psy- 
chology, said  Dr.  Maurice  Korman, 
professor  and  chairman  of  the  di- 
vision of  psychology  at  Southwest- 
ern. 

The  new  graduates  are  Dr.  Fran- 
ces Parks  Henry,  who  took  bache- 
lor’s and  master’s  degrees  from 
SMU  and  now  teaches  at  Southwest- 
ern University  at  Georgetown,  Tex., 
and  Dr.  Thomas  Lowry,  who  did  pre- 
liminary studies  at  the  University  of 
Oklahoma  and  now  teaches  at  Cam- 
eron College  in  Oklahoma. 
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"Bottoms  Up"  Launches 
For  Wichita  Palis  "Rear 


Editor’s  note:  Dr.  E.  Aubrey  Cox  of 
Wichita  Falls,  husband  of  an  artist 
and  father  of  four  children,  is  also 
a former  city  councilman  and  an 
outdoorsman  interested  in  hunting, 
fishing,  and  golf.  However,  his  pri- 
mary interest  really  seems  to  be  his 
professional  field  of  proctology.  He 
loves  to  talk  about  it,  especially  as 
master  of  ceremonies  or  after-dinner 
speaker.  And  now  he’s  even  written 
about  it — in  "a  humorous  and  in- 
formative book  about  proctology,” 
Bottoms  Up  with  a Rear  Admiral. 
Dr.  Cox  does  not  claim  to  be  a frus- 
trated writer  and  has  never  before 
written  anything  except  a few  scien- 
tific articles.  His  real  hobby,  he  in- 
sists, is  trying  to  make  people  laugh. 
He  says  he  has  a message  for  peo- 
ple who  have  problems  with  their 
rear-ends  and  a desire  to  give  people 
a good  time — he  manages  to  include 
both  in  his  first  book,  available  at 
$4.95  a copy  from  Moore  Publishing 
Company,  Durham,  N.C. 

E.  Aubrey  Cox 

BEING  A PROCTOLOGIST,  I am  not 
classified  by  the  Chamber  of  Com- 
merce in  the  professional  division. 
They  classify  me  as  a Retailer.  Ob- 
viously this  is  not  accurate  since 
nearly  everyone  has  a tail  section. 
I am  more  in  the  paint,  patch,  pow- 
der, and  retread  business.  More  ac- 
curately, I am  a rear-end  mechanic. 
When  I complained,  the  Chamber  of 
Commerce  asked  if  I had  rather  be 
a “Holesaler." 

When  acting  as  master  of  cere- 
monies or  after-dinner  speaker,  I 
have  found  that  many  things  may 
be  said  relating  to  proctology  which 
are  gleefully  accepted  without  hurt- 
ing any  feelings.  Modern  literary 
freedoms  have  given  escape  to  near- 
ly all  of  the  Victorian  repressions. 
Nearly  all  subjects  have  been  freed 
for  conversation  and  writing  except 
the  anus.  This  new  attitude  would 
surely  delight  Freud  but  is  of  little 
consolation  to  a proctologist.  Failure 
in  communication  has  made  the 


human  refueling  system  lose  its 
social  acceptability  by  the  time  it 
becomes  the  exhaust  and  sewage 
department. 

Many  patients  have  a morbid  fear 
of  exposing  the  anus  for  examina- 
tion. Why?  It  is  rather  nondescript, 
completely  asexual,  and  certainly  as 
attractive  as  an  armpit.  More  pa- 
tients have  a morbid  fear  of  any 
anorectal  surgery.  Their  very  real 
discomfort  is  multiplied  in  intensity 
by  the  playful  jibes  of  well-meaning 
friends  and  by  sadistic  literature  on 
the  subject. 

Every  physician  will  agree  that  a 
prescription  for  laughter,  properly 
taken,  is  very  good  medicine.  If  a 
book  could  be  written  about  people’s 
hindmost  parts  with  sufficient  humor 
to  be  interesting,  allay  some  fears, 
and  intersperse  some  good,  sound, 
basic  information,  the  effort  should 
be  worthwhile.  It  was  with  this 
framework  in  mind  that  Bottoms  Up 
with  a Rear  Admiral  was  written. 

Since  I was  in  the  Navy,  the  de- 
signation of  "Rear  Admiral”  ap- 
pealed to  me.  Of  course,  I wasn’t 
really  a Rear  Admiral  or  any  other 
kind  of  Admiral.  At  that  time,  I 
wasn’t  a proctologist  either.  Actually, 

I was  going  to  be  a gynecologist 
until  I entered  the  Navy  and  found 
no  one  had  any  of  what  I wanted 
to  treat.  It  was  then  that  I decided 
I was  going  to  learn  to  treat  some- 
thing everyone  had  at  least  one  of. 

Besides  relating  unusual  experi- 
ences and  a few  lies,  chapters  of 
Bottoms  Up  describe  the  most  fre- 
quent anorectal  problems  and  tell 
patients  what  to  expect  in  the  hos- 
pital and  generally  how  to  care  for 
themselves  when  they  go  home.  One 
of  the  most  important  chapters  is 
“The  Tale  of  the  Itching  Tail,”  which, 
besides  describing  ancient  Egyptian 
pruritus,  gives  insight  into  the  itch- 
ing backside.  The  most  common  rea- 
son for  failure  in  curing  pruritus  ani 
is  failure  to  sufficiently  impress  pa- 
tients with  the  necessity  and  means 
of  attaining  good  anal  hygiene.  The 


chapter  hopefully  will  somewhat  al- 
leviate this  problem.  Other  chapters, 
such  as  "Navel  Encounters,”  have 
very  little  to  do  with  proctology. 
These  were  thrown  in  for  light  read- 
ing and  to  break  the  monotony  of 
talking  only  about  the  anus. 

Anyone  who  aspires  to  write  for 
publication  is  advised  to  get  the 
recent  edition  of  Writer’s  Market 
and  read  how  to  prepare  a manu- 
script for  submission.  Also,  read 
carefully  the  part  about  how  diffi- 
cult a new  author  will  find  it  is  to 
get  a book  published.  You  will  be 
advised  that  getting  an  agent  is  the 
simplest  thing,  but  no  one  tells  you 
how  to  find  one  who  is  good  and 
honest.  After  several  revisions,  ad- 
ditions, and  deletions  and  being 
typed  three  times,  my  manuscript 
was  read  by  more  than  50  patients 
and  friends  and  was  sent  succes- 
sively to  two  of  the  largest  publish- 
ing companies.  I have  neat,  form 
rejection  slips  to  show  for  my  ef- 
forts. Big  companies  don’t  waste 
much  time  on  new  authors,  though 
I am  told  someone  will  at  least  scan 
your  work.  Writer’s  Market  will  ad- 
vise you  not  to  be  discouraged  if 
you  receive  12  to  15  rejection  slips 
before  you  hit  pay  dirt. 

In  Rx  Sports  and  Travel  magazine 
I read  an  editorial  about  Dr.  Gene 
Grace  of  Durham,  N.C.,  who  had 
started  the  Moore  Publishing  Com- 
pany. Dr.  Grace  is  an  ophthalmolo- 
gist and  works  about  as  far  away 
from  rear-ends  as  he  can  get.  I had 
decided  that  I really  needed  to  find 
a publisher  who  had  recently  had  a 
hemorrhoidectomy.  As  you  can  imag- 
ine, this  information  was  hard  to 
come  by:  and  I decided  second-best 
would  be  a publisher  who  was  also 
a physician. 

I bundled  up  the  manuscript  that 
I had  mothered  and  sent  it  to  Moore 
Publishing  Company.  "Mothered”  is 
an  almost  accurate  term  since  I con- 
ceived it,  carried  it,  and  finally  it 
was  born.  Now  I am  nursing  it  until 
hopefully  it  can  take  care  of  itself. 
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Gene  Grace  phoned  me  four  days 
later  and  said  he  would  like  to  pub- 
lish my  manuscript.  The  contract  he 
offered  me  was  fairly  standard  and 
included  a 10%  royalty  on  the 
book’s  retail  price,  which  is  estab- 
lished by  the  publisher. 

Visions  of  changes  and  additions, 
which  I had  resisted  because  of  an- 
ticipated editing,  were  lost.  The  pub- 
lisher said  only  a few  typographical 
and  grammatical  errors  needed  cor- 
rection. Of  course  I didn’t  argue. 
Consequently,  since  there  was  no 
editing,  galley  proofs  were  not  sent 
to  me  for  checking.  Five  thousand 
copies  were  printed  initially.  How- 
ever, the  printer  made  several  er- 
rors which  can  now  only  be  cor- 
rected when  another  edition  is  pub- 
lished. These  mistakes  I could  have 
prevented. 

Actual  publication  date  was  set 
as  September,  1969;  but  we  re- 
ceived books  in  Wichita  Falls  on 
July  7.  Boyd’s  Lovelace  Bookstore 
had  an  autographing  party,  and  200 
books  were  sold  that  day.  Before 
and  since,  more  than  800  copies 
have  been  sold  locally.  Another  825 
copies  were  sold  to  a company 
which  gave  one  to  each  member  of 
the  American  Proctologic  Society. 
Highlight  of  the  party  was  a 24  karat 
gold-plated  commode  (it  has  a crack 
in  the  bottom)  that  was  donated  by 
Dr.  Paul  Collins.  It  was  filled  with 
flowers  and  was  really  beautiful. 

Where  we  go  from  here  depends 
on  public  acceptance,  ability  of  the 
publisher  to  get  national  distribu- 
tion, and  perhaps  having  Johnny 
Carson  ask  me  to  be  on  his  show. 
If  you  are  going  to  write  a book, 
you  have  to  be  a dreamer  and,  per- 
haps, a little  nuts. 

If  you  have  always  wanted  to 
write  a book,  do  it.  The  experience 
is  interesting,  amusing,  confusing, 
and  enlightening.  You  will  enjoy 
mental  gymnastics  while  receiving  a 
real  education,  and  you  can  dream 
about  selling  a ton  of  books. 


An  autograph  party  celebrated  the  debut  of  Bottoms  Up  July  7 in 
Wichita  Falls.  Dr.  Cox,  left,  resting  on  the  commemorative  gold 
commode,  signs  one  of  the  200  books  sold  that  day.  Overseeing  activi- 
ties is  J.  C.  Boyd,  bookstore  owner. 
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When  disease  is  ruled  out 
and  psyehie  tension  is  implicated 

\hlllllll*  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  vwthdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  imder 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcitec 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


M.  D.  ANDERSON  CLINICAL  CONFERENCE 

“Leukemia — Lymphoma”  will  be  the  subject  of  the  14th  annual 
Clinical  Conference  sponsored  by  The  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Institute  at  Houston,  Nov.  6-7. 
The  two-day  conference,  which  will  be  held  at  the  Shamrock 
Hilton  Hotel,  will  be  co-sponsored  by  the  UT  Graduate  School 
of  Biomedical  Sciences,  Division  of  Continuing  Education.  Ma- 
jor sessions  will  encompass  basic  concepts,  therapeutic  and  im- 
munological developments,  contributions  in  radiotherapy,  and 
cytogenetic  and  histopathological  concepts. 

These  conferences  are  designed  to  give  the  physicians  of  Texas 
and  North  and  South  America  information  on  the  most  current 
diagnostic  and  therapeutic  procedures  for  investigation  and 
treatment  of  cancer  patients.  Jane  Brandenberger,  The  Univer- 
sity of  Texas  M.  D.  Anderson  Hospital  and  Tumor  Institute, 
Texas  Medical  Center,  Houston  77025,  is  information  contact. 

TEXAS  NURSING  HOME  ASSOCIATION 

The  19th  annual  convention  of  the  Texas  Nursing  Home  Associ- 
ation combines  with  the  annual  convention  of  the  American 
Nursing  Home  Association  on  Nov.  4-8  at  the  Shamrock  Hilton 
Hotel  in  Houston  to  make  this  the  largest  gathering  of  nursing 
home  delegates  in  the  United  States  in  1969.  The  expected  3,000 
to  4,000  delegates  will  attend  conference  sessions  on  extended 
care  facilities,  skilled  nursing  homes,  and  residential  and  inter- 
mediate facilities.  Education  w'orkshops,  committee  meetings, 
executive  board  meetings,  and  meetings  of  the  House  of  Dele- 
gates of  both  associations  will  also  take  place.  Officers  for  1969- 
70  will  be  elected.  An  executive  board  and  staff  party  aboard  the 
ship  “Sam  Houston,”  the  President’s  Reception,  a w'estern  party, 
and  a general  reception  and  Installation  Banquet  are  planned. 
Address  all  inquiries  to  Executive  Director,  Texas  Nursing  Home 
Association,  6225  US  Highway  290  E.,  Austin  78723. 
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CURRENT  MEETINGS  IN  TEXAS 

AMERICAN  ACADEMY  OF  ORTHOPAE- 
DIC SURGEONS  will  sponsor  a postgrad- 
uate course  on  Trauma  and  Disease  of 
the  Hand  Oct.  22-25  in  San  Antonio.  The 
course  for  orthopedic  surgeons,  general  sur- 
geons, plastic  surgeons,  and  residents  will 
be  held  at  the  Sheraton-San  Antonio  Motor 
Inn  in  cooperation  with  The  University  of 
Texas  Medical  School  at  San  Antonio.  Sub- 
jects covered  will  include  acute  hand  in- 
juries, tendon  transfer,  the  arthritic  wrist 
and  hand,  bums,  injuries  of  the  growing 
hand,  infections,  snake  bites,  cerebral  palsy, 
and  congenital  abnormalities.  A special 
evening  session  will  be  devoted  to  a consul- 
tation clinic  with  the  faculty  to  which  reg- 
istrants are  invited  to  bring  their  prob- 
lem cases  and  roentgenograms  for  consul- 
tation and  advice.  In-depth  panel  discussion 
periods  have  also  been  scheduled.  Tuition 
is  $150  for  physicians  and  $25  for  residents. 
Dr.  Charles  A.  Rockwood,  Jr.,  The  Univer- 
sity of  Texas  Medical  School,  7703  Floyd 
Curl  Dr.,  San  Antonio  78229,  is  course 
chairman. 


CONFERENCE  ON  DRUG  ABUSE 

Some  of  the  nation’s  foremost  speakers  on  the  drug  subject  will 
be  present  at  a Conference  on  Drug  Abuse  scheduled  on  Nov. 
21-22  in  San  Antonio.  In  an  attempt  to  begin  a concentrated 
educational  program  in  the  area  of  drug  abuse.  The  University 
of  Texas  Medical  School  at  San  Antonio,  in  conjunction  with 
the  Bexar  County  Medical  Society,  the  Bexar  County  Pharma- 
ceutical Association,  and  the  Committee  on  Dangerous  Drugs, 
is  sponsoring  the  one  and  a half  day  conference.  Purpose  of 
the  conference  is  to  acquaint  physicians  and  pharmacists  in 
Texas  with  the  drug  abuse  problem  and  to  outline  avenues  of 
approach  in  dealing  with  it.  To  be  considered  are  drugs  of  abuse, 
law  and  pharmacy,  causes  of  drug  abuse,  and  treatment  of  drug 
abuse.  Additional  infonnation  may  be  obtained  from  Donald  V. 
Williams,  202  W.  French  Place,  San  Antonio  78212,  assistant 
executive  director. 

FLYING  PHYSICIANS  ASSOCIATION 

The  fourth  symposium  on  modern  concepts  of  aviation  medicine 
will  be  co-sponsored  by  the  Flying  Physicians  Association,  Inc., 
Texas  Chapter,  and  the  Civil  Aviation  Medical  Association  Nov. 
2-5  at  the  NASA  Manned  Space  Center  in  Houston.  National 
FPA  president.  Dr.  Curtis  W.  Caine,  will  attend  the  meeting. 
Program  arrangements  will  be  made  by  Dr.  Charles  A.  Berry, 
chief,  medical  division  of  the  Manned  Spacecraft  Center,  and  by 
Dr.  Peter  V.  Siegel,  FAA  Federal  Air  Surgeon.  A tour  of  Baylor 
College  of  Medicine  and  of  The  University  of  Texas  M.  D.  An- 
derson Hospital  and  Tumor  Institute  are  planned.  Tentatively, 
one  of  the  astronauts  will  be  a guest  speaker.  Dr.  Guy  E.  Hen- 
ning, 101  Executive  Tenninal,  International  Terminal,  San  An- 
tonio 78216,  is  association  secretary-treasurer. 


AMERICAN  ACADEMY  OF  ORTHOPAE- 
Die  SURGEONS  announces  an  advanced 
practical  course  on  initial  emergency  care 
Oct.  23-25  at  St.  Paul  Hospital  in  Dallas. 
Sponsored  by  the  academy's  Committee  on 
Injuries,  the  course  will  cover  anatomy  and 
physiology,  surveying  the  injured*  life- 
threatening  emergencies,  care  and  compli- 
cations of  injuries,  environmental  hazards, 
medical  emergencies,  the  disturbed  and  un- 
ruly patient,  emergency  childbirth,  rescue 
and  extrication,  and  transportation  and 
communication.  The  advanced  training 
meeting  will  be  held  in  cooperation  with 
The  University  of  Texas  Southwestern 
Medical  School ; Dallas  County  Medical  So- 
ciety : Texas  Medical  Association ; Dallas 
Police,  Fire,  and  City  Health  Departments ; 
Dallas  Red  Cross  Chapter ; and  Dallas 
Trauma  Committee  of  the  American  Col- 
lege of  Surgeons.  The  three-day  course  is 
intended  for  ambulance  attendants,  nurses, 
policemen,  firemen,  safety  engineers,  vol- 
unteer rescue  squads,  and  others  responsi- 
ble for  dealing  with  those  ill  or  hurt  in 
accidents,  as  well  as  for  physicians.  Con- 
tact: Dr.  George  N.  Aldredge,  Jr.,  1224 
Medical  Arts  Bldg.,  Dallas  75201. 


AMERICAN  COLLEGE  OF  GASTROEN- 
TEROLOGY will  host  its  34th  annual  con- 
vention Oct.  20-22  and  a postgraduate 
course  in  gastroenterology  Oct.  23-25  at  the 
Rice  Hotel  in  Houston.  The  program  will 
include  speakers  on  a variety  of  subjects 
and  symposia  on  the  esophagus,  newer  ad- 
vances in  diagnosis  and  treatment  of  car- 
cinoma, diseases  of  the  liver,  and  the  mal- 
absorption syndrome.  Panel  discussions  and 
technical  and  scientific  exhibits  are  included 
in  the  plans.  An  annual  banquet  and  con- 
vocation and  special  arrangements  for  the 
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plan  to  attend  the  23rd  ama  clinical  convention 
denver,  Colorado- november  SO-december  3,1969 


A bustling  skyscraper-studded  cosmopolitan 
city,  Denver,  Colorado  is  western  in  character  and 
dotted  with  sophisticated  shops,  superb  restau- 
rants, and  theaters.  And,  just  minutes  away,  the 
great  Colorado  Rockies  — with  forests,  lakes  and 
tumbling  streams,  internationally  known  ski  areas, 
ghost  towns,  hunting  and  fishing. 

As  a general  practitioner  or  specialist,  you  will 
find  the  Denver  winter  medical  meeting  a highly  re- 
warding experience.  Scientific  Program  Sessions, 


Breakfast  Roundtable  Conferences,  Clinical  Work- 
shops, Panel  Discussions,  Television,  Medical  Mo-  ;; 
tion  Pictures,  and  hundreds  of  Scientific  and 
Industrial  Exhibits  to  show  you  the  latest  in  equip- 
ment, services,  and  drugs  are  some  of  the  means 
of  keeping  up-to-date  in  medicine. 

Be  sure  to  look  for  the  complete  scientific  pro- 
gram, plus  forms  for  advance  registration  and 
hotel  accommodations  in  the  October  20th  issue 
of  JAMA. 
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ladies  have  also  been  scheduled.  Daniel 
Weiss,  299  Broadway,  New  York  10007,  is 
executive  director. 

AMERICAN  HEART  ASSOCIATION'S 
Scientific  Sessions  for  1969  will  take  place 
Nov.  lS-16  at  Memorial  Auditorium  in  Dal- 
las. Papers  based  on  origrinal  investigations 
in  the  cardiovascular  or  related  fields  will 
be  presented  at  the  four-day  meeting.  A 
full  day  will  be  devoted  to  the  showing  of 
cardiovascular  films  concurrent  with  the 
scientific  sessions.  Scientific  and  industrial 
exhibits  will  be  displayed.  Further  infor- 
mation is  available  from  American  Heart 
Association,  Department  of  Medical  Educa- 
tion, 44  E.  23rd  St.,  New  York  10010. 

AMERICAN  ASSOCIATION  OF  BLOOD 
BANKS  will  convene  Nov.  16-20  in  Hous- 
ton for  its  22nd  annual  meeting,  the  first 
meeting  of  the  association  in  Texas  since 
its  organization  in  1947  at  Dallas.  More 
than  2,500  physicians,  technologists,  and 
administrators  are  expected  to  attend  the 
sessions  at  the  Shamrock  Hilton  Hotel.  The 
scientific  program  will  include  papers  on 
advances  in  the  use  of  platelets,  frozen 
blood,  the  discovery  of  new  blood  sub-types, 
use  of  adenine  in  blood  preservation,  and  a 
symposium  on  antigen-antibody  reactions. 
Administrative  section  papers  will  include 
reports  on  computerization  of  donor  rec- 
ords, advances  in  the  production  and  use  of 
blood  components,  transfusion  practices  to 
conserve  blood,  and  the  characteristics  of 
platelet  donors.  Contact : American  Asso- 
ciation of  Blood  Banks,  Suite  1322,  30  N. 
Michigan  Ave.,  Chicago  60602. 


CURRENT  REGIONAL  MEETINGS 

COLORADO  HEART  ASSOCIATION'S 
16th  Western  Cardiac  Conference  will  take 
place  Oct.  22-24  at  the  University  of  Colo- 
rado Medical  Center  in  Denver.  The  theme 
of  the  symposium  on  the  critically  ill  heart 
patient  will  be  ^‘Severe  Cardiac  Problems.*' 
Topics  include  controversies  in  cardiogenic 
shock,  mechanisms  in  sudden  death,  moni- 
toring systems  and  what  they  can  contrib- 
ute, new  cardiac  drugs,  traumatic  heart 
disease,  new  operations  for  previously  in- 
operable lesions,  transplantation  of  the 
heart,  surgical  treatment  of  massive  myo- 
cardial infarction,  and  mechanical  assist 
devices  for  failing  circulation.  A social  hour 
and  dinner  are  scheduled  on  Oct.  23.  Write : 
Colorado  Heart  Association,  1375  Delaware 
St.,  Denver  80204. 

OKLAHOMA  CITY  CLINICAL  SOCIETY 
has  scheduled  its  39th  annual  fall  confer- 
ence Oct,  27-29  at  the  Skirvin  Hotel  in 
Oklahoma  City.  A program  entitled 
**What*s  New  and  What's  Usable  of  What's 
New"  will  be  presented  by  the  faculty  of 
the  University  of  Oklahoma  School  of 
Medicine.  A symposium  on  "The  Critical 
First  Hour"  will  provide  practical,  clinical 
methods  in  first  hour  management  of  cere- 
bral accidents,  myocardial  infarcts,  new- 
born problems,  and  obstetric  and  surgical 
emergencies,  A presentation  of  emergency 
room  equipment  and  a discussion  of  emer- 
gency room  staff  requirements  will  be  in- 
cluded. Speakers  include  Drs.  Geo.  Thomas 
Shires  and  Harold  H.  Varon  of  Dallas  and 
Dr.  Arnold  J.  Rudolph  of  Houston.  Lunch- 
eon meetings,  an  oyster  and  "keg"  party, 
specialty  dinners,  and  an  annual  banquet 
and  musical  entertainment  are  planned  and 
are  covered  by  a $26  registration  fee.  Tne 
conference  is  acceptable  for  30  prescribed 
hours  of  credit  by  the  Americaa  Academy 
of  General  Practice.  Mrs.  Alma  O'Donnell, 
2809  NW  Expressway,  Oklahoma  City 
73112,  is  executive  secretary. 


CURRENT  NATIONAL  MEETINGS 

ACADEMY  OF  PSYCHOSOMATIC  MEDI- 
CINE will  hold  its  16th  annual  meeting 
Nov.  20-22  at  Mountain  Shadows  Inn  in 
Scottvsdale,  Ariz.  Theme  of  the  meeting  per- 
tains largely  to  the  practical  application 
of  psychiatry  and  psychosomatic  medicine 
in  general  and  specialty  practice.  A sym- 
posium on  clinical  investigation  of  psycho- 
pharmacology, including  the  ethics  involved 
with  scientific  exhibits  and  publications, 
will  take  place  on  the  opening  day  of  the 
meeting.  Registration  fee  is  $10  for  mem- 
bers and  $15  for  nonmembers  (to  be  count- 
ed against  membership  fee  for  1970).  A 
Presidential  Reception  Dinner  will  be  at 
the  expense  of  the  participants.  Dr.  Edwin 
Dunlop,  160  Emory  St.,  Attleboro,  Mass. 
02703,  is  executive  secretary. 

AMERICAN  COLLEGE  OF  CHEST  PHY- 
SICIAN'S first  Fall  Scientific  Assembly 
will  convene  Oct.  29-Nov.  2 at  the  Palmer 
House  Hotel  in  Chicago.  The  interface  be- 
tween pulmonary  disease  and  heart  disease 
will  be  the  central  theme  for  the  35th  an- 
nual meeting.  For  the  first  time,  regis- 
trants will  have  the  option  of  participating 
in  one  of  several  simultaneous  scientific 
sessions  in  academic  centers  in  Chicago. 
Four  of  these  sessions  will  be  held  in  teach- 
ing hospitals  ; and  the  fifth  workshop,  pre- 
sented by  Drs.  Lawrence  L.  Weed  and  John 
H.  Kennedy,  will  be  held  in  the  Palmer 
House  as  a planned  clinical  seminar  that 
will  permit  physicians  interested  in  a pa- 
tient-oriented teaching  technique  to  parti- 
cipate firsthand  in  an  actual  session  in 
small  groups.  Registration  for  this  work- 
shop will  be  limited  to  60  registrants.  No 
registration  fee  is  required  for  members 
of  the  academy.  The  fee  for  nonmembers 
is  $46.  All  speakers,  medical  students,  in- 
terns, residents,  fellows,  and  members  of 
the  armed  services  may  attend  without 
registration  fee.  Murray  Komfeld,  112  E. 
Chestnut  St.,  Chicago  60611,  is  executive 
director. 

AMERICAN  COLLEGE  OF  CHEST  PHY- 
SICIANS,  SOUTHERN  CHAPTER,  will 
host  its  annual  Scientific  Session  on  Nov. 
10  at  the  Regency  Hyatt  House  in  Atlanta, 
Ga.  An  interdisciplinary  faculty  will  pro- 
vide basic  information  on  the  principles  of 
circulation  and  respiration  and  the  appli- 
cation of  this  information  to  patient  care. 
The  program  will  include  discussion  on  the 
role  of  surgery  in  the  management  of  coro- 
nary artery  disease ; cancer  chemotherapy 
in  advanced  bronchogenic  carcinoma ; dif- 
fuse lung  lesions : clinical  x-ray  and  patho- 
logical features ; staged  transplantation  of 
the  human  heart,  including  temporary  use 
of  an  orthotopic  cardiac  prosthesis ; the 
needle  approach  in  the  diagnosis  of  pul- 
monary disease ; and  septic  pulmonary  em- 
bolism. Bradford  W.  Claxton,  112  E.  Chest- 
nut St.,  Chicago  60611,  is  staff  coordinator 
for  education. 

AMERICAN  MEDICAL  ASSOCIATION 
announces  its  23rd  Clinical  Convention, 
Nov.  30-Dec.  3,  in  Denver.  Scientific  ses- 
sions are  planned  mornings  and  afternoons, 
covering  the  latest  developments  in  a va- 
riety of  areas  including  heart  disease,  can- 
cer, and  pulmonary  problems.  Luncheon 
roundtable  sessions  will  discuss  the  bat- 
tered child,  problems  related  to  suicide,  and 
human  sexuality.  About  25  medical  motion 
pictures  will  be  shown,  including  several 
premiere  showings.  AMA’s  House  of  Dele- 
gates will  meet  in  the  Denver  Hilton  Hotel, 
and  other  sessions  of  the  convention  will 
be  held  in  Denver’s  Convention  Center 
Complex.  Some  3,000  physicians  are  ex- 
pected to  attend  the  four-day  meeting. 
Additional  information  is  available  from 


American  Medical  Association,  636  N. 
Dearborn  St.,  Chicago  60610. 

AMERICAN  MEDICAL  ASSOCIATION 
will  sponsor  its  11th  National  Conference 
on  the  Medical  Aspects  of  Sports  Nov,  30 
at  the  Cosmopolitan  Hotel  in  Denver  in 
conjunction  with  the  AMA  Clinical  Con- 
vention. Forums  on  research  in  sports,  re- 
turn to  participation  following  injury,  and 
the  throwing  sports  and  discussions  on 
winter  sports,  nutrition  in  sports,  problem 
areas  in  sports  (including  injury  report- 
ing, interscholastic  rodeo,  turf-shoe  rela- 
tionships) will  be  included.  The  program 
is  acceptable  for  elective  credit  by  the 
American  Academy  of  General  Practice. 
Ftirther  information  may  be  obtained  from 
the  Committee  on  the  Medical  Aspects  of 
Sports,  American  Medical  Association,  535 
N.  Dearborn  St.,  Chicago  60610. 

AMERICAN  MEDICAL  WOMEN'S  ASSO- 
CIATION INC.  has  scheduled  its  54th  an- 
nual meeting  in  Cincinnati,  Ohio,  Nov.  5-8 
at  the  Netherland  Hilton  Hotel.  Focus  of 
the  meeting  will  be  directed  to  the  need 
of  child  care  centers  for  women  doctors, 
household  help,  and  tax  inequities.  A sci- 
entific session  on  the  woman  physician  and 
social  problems,  a panel  discussion  on  the 
sex  education  controversy,  a special  address 
on  what  in  "hel-th"  the  public  wants,  and 
a workshop  on  the  care  of  the  adolescent 
will  be  included.  Guest  speaker  will  be  Dr. 
Mary  Louise  Carpenter  Gloeckner,  who  was 
recently  elected  as  the  first  woman  vice- 
president  of  the  American  Medical  Associ- 
ation. Mrs.  Gertrude  F.  Conroy,  1740 
Broadway,  New  York  10019,  is  executive 
director. 

AMERICAN  PUBLIC  HEALTH  ASSOCI- 
ATION, INC.,  will  sponsor  its  97th  annual 
meeting  Nov.  10-14  in  Philadelphia.  Sev- 
enty related  organizations  will  meet  with 
the  APHA.  Sectional  meetings  and  con- 
ferences for  associations  and  administra- 
tors as  well  as  general  sessions  will  be  held. 
Scientific  exhibits  will  be  on  view  in  Phil- 
adelphia's Civic  Center.  A post-convention 
tour  will  travel  to  the  Madeira  Islands, 
Portugal,  Spain,  and  Morocco.  Dr.  Ber- 
wyn F.  Mattison,  1740  Broadway,  New 
York  10019,  is  executive  director. 

AMERICAN  SOCIETY  OF  ANESTHESI- 
OLOGISTS, INC.,  will  present  its  annual 
meeting  Oct.  25-29  at  the  San  Francisco 
Hilton  Hotel  in  San  Francisco.  Scientific 
papers  and  exhibits,  workshops,  seminars, 
and  panel  discussions  will  be  offered.  A 
Consultant’s  Comer  will  be  an  innovation 
at  this  year's  meeting.  Consultants  will  be 
available  in  the  hotel  lobby  to  give  indi- 
vidual attention  to  any  questions  partici- 
pants may  have  about  various  aspects  of 
anesthesiology.  The  President’s  Reception, 
a tour  of  oriental  art,  wine  tasting,  a tour 
of  the  Guedel  Memorial  Anesthesia  Center, 
and  a special  ladies'  program  are  included 
in  the  special  events.  Refresher  courses  will 
include  48  lectures  followed  daily  by  Crack- 
er Barrel  discussion  sessions  at  which  beer, 
cheese,  and  crackers  will  be  served.  John 
W.  Andes,  515  Busse  Hwy.,  Park  Ridge, 
111.  60068,  is  executive  secretary. 

ASSOCIATION  OF  AMERICAN  MEDI- 
CAL COLLEGES  will  hold  its  80th  annual 
meeting  Oct.  31-Nov.  3 at  the  Netherland 
Hilton  Hotel  and  Cincinnati  Convention 
Center  in  Cincinnati.  The  program,  in- 
cluding general  sessions  as  well  as  section, 
council,  and  assembly  meetings,  will  cover 
"The  Health  Care  Dilemma — New  Direc- 
tions for  Medical  Education."  Dr.  King- 
man  Brewster  (LLD),  president  of  Yale 
University,  will  deliver  the  Alan  Gregg  Me- 
morial Lecture.  Other  speakers  will  in- 
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dude  Walter  P.  Pleuther,  president  of  the 

United  Automobile  Workers  Union  ; Joseph 

Alioto,  mayor  of  San  Francisco : and  Dr. 

Roger  O.  Egeberg,  assistant  secretary  for 

MORE 

health  and  scientific  affairs.  Department 
of  Health,  Education,  and  Welfare.  Special 
plans  have  been  made  for  the  entertain- 
ment of  wives  who  attend,  and  the  Chair- 

HIGHLIGHTS 

man’s  Reception  and  Annual  Banquet  have 
been  scheduled.  Tickets  for  the  banquet 
will  be  $10  per  person.  Registration  fee 

OF 

for  the  meeting  is  $15.  Dr.  John  A.  D. 

Cooper,  2530  Ridge  Ave.,  Evanston,  111. 

60201,  is  association  president. 

COMING 

ASSOCIATION  OF  MILITARY  SUR- 
GEONS OF  THE  UNITED  STATES  wiU 
emphasize  the  “medical  team”  theme  at  its 

76th  annual  meeting  Nov.  16-19  at  the 
Sheraton-Park  Hotel  in  Washington,  D.C. 

Physicians  of  the  Public  Health  Service  and 
the  Veterans  Administration  will  join  with 
medical  officers  of  the  three  military  ser- 
vices to  discuss  the  clinical  experiences  of 
physicians  and  medical  officers  of  a nation 
involved  in  a war  which  had  produced 
about  250,000  casualties  as  of  March,  1969. 
Throughout  the  meeting,  attention  will  be 

MEETINGS 

given  to  the  need  for  the  continued  coop- 
eration between  members  of  the  health  care 

ALSO  IN  OCTOBER 

team  as  well  as  to  the  relationships  between 
the  representatives  of  the  federal  health 
services.  Keynote  speaker  will  be  Dr.  Ger- 
ald D.  Dorman,  president  of  American 

Medical  Association.  Scientific  panels  on 
care  of  the  acutely  ill  patient,  research  ac- 

■  INSTRUMENT  SOCIETY  OF  AMERICA.  Houaton, 
Oct.  27-30,  1969.  Jerry  Graham,  Public  Relations  Dept., 
630  William  Penn  Place,  Pittsburgh  15219,  Information 
Contact. 

tivities  in  the  federal  services,  military 
contributions  to  medicine,  and  comprehen- 

ALSO IN  NOVEMBER 

sive  health  care  will  be  included.  A special 
program  of  social  events  including  a 

White  House  function  has  been  planned 
for  the  wives.  Brig.  Gen.  Frank  E.  Wilson, 

AMERICAN  ASSOCIATION  FOR  INHALA’nON  THER- 
APY, Kansas  City,  Mo.,  Nor.  16-19,  1969.  Mark  T.  Bow- 
ers, 4076  Main  St.,  Riverside,  Calif.  92601,  Exec.  Sec. 

1500  Massachusetts  Ave.,  N.W.,  Washing- 
ton, D.C.  20005,  is  executive  director. 

INSTITUTE  OF  MEDICINE  OF  CHICA- 

AMERICAN CANCER  SOCIETY,  INC.,  New  York  City, 
Nov.  6-8,  1969.  Lane  W.  Adams,  219  E.  42nd  St.,  New 
York  City  10021,  Exec.  Vice  Pres. 

GO  will  offer  a day  and  a half  workshop 
for  physicians  and  other  health  leaders 

Nov.  21-22  at  the  Ambassador  Hotel  in 

Chicago.  Sessions  will  feature  more  than  a 

AMERICAN  SOCIETY  OF  CYTOLOGY,  Chicago,  Nov. 
6-8,  1969.  Dr.  Warren  R.  Lang,  7112  Lincoln  Dr.,  Phila- 
delphia 19119,  Exec.  Sec.-Treas. 

dozen  speakers  and  six  group  discussions 
on  topics  ranging  from  health  care  for  the 
inner  city  to  assessment  of  the  roles  of 
different  types  of  hospitals,  a medical  stu- 
dent’s view  of  his  future,  a study  of  health 

■ BLUE  CROSS-BLUE  SHIELD  SYMPOSIUM,  Austin, 
Nov.  4.  1969,  and  Waco,  Nov.  6,  1969.  'Tom  L.  Beau- 
champ, Jr..  Blue  Cross  Bldg.,  Main  at  N.  Central  Ex- 
pressway, Dallas  75222,  pres. 

care  costs,  and  evaluations  of  the  political 
forces  which  affect  medicine.  Dr.  Dwight 

L.  Wilbur,  immediate  past  president  of 
the  American  Medical  Association,  will  be 
among  the  guest  speakers.  Registration  fee 

NATIONAL  EASTER  SEAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS,  Columbus,  Ohio,  Nov.  19-22, 
1969.  Miss  Catharine  Bauer,  2023  W.  Ogden  Ave.,  Chi- 
cago 60612,  Public  Relations  Dir. 

is  $25  for  members  of  the  institute  and  $40 
for  invited  guests ; it  includes  two  meal 
functions.  Dr.  Walter  S.  Priest,  332  S. 

Michigan  Ave.,  Chicago  60604,  is  executive 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS,  New  York,  Nov.  20,  1969.  Dr.  John  W. 
Ferree,  79  Madison  Ave.,  New  York  10016,  Exec.  Officer. 

director. 

MOUND  PARK  HOSPITAL  FOUNDA- 
TION, INC.,  with  the  joint  sponsorship  of 
the  University  of  Florida’s  J.  Hillis  Miller 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago,  Nov.  30-Dec.  6,  1969.  Dr.  Reynold  F.  Brown, 
433  California  St.,  San  Francisco  94104,  Chm.  Bd.  of 
Directors. 

Health  Center,  announces  the  third  annual 
postgraduate  conference  on  “Today’s  Hos- 
pital Problems ; An  Interdisciplinary  Ap- 
proach” on  Nov.  12-15  at  the  Tides  Hotel 

SOUTHERN  MEDICAL  ASSOCIATION,  Atlanta,  Ga., 
Nov.  10-13,  1969.  Robert  F.  Butts,  2601  Highland  Ave., 
Birmingham,  Ala.  36205,  Exec.  Dir. 

and  Bath  Club  in  Redington  Beach,  Fla. 

The  program  will  be  completely  compre- 
hensive and  designed  specifically  for  phy- 
sicians who  hold  hospital  staff  leadership 
positions,  hospital  administrators,  hospital 
trustees,  and  such  allied  personnel  selected 
by  hospital  administration  and  division 

DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  Bal  Har- 
bour, Fla.,  Dec.  6-11,  1969.  Mrs.  Dorothy  Compton,  2250 
NW  Flanders,  Portland,  Ore.  97210,  Exec.  Sec. 

chiefs.  Subject  matter  will  be  directed  in 
a “team”  approach  to  all  involved.  The 
conference  is  acceptable  for  20  accredited 
hours  by  the  American  Academy  of  General 

Practice.  Registration  fee  is  $100  and  in- 
cludes three  luncheons.  Dr.  M.  A.  Barton. 

AMERICAN  MEDICAL  ASSOCIATION.  11th  National 
Conference  on  the  Medical  Aspects  of  Sports,  Denver, 
Nov.  30-Dec.  3,  1969.  Committee  on  the  Medical  Aspects 
of  Sports,  American  Medical  Association,  536  N.  Dear- 
born St.,  Chicago  60610. 

Mound  Park  Hospital  Foundation,  Inc.,  St. 

Petersburg,  Fla.  33701,  is  foundation  presi- 
dent. 

AMERICAN  RHEUMATISM  ASSOCIATION,  Tucson. 
Ariz.,  Dec.  5-6,  1969.  Margaret  M.  Walsh,  1212  Ave.  of 
the  Americas,  New  York  10036,  Exec.  Sec. 
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TEXAS  MEDICINE 


Let’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


fife- 


Pro-Banthine  Helps...  ; 

propantheline  bromide  ; 

...REVEAL  the  ulcer 

...HEAL  the  ulcer  j 

i 

The  efficiency  of  Pro-Banthine — its  favorable  balance  of  therapeutic  and] 
secondary  actions — has  been  thoroughly  tested  and  observed.  This  qual-j 
ity  has  been  demonstrated  surgically,  roentgenographically,  cinegastros-i 
copically  and,  above  all,  clinically.  I 

When  physicians  needed  to  relax  the  restless  duodenum  for  the  re-! 
cently  refined  technic  of  hypotonic  duodenography  they  logically  turned]| 
to  Pro-Banthine.  j 

For  years  Pro-Banthine  has  been  the  most  widely  used  anticholinergic] 
medication  for  calming  the  gastrointestinal  tract — for  suppressing  secre-| 
tion,  prolonging  the  action  of  antacids  and  providing  the  proper  environ-^ 
ment  for  healing  peptic  ulcers.  ■ 

These  established  therapeutic  actions  make  Pro-Banthine  particularly^ 
useful  in : 

• peptic  ulcer  ' • irritable  colon 

• gastritis  • biliary  dyskinesia  i 

• diverticulitis  • functional  hypermotility  ^ 

We  wish  to  thank  Drs.  Marcia  K.  Bilbao,  Louis  H.-; 
Frische,  Josef  Rosch  and  Charles  T.  Dotter  for  this  excep-l 
tionally  graphic  example  of  hypotonic  duodenography.^ 


Contraindications:  Glaucoma,  severe  car- 
diac disease. 

Precautions:  Since  varying  degrees  of  uri- 
nary hesitancy  may  occur  in  elderly  men 
with  prostatic  hypertrophy,  this  should  be 
watched  for  in  such  patients  until  they  have 
gained  some  experience  with  the  drug.  Al- 
though never  reported,  theoretically  a cu- 
rare-like  action  may  occur  with  possible  loss 
of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  arti- 
ficial respiration  until  the  drug  effect  has 
been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  my- 
driasis, hesitancy  of  urination  and  gastric 
fullness. 


iDosage:  The  maximal  dosage  tolerated  with-;’ 
out  excessive  side  effects  is  usually  the  most . 
effective.  For  most  adult  patients  this  will  be 
four  to  six  15-mg.  tablets  daily  in  divided 
doses.  In  severe  conditions  as  many  as  two 
15-mg.  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthine  (brand  of  propan- 
theline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum-type 
vials  of  30  mg.  The  parenteral  dose  should  i 
be  adjusted  to  the  patient’s  requirement  and  I 
may  be  up  to  30  mg.  or  more  every  six  hours, 
intramuscularly  or  intravenously. 
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With  hypotonic  duodeno- 

graphy  duodenal  calm  induced 
by  Pro-Banth7ne  permits  clear 
anatomic  appraisal.  In  this  ex- 
ample the  duodenum  was  in- 
tubated. Pro-BanthTne,  60  mg. 
intramuscularly,  produced 
prompt  aperistalsis.  Double 
contrast  visualization  was  ob- 
tained with  barium  and  air. 


What's  I 

Palycilliri(frryM%ot  to  do  witE 
the  price  of  bananas? 

Just  this:  According  to  the  U.S.  Bureau  of  Labor  And  Polycillin  is  available  in  a variety  of  dosage 
Statistics,  bananas  are  one  of  the  few  things  that  forms  for  your  patients— more  than  any  other  am- 
actually  cost  less  today  than  five  years  ago.  The  picillin.  It  comes  in  250  mg.  and  500  mg.  capsules; 
same  is  true  of  Polycillin.  In  fact,  the  price  of  Poly-  in  convenient,  chewable  tablets  of  125  mg;  oral 
cillin  has  been  reduced  about  30%  since  its  intro-  suspension,  125  mg.  and  250  mg.  per  5 ml.;  and 
duction  in  1963. ..making  it,  according  to  national  in  pediatric  drops,  100  mg.  per  ml.  Also  available 
surveys  of  patient  costs,  as  economical  as  lead-  parenterally  as  Polycillin-N  (sodium  ampicillin). 
ing  brands  of  tetracycline  and  erythromycin. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse.  Ne\w  York  13201 


MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


INTERNATIONAL  UNION  OF  AIR  POLLUTION  PRE- 
VENTION ASSOCIATIONS,  Second  International  Clean 
Air  Congress,  Washington,  D.C.,  Dec.  6-11,  1970.  Arnold 
Arch,  Air  Pollution  Control  Association,  4400  Fifth  Ave., 
Pittsburgh  15213,  Exec.  Sec. 

■ PRIVATE  CLINICS  AND  HOSPITALS  ASSOCIA- 
TION OF  TEXAS,  DaUas,  Dec.  4-5,  1969.  Mrs.  Patty 
Pettigrew,  Kaufman,  Tex.  75142,  Sec. 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va.,  December,  1969.  Dr.  David  C.  SabUton,  Jr.,  Duke 
University  Medical  Center,  Durham,  N.C.  27706.  Sec. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE, 
Houston,  Dec.  6,  1969.  Dr.  O.  R.  Hollan,  703  Nix  Pro- 
fessional Bldg.,  San  Antonio  78205,  Sec. 

■ TEXAS  DIVISION,  INC.,  AMERICAN  CANCER  SO- 
CIETY, Austin,  Dec.  10-11,  1969.  Curt  W.  Reimann,  6014 
Bull  Creek  Rd.,  Austin  78731,  Exec.  Vice  Pres. 

■ TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, Fort  Worth,  Dec.  6-6,  1969.  Dr. 

James  H.  Scruggs,  2223  Austin  Ave.,  Waco  76701,  Sec. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Fort  Worth,  Dec.  8-10,  1969.  Dr.  M.  H.  Crabb,  1612  Sum- 
mit Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 


JANUARY 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Chicago,  Jan.  17-22,  1970.  John  K.  Hart,  430  N. 
Michigan  Ave.,  Chicago  60611,  Exec.  Sec. 

■ FIFTH  DISTRICT  MEDICAL  SOCIETY,  San  Antonio, 
Jan.  28.  1970.  S.  E.  Cockrell.  202  W.  French  PI.,  San 
Antonio  78212,  Exec.  Officer. 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS,  San  Antonio,  Jan.  26-28,  1970. 
S.  E.  Cockrell,  Jr.,  202  W.  FVench  PI.,  San  Antonio 
78212,  Exec.  Dir. 

SOCIETY  FOR  CRYOSURGERY,  Hollywood,  Fla.,  Jan. 
4-9,  1970.  Dr.  John  G.  Bellows,  30  N.  Michigan  Ave., 
Chicago  60602,  Sec. 

■ SOUTHERN  PROFESSORS  OF  PSYCHIATRY,  Dallas, 
January,  1970.  Dr.  Robert  Stubblefield,  6323  Harry  Hines 
Blvd.,  Dallas  75235,  Chm. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan.  17, 
1970.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Galveston,  Jan. 
30-31,  1970.  Dr.  Herman  C.  Sehested,  100  Medical  Tower, 
1660  W.  Rosedale,  Fort  Worth  76104,  Sec. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC.,  San 
Antonio,  Jan.  24-25,  1970.  Dr.  Jack  L.  Smith,  3165  Stagg 
Dr.,  Beaumont  77701,  Sec. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  Fort  Worth,  January,  1970.  Wally  Christensen. 
1010  Lavaca,  Austin  78701,  Exec.  Officer. 


FEBRUARY 

AMERICAN  ACADEMY  OF  ALLERGY,  New  Orleans. 
Feb.  14-18,  1970.  James  O.  Kelley,  766  N.  Milwaukee  St., 
Milwaukee,  Wis.  63202,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  SURGEONS,  Portland,  Ore., 
Feb.  2-4,  1970;  St.  Paul,  Minn.,  Feb.  16-18,  1970.  Dr. 
John  Paul  North,  55  E.  Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC.,  Atlanta,  Ga.,  Feb.  8-10,  1970.  Dr.  Simon 
Fredericks,  1103  Medical  Towers,  Houston  77025,  Sec. 

■ SOUTHWESTERN  MEDICAL  ASSOCIATION,  El 
Paso,  Feb.  12-14,  1970.  Bob  Reid,  723  Mills  Bldg.,  El 
Paso  79902,  Exec,  Sec, 

■ TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Austin, 
Feb,  22-25,  1970.  Joseph  N.  Murphy,  Jr.,  Box  6192,  Aus- 
tin 78703,  Exec.  Officer. 


MARCH 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Chicago. 
March  31-April  3,  1970.  Dr.  Russell  T.  Woodbume  (PhD), 
Department  of  Anatomy,  The  University  of  Michigan, 
East  Medical  Building,  Ann  Arbor,  Mich.  48104,  Sec.- 
Treas. 

AMERICAN  COLLEGE  OF  ALLERGISTS,  Bal  Harbour, 
Miami  Beach,  Fla.,  March  15-19,  1970.  Eloi  Bauers,  2100 
Dain  Tower,  Minneapolis,  Minn.  65402,  Exec.  Vice  Presi- 
dent and  Counsel. 

■ AMERICAN  COLLEGE  OF  RADIOLOGY,  Dallas, 
March  3-4,  1970.  William  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  Washington, 
D.  C.,  March  16-18,  1970.  Dr.  John  Paul  North,  55  E. 
Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Boca 
Raton,  Fla.,  March  19-24,  1970.  Dr.  Charles  Barrett  Ken- 
nedy, 1642  Tulane  Ave.,  New  Orleans  70115,  Exec.  Sec. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas. 
March  16-18,  1970.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75201,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  2-6,  1970.  Mrs.  Irma  B.  Sherwood, 
1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

■ NINTH  DISTRICT  MEDICAL  SOCIETY,  Pasadena, 
Tex.,  March  19,  1970.  Dr.  William  H.  Bridges,  1106  Deck- 
er Dr.,  Baytown,  Tex.  77620,  Sec. 

■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Houston,  March  11,  1970.  Mrs.  Elsie  Howard. 
2109  Commerce  St.,  Dallas  75201,  Exec.  Sec. 

SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDI- 
CINE, Oklahoma  City,  March  13-16,  1970.  Dr.  Herbert  C. 
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PROFESSIONAL  LIABILITY  INSURANCE 
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Professional  Protection  Exclusively  since  1899 

AUSTIN  OFFICE:  Robert  F.  Reiman,  Representative 
3201  Clearview,  Austin  78703  Telephone:  512-472-9603 

DALLAS  OFFICE:  Gayle  Nelson  and  Arthur  F.  Ennis,  Jr.,  Representatives 
816  Medical  Arts  Building,  Dallas  75201  Telephone:  214-742-4980 

HOUSTON  OFFICE:  Richard  B.  Ross  and  Robert  F.  Reiman,  Representatives 
327  Hermann  Professional  Bldg.,  Houston  77025  Telephone:  713-523-1127 


Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 

JEANNE  TURNER  BOWMAN,  M.D. 


MoAiUi  TC-Hoif,  a4iA 
llcuiu4^GliKic 


3501  Gaston  Ave. 


Dallas,  Texas 


ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 
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MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


Allen,  Jr.,  100  Hermann  Professional  Bldcr.,  Houston 
77026,  Sec. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & 
GYNECOLOGISTS,  Houston,  March  6-7,  1970.  Dr.  J.  L. 
Jinkins,  Jr.,  200  University  Blvd.,  Suite  921,  Galveston 
77660,  Sec. 


APRIL 

AEROSPACE  MEDICAL  ASSOCIATION.  St.  Louis,  Mo.. 
April  27-30,  1970.  Dr.  Merrill  H.  Goodman,  Washington 
National  Airport,  Washington,  D.C.,  Exec.  Vice  Pres, 
and  Sec. 

AMERICAN  ACADEMY  OF  NEUROLOGY,  Miami 
Beach,  Fla.,  April  27-May  2,  1970.  Stanley  A.  Nelson. 
4006  W.  66th  St.,  Minneapolis  65435,  Exec.  Officer. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Washington,  D.C.,  April  6-8,  1970.  Miss  Ada 
Hanvey,  7710  Carondelet  Ave.,  St.  Louis,  Mo.  63105,  Exec. 
Officer. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  New  York  City,  April  12-18,  1970. 
Dr.  Michael  Newton,  79  W.  Monroe  St.,  Chicago  60603, 
Exec.  Officer. 

AMERICAN  PEDIATRIC  SOCIETY,  Atlantic  City,  N.J., 
April  29-May  2,  1970.  Dr.  Charles  D.  Cook,  333  Cedar  St., 
New  Haven,  Conn.  06610,  Exec.  Sec. 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION: 
Texas  Chapter,  Corpus  Christi,  April  25-26,  1970.  Hilda 
McKethan,  4162  Monaco  Dr.,  Corpus  Christi  78411,  Chair- 
man. 

AMERICAN  PROCTOLOGIC  SOCIETY,  Hollywood,  Fla., 
April  12-16,  1970.  Dr.  John  E.  Ray,  320  W.  Lafayette, 
Detroit,  Mich.,  Sec. 

■ EIGHTH  DISTRICT  MEDICAL  SOCIETY,  Lake  Jack- 
son,  Tex.,  April,  1970.  Dr.  Clinton  E.  Woodson,  2100  N. 
Fulton  St.,  Wharton,  Tex.  77488,  Sec. 

INDUSTRIAL  MEDICAL  ASSOCIATION,  Chicago.  April 
12-16,  1970.  Howard  N.  Schulz.  66  E.  Washington,  Chi- 
cago 60602,  Exec.  Dir. 

■ SOUTHWESTERN  SURGICAL  CONGRESS,  Dallas, 
April  20-23,  1970.  Dr.  Jack  A.  Barney,  301  Pasteur  Bldg., 
Oklahoma  City  73103,  Sec.-Treas. 

■ TEXAS  DENTAL  ASSOCIATION,  Fort  Worth,  April 
26-29,  1970.  Bill  B.  Howard,  3707  Gaston  Ave.,  Dallas 
75246,  Exec.  Sec. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION, 
Dallas.  April,  1970.  Dr.  Carolyn  K.  Veatch,  4837  Merri- 
mac.  Corpus  Christi  78416,  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION.  Annual  Session, 
Dallas,  April  30-May  3,  1970.  C.  Lincoln  Williston,  1801 
N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 


■ TEXAS  PROCTOLOGIC  SOCIETY,  Dallas,  April.  1970. 
Dr.  James  M.  Hampton,  448  Hermann  Professional  Bldg., 
Houston  77025,  Sec.-Treas. 

■ 13TH  DISTRICT  MEDICAL  SOCIETY,  Wichita  Falls, 
Tex.,  April  11,  1970.  Dr.  William  H.  Neil,  800  Fifth  Ave., 
Fort  Worth  76104,  Sec. 

UNITED  STATES  PHARMACOPEIAL  CONVENTION, 
INC.,  Washington,  D.C.,  April  8-10,  1970.  Dr.  Arthur  C. 
DeGraff,  4630  Montgomery  Ave.,  Bethesda,  Md.  20014, 
pres. 


MAY 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER.  May  16,  1970.  Dr.  Ernest  Poulos, 
6140  Sherry  Lane,  Dallas  75226,  Sec.-Treas. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  San  Fran- 
cisco, May  11-16,  1970.  Dr.  Walter  E.  Barton,  1700  18th 
St.  NW.,  Washington,  D.C.  20009,  Exec.  Officer. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION.  TEXAS 
DISTRICT  BRANCH,  Dallas,  May,  1970.  Mrs.  Iris  Wen- 
zel, 1801  N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

AMERICAN  THORACIC  SOCIETY.  Cleveland,  May  24. 
1970.  Robert  G.  Weymueller,  1790  Broadway,  New  York 
10019,  Executive  Officer. 

AMERICAN  UROLOGICAL  ASSOCIATION,  Philadel- 
phia, May  11-14,  1970.  Richard  J.  Hannigan,  1120  N. 
Charles  St.,  Baltimore,  Exec.  Officer. 

■ CONFERENCE  OF  CITY  AND  COUNTY  HEALTH 
OFFICERS,  DaUas,  May,  1970.  Dr.  J.  E.  Peavy,  1100  W. 
49th  St.,  Austin  78766,  Texas  State  Commissioner  of 
Health. 

■ INTERNATIONAL  CANCER  CONGRESS,  Houston, 
May  22-29,  1970.  Dr.  Murray  M.  Copeland,  Office  of  the 
Secretariat,  Tenth  International  Cancer  Congress,  P.O. 
Box  20466  Astrodome  Station,  Houston  77026,  Secretary- 
General. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  DaUas,  May  2. 
1970.  Dr.  C.  F.  MiUer,  Box  1338,  Waco  76703,  Sec. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Houston,  May 
17-20,  1970.  O.  Ray  Hurst,  P.  O.  Box  4563,  Austin  78761, 
Exec.  Vice  Pres. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  Dal- 
las, May  1,  1970.  Dr.  John  C.  Kuppinger,  1616  Ed  Carey 
Dr.,  Harlingen  78560,  Sec. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION,  Dallas, 
May  2,  1970.  Dr.  John  J.  Hinchey,  lA  Medical  Profes- 
sional Bldg.,  San  Antonio  78212,  Exec.  Officer. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION. 
DaUas,  May,  1970.  Dr.  James  L.  Baldwin,  712  N.  Wash- 
ington, DaUas  76246,  Sec. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  DaUas, 
May  2,  1970.  Dr.  E.  Frank  Dunton,  3434  Swiss  Ave., 
Suite  104,  DaUas  76204,  Sec. 
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Android 

(thyroid-androgen)  tablets 


Effectiveness  confirmed  by  another  double  blind  study* 


l.SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20% 

***Sexual  impotence  treatment  with  methyl  testosterone  ~ thyroid  (ANDROID)  a cannot  be  disputed. 

double  blind  study"  ~ Montesano,  Evangelista:  Clinical  Medicine^  April  1966. 

CONTRAINDICATIONS-Methyl  testosterone  is  not  to  be  used  in  malignancy  of  reproductive  organs  in 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease,  hypertension  unless  the 
metabolic  rate  is  low. 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyr6id» 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed, role  of 
chemothera  py 


Choice  of  4 strengths 

Android  Android-HP 


Android-X  Android-Plus 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2. 5 mg. 
Thyroid  Eit.  (t/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500.  1000.  ‘ 


HIGH  POTENCY 

Each  red  tablet  confams.* 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (V2  gr.)  ...  30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL iO  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Write  for  literature  and  samples; 

/ injAfc  the  brown  pharmaceutical  CO. 

2500  W.  6th  St.,  los  Angeles,  Calif.  90057 


EXTRA  HIGH  POTENCr 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  ....  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 


REFER  TO 

PDR 


WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  {V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxtne  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60.  500. 


also  available  with  ESTROGEN 

Android-E 

Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0.02  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Thiamine  Hydrochloride  ....  10  mg. 

Glutamic  Acid 50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen  — only  steroid  effect  remains. 
Geriatrics,  post  operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE:  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg.  of  testosterone 
per  month.  CONTR.i^  lNOICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 


For  the  treatment  of  the  aging  patient 

Cerebro-Nidn 


capsules/elixir 


A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
□ Placebo 


POOR 


25% 

17% 

FAIR 


GOOD 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 


*A  Double-Blirtd  Study  of  Cerebro-Nicin.  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrn!,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazolc 1(X)  mg. 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCI 25  mg. 

1-Glutamic  Acid 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  5CX),  1000  capsules. 

Also  elixir  8oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction." 


Write  for  literature  and  samples... 


REFER  TO 

PDR 


THE  BROWN  PHARMACEUTICAL  CO. 

' 2500  W.  6th  St., Los  Angeles,Calif. 90057 
Write  for  Product  Catalog 
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MEDICINE  IN  LITERATURE 


SPECIALIZED  CARE  OF  YOUNG  AND  OLD  RECEIVES  ATTENTION 


Cooking  for  your  Celiac  Child,  Dietary 
Management  in  Malabsorption  Dis- 
orders, Charlotte  B.  Sheedy  and 
Norman  Keifetz,  244  pp.,  New 
York,  The  Dial  Press  Inc.,  1969, 
$5.95. 

“NUTRITIONAL  and  appetizing  reci- 
pes for  a gluten-free  diet”  compose 
over  two-thirds  of  this  easy-to-use 
225  page  book.  The  foreword  by 
Dr.  Charles  H.  Bauer,  clinical  asso- 
ciate professor  of  pediatrics,  Cornell 
University  Medical  College,  New 
York,  states  that  these  recipes  have 
been  tested  and  are  recommended. 

The  remainder  of  the  book  con- 
sists of  a simple  explanation  of  the 
metabolic  disease,  a description  of 
the  symptoms,  reassurance  to  the 
parents,  and  instructions  on  where 
to  write  for  further  information.  A 
good  index  and  a fair  medical  bibli- 
ography are  included. 

This  book  will  be  extremely  use- 
ful to  parents  of  affected  children 
and  to  doctors  who  treat  these  chil- 
dren. The  authors  repeatedly  sug- 
gest that  parents  check  with  their 
own  doctors  for  additional  advice 
on  caring  for  celiac  children. 

Regrettably,  the  book  fails  to  men- 
tion the  qualifications  of  the  au- 
thors. 

DOROTHY  WYVELL,  M.D., 
Midland,  Tex. 


Handbook  of  Pediatric  Medical  Emer- 
gencies, ed.  4,  Charles  Varga  and 
Contributors,  694  pp.,  illus.,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1968, 
$19.75. 

INTENDED  AS  a handbook,  this  694 
page  book  is  a relatively  large  pub- 
lication. Its  coverage  is  broad,  but 
to  have  condensed  it  very  much 
would  have  taken  away  from  its 
value. 

Dr.  Varga  states  that  "an  effort 
has  been  made  to  maintain  some  de- 
gree of  outline  form  devoted  primar- 
ily to  treatment,  and  more  detailed 
explanatory  sections  have  been  in- 
cluded to  indicate  some  ‘whys’  re- 
garding management.”  His  objective 
seems  to  have  been  met. 

This  book  can  be  of  value  to  all 


physicians  who  treat  infants  and 
children.  Perhaps  it  would  be  espe- 
cially beneficial  to  the  house  staff 
of  a pediatric  training  service.  Also 
helpful  to  pediatricians  as  a remind- 
er of  things  that  are  easy  to  forget, 
this  fourth  edition  is  definitely  up 
to  date. 

Some  chapters  appealed  to  the 
reviewer  more  than  others.  The 
chapter  on  pediatric  procedures 
should  be  very  helpful  and  is  well 
illustrated.  The  chapter  on  poisoning 
is  complete,  including  even  the  lo- 
cation and  telephone  numbers  of 
poison  control  centers.  The  appen- 
dix has  a lot  of  good  general  infor- 
mation that  is  helpful  to  have  close 
at  hand. 

Having  this  book  available  would 
be  worthwhile. 

CLARENCE  E.  GILMORE,  M.D., 
Paris,  Tex. 

The  Care  of  the  Geriatric  Patient, 
ed.  3,  E.  V.  Cowdry,  ed.,  430  pp., 
illus.,  St.  Louis,  The  C.  V.  Mosby 
Co.,  1968,  $15.75. 

CHAPTERS  HAVE  BEEN  added,  re- 
written, and  revised  in  this  third 
edition  of  a book  which  was  first 
printed  in  1958.  Not  all  of  the  au- 
thors of  the  various  chapters  are 
physicians,  but  all  are  apparently 
concerned  and  acquainted  with  the 
geriatric  patient.  Although  much  of 
the  material  is  not  new,  it  is  cer- 
tainly presented  from  a geriatric 
viewpoint. 

It  is  very  interesting  to  note  how 
many  paramedical  and  non-medical 
personnel  are  involved  with  the 
maintenance,  care,  habitation,  and 
rehabilitation  of  the  elderly  person. 
From  reading  the  book,  one  realizes 
that  care  of  the  elderly  person 
should  be  the  responsibility  of  so- 
ciety and  that  ample  facilities  should 
be  provided  for  them  in  the  future. 

This  book  should  make  good  read- 
ing for  all  physicians,  if  for  no  other 
reason  than  the  fact  that  they,  too, 
must  eventually  grow  old.  Further- 
more, it  should  help  the  physician 
to  better  understand  and  treat  the 
geriatric  patient. 

EDGAR  F.  JONES,  JR.,  M.D., 
Galveston. 


Golden  Age  Exercises,  Frances  King 
and  William  F.  Herzig,  134  pp., 
illus.,  New  York,  Crown  Publish- 
ers, Inc.,  1968,  $4.95. 

A DO-IT-YOURSELF  physical  fitness 
guide,  this  book  will  be  helpful  to 
older  adults  who  are  highly  moti- 
vated toward  physical  fitness.  How- 
ever, it  is  not  easy  to  understand 
despite  a number  of  line-drawn  il- 
lustrations. The  connotations  of 
some  words,  such  as  extend,  are  not 
always  clear  to  the  average  reader, 
although  they  are  used  at  a mini- 
mum. 

Nevertheless,  physical  therapists 
or  physical  educational  directors 
planning  to  direct  exercise  classes 
for  older  people  will  find  this  book 
most  useful:  and  some  individuals 
will  be  able  to  use  it  to  good  ad- 
vantage. It  does  describe  the  treat- 
ment of  the  neuromuscular  failure 
syndrome. 

Perhaps  revision  will  make  the 
book  more  practical.  Also,  publica- 
tion of  a paper-back  edition  to  be 
sold  at  a reduced  price  would  be 
worthwhile. 

FREDERICK  G.  DORSEY,  M.D., 
Houston. 


Surgery  of  the  Aged  and  Debilitated 
Patient,  John  H.  Powers,  ed.,  611 
pp.,  illus.,  Philadelphia,  W.  B. 
Saunders,  Co.,  1968,  $19. 

ONE  MIGHT  EXPECT  this  book  which 
attempts  to  discuss  and  review  top- 
ics varying  from  the  physiology  of 
aging  to  surgical  mortality,  includ- 
ing pathogenesis  of  disease,  prob- 
lems of  anesthesia,  psychological 
problems,  as  well  as  special  medical 
and  surgical  problems,  to  require 
several  volumes  and  several  thou- 
sands of  pages.  However,  its  editor 
has  done  an  exceptional  job  in  ap- 
parently guiding  the  various  contri- 
butors to  a series  of  concise,  read- 
able sections. 

Inclusion  of  well-known  contribu- 
tors such  as  Fredrick  J.  Stare,  Ed- 
win J.  Pulaski,  and  Francis  D.  Moore 
assures  the  reader  of  really  excel- 
lent discussions  related  to  metabolic 
management,  hepatic  function,  and 
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significant  nutritional  problems.  Al- 
though rather  sparse,  the  illustra- 
tions are  well  done,  as  are  the  tables 
and  charts.  At  the  end  of  each  sec- 
tion is  a commendable  bibliography 
which  is  of  particular  value  to  the 
practicing  physician. 

Every  physician  should  find  this 
book  a useful  one  to  include  in  his 
library. 

A.  BRYAN  SPIRES,  M.D., 
Taylor,  Tex. 


NEW  BOOKS 
IN  TMA  LIBRARY 

Aschoff,  J.  (ed.):  Circadian  Clocks: 
Proceedings  of  the  Feldafing  Sum- 
mer School,  Sept.  7-18,  1964,  Am- 
sterdam, North-Holland  Publish- 
ing Co.,  1965. 

Cohn,  I.,  Jr.:  Intestinal  Antisepsis, 
Springfield,  III.,  Charles  C Thomas, 
Publisher,  1968. 

Davidson,  L.  S.  P.:  The  Principles  and 
Practice  of  Medicine:  A Textbook 
for  Students  and  Doctors,  ed.  9, 
Baltimore,  The  Williams  and  Wil- 
kins Co.,  1968. 

Durbin,  R.  L.,  and  Springall,  W.  H.: 
Organization  and  Administration  of 
Health  Care;  Theory,  Practice,  En- 
vironment, St.  Louis,  The  C.  V. 
Mosby  Co.,  1969. 

Ellis,  F.  H.,  Jr.,  and  Olsen,  A.  M.: 
Achalasia  of  the  Esophagus,  Phila- 
delphia, W.  B.  Saunders  Co.,  1969. 

Healey,  J.  E.,  Jr.,  and  Seybold,  W. 
D.;  A Synopsis  of  Clinical  Anat- 
omy, Philadelphia,  W.  B.  Saunders 
Co.,  1969. 

Hinshaw,  H.  C.:  Diseases  of  the  Chest, 
ed.  3,  Philadelphia,  W.  B.  Saun- 
ders Co.,  1969. 

Kelman,  C.  D.:  Atlas  of  Cryosurgical 
Techniques  in  Ophthalmology,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1966. 

Mushin,  W.  W.,  et  al:  Automatic  Ven- 
tilation of  the  Lungs,  ed.  2,  Phila- 
delphia, F.  A.  Davis  Company, 
1969. 

Richardson,  W.  A.  (ed.):  Personal 
Money  Management  for  Physicians, 
New  Jersey  Medical  Economics 
Book  Division,  Inc.,  1969. 

Rubin,  I.,  and  Kirkendall,  L.  A.:  Sex 
in  the  Adolescent  Years,  New  York, 
Association  Press,  1968. 

Texas  Water  Utilities  Association: 
Manual  of  Water  Utility  Operations, 
J.  H.  Sorrels  (ed.),  ed.  5,  Austin, 
Texas  Water  Utilities  Association, 
1969. 


POSTGRADUATE 

COURSES 


Neuroradiology:  The  New  York  Uni- 
versity Postgraduate  Medical  School 
will  offer  a course  in  neuroradiology 
with  clinical  and  pathological  corre- 
lation Nov.  17-21.  The  curriculum 
will  include  comprehensive  coverage 
of  skull  and  spine,  cerebral  angiog- 
raphy, pneumoencephalography  and 
ventriculography,  studies  of  the  spin- 
al cord  by  myelography  and  angiog- 
raphy, brain  scanning  and  other  iso- 
tope studies,  and  technical  aspects 
and  special  techniques. 

Tuition  is  $150  or  $75  for  resi- 
dents and  fellows  in  approved  train- 
ing programs.  Write  to  the  Office  of 
the  Recorder,  New  York  University 
Postgraduate  Medical  School,  550 
First  Ave.,  New  York  10016,  for  ap- 
plications. 

Laboratory  Workshops:  The  Texas 
State  Department  of  Health  will  of- 
fer a series  of  laboratory  workshops 
designed  for  public  health,  hospital, 
clinical,  and  other  medical  labora- 
tory workers  who  have  limited  op- 
portunities for  learning  new  tech- 
niques or  who  would  like  to  review 
standard  procedures.  Workshops  are 
scheduled  on  the  following  topics: 
public  health  and  medical  mycology, 
Oct.  21-24;  tuberculosis-mycobac- 
teriology,  Nov.  5-7;  and  introductory 
immunofluorescence,  Dec.  3-5. 

Each  workshop  will  last  from  9 
a.m.  to  5 p.m.  daily.  There  will  be 
no  registration  fee,  and  registration 
will  be  limited.  Applications  and 
additional  information  are  available 
from  Dr.  J.  V.  Irons  (ScD),  Director 
of  Laboratories,  Texas  State  Depart- 
ment of  Health,  1100  W.  49th  St., 
Austin  78756. 

Pediatrics:  A postgraduate  course  on 
“Fetus  and  Newborn”  will  be  pre- 
sented Nov.  10-12  at  the  University 
of  California  at  San  Francisco  Medi- 
cal Center  by  the  American  Academy 
of  Pediatrics.  Speakers  will  discuss 
the  development  of  fetal  circulation 
and  circulatory  changes  at  birth;  the 
development  of  lung  function;  the 
development  of  the  peripheral  circu- 
lation; the  development  of  the  hema- 
tological system;  the  development 
and  induction  of  enzyme  systems; 
intrauterine  infections;  fetal  develop- 
ment and  the  onset  of  labor;  dia- 
betes, toxemia,  and  other  metabolic 
disorders;  renal  function;  endocrine 
function;  and  genetic  abnormalities. 
Seminars  will  cover  cyanotic  heart 
disease  and  cardiac  failure  in  the 


newborn;  respiratory  failure  and 
newborn  intensive  care;  erythroblas- 
tosis fetalis  and  other  causes  of  hy- 
perbilirubinemia; infections  in  the 
newborn;  prematurity  and  intrauter- 
ine groNwth  retardation;  and  fluid, 
electrolyte,  and  caloric  requirements 
in  the  newborn. 

Registration  fee  for  the  course  is 
$17.  Tuition  is  $75  for  members 
and  $105  for  nonmembers.  For  addi- 
tional information,  contact  Dr.  Ger- 
ald E.  Hughes,  Secretary  for  Educa- 
tional Affairs,  American  Academy  of 
Pediatrics,  P.  0.  Box  1034,  Evan- 
ston, III.  60204. 

Pediatrics:  The  Kidney  Foundation 
of  Houston  and  the  Greater  Gulf 
Coast  and  the  Department  of  Pedi- 
atrics, Baylor  College  of  Medicine, 
will  hold  the  Annual  Pediatric  Post- 
graduate Symposium  Nov.  13-15  at 
Texas  Children’s  Hospital  in  Hous- 
ton. Topic  for  the  symposium  will 
be  pediatric  nephrology. 

Guest  speakers  will  include  Dr.  C. 
William  Daeschner,  The  University 
of  Texas  Medical  Branch  at  Galves- 
ton; Dr.  Robert  H.  Heptinstall,  Johns 
Hopkins  University  School  of  Medi- 
cine, Baltimore;  Dr.  Charles  V. 
Pryles,  State  University  of  New  York 
Downstate  Medical  Center,  New  York 
City,  Brooklyn;  Dr.  William  B.  Weil, 
Michigan  State  University  College  of 
Human  Medicine,  East  Lansing;  and 
Dr.  Robert  L.  Vernier,  University  of 
Minnesota  Medical  School,  Minne- 
apolis. 

There  will  be  no  registration  fee 
for  the  symposium.  Additional  infor- 
mation may  be  obtained  from  Dr. 
L.  Leighton  Hill,  Associate  Professor, 
Department  of  Pediatrics,  Baylor  Col- 
lege of  Medicine,  Houston  77025. 

Internal  Medicine:  The  American  Col- 
lege of  Physicians  will  present 
“Mechanisms  of  Disease  and  Mod- 
ern Therapy”  Nov.  3-7  at  the  Uni- 
versity of  Chicago  Department  of 
Medicine’s  Center  for  Continuing 
Education.  The  course  will  empha- 
size current  trends  in  internal  medi- 
cine and  rational  therapy  based  on 
fundamental  concepts  of  disease 
processes.  A wide  variety  of  topics 
will  include  sessions  on  clinical  as- 
pects of  genetic  abnormalities,  virol- 
ogy and  medicine,  inflammatory 
bowel  disease  as  systemic  disorders, 
normal  and  abnormal  myocardial 
contractility,  nature  and  manage- 
ment of  endocrine  disorders  includ- 
ing advances  in  the  concepts  of  dia- 
betes and  insulin  therapy,  new  con- 
cepts of  the  pathogenesis  and  ther- 
apy of  allergic  disorders,  aspects  of 
pulmonary  disease,  and  modern 
rheumatology. 
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Registration  fee  is  $60  for  mem- 
bers, residents,  and  research  fellows 
and  $100  for  nonmembers.  Requests 
for  additional  information  and  appli- 
cations may  be  addressed  to  Dr.  Ed- 
ward C.  Roseno'w,  Jr.,  Executive  Di- 
rector, American  College  of  Physi- 
cians, 4200  Pine  St.,  Philadelphia 
19104. 

Clinical  Electrodiagnosis:  The  New 
York  University  Medical  Center  De- 
partment of  Rehabilitation  Medicine 
announces  a full-time  course  on 
clinical  electrodiagnosis  of  neuro- 
muscular diseases  Nov.  11-14.  The 
course  will  present  the  basic  princi- 
ples underlying  electromyography 
and  nerve  stimulation  studies  to  the 
physician  or  PhD  planning  to  spe- 
cialize in  clinical  neurophysiology, 
as  well  as  to  the  allied  group  of  phy- 
sicians who  rely  on  the  results  as 
an  aid  in  diagnosis,  such  as  neurolo- 
gists, neurosurgeons,  orthopedists, 
physiatrists,  and  others. 

Systematic  correlation  of  labora- 
tory observations  with  clinical  diag- 
nosis will  be  stressed.  Curriculum 
will  include  neuromuscular  physiol- 
ogy and  pathology;  basic  require- 
ments of  instrumentation  systems 
in  detecting  and  recording  of  bio- 
electric potentials;  the  study  of 
evoked  muscle  and  nerve  action  po- 
tentials in  response  to  stimulation 
of  peripheral  motor  and/or  sensory 
nerves;  and  averaging  of  low  level 
signals,  frequency  analysis,  sig- 
nal integration,  and  multielectrode 
studies. 

A rigorous  introduction  which  is 
neither  elementary  nor  specialized, 
the  course  requires  no  prior  train- 
ing. Tuition  is  $150,  and  registra- 
tion is  limited.  Further  information 
is  available  from  Dr.  Joseph  Good- 
gold,  Institute  of  Rehabilitation  Med- 
icine RR221,  400  E.  34th  St.,  New 
York  10016. 

Oral  Cancer:  Denver,  Colo.,  will  be 
the  site  of  a postgraduate  oral  can- 
cer seminar  Oct.  27.  Designed  for 
practicing  dentists  and  physicians, 
this  one-day  course  will  include  such 
topics  as  the  nature  of  oral  cancer, 
epidemiology  and  clinical  diagnosis 
of  oral  cancer,  the  correlation  of 
microscopic  and  clinical  features  of 
oral  lesions,  the  role  of  biopsy  and 
cytology  in  the  diagnosis  of  oral  can- 
cer, the  treatment  of  oral  cancer, 
osteoradionecrosis,  and  prosthetics 
for  oral  and  facial  defects. 

Cost  of  a buffet  luncheon  will  be 
included  in  the  tuition.  For  further 
information  and  a detailed  program, 
write  to  The  Office  of  Postgraduate 
Medical  Education,  University  of  Col- 
orado School  of  Medicine,  4200  E. 
Ninth  Ave.,  Denver  80220. 


PERSONALS 


New  vice  chairman  of  the  Ameri- 
can Medical  Association  section  on 
orthopedic  surgery  is  Dr.  Robert  A. 
Murray  of  Temple. 

The  University  of  Texas  System 
Board  of  Regents  has  announced 
new  administrative  appointments  at 
the  UT  M.  D.  Anderson  Hospital  and 
Tumor  Institute  at  Houston  for  Drs. 
Robert  C.  Hickey  and  Robert  D. 
Moreton.  Dr.  Hickey  has  been  ap- 
pointed executive  vice  president  and 
director  of  the  university’s  cancer 
institute  and  hospital.  He  formerly 
served  as  deputy  director.  Dr.  More- 
ton,  formerly  assistant  director  and 
professor  of  radiology  at  M.  D.  An- 
derson, has  been  named  vice  presi- 
dent for  professional  and  public  af- 
fairs. 

Joining  the  staff  of  The  Univer- 
sity of  Texas  Medical  Branch  at  Gal- 
veston as  director  of  the  newly  cre- 
ated History  of  Medicine  Division 
will  be  Dr.  Chester  R.  Burns  (MD) 
(PhD).  He  will  also  serve  as  an  as- 
sistant professor  of  the  history  of 
medicine.  Until  July,  1969,  he  was 
a fellow  at  the  Johns  Hopkins  Uni- 
versity Institute  of  the  History  of 
Medicine. 

Dr.  Carl  A.  Kunath  of  San  Angelo 
was  to  be  a guest  speaker  at  the 
American  Association  of  Medical  As- 
sistants’ 13th  annual  convention 
held  Oct.  15-19  in  Honolulu.  He 
spoke  on  “The  Scientific  Revolution 
— Moral  and  Ethical  Implications.’’ 

Dr.  William  K.  Wright  of  Houston 
was  on  the  faculty  of  a seminar  on 
advanced  rhinoplasty  and  otoplasty 
in  Chicago  in  April.  The  seminar- 
workshop  was  sponsored  by  the 
American  Academy  of  Facial  Plastic 
and  Reconstructive  Surgery,  Inc. 

Chairman  of  the  department  of 
ophthalmology  at  The  University  of 
Texas  Southwestern  Medical  School 
at  Dallas,  Dr.  John  R.  Lynn,  has 
been  awarded  a $2,500  grant  from 
Research  to  Prevent  Blindness,  Inc., 
for  studies  in  eye  disease. 

Dr.  Ben  E.  Moore  of  Dallas  has  been 
named  Texas  State  Representative 
for  the  American  College  of  Emer- 
gency Physicians.  He  is  Medical  Di- 
rector of  Emergency  Services  for 
Methodist  Hospital  in  Dallas.  | 


DR.  H.  0.  DEATON 

Fort  Worth  general  practitioner 
and  surgeon  since  1927,  Dr.  Hobart 
0.  Deaton,  died  Aug.  15,  1969,  in  a 
Fort  Worth  hospital.  Cause  of  death 
was  pneumonia.  He  was  73  and  had 
retired  from  practice  Jan.  1,  1969. 

Dr.  Deaton  was  a former  speaker 
and  vice-speaker  of  the  House  of 
Delegates  of  the  Texas  Medical  As- 
sociation and  was  elected  to  honor- 
ary membership  in  TMA  in  1969.  He 
had  also  served  as  president  of  Tar- 
rant County  Medical  Society  in  1956 
and  was  the  recipient  of  that  soci- 
ety’s Gold  Headed  Cane  Award  in 
1965.  A charter  member  of  Fort 
Worth  Academy  of  Medicine  and  a 
founder  of  Carter  Blood  Center,  he 
was  a member  of  Southern  and 
American  Medical  Associations,  Phi 
Chi  medical  fraternity,  and  Alpha 
Omega  Alpha  honorary  medical  fra- 
ternity. He  had  been  an  elder  and  a 
trustee  in  Hemphill  Presbyterian 
Church  in  Fort  Worth.  He  had  served 
as  chief  of  staff  of  St.  Joseph  Hos- 
pital and  had  been  on  the  staffs  of 
Harris,  John  Peter  Smith,  and  Penn- 
sylvania Avenue  hospitals. 

The  son  of  Burrel  and  Mary  Cope- 
land Deaton,  Dr.  Deaton  was  born 
July  13,  1896,  at  Eagle  Springs, 
N.C.,  the  second  oldest  of  ten  chil- 
dren. He  attended  Wake  Forest  Uni- 
versity in  Winston-Salem,  N.C.,  and 
the  University  of  North  Carolina  and 
received  his  MD  degree  in  1926 
from  Washington  University  School 
of  Medicine  in  St.  Louis.  From  1926 
to  1927  he  interned  at  Vanderbilt 
University  Hospital  in  Nashville, 
Tenn. 

Survivors  include  his  wife,  the 
former  Lois  White,  of  Fort  Worth; 
two  sons.  Dr.  John  M.  Deaton  of 
Galveston  and  Dr.  Burrel  H.  Deaton 
of  Minneapolis,  Minn.;  a brother, 
Sam  Deaton  of  Eagle  Springs,  N.C.; 
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six  sisters,  Misses  Annette  and  Val- 
dah  Deaton  of  Eagle  Springs,  Mrs. 
W.  L.  Biggs  of  Laurinburg,  N.C.,  Mrs. 
L.  F.  Philips  of  Sanford,  N.C.,  Mrs. 
A.  D.  Brewer  of  Newport  News.  Va., 
and  Mrs.  Henry  Dratz  of  Arlington, 
Va. 

DR.  N.  M.  KENNEY 

Dr.  Nat  M.  Kenney,  San  Antonio 
native  and  general  practitioner  for 
61  years,  died  July  24,  1969,  of 
carcinomatosis.  He  was  82. 

Born  Sept.  2,  1886,  Dr.  Kenney 
was  the  son  of  John  W.  and  Eliza 
Gibson  Kenney.  He  received  his  MD 
degree  in  1908  from  Tulane  Uni- 
versity School  of  Medicine  at  New 
Orleans.  During  World  War  I,  he 
served  in  the  US  Army  Medical 
Corps  and  attained  the  rank  of  cap- 
tain. 

A member  of  Texas  Medical  As- 
sociation, American  Medical  Asso- 
ciation, and  Bexar  County  Medical 
Society,  he  belonged  to  Ancient  Free 
and  Accepted  Masons  and  to  Alzafar 
Temple  Shrine.  He  was  also  a mem- 
ber of  Travis  Park  Methodist  Church 
in  San  Antonio. 

Surviving  Dr.  Kenney  are  his  wife, 
the  former  Mary  Patterson;  three 
sons,  Nat  M.  Kenney,  Jr.,  of  Ken- 
newick, Wash.,  Dr.  John  W.  Kenney 
of  San  Antonio,  and  Dr.  William  P. 
Kenney  of  Utrecht,  Netherlands:  and 
three  daughters,  Mrs.  Byron  Goad  of 
Victoria,  Miss  Elizabeth  Kenney  of 
San  Antonio,  and  Mrs.  Celwyn  E. 
Hopkins  of  Placentia,  Calif. 

DR.  L.  K.  PATTON 

Amarillo  physician  for  46  years, 
Dr.  Louis  K.  Patton,  died  Sept.  3, 
1969,  in  Amarillo  following  a stroke 
several  months  ago. 

Born  Oct.  7,  1891,  in  Manitou 
Springs,  Colo.,  Dr.  Patton  was  grad- 
uated from  Denison  High  School  in 
Denison,  Tex.,  and  attended  The 
University  of  Texas  at  Austin.  Dur- 
ing World  War  I,  he  served  with  the 
US  Navy  as  a hospital  apprentice 
while  he  was  a student.  He  received 
his  MD  degree  in  1921  from  the  UT 
Medical  Branch  at  Galveston.  From 
1921  to  1923  he  served  an  intern- 
ship at  Philadelphia  General  Hospi- 
tal. 


Dr.  Patton  was  a member  of  Pot- 
ter-Randall  Counties  Medical  Society, 
Panhandle  District  Medical  Society, 
Texas  and  American  Medical  asso- 
ciations, and  American  Academy  of 
General  Practitioners.  He  was  a for- 
mer elder  in  the  First  Presbyterian 
Church  and  was  a former  Rotarian. 
A member  of  the  board  of  directors 
of  the  American  National  Bank  in 
Amarillo,  he  was  a past  vice  presi- 
dent of  the  board  of  managers  at 
Northwest  Texas  Hospital  and  a past 
president  of  its  staff.  He  had  also 
been  on  the  staff  at  St.  Anthony’s 
Hospital.  He  belonged  to  Alpha  Ome- 
ga Alpha  medical  honorary  fraternity. 

Surviving  Dr.  Patton  are  his  wife, 
the  former  Blanche  Stirling;  his 
daughter,  Mrs.  Delmar  Durrett;  and 
his  daughter-in-law,  Mrs.  Walter  S. 
Patton  Kaufman,  all  of  Amarillo. 

DR.  S.  W.  TENNEY 

General  practitioner.  Dr.  Samuel 
W.  Tenney,  56,  died  Aug.  1,  1969, 
in  Marshall,  Tex.,  where  he  had  prac- 
ticed since  1937. 

The  son  of  the  Rev.  W.  C.  and 
Ewing  Furrh  Tenney,  Dr.  Tenney  was 
born  in  Elysian  Fields,  Tex.,  July  28, 
1913.  He  received  a BA  degree  from 
The  University  of  Texas  at  Austin, 
and  he  was  graduated  from  The 
University  of  Texas  Medical  Branch 
at  Galveston  with  an  MD  degree.  In 
1936-1937,  he  interned  at  Charity 
Hospital  in  Cleveland,  Ohio.  He  was 
a flight  surgeon  in  the  US  Army  Air 
Corps  during  World  War  II,  and 
served  two  tours  of  duty  in  Europe, 
attaining  the  rank  of  major. 

A member  of  Texas  Medical  As- 
sociation and  American  Medical  As- 
sociation, Dr.  Tenney  was  a former 
secretary  and  president  of  Harrison 
County  Medical  Society.  He  was  also 
a member  of  American  Academy  of 
General  Practice  and  Phi  Beta  Pi 
medical  fraternity.  He  belonged  to 
First  Presbyterian  Church.  He  served 
on  the  medical  staff  and  was  a 
member  of  the  Executive  Committee 
of  Memorial  Hospital  in  Marshall. 

Dr.  Tenney  is  survived  by  his  wife 
of  Marshall,  the  former  Elaine  Mar- 
tin. Other  survivors  include  three 
sons,  Eugene  M.  Tenney  of  New  Or- 
leans, Davis  W.  Tenney  of  Houston, 


DR.  TENNEY 


and  William  C.  Tenney  of  Austin;  one 
sister,  Mrs.  Van  C.  Kelly,  Jr.,  of 
Austin:  and  two  brothers,  J.  L.  Ten- 
ney of  Austin  and  W.  F.  Tenney  of 
Fort  Worth. 

DR.  J.  K.  GLEN 

Dr.  John  King  Glen,  70,  Houston 
pediatrician,  died  July  13,  1969.  He 
had  practiced  in  Houston  for  39 
years. 

The  son  of  John  Alexander  and 
Lois  King  Glen,  Dr.  Glen  was  born 
June  16,  1899,  in  Cleburne,  Tex. 
He  attended  schools  in  Beaumont 
and  was  graduated  from  Southern 
Methodist  University  and  from  The 
University  of  Texas  Medical  Branch 
at  Galveston  with  an  MD  degree. 
In  1925-27  he  was  an  instructor  in 
anatomy  at  the  UT  Medical  Branch. 
He  interned  at  Cleveland  City  Hos- 
pital in  Cleveland,  Ohio,  from  1927  to 
1928  and  was  an  intern  and  assist- 
ant resident  at  St.  Louis  Children’s 
Hospital  from  1928  to  1930.  During 
World  War  II,  he  served  as  a US 
Navy  Commander.  He  then  returned 
to  his  practice  in  Houston,  and  in 
1958  he  was  appointed  to  the  Hous- 
ton school  board  to  fill  an  unex- 
pired term. 

A past  president  of  Harris  County 
Medical  Society  and  Texas  Pediatric 
Society,  former  vice-president  of 
Texas  Medical  Association,  and 
member  and  TMA  delegate  for  20 
years  to  the  American  Medical  As- 
sociation, Dr.  Glen  was  a former 
trustee  of  the  Association  of  Amer- 
ican Physicians  and  Surgeons  and 
director  of  Blood  Services,  Inc.  He 
served  as  chairman  of  the  pediatric 
department  at  St.  Joseph  Hospital 
and  past  chairman  of  the  depart- 
ment of  pediatrics  at  Memorial  Bap- 
tist Hospital.  He  also  belonged  to 
Alpha  Omega  Alpha  medical  honor- 
ary, Kappa  Alpha  Order  social  fra- 
ternity, the  Masonic  Lodge,  and  St. 
Luke’s  Methodist  Church.  He  was 
an  honorary  member  of  Phi  Beta 
Pi  medical  fraternity. 

Surviving  Dr.  Glen  are  his  wife, 
the  former  Annette  Steen,  of  Hous- 
ton; two  daughters,  Mrs.  Joe  F. 
Thomas  of  Houston  and  Mrs.  Judy 
Hodson  of  Los  Angeles;  and  one 
sister.  Miss  Jenny  Glen  of  Beau- 
mont. 
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DR.  E.  M.  BURG 

Dr.  Edward  Moses  Burg,  San  An- 
tonio physician,  died  June  19,  1969, 
in  Dallas.  He  was  78. 

The  son  of  Dr.  and  Mrs.  Sigmund 
Burg,  Dr.  Burg  was  born  April  4, 
1891,  in  San  Antonio.  He  was  grad- 
uated from  The  University  of  Texas 
at  Austin  and  received  his  MD  de- 
gree in  1920  from  The  University  of 
Texas  Medical  Branch  at  Galveston. 
He  interned  at  St.  Louis  City  Hospi- 
tal in  1920,  and  he  served  a resi- 
dency from  1920  to  1921  at  Jewish 
Hospital  of  St.  Louis.  From  1922 
until  his  retirement  in  1968,  he  prac- 
ticed general  medicine  in  San  An- 
tonio. 

Dr.  Burg  was  elected  to  honorary 
membership  in  Texas  Medical  As- 
sociation in  1969  and  was  also  an 
honorary  member  of  American  Med- 
ical Association  and  Bexar  County 
Medical  Society. 

Survivors  include  his  wife  of  Dal- 
las, the  former  Sadie  Klein;  two 
daughters,  Mrs.  Cecile  Bershad  of 
Palos  Verdes,  Calif.,  and  Mrs.  Walter 
Greenblatt  of  Dallas;  and  two  sisters, 
Mrs.  William  Tierske  of  Atherton, 
Calif.,  and  Mrs.  A.  Alexander  of  Red- 
wood City,  Calif. 

DR.  G.  L PATTILLO 

Dr.  Guy  Lowell  Pattillo,  Abilene 
gynecologist  and  surgeon,  died  June 
28,  1969,  following  a stroke  suffered 
June  11.  He  was  59. 

Born  Jan.  22,  1910,  in  Miller 
County,  Ark.,  Dr.  Pattillo  was  the 
son  of  Mr.  and  Mrs.  W.  L.  Pattillo  of 
Lubbock.  He  was  graduated  from 
Hardin-Simmons  University  in  Abi- 
lene and  received  his  MD  degree  in 
1936  from  Baylor  College  of  Medi- 
cine, then  located  in  Dallas.  From 
1935  to  1936,  he  was  assistant  in- 
structor in  histology  and  embryology 
at  Baylor.  He  served  an  internship 
from  1936  to  1937  at  City  and 
County  Hospital  in  Fort  Worth,  and 
he  served  a residency  in  1937  at 
Hendrick  Memorial  Hospital  in  Abi- 
lene. 

Dr.  Patillo  was  in  private  practice 
in  Anson,  Tex.,  until  he  moved  to 
Abilene  in  1940.  During  World  War 
II,  he  served  in  the  US  Air  Force 


Medical  Corps  as  captain  and  flight 
surgeon  with  the  493rd  Bomber 
Group  and  the  190th  Air  Squad.  He 
was  later  associated  with  Hendrick 
Memorial  and  St.  Ann  hospitals  in 
Abilene. 

A member  of  Texas  and  American 
Medical  Associations  and  Texas  As- 
sociation of  Obstetricians  and  Gyne- 
cologists, Dr.  Pattillo  served  as  pres- 
ident of  Taylor-Jones  Counties  Med- 
ical Society  in  1950  and  became 
chairman  of  the  medical  staff  at 
Hendrick  Memorial  Hospital  in  1955. 
He  was  a former  president  of  the 
Alumni  and  Ex-Students’  Associa- 
tion of  Hardin-Simmons  University 
and  was  a member  of  University 
Baptist  Church. 

Preceded  in  death  in  1967  by  his 
wife,  Evelyn  Jackson  Pattillo,  Dr. 
Pattillo  is  survived  by  his  parents; 
a son.  Jack  Pattillo  of  Richardson, 
Tex.;  two  daughters,  Mrs.  Bob  Beck- 
ham of  Abilene  and  Mrs.  Jim  Max- 
field  of  Lubbock;  and  a brother, 
Walter  P.  Pattillo  of  Lubbock. 

DR.  A.  F.  NORDMEYER 

Mission,  Tex.,  physician.  Dr.  Ar- 
thur Frank  Nordmeyer,  died  June 
23,  1969,  of  acute  coronary  occlu- 
sion. He  was  53. 

The  son  of  Edward  Frederick  and 
Emma  Nordmeyer,  Dr.  Nordmeyer 
was  born  Feb.  9,  1916,  in  McAllen, 
Tex.  He  attended  Pan-American  Col- 
lege in  Edinburg,  Tex.,  and  The  Uni- 
versity of  Texas  at  Austin.  He  re- 
ceived his  MD  degree  from  the  UT 
Medical  Branch  at  Galveston  in 
1950.  He  served  internship  and  res- 
idency at  Highland-Alameda  County 
Hospital  in  Oakland,  Calif.  During 
World  War  II,  he  was  a lieutenant, 
junior  grade,  in  the  US  Navy  in 
the  Pacific  Theater. 

A member  of  American  Medical 
Association  and  Hidalgo-Starr  Coun- 
ties Medical  Society,  Dr.  Nordmeyer 
was  also  a member  of  American 
Academy  of  General  Practice,  and 
was  a past  president  of  Rio  Grande 
Valley  Heart  Association  and  Hidalgo 
County  Cancer  Society.  A selective 
service  medical  advisor,  he  was  a 
former  president  of  the  Mission  Ro- 
tary Club  and  was  a district  council- 
man of  the  UT  Ex-Students  Associa- 


tion. He  belonged  to  Phi  Rho  Sigma 
medical  fraternity. 

Surviving  Dr.  Nordmeyer  are  his 
wife,  the  former  Dorothy  Mary  Hope, 
of  McAllen;  three  daughters,  Hope 
Nordmeyer  of  Houston,  Susan  Nord- 
meyer of  Austin,  and  Sharon  Nord- 
meyer of  McAllen;  four  brothers, 
Rudy  Nordmeyer  and  Al  R.  Nord- 
meyer, both  of  Mission,  Robert 
Nordmeyer  of  Richardson,  Tex.,  and 
E.  H.  Nordmeyer  of  San  Antonio; 
and  six  sisters,  Mrs.  Carol  Norquest 
of  Edinburg,  Mrs.  Marie  Perrenot  of 
San  Antonio,  Mrs.  Jack  Ward  of 
Austin,  Mrs.  W.  H.  Wuensche  of 
Clifton,  Tex.,  Mrs.  P.  S.  Brown  of 
McAllen,  and  Mrs.  Robert  Bond  of 
Oklahoma  City. 

DR.  M.  C.  O’BANNON 

Dr.  Mose  Coleman  O'Bannon,  35, 
Houston  pediatrician,  drowned  on 
March  19,  1969,  when  his  cabin 
cruiser  sank  in  East  Bay,  near  Smith 
Point. 

Dr.  O’Bannon  was  born  April  8, 
1934,  in  Batesville,  Miss.,  and  was 
the  son  of  Mose  Coleman  and  Leafy 
Mullins  O’Bannon.  He  received  his 
MD  degree  from  the  University  of 
Mississippi  School  of  Medicine  in 
Jackson  in  1959.  He  served  an  in- 
ternship at  US  Naval  Hospital,  Ports- 
mouth, Va.,  in  1959-1960  and  served 
a residency  from  1961  to  1963  at 
the  US  Naval  Hospital  at  the  Na- 
tional Naval  Medical  Center,  Bethes- 
da,  Md.,  where  he  specialized  in  pe- 
diatrics. While  serving  in  the  US 
Navy  as  a Lieutenant  Commander, 
Dr.  O’Bannon  was  stationed  at  Ports- 
mouth, Va.;  Birmingham,  Ala.;  Beth- 
esda,  Md.;  and  Newport,  R.l.  He 
moved  to  Houston  in  1965. 

Dr.  O’Bannon  belonged  to  Harris 
County  Medical  Society,  Texas  Medi- 
cal Association,  and  American  Medi- 
cal Association.  He  was  a member 
of  the  Park  Place  Methodist  Church. 

Mrs.  O’Bannon,  the  former  Mil- 
dred Thornton,  survives,  as  do  three 
sons,  Michael  Elwood,  Robert  Law- 
rence and  John  Kenneth,  all  of 
Houston;  his  mother,  Mrs.  Garland 
Lowery  of  Charleston,  Miss.;  a 
brother,  James  O’Bannon  of  Lexing- 
ton, Ky.;  and  two  sisters,  Mrs.  Linda 
Vollmer  and  Mrs.  Maxine  Street, 
both  of  Memphis,  Tenn. 
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PSYCHIATRY 

INPATIENT  - OUTPATIENT 

Multiple-approach  treatment  of  thinking  disorders.  Established  diagnostic  procedures  available. 
Secluded  in-town  location  convenient  to  the  medical  community. 

Psychiatry 

Joseph  L.  Knapp,  M.D.  Fred  H.  Jordon,  M.D. 

Jackson  H.  Speegle,  M.D.  Joseph  H.  Lindsay,  M.D 

Internal  Medicine 
Nard  Lair,  M.D. 

Psychology 

TraudI  E.  Jordan-Diener,  Ph.D.  R.  A.  Mitchell,  M.S.  David  K.  Fooshee,  M.S. 

1353  North  Westmoreland  Avenue  Dallas,  Texas  7521 1 214  331-8331 


BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 
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Pertofrane^  desipramine  hydrochloride 


Indication , Mental  depression- 

Contraindications:  Do  not  use  MAO  inhibitors  concomi- 
tantly or  within  2 weeks  of  the  use  of  this  drug.  Hyperpyretic 
crises  or  severe  convulsive  seizures  may  occur  with  such 
combinations;  potentiation  of  adverse  reactions  can  be  seri- 
ous or  even  fatal. 

When  substituting  Pertofrane  in  patients  receiving  an 
MAO  inhibitor,  allow  an  interval  of  at  least  14  days.  Initial 
dosage  in  such  patients  should  be  low  and  increases  should 
be  gradual  and  cautiously  prescribed. 

The  drug  is  contraindicated  following  recent  myocardial 
infarction  and  in  patients  with  a known  hypersensitivity  to 
tricyclic  antidepressants. 

Warning:  Activation  of  psychosis  may  occasionally  be 
observed  in  schizophrenic  patients.  Due  to  atropine-like 
effects  and  sympathomimetic  potentiation,  use  only  with  the 
greatest  care  in  patients  with  narrow-angle  glaucoma  or 
urethral  or  ureteral  spasm. 

Do  not  use  in  patients  with  the  following  conditions  unless 
the  need  outweighs  the  risk  severe  coronary  heart  disease 
with  EKG  abnormalities,  progressive  heart  failure,  angina 
pectoris,  paroxysmal  tachycardia  and  active  seizure  disorder 
(may  lower  seizure  threshold). 

Desipramine  and  the  parent  compound,  imipramine.  have 
been  shown  to  block  the  action  of  guanethidine  and  related 
adrenergic  neuron-blocking  agents. 

Hypertensiveepisodes  have  been  observed  during  surgery. 

The  concurrent  use  of  other  central  nervous  system  drugs 
or  alcohol  may  potentiate  adverse  effects.  Since  many  such 
drugs  may  be  used  during  surgery,  desipramine  should  be 
discontinued  prior  to  elective  procedures 

Caution  patients  on  the  possibility  of  impaired  ability  to 
operate  a motor  vehicle  or  dangerous  machinery. 

Do  not  use  in  women  who  are  or  may  become  pregnant 
unless  the  clinical  situation  warrants  the  potential  risk,  and 
do  not  use  in  patients  under  1 2 years  of  age. 

Because  of  increased  sensitivity  to  the  drug,  use  lower 
than  normal  dosage  in  adolescent  and  geriatric  patients. 

Precautions  Potentially  suicidal  patients  require  careful 
supervision  and  protective  measures  during  therapy.  Dis- 
continuation of  the  drug  may  be  necessary  in  the  presence 
of  increased  agitation  and  anxiety  shifting  to  hypomanic  or 
manic  excitement. 

Atropine-like  effects  may  be  more  pronounced  (e  g para- 
lytic ileus)  in  susceptible  patients  and  in  those  receiving  anti- 
cholinergic drugs  (including  antiparkinsonism  agents). 

Prescribe  cautiously  in  hyperthyroid  patients  and  in  those 
receiving  thyroid  medications;  transient  cardiac  arrhythmias 
have  occurred  in  rare  instances. 

Periodic  blood  and  liver  studies  should  supplement  careful 
clinical  observations  in  all  patients  undergoing  extended 
courses  of  therapy. 

Adverse  Reactions:  The  following  have  been  reported 
Nervous  System  dizziness,  drowsiness,  insomnia,  headache, 
disturbed  visual  accommodation,  tremor,  unsteadiness, 
tinnitus,  paresthesias,  changes  in  EEG  patterns,  epilepti- 
form seizures,  mild  extrapyramidal  activity,  falling  and  neuro- 
muscular incoordination.  A confusional  state  (with  such 
symptoms  as  hallucinations  and  disorientation),  particularly 
in  older  patients  and  at  higher  dosage,  may  require  discon- 
tinuation of  the  drug.  Gastrointestinal  Tract  anorexia, 
dryness  of  the  mouth,  nausea,  epigastric  distress,  constipa- 
tion and  diarrhea  Skm  skin  rashes  (including  photosensiti- 
zation),  perspiration  and  flushing  sensations.  Liver  rare 
cases  of  transient  jaundice  (apparently  of  an  obstructive 
nature)  and  liver  damage  If  jaundice  or  abnormalities  in 
liver  function  tests  occur,  discontinue  the  drug  and  investi- 
gate, Blood  Elements:  bone-marrow  depression,  agranu- 
locytosis, thrombocytopenia  and  purpura  If  these  occur, 
discontinue  the  drug  Transient  eosinophilia  has  been  ob- 
served. Cardiovascular  System  orthostatic  hypotension 
and  tachycardia.  Carefully  supervise  patients  requiring  con- 
comitant vasodilating  therapy,  particularly  during  initial 
phases  Genitourinary  System  urinary  frequency  or  reten- 
tion and  impotence.  Endocrine  System  occasional  hor- 
monal effects,  including  gynecomastia,  galactorrhea  and 
breast  enlargement,  and  decreased  libido  and  estrogenic 
effect  Sensitivity  urticaria  and  rare  instances  of  drug  fever 
and  cross-sensitivity  with  imipramine 

Dosage  All  patients  except  geriatric  and  adolescent 
50  mg  t I d (150  mg  daily).  Dosage  may  be  increased  up 
to  200  mg  daily.  Geriatric  and  adolescent  patients  should 
usually  be  started  with  lower  dosage  (25  to  50  mg  daily) 
and  may  not  tolerate  higher  doses  Dosage  may  be  increased 
up  to  100  mg  daily 

Lower  maintenance  dosages  should  be  continued  for  at 
least  2 months  after  obtaining  a satisfactory  response. 

Mild  anxiety  and  agitation  which  may  accompany  depres- 
sion usually  remit  as  the  depression  responds.  Occasionally, 
however,  a sedative  or  tranquilizer  may  be  indicated. 

Availability  Maroon  and  pink  capsules  of  50  mg,  in  bottles 
of  100,  pink  capsules  of  25  mg.  in  bottles  of  100  and  1000 
(B)46-530-G 

For  complete  detail's,  please  see  the  full  prescribing  infor- 

mation. 


Coming  out 
of  a depression. 


And  it  can  often  begin  to  happen  in  3 to  5 days 
with  an  antidepressant  like  Pertofrane.  There's  a lifting  of 
depressed  mood ...  a restoration  of  psychomotor  activity.  Patients 
usually  begin  to  cope,  work,  maybe  play,  even  enjoy. 

It's  not  all  beautiful.  Sometimes  there  are 
side  effects.  And  not  everybody  can  take  the  drug.  It  may  even  be 
a slow  process.  But  along  with  the  care  and  comfort  you  give 
depressed  patients,  consider  Pertofrane. Then  consider  the  respons( 
Please  read  the  prescribing  informationfor 
full  details  on  contraindications,  warnings,  precautions,  adverse 
reactions  and  dosage.  It's  summarized  on  the  left. 

Pertofrane' 

desipramine  hydrochloride 
New  50-mg. 

capsules  now  available. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


It's  beautiful ! 
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He  is  elderly. 

He  is  on  corticosteroids. 
When  he  needs  an  antibiotic 
he  may  he  a candidate  for 

DECLOSTATIN  300 

DrnK'lh^lchlorlelranflineHCl  300  mg  1 • 'I 

and  >>slalin  ."lOO.OOO  units  "■ 

CAPSi  l E-SHAPtD  TABLRTS  Lrderle  U • Jt  • U.  • 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy— the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

^ For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
overgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOST.ATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Om- 
stant  observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth  — dental  staining  (yellow-hrown)  in  children  of  mothers  given  this  J 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapy; 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
in  humans. 


Average  Adult  Daily  Dosage:  1.50  mg  (j.i.d.  or  300  mg  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods 
and  some  daily  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  .symptoms  have  subsided. 


LEDERLE  LABORATORIE.S 

A Division  ol  American  Cyanamid  Company,  Pearl  River,  New  York 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 

One  Ambar  Extentab  before  breakfast  can  AMBAR*2  BRIEF  SUMMARY/Indications:  Ambar 

help  control  most  patients’  appetite  for  up  ^ suppresses  appetite  and  helps  offset  emo- 


to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning;  may  be  habit  forming). 


tional  reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details. 


A.  H.  ROBINS  COMPANY, 
RICHMOND,  VA.  23220 
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unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully  — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Bach  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Amlnophylline,  195 
mg.  Indications;  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  toot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Amlnophylline  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage;  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC, 

PHILADELPHIA.  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  amlnophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Trichomonads...Monilia...  Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem- 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
cantraceptives,’"'*  braad-spectrum  antibiotics^'^  and  prolonged  use  of  corticosteroids.^ 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.’’" 


Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  af  AVC  in  vaginitis/ cervicitis  and  vaginal  surgery. 


Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topicol  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaginally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.;  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  and  Lyle,  J.  S.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.:  Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L.:  Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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AVC 


CREAM 


(aminacrine  hydrochloride 
15.0%,  allantoin  2.0%) 


0.2%, 


sulfanilamide 


SUPPOSITORIES 


(aminacrine  hydrochloride  0.014  Gm., 
1.05  Gm.,  allantoin  0.014  Gm.) 


sulfanilamide 
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T^^yj^susPiMSiOK/TABLETS:  Each.foa&pooMul  (5  CC.)  or  ■ " 
t^^Kfl^SIOKEX  contains  5 mg.  hytJfc»Odone  (Warning: 
]^^^^|i‘§lji^ft>miing)  and  1()  mg.  phenyltoloxamine,  both  as  cation 
complexes  of  sulfonated  polystyrene. 

permit. 

associated  with  respiratory  inf ections 
' including  chrome  sinusitis,  colds,  influenza,  bronchitis,  amd  cough 

:^^dbrottchogenk‘cktmonm.  ,> 

*^SAGEi  Adults:,  1 icasp<kHS’ul  (S  cc.)  or  tablet  every  8-12  hours. 
Under  1 year;  1/4  teaspoonful  every  12hours. 

I'^S  years : 1 /2  teaspoonful  every  1 2 hours.  Over  5 years : 

12- hours... 

:«.^|^H^^^P&^haA;mild  constipation,  nausea,  facial 


Ion,  refer  to  package  insert  or 


ies  Division 

Rochester,  NTt: 


lubadub  hibadul 

His  heart  tells  him  he’s  an  invalid. 

You  know  he’s  not. 


Photograph  professionally  posed. 


Contraindications:  History  of  sensitivity  to  meprobamate. 


Important  Precautions:  Carefully  supervise  dose  and 
amounfs  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


Anxiety  is  expected  in  the  cardiovascular  patient, 
A little  may  even  be  desirable. 

But  \A/hen  anxiety  is  exaggerated  . . . when  it 
interferes  with  sleep  . . . when  it  aggravates 
cardiovascular  symptoms,  your  help  may 
be  needed. 

Naturally,  you’ll  want  to  reassure  the  patient. 

And  perhaps  prescribe  Equanil  (meprobamate) 
as  adjunctive  therapy.  It  helps  relieve  anxiety 
and  tension  specifically,  yet  gently. 

Almost  15  years'  use  has  shown  that  Equanil 
is  usually  well  tolerated  as  well  as  effective. 

Side  effects  are  generally  limited  to  transient 
drowsiness:  serious,  therapy-interrupting 
side  effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition;  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  \A/yeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Equanir 

(meprobamate) 


Teriamycin' 

(oxytetracycline) 


An  infection  of  rapid  onset  requiring 
prompt  attention.  Fcenage  girl  with  chills, 
fever,  abdominal  pain,  backache  and 
nausea.  Frequent  and  urgent  urination 
with  burning.  On  examination  — tender- 
ness over  kidney.  Blood  count  and 
urinalysis  confirm  the  diagnosis:  acute 
pyelonephritis.  Treatment  is  initiated  with 
Terramycin.  Within  a few  days  of  follow- 
up therapy,  the  patient  is  markedly 
improved.  The  pretreatment  urine 
culture  shows  a strain  of  E.  coli  highly 
susceptible  to  Terramycin. 

Experience  has  shown  that  Terramycin 
ofters  special  advantages  in  treating 
urinary  tract  infections  when  strains  of 
causative  bacteria  are  susceptible. 
Broad-spectrum  coverage  unaffected  by 
penicillinase.  Effective  tissue  levels  to  help 
reach  foci  of  infection  in  renal  parenchyma. 
High  urine  levels— excreted  by  kidney 
in  active  form. 


Contraindicated:  In  indiviiluals  hypersensitive  to  oxytetra- 
cycline. 

WarniiiKs:  Retluce  usual  oral  dosage  and  consider  antibiotic 
serum  level  determinations  in  patients  with  impaired  renal 
hinction. 

Use  of  oxytetracycline  during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  chddhood  may  cause  discoloration 
of  developing  teeth.  This  eR'ect  occurs  mostly  during  long-term 
use  of  the  drug,  but  it  has  also  been  observed  in  usual  short- 
treatment  courses. 

During  treatment  with  tetracyclines,  individuals  susceptible 
to  photodynamic  reactions  should  avoid  direct  sunlight;  if 
such  reactions  occur,  discontinue  therapy. 

Note:  With  oxytetracycline,  phototoxicity  is  unknown  and 
{)hotoallergy  very  rare. 

Precautions:  Use  of  broad-spectrum  antibiotics  occasionally 
may  result  in  overgrowth  of  nonsusceptihle  organisms.  Where 
such  infections  occur,  discontinue  oxytetracycline  and  institute 
specific  therapy.  Increased  intracranial  pressure  in  infants  is 
a possibility.  Symptoms  disappear  upon  discontinuation  of 
therapy. 

Adverse  Reactions:  Nausea,  diarrhea,  glossitis,  stomatitis, 
proctitis,  vaginitis  and  dermatitis,  as  well  as  reactions  of  an 
allergic  nature,  may  occur  but  are  rare. 

Supply:*  Terramycin  Capsules:  oxytetracycline  HCI,  250  mg. 
and  125  mg.  Terramycin  Syrup:  calcium  oxytetracycline, 

125  mg.  per  5 cc.  Terramycin  Pediatric  Drops:  calcium 
oxytetracycline,  100  mg.  per  cc. 

‘'All  potencies  listed  are  in  terms  of  the  standard, 
oxytetracycline. 

More  detailed  professional  hiformation  available  on  request. 


With  Terramycin,  you  have  the  assur- 
ance that  comes  with  choosing  an  agent 
physicians  have  depended  on  for  over  18 
years.  In  difficult  as  well  as  routine  cases, 
when  tests  reveal  susceptible  organisms, 
consider  Terramycin.  One  of  the  world’s 
most  widely  used  broad-spectrums. 


Terramycin 

(oxytetracycline) 
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WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee.  M.D. 

Charles  H.  WiUon,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Mark  E.  Huff,  Jr.,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 
Claude  D.  Wilson.  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter  III,  M.D.,  F.A.A.P. 

Joseph  BUder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson.  M.D.,  D.A.B.R.,  Radiology 
Joe  D.  Steed.  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 

MEDICINE 

W.  B.  Whiting,  M.D.,  F.A.C.P.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosia  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  Sc  Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

Eugene  Jackson,  M.D.,  Diagnosis  & Internal  Medicine 

GENERAL  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
Jesse  E.  Dobbs,  Jr.,  Asst.  Administrator 


HOMESTEAD 

CHILD  PLACEMENT  AGENCY 
and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

ED  5-5942  ED  6-7905 

Foit  Worth,  Texas 


Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  ntothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


ONCOLOGY 


Oscar  L.  Morphis,  M.D.,  F.A.C.R. 

Radiation  Therapy 
Radium  Therapy 


R.  P.  O’Bannon,  M.D.,  F.A.C.R. 

Radiation  Therapy 


Norris  Gilfillan,  M.D.,  F.A.C.S.  Tom  B.  Bond,  M.D.,  F.A.C.R. 

Chemotherapy  Consultant 

Jack  M.  Morgan,  M.S.,  F.A.C.R. 

Consultant-Physicist 

1550  West  Rosedale,  Suite  620  Fort  Worth  ED  6-2028 
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PHYSICIANS'  DIRECTORY 


Allergy 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $8.00  per  column  inch  and  must  run  six 
months.  New  listings  are  limited  to  those  specialties  rec- 
ognized by  the  American  Medical  Association.  A discount 
of  5%  is  allowed  for  six  month’s  advance  payment.  Mail 
copy  to  Advertising  Assistant,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is 
20th  of  the  month  preceding  publication  month. 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.A.A.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatric  Allergy 


216  Medical  Prof.  Bid*. 
CA  6-7671 


San  Antonio  16,  Texaa 
CA  7-6331 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 
RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON, 
F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER.  M.D.,  F.A.C.A. 

RAMON  GARRIDO,  M.D. 

(Certified  American  Board  of  Pediatrics) 

Suite  166,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77026 
JA  6-3281 


M.D., 


SIM  HULSEY,  M.D, 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


Clinics 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  Weet  Beauregard  Avenue 
SAN  ANGELO,  TEXAS 


R.  M.  Finks,  M.D..  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

(ibstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 
Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 


Tom  R.  Hunter,  M.D.,  Surgery 

Dale  W.  Hayter,  M.D,, 
Ophthalmology 

O.  Sterling  Gillis  III,  M.D.. 
Obstetrics  and  Gynecology 

Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 

Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


Robert  P.  Gordon,  C.P.A.,  Administrator 


V.  E.  FRIEDEWALD,  M,D„  F,A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

2203  West  Tennessee  Midland,  Texas  79701 

MU  2-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D,  Theodore  J.  Haywood,  M,D. 
Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Charles  D.  Haunschild,  M.D.  James  A.  Murray,  M.D. 
♦Hermann  Gregory,  M.D. 

Certified  American  Boards  of  Pediatrics  and  AUersy 

6655  Travis  Street  Houston,  Texas  77025  JA  8-5591 

""Military  Leave  of  Absence 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 
Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


ALLERGY  CLINIC 
Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatologry 
W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 
TU  2-3487 

2630  Morgan  Corpus  Christi,  Texas 


Cardiovascular  Disease 


GUS  SCHREIBER,  M.D.,  F.A.C.C. 

24-Hour  Reception  and  Interpretation  of 
Telephone-Transmitted  Electrocardiograms. 

Matching  Electrocardiographs,  Transmitters, 
and  Tape  Recorders  Leased  to  Institutions. 

1430  Medical  Arts  Building  Dallas,  Texas  75201 

Telephone  214  748-3715 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 


John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  M^. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


THOMAS-SPANN  CLINIC 
& THOMAS-SPANN  HOSPITAL,  INC. 

1546  S.  Brownlee  Corpus  Christi,  Texas  78404 

Telephone  884-3861 


SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 
J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 

Carlos  M.  Yanez,  M.D. 


INTERNAL  MEDICINE 
William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 

RADIOLOGY 

Crysup  Sory,  M.D. 
ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 
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RUGELEY  AND  BLASINGAME  CLINIC 


Wharton, 

2100  North  Fulton  Street 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 


Texas 

713  LE  2-1700 

OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 


GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 

F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

DERMATOLOGY  & SKIN  CANCER 
J.  S.  Stell,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 

H.  Z.  Fretz,  M.D. 


OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY-CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY- 
CONSULTANT 
C.  G.  Spears,  M.D. 


C.  M.  Collins,  M.D. 


RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 
ADMINISTRATION 
C.  H.  “Ham”  Rugeley 
Malcolm  D.  Rugeley 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston  25,  Texas  JA  6-2061 

Internal  Medicine  and  Diagnosis 


Cardiovascalar  Disease 
•Charles  D.  Reece,  M.D. 

Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandiver,  M.D. 
Charles  H.  Gregory.  M.D. 

B.  Frederick  Gregory,  M.D. 

Endocrinology,  Metabolic 
Diseases  and  Director  of 
Clinical  Research 

Raymond  Gregory,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D, 
Fredrick  R.  Lummis,  Jr,,  M.D. 
Dean  C.  Solcher,  M.D. 


Infectious  Diseases 

Lewie  L.  Travis,  Jr.,  M.D. 
Jack  L.  Reddin,  M.D. 

Internal  Medicine 
Jeffrey  Zatorski,  M.D. 

Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Jack  P.  Abbott.  M.D. 

Paul  B.  Radelat,  M.D. 

Pathology 

Pulmonary  Diseases 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Radiology  and  Nuclear  Medicine 
William  L.  Hinds.  M.D. 
Charles  P.  Eldridge.  M.D. 
David  D.  Lawrence.  M.D. 
Charles  A.  Spain,  M.D. 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 

8380  S.  Lancaster  Rd.,  Dallas,  Texas 
FR  6-5411 

John  B.  Chester,  M.D.,  F.A.C.S..  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D..  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S..  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D..  Pediatrics 

A.  P.  Larson,  B.S..  M S..  M.D.,  F.A.C.S..  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller,  M.D.,  Constiltant  in  Radiology 

Gerard  Noteboom,  M.D..  Consultant  in  Pathology 

Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan.  Administrator 


Geriatrics 

Fredrick  G.  Dorsey,  M.D. 

Bronchoscopy : 

Pulmonary  Functions 

Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy  Gastroscopy- 
Proctosigmoidoscopy 

Hematology 

Edmund  N.  Gouldin,  M.D. 

Hypertension  & Renal  Diseases 
Ronald  Bingman,  M.D. 


Rheumatology 
John  E.  Norris,  M.D. 

Administration 
C.  George  Mercy, 
Administrator 
Robert  B.  Hall,  Ass’t. 
Administrator 

Laboratory: 

Clinical  Pathology 
Cytology 

Nuclear  Medicine 
Isotope  uptake,  Gammagram 
and  Therapy 

Roentgenology 


CONSULTATION  BY  APPOINTMENT 

•Deceased 


LANCASTER  OFFICE  — LANCASTER.  TEXAS 
Phone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis.  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 

R B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


B E E L E R-M A N S K E CLINIC 
9th  Avenue  N.  at  6th  Street  N. 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  6-4333 

SURGERY  INTERNAL  MEDICINE 


W.  S.  Lorimer,  Jr.,  M.D., 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W,  Johnston,  M.D., 
F.A.C.P. 


Texas  City,  Texas  77690 
AC  713,  WI  8-8621 


Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 


Obstetrics  & Gynecology 
G.  W.  Beeler.  MX>. 

Internal  Medicine 
W.  T.  MaUage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 
B.  W.  Hink,  M.D..  F.A.C.S. 


General  Practice 
J.  H.  Cochrane.  M.D. 
J.  W.  O’Bryant,  M.D, 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Mrs.  Evelyn  Farr,  Business  Manager 


THE  AUSTIN  DIAGNOSTIC  CLINIC 
801  West  34th  Street,  Austin,  Texas  78705  452-9292 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


MALONE  and  HOGAN  CLINIC 
901  Main  Street  Phone  267-6361 

Big  Spring,  Texas  79720 

Ophthalmolcav  and 


INTERNAL  MEDICINE 


O tolaryngology 

P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D.,  F.A.C.S. 

Orthopedic  Surgery 
P.  H.  Rhymes,  M.D. 

Internal  Medicine 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley.  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


Obstetrics  and  Gynecology 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot,  Jr..  M.D.,  F.A.A.P. 

Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  Dillon,  M.D. 

Consultants  in  Pathology 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

Business  Manager 
R.  L.  Heith 


HENRY  RENFERT,  JR..  M.D. 
Endocrinology 

VIRGIL  B.  LAWLIS,  M.D. 

Gastroenterology 
LEONARD  J.  SAYERS,  M.D. 
Hematology 

HOMER  R.  GOEHRS,  M.D. 
Rheumatology 

JOHN  P.  VINEYARD,  JR..  M.D. 

Pulmonary  and  Infectious  Disease 
JOHN  M.  TYLER,  M.D. 

Cardiology 


WALTER  D.  ROBERTS,  M.D. 

Internal  Medicine 
TERRY  M.  COLLIER,  M.D. 

Internal  Medicine 
ROBERT  F.  ANDERSON,  M.D. 
Cardiology 

DENNIS  E.  WELCH,  M.D. 
Oncology 

CHARLES  E.  FELGER.  M.D. 

Gastroenterology 
JACK  W.  MONCRIEF,  M.D. 
Nephrology 


NEUROLOGY  AND  ELECTROENCEPHALOGRAPHY 

J.  DOUGLAS  HUDSON,  M.D.  PETER  W.  WERNER,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE 

JOSEPH  H.  LAWSON,  M.D.  BETHEA  W.  BRINDLEY,  M.D. 

ADMINISTRATION 

JAMES  R.  JEPSON 
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CLINIC  OF  THE  SOUTHWEST 
6437  High  Star  at  Hillcroft 
Houston,  Texas  77036  PR  4-7671 


iNTEaiNAL  MEDICINE 
WUliun  C.  Franklin.  M.D. 
Arthur  B.  Conde,  M.D. 

OfiSTETTRICS  & GYNECOLOGY 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 
UROLOGY 

Glen  E.  Lewis,  M.D. 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Maliirnancies 

714  M^ical  Arts  Bldg.  San  Antonio,  Texas 


Joy  L.  Deere,  M.D. 
Lorcm  B.  Goes,  MJ). 


DENTISTRY 

Burley  G.  Inirram.  D.D.S. 


RICHARD  D.  COLE,  M.D. 


PEDIATRICS 
John  R.  Dunn,  Jr.,  M.D. 
Blanca  S.  Azioe,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


RADIOLOGY 
Neil  B.  Longley,  M.D. 
Richard  E.  Schuette,  M.D. 

BUSINESS  MANAGER 
C.  C.  Walker 


Dermatology  and  Syphilology 
Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 
3610  34th  Street  Lubbock,  Texas 


Colon  and  Rectal  Surgery 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D,,  F.A.C.S. 

Dlplomates  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 
710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas 

Off.  TeL  TA  4-2673  Res.  Tel.  EM  1-4600 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 
2716  Fannin  Street  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 
406  Hermann  Professional  Bldg. 
Houston  26,  Texas 


C.  D.  L.  CROMAR,  M.D. 
Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 
Pasadena,  Texas  77502 


Dermatology 


ROGER  W.  MANAR,  M.D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 
1400  Eighth  Street  Wichita  Falls,  Texas 


BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 
DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

1410  Medical  Arts  Bldg.  Dallas.  Texas 


EVERETT  R.  SEALE,  M.D. 
Dermatology 

Treatment  of  Skin  Malignancies 
1217  Hermann  Professional  Bldg.  Houston  26,  Texas 


J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 
X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  6 

3817  Brown  Street  Dallas,  Texas 


J.  FRANKLIN  CAMPBELL,  M.D. 
EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 
1410  Pruitt  Street  Fort  Worth  4,  Texas 


Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  Syphilology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignandea 

Medical  Center,  1601  Arizona  El  Paso,  Texas 


WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  600  Lubbock,  Texas 


MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 
Phone  JA  6-3733  Houston  26,  Texas 


THOMAS  L.  SHIELDS,  M.D. 
Dermatology  and  Syphilology 
X-Ray  Therapy  in  the 
Treatment  of  Skin  Malignancies 
Hours  9 to  1 — 3 to  6 

800  Fifth  Ave.  Fort  Worth,  Texas 


DAVID  R.  WEAKLEY,  M,  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 
8648  Northwest  Plaza  Drive  Dallas  26,  Texas 
316  North  Shiloh  Road  Garland  40,  Texas 
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M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 
DERMATOLOGY 

HAIR  TRANSPLANTATION  & DERMOPLANING 
Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Phone:  464-6369  Houston,  Texas  77024 

Eye,  Ear,  Nose,  Throat 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Jack  Blum,  M.D. 

Ophthalmology  and  Otolaryngology 

8216  Westchester 

Suite  136 

Dallas,  Texas 

Dn.  Canon,  Watkina,  Anderson,  Nalle  and  Ellsasser 

Eye,  Ear.  Nose  and  Throat,  Broncho-Esophasrologry  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S.,  A.I.e.S. 

Wm,  F.  Anderson,  M.O.,  Ernest  Nalle,  Jr.,  M.D. 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  FJt..C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

General  Surgery 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S, 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1602  Logan  Ave.  Laredo,  Texas 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  623-8323  Houston,  Texas  77026 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3761 

1321  Hickory  St.  Abilene,  Texas 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7697 

Gastroenterology 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1606  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-6606 

MILFORD  0.  ROUSE,  M.D. 

announces  limitation  of  practice  to  consultation  in  hospitals. 
His  office  is  now  at  Dallas  Chamber  of  Commerce  in  Com- 
munity Health  Focus  program.  Records  of  his  patients  are 
with  Cecil  0.  Patterson,  M.D.,  and  Daniel  Polter,  M.D.,  1414 
Medical  Arts  Building,  Dallas,  RI  2-6144. 

HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77025 

JA  2-4141 

CECIL  0.  PATTERSON,  M.D. 
GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

Internal  Medicine 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 

John  W.  Fisher,  M.D. 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 

GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4976  Dallas  1,  Texas 

HENRY  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 

Internal  Medicine  and  Diseases  of  the  Chest  and  Heart 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

1003  Memorial  Professional  Building 

1010  Louisiana  Houston,  Texas  77002  222-7224 
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Neurology/ Psychiatry 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D.  ‘Herbert  G.  Ruah,  M.D. 

1066  W.  Masmolia  Avenue  ED  6-6469 

Fort  Worth,  Teocaa  76104 

•Diplomates  American  Board  of  Psychiatry  and  Neurology 

HAUSER  CLINIC 

HOUSTON  ASSOCIATES 

Psychiatry,  Neurology,  and  Electroencephalography 

IN 

PSYCHIATRY  AND  NEUROLOGY 

Section  of  Psychiatry  Section  of  Neurology 

*Abe  Hauser,  M.D.  *Harris  M.  Hauser,  M.D. 

Houston,  Texas 

♦Robert  I.  Hauser,  M.D.  *Gerald  Ratinov,  M.D. 

Wayne  F.  Keller,  M.D.  Robert  M.  Gordon,  M.D. 

Ronald  J.  Hauser,  M.D.  *Abe  Hauser,  M.D. 

C.  A.  lannucci,  M.D. 

Barry  M.  Brown,  M.D. 

♦Harris  M.  Hauser,  M.D. 

Joe  C.  A.  Eckhardt,  Jr.,  M.D. 

Alfred  H.  Vogt,  M.D. 

Section  of  Social  Work  Section  of  Psychology 

Ethel  Feinsilver,  M.S.  Robert  Langston,  Ph.D. 

George  M.  Stevens,  M.D. 

Consultant 

Joanne  Borba,  M.A. 

Jules  Bohnn,  M.D. 

Leroy  Androes,  M.D. 

Administrator 

A.  R.  Martinez,  Ph.D. 

Gordon  D.  Keller 

Ruth  Searls,  M.S.W. 

Diana  Sheer,  M.S.W. 

808  Memorial  Professional  Building 

Dan  DeShazo,  M.S.W. 

Houston,  Texas  77002 

224-5041 

Beth  Bowman,  M.A. 

•Diplomate»  American  Board  of  Psychiatry  and  Neurology 

Comprehensive  Neuropsychiatric 

Evaluation  and  Treatment 

Perry  C.  Talkington,  M.D. 

Electroencephalography 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

1021  Hermann  Prof.  Bldg.  JA  9-5721 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

6812  Staffordshire  RI  8-3780 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  1.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 

CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriasre  Counseling 

Hypnotherapy  for  Smoking  and  Obesity 

3701  21st  street  Lubbock,  Texas  79410 

swift  5-4023 

practice  limited  to 

PSYCHIATRY 

MEDICAL  NEUROLOGY  AND 

4645  Samuell  Blvd.,  Dallas,  Texas 

ELECTROENCEPHALOGRAPHY 

Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

205  Swiss  Avenue  Medical  Building 

EV  1-7181 

3434  Swiss 

STEPHEN  WEISZ,  M.D. 

Dallas,  Texas  76204  827-3610 

Practice  Limited  to 

Sheff  D.  Olinger,  M.D.  Joseph  S.  Jenike,  M.D. 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

Charles  W.  Barrier,  M.D. 

Hours  by  Appointment  Only 

ALEX  K.  MUNSON,  M.D. 

Child  Psychiatry 

KERBEY  LANE  EVALUATION 

DANIEL  J.  JOUBERT,  M.D. 

Diplomate  American  Board  of  Psychiatry  and  Neurology 

AND  TREATMENT  CENTER 

PSYCHIATRY 

3400  Kerbey  Lane  Austin,  Texas  78703 

Office  Hours  by  Appointment 

AC  512-454-8718 

1900  N.  Oregon  St.  915-532-4737  El  Paso,  Texas  79902 
303  University  Towers 
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Pasadena  Neuropsychiatric  Clinic  Association 

Robert  E.  Hazlewood,  M.D.  Richard  M.  Orr,  M.D. 

Practice  Limited 
to 

Neurology  and  Psychiatry 

Office  Hours  by  Appointment  _ 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103 

Pasadena,  Texas  77602  Telephone  473-7646 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300 

University  Towers 

916-642-0643 

1900  N.  Oregon  St.  El  Paso,  Texas  79902 

Neurological  Surgery 

CHARLES  A.  BORNE,  JR.,  M.D. 

Neurological  Surgery 

Suite  834,  Sealy-Smith  Professional  Building 

Galveston,  Texas  77560 

200  University  Boulevard  713-763-1688 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  26,  Texas 
Office:  JA  8-6373  Residence:  JA  8-4038 

Nuclear  Medicine 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  ME  1-1600 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1601 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77026 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  36,  Texas 

ME  1-1822 

Ophthalmology 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

ME  7-0420 

Suite  667-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Professional  Building 

Houston,  Texas  77025 

Phone  528-1918 
(AC  718) 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo.  M.D.  Robert  H.  Stewart,  M.D, 

Malcolm  L.  Mazow,  M.D.  Robert  B.  Wilkins,  M.D. 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston  Avenue  Dallas,  Texas  76246 

Telephone  TA  4-2643 

Drs.  MxniPHY,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

2300  West  7th  Avenue  Amarillo,  Texas 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0661 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building 

Dallas.  Texas  748-0968 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplom&te  American  Board  of  Neurolosrical  Surffery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0664 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77026 

JAckson  3-3684 

BERT  C.  BRYAN,  M.D. 

Surgery  and  Diseases  of  the  Eye 

1314  Medical  Arts  Building 

RI  7-7474  Dallas,  Texas  RI  7-2481 

146 


TEXAS  MEDICINE 


W.  REX  HAWKINS,  M.D. 

Detachment  of  the  Retina 

Diabetic  Retinopathy 

260  Hermann  Professional  Building 

Houston,  Texas  629-6727 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  76246 

Harold  E.  Caplan,  M.D. 

Jed  Lee  Howard,  M.D. 

R.  Larry  Brenner,  M.D. 

Ophthalmology 

8320  Plainview  Seabrook  Professional  Bldg. 

Pasadena,  Texas  2622  NASA  Road  1 

713  - 944-6700  Seabrook,  Texas 

713  - 877-2571 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

8607  Gaston  Avenue 

Dallas,  Texas  76246 

ORTHOPEDIC  SXIRGERY 

Telephone 

TAylor  4-7883 

DAVID  R.  STAGER,  M.D. 

PEDIATRIC  OPHTHALMOLOGY 

8226  Douglas  Ave. 

Dallas,  Texas  75225 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 
Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

212  South  Cottonwood  Suite  D 

Richardson,  Texas  76080 

ORTHOPEDIC  SURGERY 

231-6396 

Orthopedic  Surgery 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

HAND  SURGERY  AND 

UPPER  EXTREMITY  RECONSTRUCTIVE 
SURGERY 

3707  Gaston  Ave.  Area  Code  214 

Dallas,  Texas  75246  TA  3-6361 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D.  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D.  E.E.  Rising,  Jr.,  M.D. 

C.  Poindexter,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road  817  - 261-8284 

Arlington,  Texas  76010 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C,  McDonald,  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 

THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  James  P.  Evans,  M.D. 

F.A.C.S.  Lewis  R.  Thompson,  M.D. 

Gerald  W.  Schofield,  M.D. 

4849  W.  Lawther  Dr.  DI  8-8300  Dallas,  Texas  75218 

Ralph  E.  Donnell,  M.D.  F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas  79601 

Otolaryngology 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road  Phone:  JA  9-4389 

Houston.  Texas 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larsmx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

ROYCE  C.  LEWIS,  JR.,  M.D. 

KENNETH  C.  SCHOLZ,  D.D.S.,  M.D. 

A.  CLARKE  MILLER,  M.D. 

3702  21st  St.,  Suite  9 806-763-8281 

Lubbock,  Texas  79410 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 

Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  Oren  H.  Kllis,  M.D. 

W.  Compere  Basom»  M.D.  Wellin^on  J.  Pindar,  M.D. 

Morton  H.  Leonard,  M.D.^  Russel  W.  Van  Norman,  M.D. 

J.  Philip  Richardson,  M.D.  Donald  A.  Shearer,  Admstr, 

*Speci<U  attention  to  surgery  of  the  hand 

1220  N.  Stanton  St.  Tel.  633-7465  El  Paso,  Texas  79902 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washington 

Suite  514 

Dallas.  Texas  Hours  By  Appt. 
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W.  P.  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 


DONALD  N.  MATHESON,  M.D. 
Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Phone  ED  6-7133 
Fort  Worth,  Texas 


Pathology 


MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 


A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 
WADE  M.  BRANNAN,  M.D. 
Diplomates  American  Board  of  Pathology 
1106  N.  Bishop  Methodist  Hospital 

Dallas,  Texas Dallas,  Texas 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  (817)  336-7137 

P.  O.  Box  1118  Fort  Worth,  Texas  76101 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology^,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 
Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

166  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  26,  Texas 

"Mailing  Containers  on  Request” 

"Office  Pickup  Service  in  Houston” 


ANATOMICAL  AND  CLINICAL  PATHOLOGY 
C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomats  American  Board  of  Patholosry 
Exfoliative  Cytologry 
Surgical  and  Clinical  Pathology 
Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  6-6297 

Mailing  Containers  on  Request 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 
FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  806 
Dallas.  Texas  76226 
Telephone:  TA  3-6912 
Specimen  containers  on  request 


NUCLEAR  MEDICINE  LABORATORIES 
OF  TEXAS 

6411  South  Main  Street 
Texas  Medical  Center 
Houston,  Texas  77026 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 
Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 
JAckson  6-1601 


John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 
Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopse  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas.  Texas  76286 

MElrose  7-0210 

(Mailing  containers  available  upon  request) 


PRUITT  MEDICAL  LABORATORIES 
Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology.  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  O.  Box  160  Lufkin,  Texas  76901 

Phone  634-4468 


WACO  CLINICAL  PATHOLOGY  LABORATORY 
K,  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cjrtology 
Surgical  Pathology  Medicolegal  Consultation 
Mailing  containers  on  request 
2112  Washington  Avenue  PL  6-7226 

P.O.  Box  3160 Waco,  Texas  76707 


Physical  Medicine 
and  Rehabilitation 

TEXAS  REHABILITATION  HOSPITAL 
OF  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  68,  GONZALES,  TEXAS  78629 
Facilities  for  physical  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade 
through  twelfth  grade. 

ROBERT  M.  IZARD,  JR.,  M.D.  LYNN  SMITH,  SR. 

Medical  Director  Administrator 


Do  your  patients 
understand 
your  fees? 

Patients  hesitate  to  ask  about  fees,  yet  open  dis- 
cussion before  treatment  often  prevents  misunderstand- 
ings later. 

An  AMA  Fee  Plaque,  prominently  displayed  in  your 
waiting  room,  serves  as  an  open  invitation  for  your  pa- 
tients to  discuss  medical  costs  with  you.  It  shows  you 
care.  Just  seeing  the  message  can  give  many  financially 
worried  patients  peace  of  mind. 

Order  one  or  more  today,  for  only  $1.25  each,  from 
Order  Department,  American  Medical  Association,  535 
North  Dearborn,  Chicago,  III.  60610. 
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Plastic  Surgery 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and  Surgery  of  the  Hand 

Suite  104 

Telephone  3434  Swiss  Avenue 

TAylor  4-7290  Dallas,  Texas 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plaatic  Surgery 

PLASTIC  SURGERY 

6419  Caroline  Street  JA  8-8131  Houston,  Texas  77004 

W.  W.  SCHUESSLER,  M.D.  F.A.C.S. 

Diplomats  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center 

Telephone  1501  Arizona  Avenue 

633-6362  El  Paso,  Texas  79902 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

630  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  76235  ME  7-4770 

Radiology 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3679 

Houston  25,  Texas  Res.  SUnset  2-1628 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

800  Rusk  street 

Amarillo,  Texas  79106  373-8324 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0366 

J.  R,  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904%  E.  Southmore 

Houston,  Texas  77026  Pasadena,  Texas  77502 

JA  3-6576  GR  3-6488 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  6-4751 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

Agnes  M.  Guthrie,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1001  West  Rosedale  Fort  Worth,  Texas 

ED  6-0446 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D, 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4643 

602  Goodhue  Bldg.  TB  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont.  Texas 

Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate,  American  Board  of  Plastic  Surgery 

Practice  limited  to  Plastic,  Reconstructive  and  Hand  Surgery 
Medical  Center  Office : 272  Hermann  Prof.  Bldg. 

Houston,  Texas  77025  JA  8-2481 

Spring  Branch  Office:  9320  Westview 

Houston,  Texas  77056  JA  8-2481 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rotational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

846  Clarksville  St.  SU  4-4624  Paris,  Texas 
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Thoracic  Surgery 

Urology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2603 

Dallas,  Texas 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  limited  to 

UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7464  PE  8-4694 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D.  FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

DONALD  E.  JOHNSON,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

THE  UROLOGY  CLINIC 

1416  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urolosy 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D. 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  and 

PERIPHERAL  VASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Uroloey) 

Practice  limited  to 

UROLOGY 

612  University  Towers  Bldg.  1900  North  Oregon  St. 

El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4766 

Robert  R.  Shaw,  M.D.  John  L.  Kee,  Jr.,  M.D. 

DRS.  SHAW  AND  KEE 

THORACIC  SURGERY 

The  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas  76246 

TA  6-6184 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 

UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Sursery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bids.  6011  Harry  Hines  Blvd. 

DaUas,  Texas  76236  M£  7-4833 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 

UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7521  Houston,  Texas  77002 

ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

698  Westwood,  Suite  204  OR  7-2221 

Abilene,  Texas  79603 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

602  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  332-7879 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 

CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  I.  COX,  M.D. 

Diplomates  American  Board  of  Urology 

Community  Health  Week-1969 
October  19-25 

"Teaming  Up  for  Better  Health" 

Richard  H.  Harrison  III,  M.D.  John  M.  Baird,  M.D. 

F.A.C.S.,  D.A.B.U. 

DRS.  HARRISON  AND  BAIRD 

UROLOGY 

2721  Osier  Blvd.  823-0011  Bryan,  Texas  77801 
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TEXAS  MEDICINE 


Physicians  Wanted 

WANTED— A GENERAL  PRACTITIONER,  but  would  consider  in- 
temist;  to  become  salaried  associate  to  a six  man  clinic  srroup  who  oik 
crate  an  accredited  hospital  under  same  roof  with  clinic  in  a central 
Texas  town  of  10,000 ; would  be  on  salaried  basis  for  two  years  as  asso- 
ciate and  then  become  owner-partner.  Please  reply  to  Charles  A.  Garrett. 
M.D.,  216  Craig  Street,  Hillsboro,  Texas. 

WANTED — M.D.’s  to  do  general  practice  with  surgery,  Houston  area. 
Present  doctors  netting  $4,000  to  $8,000  monthly  after  six  months  prac- 
tice. No  investment  required.  Send  resume  to  Ad-179,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTICE — DALLAS.  Established  three  man  group.  Los- 
ing one  man.  General  medicine  and  obstetrics.  No  office  investment  need- 
ed. Beginning  salary  with  partnership  after  interval.  Regular  day  off  and 
annual  vacation  with  no  lost  income.  Write  Drs.  Smith  and  Teel,  221 
Pleasant  Grove  Shopping  Center,  Dallas,  Texas  76217. 

ORTHOPEDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  group. 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas,  Texas  75216. 

GEINERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford,  Texas.  The  community's  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals, 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  646,  Milford,  Texas  76670,  area  code  214,  493-2611. 

ANESTHESIOLOGY  RESIDENCIES  AVAILIaBLE— FuUy  approved 
two  year  program  in  600  bed  general  hospital  includes  neurosurgery, 
thoracic,  and  cardiovascular  surgery.  Annual  anesthetics  administered — 
over  13,000.  Stipend — $8100  and  $9300.  Board  and  laundry.  A.  N.  Hein- 
richs, M.D.,  Director,  Department  of  Anesthesia,  Harris  Hospital,  1300 
West  Cannon,  Fort  Worth,  Texas  76104. 

PATHOLOGY  RESIDENCIES  AND  INTERNSHIPS  available  in  600 
bed  general  hospital.  Fully  approved  four  year  program  in  anatomical 
and  clinical  Pathology.  Average  annual  specimens  and  tests — 348,587. 
Interns — $6300 ; residents — $8100  up.  Board  and  laundry.  Charles  B. 
Mitchell,  M.D.,  Director  of  Laboratories,  Harris  Hospital,  1300  West  Can- 
non, Fort  Worth,  Texas  76104. 

DERMATOLOGIST.  ^NT  AND  GENERAL  P'R’ACfrflONER 
WANTED  to  associate  with  clinic  with  five  physicians,  two  dentists,  one 
orthodontist.  Also  complete  laboratory  and  x-ray  facilities.  Write  John  G. 
Compton,  Jr.,  M.D,,  Medical  Center  Clinic,  Waxahachie,  Texas  75165. 

INTERNIST,  board  certified  or  eligible  to  join  four  internists  in  15- 
doctor,  multi-specialty  clinic  in  West  Texas  city  of  35,000.  Life  and  mal- 
practice insurance,  disability  and  retirement  programs  provided.  Modern 
clinic  building  adjacent  to  accredited  hospit^.  Starting  salary  $25,000. 
Contact  Jack  H.  Burnett,  Jr.,  M.D.,  Malone  and  Hogan  Clinic,  901  Main 
Street,  Big  Spring.  Texas  79720. 

EXCELLENT  OPPORTUNITY  FOR  PHYSICIANS  in  Carrizo 
Springs,  Texas.  Office  space  available  in  new  professional  building  ad- 
jacent to  hospital  and  nursing  home.  Excellent  schools  and  housing  in 
city.  One  general  practitioner  needed.  For  information  write  or  call  C. 
W.  Vandervoort,  600  North  Ist  Street,  Carrizo  Springs.  Texas  78834. 
Phono  876-2660. 

OBSTETRICIAN  AND  GYNECOLOGIST,  board  certified  or  eligible, 
to  associate  with  a progressive  and  expanding  multispecialty  group  in 
West  Texas.  Many  fringe  benefits  including  retirement  program.  No  in- 
vestment required.  Adjoining  accredited  hospital.  City  population  35,000. 
Contact  Ad-236,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701, 

UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236.  Texas  Medi- 
eine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

RADIOLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi- 
cine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ORTHOPEDIC  SURGEON.  PEDIATRICIAN.  OBSTETRICIAN  AND 
TWO  GENERAL  PRACTITIONERS  needed  by  19  doctor-group.  Salary 
open.  F\ill  partnership  in  one  year.  100-bed  fuUy  accredited  hospital. 
Many  fringe  benefits  including  tax-sheltered  retirement  plan.  For  addi- 
tion^ details  write  Chester  Clinic  and  Hospital  Association,  3330  South 
Lancaster  Road,  Dallas,  Texas  75216,  Attn:  John  B.  Chester.  M.D. 

DISTRICT  AND  EMERGENCY  ROOM  PHYSICIANS— The  Amarillo 
Hospital  District  has  positions  open  for  District  and  Emergency  Room 
physicians.  We  operate  a 275-bed  general  hospital  and  a 100-b^  adult 
psychiatric  hospital.  Compensation  is  open  and  may  be  engaged  on  a 
retainer  or  contractual  basis.  Contact:  Mr.  Don  Pipes,  Personnel  Di- 
rector.  Northwest  Texas  Hospital.  P.O.  Box  1110,  Amarillo,  Texas  79105. 

WANTED  GENERAL  SURGEON  as  an  associate  with  GP  in_  small 
town  in  Central  Texas.  Have  privately  owned  combination  clinic  and 
hospital.  Beginning  salary  $4,000  per  month  or  may  rent  space  and  be 
on  own.  Dr.  M.  A.  Childress,  Goldthwaite.  'Texas  76844.  Phone  648-2212. 

HOUSTON,  OB-GYN.  $20,000  guarantee  first  year  with  future  per- 
centage partnership.  Associate  with  two  OB-Gyn's.  Alternate  nights  and 
weekends.  Please  reply  to  Ad-247.  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

INTERNIST  WANTED:  Board  eligible.  Rio  Grande  Valley  area,  Pharr, 
Texas.  Spanish  speaking.  Attractive  offer  as  well  as  ideal  working  ar- 
rangements. On  call  every  fourth  weekend.  If  interested  write  to  C.  L. 
Cantu,  M.D.,  317  East  Park,  Pharr.  Texas  78577,  or  call  collect  area  code 
512,  ST  7-3822  or  ST  7-1601  after  6 :00  p.m. 


WAN'TED : PSYCHIATRIST  as  director  of  mental  health  service  in 
community  mental  health  center.  Central  Texas  city.  Salary  $26-30.000 
depending  upon  experience  and  qualifications.  Please  reply  to  Ad-261, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIANS  NEEDED:  Staff  physicians,  general  practitioners  and/ 
or  board  certified  specialists,  for  staff  of  'Travis  State  School.  Fringe 
benefits  include  40  hour  work  week,  vacation  and  sick  leave.  Present  and 
projected  salary  increases  make  positions  attractive.  Contact  Medical  Di- 
rector, Travis  State  School,  P.O.  Box  430,  Austin,  Texas  78767. 


GENERAL  PRACTITIONER  OR  GP-SURGEON  WANTED  in  East 
Texas  community  of  Crockett  (Houston  County).  Office  space  available 
for  solo  practice  or  association  with  other  physicians  in  area — 106-b^ 
new  hospital.  Center  for  industry,  farming,  livestock,  and  forestry  opera- 
tions.^ Excellent  schools,  churches,  and  recreational  facilities  available.  For 
additional  information  contact  Houston  County  Development  Foundation, 
P.O.  Box  307,  Crockett,  Texas  76835,  area  code  713,  644-2369. 


WAN'TED  : MD  to  do  general  practice,  with  surgery  and  OB  in  a two 
doctor  clinic.  Financial  arrangements  can  be  worked  out  on  an  individual 
basis.  Mineral  Wells,  Texas  has  a rapidly  growing  population  of  18,000 
with  a trade  area  of  40,000  to  60,000  located  four  miles  west  of  Fort 
Wolters.  We  have  good  school,  industry,  lakes,  golf  course,  hunting  and 
fishing.  Fifty  minutes  from  Fort  Worth  and  Dallas.  Contact  Mr.  W.  W. 
Carter,  Business  Manager,  106  S.W.  6th  Avenue,  Mineral  Wells,  Texas 
76067,  phone  326-2565. 


GENERAL  PRACTITIONER  NEEDED  for  North  Central  Texas  com- 
munity of  1600  located  only  60  miles  north  of  Dallas  in  the  growing  Sher- 
man-Denison  Metropolitan  Area.  Strong  agricultural  economy  is  balanced 
with  fast  growing  area  industry.  Modern  office  space  available  in  build- 
ing occupied  on  one  side  by  dentist.  For  full  details,  contact  Ned  Culp. 
D.D.S.,  P.O.  Box  308,  Howe,  Texas  75059. 


PHYSICIANS  NEEDED  IN  DALLAS  CITY  HEALTH  DEPART- 
MENT. Public  health  positions  open  in  following  specialties:  maternal 
and  child  health ; tuberculosis  and  other  chest  diseases ; comprehensive 
health  services  ; venereal  disease  control ; and  district  health  center  phy- 
sician director.  These  positions  offer  challenging  opportunities  to  work 
in  an  outstanding  medical  environment  through  cooperative  efforts  of 
the  local  physicians.  The  University  of  Texas  Southwestern  Medical 
School,  six  major  hospitals,  and  the  Texas  State  Department  of  Health. 
Salaries  are  negotiable.  Send  complete  curriculum  vitae  to:  Hal  J.  Dew- 
lett,  M.D.,  M.P.H.,  Director  of  Public  Health,  1936  Amelia  Court,  Dallas. 
Texas  75235. 


ANESTHESIOLOGY  RESIDENGIES — approved  two  and  three  year 
programs.  650-bed  university  hospital.  Stipend  $7600-$8700  per  year. 
Write  to  Howard  L.  Zander,  M.D.,  Department  of  Anesthesiology,  The 
University  of  Texas  Medical  School,  San  Antonio,  Texas  78229. 


PHYSICIAN  WANTED:  State  supported  university  with  enrollment 
of  20,000  seeks  M.D.  to  add  to  Student  Health  Service  staff.  Salary 
negotiable.  Texas  Tech  University,  Personnel  Office.  P.  O.  Box  4193, 
Lubbock,  Texas  79409.  “An  equal  opportunity  employer.'' 


GENERAL  PRACTITIONER  NEEDED  to  associate  with  well-estab- 
lished physician  in  Dallas  area.  Contact:  Ben  Capote,  M.D.,  308  NW  2nd, 
Grand  Prairie,  Texas  75050. 

WANTED:  GENERAL  PRACTITIONER.  INTERNISTS  OR  PEDIA- 
TRICIAN to  join  medical  staff  of  Abilene  State  School.  Base  annual 
salary  $20,000  with  supplement  of  $1,000  to  $3,000  if  board  certified  and 
working  full-time  in  that  capacity.  Forty  hour  week,  excellent  vacation/ 
sick  plan  and  about  11  holidays  a year.  Good  life  and  hospitalization 
plan,  social  security  and  excellent  State  retirement  coverage.  Lovely 
community  of  110,000  friendly  people  in  West  Central  Texas.  Texas 
license  required.  Contact  Superintendent  L.  W.  Cain,  P.  O.  Box  461, 
Abilene,  Texas  79604. 


SHORTAGE  OF  DOCTORS : Recent  death  of  prominent  physician  in 
Monahans.  Texas,  affords  excellent  opportunity  to  energetic  GP-surgeon. 
Office  fully  equipped — qualified  office  staff  available.  Building  for  sale 
or  lease  with  option  to  buy.  For  further  details  write  to  P.  O.  Box  205, 
Monahans,  Texas  79756. 

HELLO  DOCTOR,  TIRED  OF  THE  RAT  RACE?  READ  THIS.  Gen- 
eral practitioner  wanted.  Our  medical  work  allows  for  home  life  and 
regular  hours ; small  community  in  beautiful  North  Texas  area : inter- 
esting and  varied  work  : paid  vacation  and  other  fring  benefits : salary 
range  depending  on  training  and  experience  from  $15,812  to  $21,698:  an 
equal  opportunity  employer.  Here  is  an  opportunity  to  escape  the  urban 
crush  for  an  idyllic  and  pastoral  environment.  Write  to  Chief  of  Staff, 
Veterans  Administration  Center,  Bonham.  Texas. 

GENERAL  PRACTITIONER  NEEDED  as  associate.  $22,500  first  year 
without  expense,  then  60/50  association  if  agreeable.  Good  hospital  facili- 
ties. Exceptional  clinic  personnel  and  equipment.  Minimum  O.B.  and  no 
major  surgery.  Pleasant  relaxed  working  arrangement  with  full  day  off 
midweek  and  rotate  weekend  call.  Fine  community — old  college  town  with 
good  schools,  new  college  campus,  new  lake,  new  airport,  new  18  hole 
golf  course.  50  minutes  from  downtown  Amarillo — 10  minutes  from  hunt- 
ing, boating,  skiing,  fishing  Northern  Pike  and  other  game  fish.  Share 
airplane  if  desired.  George  W.  Smith.  M.D.,  Clarendon,  Texas  79226 
Phone  AC  806,  874-3631. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $6.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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WANTED — A GENERAL  PRACTITIONER,  but  would  consider  in- 
ternist, in  sniall  East  Texas  town.  Negotiate  salary  or  percentage  part- 
nership considered.  No  investment  reciuired.  Please  reply  to  Ad-260, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTICE  PHYSICIAN  WANTED  to  take  over  well  es- 
tablished 33  year  old  practice  in  Uvalde,  Texas.  Modern  building,  down- 
town, 20  miles  from  Garner  State  Park,  80  miles  from  San  Antonio, 
Texas.  Present  doctor  retiring  due  to  ill  health.  Please  contact  George  B. 
Cunningham,  M.D.,  126  West  Nopal  Street,  Uvalde,  Texas.  Telephone 
AC  512,  278-3255.  

PHYSICIAN  WANTED : Stephen  F.  Ai^stin  State  University,  Nacog- 
doches, 9,000  students,  urgently  needs  second  physician.  Salary  competi- 
tive, fringe  benefits,  excellent  recreational  opportunities  and  plenty  of 
work.  Contact  Ralph  C.  Bailey.  M.D.,  University  Physician,  Box  3058 
SFA,  Nacogdoches,  Texas  V.'iOBL 

PRIVATE  INDIVIDUAL  PRACTICE — $30,000  guaranteed  first  year 
with  little  or  no  practice  expense.  Second  year  potential  unlimited.  Maxi- 
mum leisure  time  with  family.  Suburban  medical  center  with  lovely  resi- 
dential area  five  minutes  away.  Sanford  Smith,  Northshore  Medical  Cen- 
ter, AC  713,  453-.')4.'i4.  P.O.  Box  9836,  Houston,  Texas  77015. 

PSYCHIATRIC  RESIDENCY  in  approved  three  year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics,  and 
community  centers.  Outstanding  faculty,  and  programs.  Stipends  with 
Texas  license,  $13,000,  $14,000  and  $15,000  per  year.  NIMH  grants  avail- 
able. For  full  information  write : Anthony  P.  Rousos,  M.D.,  Director  of 
Training.  Austin  State  Hospital,  Austin.  Texas  78751. 


Situations  Wanted 


MD  SEEKS  OPENING  in  state,  federal,  insurance,  industrial,  college 
or  relief  work.  Experienced  in  private  practice  and  industrial  and  insti- 
tutional work.  Part  time  or  locum  tenens.  Please  reply  to  Ad-195,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PATHOLOGIST — BOARD  CERTIFIED  in  clinical  and  anatomical.  41 
years  old  with  ten  years  experience.  Excellent  references.  Seeks  director- 
ship of  laboratory,  will  consider  associate  position.  Please  reply  to  Ad-253, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

OPHTHALMOLOGIST — board  certified,  age  35,  leaving  service  June, 
1970,  desires  association  with  one  or  more  ophthalmologists.  Will  also 
consider  solo  or  rr.ulti— specialty  group.  1959  Baylor  graduate,  with  Texas 
license.  Presently,  Chief  Ophthalmology  Service  at  1600-bed  military 
hospital.  Contact  J.  William  Smith,  M.D.,  4538  Regent  Drive,  Portsmouth, 
Virginia  23703.  Telephone  484-6241. 

INTERNIST-GASTROENTEROLOGIST,  completing  training  in  uni- 
versity setting  July  1,  1970,  desires  association  with  multi-specialty  or 
internal  medicine  group  in  the  Houston  or  Dallas  metropolitan  area. 
Please  reply  to  Ad-258,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

MD  SEEKS  LOCATION  IN  HOUSTON  with  nearby  hospital  privi- 
leges. Some  handicap,  but  have  22  years  experience.  Would  consider  solo 
or  group  practice.  Now  employed  by  U.S.  Government.  Reply  to  Ad-261, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


r.  ROWE  PRICE 
GROWTH  STOCK 
FUND,  m. 


Est.  1950 


A HO-LOAD  FUND 

Investing  in  stocks 
carefully  selected  for  long  term 
growth  possibilities 

Individuals  & institutions 
are  invited  to  request  free  prospectus 

HO  SALES  CHARGE 


T.  Rowe  Price  Growth  Stock  Fund,  Inc. 

One  Charles  Center,  Dept.  F-1 

Baltimore,  Md.  21201  Phone  (301)  539-1992 


Name. 


Address 


• Zip 


GROUP  ASSOCIATION — 35  year  old  married  solo  allergist  desires 
group  association.  One  year  of  mixed  allergy  training.  Board  certified  in 
pediatrics.  Six  years  of  solo  mixed  allergy  practice.  Please  reply  to  Ad- 
262,  Texas  Medicine^  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


OFFICES  AVAILABLE — Highly  prosperous  suburb,  Houston,  Texas. 
New  office  suites  available  with  established  physicians.  Area  needs  oto- 
laryngology, orthopedics,  pediatrics,  general  practice,  obstetrics  and  gyne- 
cology. For  information  call  HO  4-1557  or  write  James  E.  Cook,  M.D., 
9320  Westview,  Houston,  Texas  77055.  All  new  physicians  in  this  area 
have  been  successful  in  very  short  period  of  time. 

HILLCREST  MEDICAL  & PROFESSIONAL  BUILDING  in  San  An- 
tonio. Modern  weU-established  building,  northwest  heavy  populated  area, 
yet  minutes  away  from  Methodist  Hospital  complex.  On  bus  line  and 
expressway  provides  ten  minute  travel  to  downtown  hospitals.  A most 
rewarding  future  for  general  practice  (two  general  practitioners  urgently 
needed),  surgeon,  pediatrician,  eye,  ear,  nose  and  throat  specialist.  Rate 
$.35  per  square  foot  includes  all  utilities,  daily  Janitor  service  with  indi- 
vidual central  heating  and  air-conditioning  units,  and  music  speakers. 
For  information  contact  Herb  Dienger,  Hillcrest  Medical  and  Professional 
Building,  114  Glenview  Drive,  West,  San  Antonio,  Texas  78228.  Telephone 
area  code  512,  PE  3-8196. 

HILL  COUNTRY  DREAM.  550  acres,  beautiful  live  oak  country,  close 
to  town,  lots  of  game.  29%  down,  owner  finance,  6%  for  15  years.  Also 
1500  acres,  ranch  land,  pecan  bottom,  running  creek.  Lots  of  deer  and 
turkey.  $150  per  acre.  29%  down,  owner  finance.  Contact  Bill  Flint,  Ken 
Offer  Real  Estate,  212  East  Main  Street,  Fredericksburg,  Texas.  Area 
code  512,  997-2522. 

OFFICE  FOR  SALE:  Downtown  office  building  and  lot,  plus  furniture 
and  equipment  of  recently  deceased  physician  in  Rio  Grande  Valley  city 
of  Mission.  Excellent  opportunity  for  a young  physician  beginning  prac- 
tice. For  additional  information,  please  contact  Mrs.  Pat  Riley,  703  East 
11th  Street,  Mission,  Texas  78572. 

FOR  SALE:  PSYCHIATRIC  PRACTICE,  well  established,  in  West 
Texas.  Downpayment  $2000  cash  and  then  very  easy  terms  out  of  earn- 
ings : beautiful  office  furnishings  and  equipment  in  modern  building 
mostly  for  physicians,  near  hospitals.  Why  struggle  to  establish  a prac- 
tice when  you  can  have  income  immediately  and  your  investment  in  the 
purchase  is  mostly  tax  deductible.  Telephone  AC  915,  584-3761.  Reply  to 
Ad-259,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Miscellaneous 


SOUTHWEST  REGIONAL  POISON  CONTROL  CENTER.  Free  toxi- 
cological consultation  and  information  on  medicinal  and  commercial 
products  is  available  by  phone  when  your  patients  are  poisoned.  Center 
is  open  24  hours  each  day,  7 days  a week,  with  professionally  trained 
staff  present.  Call  area  code  713,  SO  6-1420,  SO  6-2408  or  766-1011.  The 
University  of  Texas  Medical  Branch,  Galveston,  Texas  77650.  Supported 
by  PHS-CPF-69-21. 


HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE^*^  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi- 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 

lederle  laboratories 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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U.  C.  SrtN  FRANCiSCO 
MEDICAL  CENTER  LIBRARY 

DEC  319B9 


Temporomandibular  Syndrome  - A Headache  Source 
Degenerative  Disc  Disease  Surgery  for  Epilepsy 
TMA  Exec^utive  Board  Action  Artist  Outdoes  Ape 


®orbpti,  2futrljinga,  iUemorial  Ufospital 

AnJi  Slorb^tt  Clinic 


306  Coleman  Street  fUarliit,  (Texas  Telephone:  WE  6-3561 

Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 

•lames  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


ALI.ERGY 

Walter  S.  Smith,  M.D.* 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison,  M.D.,  F.A.C.O.G. 
W.  L.  Reese.  M.D.,  F.A.C.O.G. 

RADIOLOGY 

J.  M.  Brown,  M.D..  F.A.C.R. 

PATHOLOGY 
w.  w.  Klatt.  M.D. 

Pnnald  E.  Henderson,  Jr.,  M.D. 
Kent  Smith,  M.D. 


UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison.  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D..  D.A.B.D. 
Administrator : 

J.  D.  Norris,  Jr. 

Superintendent  of  Nurses: 

Ruby  Lowrance,  R.N. 

Torbett,  Hutchings,  Smith 
original  hospital  was 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


♦Expired  4-24-69. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


•Geo.  M.  Underwood,  M.D..  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 
P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
♦G.  A.  Davidson,  B.S.,  M.D.,  Dermatology 
*Wm.  H.  Potts,  B.A.,  F.A.C.P.,  Internal  Medicine 
*Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 
Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 
Ilalcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 
Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 
Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 
Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 
John  B.  Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 
R.  M.  Burnside,  M.D.,  D.A.B.O.,  Ophthalmology 
Adam  D.  Green,  M.D.,  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

♦Inactive 


B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics,  F.A.A.P., 

Diplomate  American  Board  Pediatrics 
John  W.  Geibel,  Jr.,  M.D.,  Internal  Medicine 
Diplomate  American  Board  Internal  Medicine 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B. R.,  Radiology 
Terry  D.  Allen,  M.D.,  D.A.B.U.,  Urology 
J.  Boyd  Hollabaugh,  D.D.S.,  General  Dentistry 
George  P.  Fosmire,  M.D.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

Daniel  L.  Maddox,  D.D.S.,  General  Dentistry 
William  N.  New,  M.D.,  Dermatology 

Donald  A.  Sutherland,  M.D.,  Internal  Medicine  (Hematology) 
John  R.  Woodward,  M.D.,  Obstetrics  & Gynecology, 
Diplomate  American  Board  OB-GYN 
Masashi  Kawasaki,  M.D.,  D.A.B.O.,  Otolaryngology,  Tumor 
and  Reconstructive  Surgery  of  the  Head  and  Neck 
Miss  Billye  J.  Norris,  R.N.,  Director  of  Nurses 

C.  H.  Rosamond,  Administrator 
Arthur  L.  Cook,  Business  Manager 

status 


TERRELL’S  LABORATORIES 

T.  C.  TERRELL,  M.D.,  F.C.A.P.,  F.A.C.P.,  DIRECTOR 
JOHN  S.  TERRELL,  M.D.,  F.A.A.P.,  ASSISTANT  DIRECTOR 


FORT  WORTH,  TEXAS 
211  Medical  Arts  Building 


DEPARTMENT  OF  PATHOLOGY 
T.  C.  Terrell,  M.D.,  F.C.A.P.,  F.A.C.P. 
May  Owen,  M.D.,  F.C.A.P.,  F.A.C.P. 
Feliks  Gwozdz,  M.D.,  D.A.B.P. 
Richard  C.  Schaffer,  M.D.,  F.C.A.P. 
V.  C.  Cirone,  M.D.,  D.A.B.P. 

Joan  Windmiller,  M.D.,  F.A.A.P. 


DEPARTMENT  OF  RADIOLOGY 
H.  W.  Banker,  M.D.,  D.A.B.R.,  M.A.C.R. 
Ernest  E.  Holt,  M.D.,  D.A.B.R.,  M.A.C.R. 
Janies  C.  Moore,  M.D.,  D.A.B.R.,  M.A.C.R. 


DEPARTMENT  OF  CHEMISTRY 
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ALEXANDER 


(/}  40  Facial  Fractures; 

y Incidence  and  Diagnosis 

p W.  0.  Akin  is  assistant 
E clinical  professor  of 
< otolaryngology  at  The 
O University  of  Texas  Medical 
ul  Branch,  Galveston.  He  is 
»—  a diplomate  of  the  Ameri- 
^ can  Board  of  Otolaryn- 
gology  and  a fellow  of  the 
(/)  American  Academy  of 
Ophthalmology  and  Oto- 
laryngology. E.  C.  Johnson 
of  Abilene  specializes  in 
oral  surgery,  and  is 
associated  with  Hendrick 
Memorial  Hospital’s 
Division  of  Oral  and 
Maxillo-Facial  Surgery.  He 
is  a member  of  the  Ameri- 
can Dental  Association, 
American  Board  of  Oral 
Surgery,  and  other  pro- 
fessional societies,  and 
currently  serves  on  the 
Regional  Medical  Program 
of  Texas'  Task  Force 
on  Cancer. 

44  Temporomandibular 
Syndrome  Head  Pains 
Are  a Reality,  Doctor! 

Aubrey  L.  Smith,  Jr, 
Amarillo,  is  a fellow  of  the 
Academy  of  General 
Dentistry,  and  takes  special 
interest  in  temporoman- 
dibular joint  syndrome 
arthropathies  and  prevent- 
ive and  restorative  den- 
tistry. Before  he  entered 
dentistry.  Dr.  Smith  earned 
a master  of  arts  degree  in 
clinical  psychology  and 
was  a psychologist  at 


Timberlawn  Sanatarium  in 
Dallas.  He  is  a member 
of  numerous  professional 
dental  organizations,  and 
serves  on  the  Dean’s 
Advisory  and  Steering  Com- 
mittee for  the  School  of 
Biomedical  Arts  and 
Sciences.  Also,  he  is  on 
the  staff  of  Northwest 
Texas  and  St.  Anthony’s 
Hospitals,  and  is  a visiting 
faculty  member  of  the 
Department  of  Oral 
Diagnosis,  Baylor  Univer- 
sity College  of  Dentistry, 
Dallas. 

48  Peripheral  Facial  Nerve 
Paralysis;  Problems  and 
Management 

Donald  W.  Alexander, 
formerly  chairman  of  the 
Division  of  Otolaryngology, 
The  University  of  Texas 
Southwestern  Medical 
School  at  Dallas,  is  now 
associated  with  the  Eye  and 
Ear  Hospital  of  Wenatchee, 
Wenatchee,  Wash.  A 
diplomate  of  the  Ameri- 
can Board  of  Otolaryn- 
gology, he  is  a member  of 
the  American  Cleft  Palate 
Association  and  the 
Texas  Otolaryngological 
Association.  Dr.  Alexander 
is  a graduate  of  South- 
western and  served  resi- 
dencies at  Johns  Hopkins 
and  Baltimore  City 
Hospitals. 

52  Immunological  Aspects 
of  Granulomatous  Diseases 

John  S.  Chapman,  FACP,  is 
assistant  dean  for  post- 
graduate education  and 
professor  of  internal 
medicine  at  UT  South- 
western Medical  School 
at  Dallas.  Dr.  Chapman 
has  had  some  80 
articles  published  in 
medical  journals;  he  also 
has  contributed  sections  to 
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major  medical  and  general 
reference  books.  Cur- 
rently, he  serves  as 
chairman  of  the  AMA 
Council  on  Environmental 
and  Public  Health. 

56  Pain  and  Disability 
in  Degenerative  Disc 
Disease 

Ian  Macnab  is  chief  of 
the  Division  of  Orthopaedic 
Surgery,  Wellesley  Hos- 
pital, Toronto,  Canada, 
and  assistant  professor  of 
surgery  at  the  University 
of  Toronto.  A native  of 
Leicester,  England,  he  is 
a graduate  of  the  Uni- 
versity of  Birmingham. 
Following  six  years  of 
postgraduate  training  in 
England,  he  became  a 
research  fellow  at  the 
Banting  institute,  Toronto. 
In  addition  to  preparation 
of  numerous  published 
articles,  he  has  presented 
papers  at  many  national 
and  international  meetings 
and  has  held  several 
guest  lectureships. 

64  Surgical  Treatment 
for  Epilepsy 

James  Greenwood,  Jr, 
FACS,  is  clinical  professor 
of  neurosurgery  at  Baylor 
College  of  Medicine, 
Houston.  He  is  a diplomate 
of  the  American  Board 
of  Neurological  Surgery 
and  the  American  Board 
of  Psychiatry  and 
Neurology.  He  was  one 
of  the  founders  of  the 
Southwestern  Surgical 
Society  and  is  a past  presi- 
dent of  the  Southern 
Neurosurgical  Society, 
Texas  Surgical  Society, 
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Texas  Neuropsychiatric 
Society,  and  Houston 
Neurological  Society  and 
Houston  Surgical  Society. 
Dr.  Greenwood  also  is 
an  amateur  radio  operator. 
His  coauthor,  Peter 
Kellaway,  is  with  the 
Department  of  Physiology. 

74  Evaluation  of  Topical 
Methysergide  on  Experi- 
mental Cerebral  Vasospasm 

Ellen  Money,  a senior  at 
The  University  of  Texas 
Southwestern  Medical 
School,  Dallas,  entered 
Texas  Medicine’s  fourth 
annual  competition  for 
excellence  in  scientific 
writing  by  a Texas  medical 
student.  Her  article,  in  the 
opinion  of  the  judges, 
deserves  publication  on  its 
own  merits.  Miss  Money 
graduated  from  high 
school  in  Winchester, 

Mass,  and  attended  Boston 
University.  She  spent  her 
junior  year  in  France 
under  a program  of  Ham- 
ilton College  in  New  York, 
and  came  to  Texas  (UT- 
Austin)  for  her  premedical 
work.  Since  entering 
medical  school  she  has 
used  her  summers  for 
research  in  neurosurgery 
and  gastroenterology. 


G4  Clinicopathoiogic 
Conference 

Participants  in  this  CPC, 
from  The  University  of 
Texas  Southwestern 
Medical  School  and  Park- 
land Memorial  Hospital,  are 
Joe  R.  Wise,  Jr,  fellow  in 
cardiology.  Royal  Post- 
graduate Medical  School, 
London,  England;  Richard 
R.  North,  assistant  pro- 
fessor of  neurology; 

James  P.  Luby,  assistant 
professor  in  internal 
medicine;  Bassett  B. 
Kilgore,  associate  professor 
of  radiology;  and  Anthony 
N.  D’Agostino,  associate 
professor  of  pathology. 
Edwin  H.  Eigenbrodt, 
associate  professor  of 
pathology,  is  guest  editor. 


EDITORIALS 

27  The  Ubiquitous  PDH 

Charles  R.  Queen 

29  Contract  Care  of 
Tuberculosis  Patients 

Albert  G.  Randall 

30  A Victory  on  Title  XIX 

Ben  B.  White 

32  Questions  and  Answers: 
TMA  Keogh  Retirement 
Program 

39  How  Much  Is  Enough? 

Charles  Max  Cole 
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ON  THE  COVER 

Go  on.  Say  it. 

But  don’t  wait  around 
for  thanks.  This  patient 
already  knows  that  the 
pain  is  all  in  his  head. 

But  since  “pain  is  one  of 
nature’s  warning  signals,” 
he  wants  to  know  exactly 
what  he’s  being  warned 
of.  He  wants  that  warning 
signal  switched  off,  too, 
and  in  a hurry.  How  often 
do  you  see  patients  who 
have  headaches  for 
which  there  is  no  apparent 
physiological  cause? 
Temporomandibular  syn- 
drome might  account  for 
some  cases.  The  article 
beginning  on  page  44 
describes  this  syndrome, 
and  suggests  quick  and 
simple  examinations  which 
may  indicate  its  presence. 


NEXT  MONTH 

Sir  William  Osier  died 
50  years  ago.  He  made  no 
notable  scientific 
discoveries;  he  left  no 
family,  and  no  personal 
“school”  or  professional 
coterie.  Yet  his  influence  is 
evident  in  medicine  today. 
Why?  Some  of  the  rea- 
sons will  be  explored 
next  month.  A practical 
idealist,  he  focused 
his  considerable  talents  on 
helping  every  element  of 
his  profession  to  grow 
in  its  ability  to  serve 
mankind.  Also  in  Decem- 
ber, Texas  Medicine  will 
publish  articles  on 
carcinoma  of  the  male 
breast,  Wilms’  tumor, 
lung  cancer,  cervical 
neoplasia,  and  fibroma  of 
ileum. 
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help  protect  your  angina  patients  with  ISORDII^  SUBLINGUAL 

[ISOSORBIDE  OINITRATE] 


Prescribe  ISORDIL  SUBLINGUAL  (5-mg.  tablets)  for  treatment  of  acute 
attacks  or  for  prophylaxis  when  increased  physical  or  emotional  stress 
place  an  additional  burden  on  your  angina  pectoris  patients.  ISORDIL 
SUBLINGUAL  acts  almost  as  fast  as  nitroglycerin,  yet  lasts  hours  longer. 
Reliable  because  it’s  stable. 

ISORDIL®  (isosorbide  dinitrate)  dilates  coronary  arteries  and  signifi- 
cantly reduces  the  number,  duration  and  severity  of  angina  attacks. 
Exercise  tolerance  is  also  increased  in  some  patients. 

Available  in  four  additional  dosage  formulations  to  provide  flexible 
management  of  your  angina  pectoris  patients. 

Prescribe  ISORDIL®  10  mg.  (scored,  oral  tablets)  or  ISORDIL®  TEMBIDS® 
(40-mg.  sustained  action  tablets)  for  basic  prophylactic  treatment  of 
angina  pectoris. 

Prescribe  ISORDIL®  ORAL  5 mg.  (scored,  oral  tablets)  to  facilitate  small 
adjustments  in  dosage. 

Prescribe  ISORDIL®  with  PHENOBARBITAL  when  anxiety  or  emotional 
disturbances  are  important  factors  in  the  clinical  picture.  Each  tablet 
contains  10  mg.  isosorbide  dinitrate  and  15  mg.  (14  gr.)  phenobarbital, 
U.S.P.,  (Warning:  Phenobarbital  may  be  habit  forming). 

INDICATIONS:  Sublingual —\or  prevention  and  treatment  of  angina  pectoris. 
Oral—\ot  reiief  of  angina  pectorjs  (pain  of  coronary  artery  disease);  the  oral 
dosage  forms  are  not  intended  to  abort  the  acute  anginal  episode,  but  are 
widely  regarded  as  useful  in  the  prophylactic  treatment  of  angina  pectoris. 
CONTRAINDICATION:  Idiosyncrasy  to  this  drug. 

WARNING:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 


acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 
PRECAUTIONS:  Intraocular  pressure  is  increased;  therefore,  caution  is  re- 
quired in  administering  to  patients  with  glaucoma.  Tolerance  to  this  drug 
and  cross-tolerance  to  other  nitrites  and  nitrates  may  occur.  In  patients  with 
functional  or  organic  gastrointestinal  hypermotility  or  malabsorption  syn- 
drome, it  is  suggested  that  either  the  ISORDIL  ORAL  5 mg.  or  ISORDIL  10  mg. 
oral  tablet  or  ISORDIL  SUBLINGUAL  be  the  preferred  therapy.  The  reason  for 
this  is  that  a few  patients  have  reported  passing  partially  dissolved  ISORDIL 
TEMBIDS  in  their  stools.  This  phenomenon  is  believed  to  be  on  the  basis  of 
physiologic  variability  and  to  reflect  rapid  gastrointestinal  transit  of  the 
sustained  action  tablet.  ISORDIL  TEMBIDS  should  not  be  chewed. 
ADVERSE  REACTIONS:  Cutaneous  vasodilation  with  flushing.  Headache  is 
common  and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a physi- 
ological antagonist  to  norepinephrine,  acetylcholine,  histamine,  and  many 
other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to  the 
hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting/weak- 
ness, restlessness,  pallor,  perspiration  and  collapse)  can  occur  even  with  the 
usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug  rash  and/or 
exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information  and/or  professional  samples? 

TEMBIDS®-Trademark  for  Sustained  Action  Tabiets 

IVES  LABORATORIES  INC. 

605  Third  Avenue,  New  York,  N.Y.  10017 


An  apple 
for  teacher 


Teachers  have  rendered  a great  extra-curricular 
service  to  America  — often  unrecognized  — and 
it’s  time  somebody  said  so. 

That  was  when,  back  in  1929,  a group  of 
teachers  helped  set  up  what  later  became  BLUE 
CROSS®,  to  help  take  care  of  hospital  bills;  soon 
to  be  followed  by  BLUE  SHIELD®'  to  help  pay 
doctor  bills. 

This  largely  solved  the  teachers’  problem  then; 
and  it  still  does  now  — in  large  areas  of  the  country. 


50  to  80  percent  of  teachers  are  today  protected  by 
Blue  Cross  and  Blue  Shield. 

But  think  what  this  prepayment  system  has 
done  to  advance  hospital-medical  treatment!  Think 
what  it  has  saved  industry,  in  otherwise  lost  man- 
hours. And  think  what  financial  and  mental  suffering 
it  has  saved  millions  of  Americans  — today  more 
than  71  million  Americans!  Yes,  it  is  indeed  time 
for  “an  apple  for  teacher.” 


BLUE  CROSS^and  BLUE  SHIELD® 

Hospital  and  Health  Care  Coverage  Medical  and  Surgical  Benefits 

(GROUP  HOSPITAL  SERVICE.  INC.)  (GROUP  LIFE  & HEALTH  INSURANCE  COMPANY! 

OF  TEXAS 


MAIN  AT  NORTH  CENTRAL  EXPRESSWAY  ■ DALLAS  TEXAS  75222 


B’  American  Hospital  Association 
©'National  Association  of  Blue  Shield  Plans 
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When  trauma  results  in  pain, 
try  Norgesic  first... 
your  patients  probably  won’t 
need  anything  stronger 

Sprains,  strains,  fractures ...  Norgesic  offers 
predictable  relief  in  the  great  majority  of  trau- 
matic injuries  where  both  pain  and  muscle 
spasm  are  involved.  Unlike  “pure”  analgesics 
or  muscle  relaxants,  Norgesic  affects  both  com- 
ponents of  musculo-skeletal  pain,  providing 
effective  analgesia  and  relief  of  associated 
muscle  spasm. 

Norgesic  works  quickly,  usually  producing  a 
high  level  of  analgesia  within  two  hours,  and 
relief  is  sustained  for  four  hours  or  longer. 
Thus,  when  trauma  results  in  pain,  try  Norgesic 
first. ..your  patients  probably  won’t  need  any- 
thing stronger. 

Indications:  Symptomatic  relief  of  mild  to  moderate  pain  of 
acute  musculo-skeletal  disorders.  Here,  Norgesic  demon- 
strated clinical  superiority  to  ARC  as  an  analgesic. 

Contraindications:  Because  of  the  mild  anticholinergic 
effect  of  orphenadrine,  Norgesic  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction,  achalasia, 
prostatic  hypertrophy,  obstructions  at  the  bladder  neck,  myas- 
thenia gravis  and  in  patients  known  to  be  sensitive  to  aspirin, 
phenacetin  or  caffeine.  Do  not  use  propoxyphene  (Darvon'®) 
concurrently. 

Warnings:  USE  IN  PREGNANCY;  Since  safety  of  the  use  of 
this  preparation  in  pregnancy,  during  lactation,  or  in  the  child- 
bearing age  has  not  been  established,  use  of  the  drug  in  such 
patients  requires  that  the  potential  benefits  of  the  drug  be 
weighed  against  its  possible  hazard  to  the  mother  and  child. 
USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug 
in  children  has  not  been  established;  therefore,  the  physician 
must  weigh  the  benefits  against  the  potential  hazards. 

Precautions:  It  has  been  reported  that  prolonged  or  exces- 
sive use  of  phenacetin  may  result  in  nephrotoxicity.  Caution, 
therefore,  should  be  exercised  when  Norgesic  is  administered 
to  patients  with  renal  disorders. 

Adverse  Reactions:  Side  effects  of  Norgesic  are  those 
usually  associated  with  APC  or  mild  anticholinergic  agents. 
These  may  include  tachycardia,  palpitation,  urinary  hesitancy 
or  retention,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil, 
increased  intraocular  tension,  weakness,  nausea,  vomiting, 
headache,  dizziness,  constipation,  drowsiness,  and  rarely,  urti- 
caria and  other  dermatoses.  Infrequently,  some  degree  of 
confusion  in  the  elderly,  mild  central  excitation  and  occasional 
hallucinations.  These  mild  side  effects  are  usually  eliminated 
by  reduction  in  dosage.  One  case  of  aplastic  anemia,  with  no 
established  causal  relationship,  has  been  reported. 

Dosage  and  Administration:  Adults— 1 to  2 tablets  3 to  4 
times  daily. 

For  more  detailed  prescribing  inlormalion, 
see  Package  Circular  or  PDR. 

Available  V.A.  Supply  Depot-FSN6505-952-6762A 

NORGESIC 

(orphenadrine  citrate,  25  mg., 
aspirin,  225  mg.,  phenacetin,  160  mg., 
caffeine,  30  mg.) 

Riker  Laboratories,  Northridge,  California  91324 

Sponsors  of  Riker  Service— 

the  complimentary  classified  service  lor  physicians. 


AH'I^OBINS 


Each  Cough  Calmer^^  contains  the  same  active  ingredients 
as  a half'teaspoonful  of  Robitussin-DM®:  Glyceryl  guaiaco- 
late,  50  mg,;  Dextromethorphan  hydrobromide,  7 5 mg. 
A H Robins  Company,  Richmond,  Virginia  23220 


Cotta  make  a 
pit  stop  to  take 
my  cough  syrup. 


Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours.  1 


T.  ROWE  PRICE 
GROWTH  STOCK 
^ FUND,  m. 

Esf.  1950 

^ HQ-mU  FUND 

Investing  in  stocks 
carefully  selected  for  long  term 
growth  possibilities 

Individuals  & Institutions 
are  invited  to  request  free  prospectus 


IT.  Rowe  Price  Growth  Stock  Fund,  Inc. 

One  Charles  Center,  Dept.  F-1 

Baltimore,  Md.  21201  Phone  (301)  539-1992 

H Name 
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DulcolaxL.so  predictable 
you  can  almost  set  patients  by  it 


Dulcolax  works  so  effectively  that  the  time  of  bowel 
evacuation  can  often  be  predicted. 

Dulcolax  tablets  taken  at  night  will  usually  result  in  a con- 
venient bowel  movement  the  following  morning.  Dulcolax 
suppositories  generally  work  within  15  minutes  to  an  hour. 

Dulcolax  may  be  given  to  the  aged,  pregnant  or  nursing 
women,  and  children.  It  may  be  particularly  helpful  in  con- 
ditions in  which  straining  should  be  avoided.  The  drug, 
however,  is  contraindicated  in  the  acute  surgical  abdomen. 


Dulcolax 


bisacodyl 


UNDER  LICENSE  FROM  BOEHRINGERINGELHEIMG.M.B.K  GEIGY  PHARMACEUTICALS.  DIVISION  OF  GEIGY  CHEMICAL  CORPORATION.  ARDSLEY.  NEW  YORK  10502 


DU-6681 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visuoi  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


AVC 


{aminacrine  hydrochlori 
VwKCM/V\  15.0%,  allantoin  2.0%) 


de  0.2%,  sulfanilamide 


C|  IDD/^C|TODICC  (aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
OUi  r V-/OI  I V.-/i\ICO  1 05  Gm.,  allantoin  0.014  Gm.) 


Trichonnonads...  Monilia.. .Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem- 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives, '■'*  broad-spectrum  antibiotics^'^  and  prolonged  use  of  corticosteroids.^ 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.'’"'^ 

Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/ cervicitis  and  vaginal  surgery. 


Easy  as  AVC 


Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  monifestatlons  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaginally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  ond  Lyle,  J.  S.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W.  F.;  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.  i Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L.:  Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
prooch.  Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  j.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.;  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.;  Pennsylvania 
Med.  69:44,  1966. 
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FACT  & LEGEND 


WAS  A MILITARY  OFFENSE! 

OVERWEIGHT  ROMAN  HORSEMEN  WERE  MADE  TO 
FORFEIT  THEIR  MOUNTS  AND  BECOME  FOOT  SOLDIERS! 


IS  APPROXIMATELY  ONE 
HALF  THAT  OF  OTHER  LEAD- 
ING APPETITE  SUPPRESSANTS 

AN  IMPORTANT  FACTOR 
JN  LONG  TERM  THERAPY 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 

AMRAR  ^2 

One  Ambar  Extentab  before  breakfast  can  / m 1 T B Am  BRIEF  SUMMARY/Indications:  Ambar 

help  control  most  patients’  appetite  for  up  I ’ I i'  ^ I ^A  T)  suppresses  appetite  and  helps  offset  emo- 

to  12  hours.  Methamphetamine,  the  appe-  J— /./v  L J—yXN  A/\.JJk3  tional  reactions  to  dieting.  Contraindica- 
tite  suppressant,  gently  elevates  mood  and  '^henobarbiiaH54^8*m^' I?  tions:  Hypersensitivity  to  barbiturates  or 

helps  overcome  dieting  frustrations.  Pheno-  (Warning:  may  be  habit  forming).  sympathomimetics;  patients  with  advanced 
barbital,  the  sedative  in  Ambar,  controls  irritability  and  renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
anxiety. .. helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


tion  in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a,  H.  robins  company,  il.U.nnRIMC 

RICHMOND.  VA  23220  *■  I^UDIfV  J 


heavenly  relief 
for  unearthly  cough 


> 


ABTRO 


Benylili 

EXPECTORANT 


Each  Ruidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


4I0R69 


A face  only  a 
mother  could  love. 


That’s  just  the  problem. 

A mother’s  love  tells  her  her 
children  need  milk.  Real  milk. 

But  who  tells  a mother  why? 

You  can.  As  a professional, 
she’ll  listen  to  you. 

You  can  tell  her  that  milk 
and  the  other  dairy  foods  pro- 
vide over  75%  of  the  calcium 
in  the  American  food  supply. 
Calcium  for  bone  strensth. 

And  protein  (the  kind  that 
contains  all  the  essential  amino 
acids)  for  soft  tissue  growth 
and  maintenance. 

Explain  the  vital  role  that 
dairy  foods  play  in  a balanced 
diet  for  her  whole  family. 

If  you  need  more  facts,  we 
can  help.  We  have  all  the  latest 
information  on  milk. 

Free  pamphlets  and  booklets. 
Newer  knowledge  of  milk. 

All  waiting  for  you. 

With  it,  you  can  help  add 
a little  understanding  to  love. 


Story 

DAIRY  COUNCIL,  INC. 

101 1 N.W.  LOOP  410 
SAN  ANTONIO,  TEXAS  78213 


Name 

Position 

Address 

City 

State Zip- 


Before  prescribing,  see  complete 
prescribing  information,  includ- 
ing symptoms  and  treatment  of 
overdosage,  in  SK&F  literature 
or  PDR. 

Contraindications:  Patients 
with  glaucoma,  pyloric  obstruc- 
tion, prostatic  hypertrophy,  blad- 
der neck  obstruction,  obstructive 
intestinal  lesions  and/or  ileus. 

Precautions:  Use  with  caution 
in  elderly  patients.  Discontinue 
one  week  prior  to  I”'  uptake  and 
PBI  tests,  as  the  iodine  in  iso- 
propamide  iodide  may  alter  re- 
sults. Iodine  skin  rash  may  occur 
in  rare  instances.  Caution  pa- 
tients about  activities  requiring 
mental  alertness  (driving,  hazard- 
ous occupations).  Use  in  preg- 
nancy, lactation,  and  in  women 
of  childbearing  age  only  when 
necessary. 

Adverse  Reactions:  Dry 

mouth,  blurred  vision,  dilated 
pupils,  photophobia,  constipa- 
tion urinary  retention  and  tachy- 
cardia. Seen  less  frequently  are: 
palpitation,  nausea,  dysphagia, 
fever  and  nasal  congestion. 

Supplied:  In  bottles  of  50. 

SK 

&F 

Smith  Kline  & French 
Laboratories 


Hoechst  is  proud  to  be  able  to  offer 

nearly  100  years  of  patient-centered  research 

to  “bridge”  the  sometimes  awesome  chasms  of  medicine. 


''Life  is  short  and  art  is  long; 
the  crisis  is  fleeting, 
experiment  risky, 
decision  difficult." 


HOECHST  PHARMACEUTICAL 


COMPANY,  Cincinnati,  Ohio  45229 
Division  of  American  Hoechst  Corp. 


Major  discoveries  of  Hoechst  world-wide  research  include 
orocaine,  arsphenamine,  mersalyl,  tolbutamide,  and  furosemide. 


Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 

SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


SMR  keeps  you 
and  your  patients' 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


STAINLESS 

■ 

w 

STEEL  POLISH 

^ 1 

mm 

SMR  Stainless 

Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

0ILI  1 
mt  1 

22  oz.  economy 

Established  Over  j^O  Years 


Factory  Direct  Sales 


T/adomUt 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR.  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 


Active  In^rediente : 

Phenylephrine  Hcl  . . .0.25% 

Phenylpropanolamine  Hcl  . . 0.60% 

Chlorobutanol  0.16% 

Tripelennamine  Hcl  0.50% 

In  Isotonic  Solution 


Tladomldt 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 


Active  Ingredients ; 

Phenrlephrine  Hd  0.26% 

Phenylpropanolamine  Hcl  . . 0.60% 

Chlorobutanol  0.16% 

In  Isotonic  Solution 


USE;  Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 


DIRECTIONS:  Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing % fluid  oz.  and  in  dropper 
bottles  containing  1 fluid  oa. 

HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 


HUMCO  LABORATORY 

TEXARKANA,  ARK.-TEX. 

Our  Integrity  is  Your 
Guarantee 
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TEXAS  MEDICINE 


Patient  comfort  in  chronic  constipation  is  enhanced 
hy  restoration  of  normal  pattern  of  evacuation. 


concern. 


□ Gentle  neuroperistaltic  stimulation  is  mediated 
through  the  Auerbach’s  plexus  in  the  colon 

□ Aids  in  rehabilitation  of  the  constipated  patient 
by  facilitating  regular  elimination 

□ No  laxative  tolerance  or  rebound  constipation 
reported  in  clinical 

□ Even  many  previously  intractable  cases  have  been 
successfully  treated  with  SENOKOT 

□ Virtually  free  of  side  effects  at  proper, 
individualized  dosage  levels 

□ Dosage  may  be  gradually  reduced  and 
eventually  discontinued  in  many  cases,  upon 

restoration  of  normal  pattern  of  elimination 
Dosage:  (preferably  atbedtime)— /lr/u/A;2 
tablets  (max.  4 tablets  b.i.d.).  Children:  (over 
60  lb.)  1 tablet  (max.  2 tablets  b.i.d.).  Supplied:  Bottles 

of  50  and  100  tablets.  Purdue  Frcdcrick 

The  Purdue  Frederick  Company,  Yonkers,  New  York  10701 

Senokot  Tablet 


(standardized  senna  concentrate) 


THE  BREAKUP  of  a business  partnership,  the  crack-up  of 
a marriage,  the  shake-up  of  being  fired  or  reduced  to 
bankruptcy. . . after  any  significant  loss  or  severe  blow  to  self- 
esteem, both  anxiety  and  depression  almost  always  follow. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRANQUILIZER- 

ANTIDEPRESSANT 


Containing  perphenazine  and  amitriptyline  HCI 


For  prescribing  information,  including  indica- 
tions, contraindications,  warnings,  precautions, 
and  side  effects,  please  see  following  page. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRANQUILIZER- 

ANTIDEPRESSANT 


Containing  perphenazine  and  amitriptyline  HCI 

TRIAVIL®2-25:  Each  tablet  contains  2 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-25:  Each  tablet  contains  4 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®2-10:  Each  tablet  contains  2 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-10:  Each  tablet  contains  4 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

INDICATIONS:  Patients  with  moderate  to  severe  anxiety 
and/or  agitation  and  depressed  mood;  patients  with 
depression  in  whom  anxiety  and/or  agitation  are  severe; 
patients  with  depression  and  anxiety  in  association  with 
chronic  physical  disease;  schizophrenics  with  associated 
depressive  symptoms. 

CONTRAINDICATIONS:  Central  nervous  system 
depression  from  drugs  (barbiturates,  alcohol,  narcotics, 
analgesics,  antihistamines);  bone  marrow  depression; 
urinary  retention;  pregnancy;  glaucoma.  Do  not  give  in 
combination  with  MAOl  drugs  because  of  possible 
potentiation  that  may  even  cause  death.  Allow  at  least  2 
weeks  between  therapies.  In  such  patients  therapy  with 
TRIAVIL  should  be  initiated  cautiously,  with  gradual 
increase  in  the  dosage  required  to  obtain  a satisfactory 
response. 

WARNINGS:  Patients  should  be  warned  against  driving  a 
car  or  operating  machinery  or  apparatus  requiring  alert 
attention,  and  that  response  to  alcohol  may  be  potentiated. 
PRECAUTIONS:  Suicide  is  always  a possibility  in  mental 
depression  and  may  remain  until  significant  remission 
occurs.  Supervise  patients  closely  in  case  they  may 
require  hospitalization  or  concomitant  electroshock 
therapy.  Untoward  reactions  have  been  reported  after  the 
combined  use  of  antidepressant  agents  having  various 
modes  of  activity.  Accordingly,  consider  possibility  of 
potentiation  in  combined  use  of  antidepressants.  Not 
recommended  for  use  in  children.  Mania  or  hypomania 
may  be  precipitated  in  manic-depressives  (perphenazine 
in  TRIAVIL  seems  to  reduce  likelihood  of  this  effect).  If 
hypotension  develops,  epinephrine  should  not  be 
employed, as  its  action  is  blocked  and  partially  reversed  by 
perphenazine.  Caution  patients  about  errors  of  judgment 
due  to  change  in  mood. 

SIDE  EFFECTS:  Similar  to  those  reported  with  either 
constituent  alone. 

Perphenazine:  Should  not  be  used  indiscriminately.  Use 
caution  in  patients  with  history  of  convulsive  disorders  or 


severe  reactions  to  other  phenothiazines.  Likelihood  of 
untoward  actions  greater  with  high  doses.  Closely 
supervise  with  any  dosage.  Side  effects  may  be  any  of 
those  reported  with  phenothiazine  drugs:  blood  dyscrasias 
(pancytopenia,  thrombocytopenic  purpura,  leukopenia, 
agranulocytosis,  eosinophilia);  liver  damage  (jaundice, 
biliary  stasis);  extrapyramidal  symptoms  (opisthotonos, 
oculogyric  crisis,  hyperreflexia,  dystonia,  akathisia, 
dyskinesia,  parkinsonism)  usually  controlled  by  the 
concomitant  use  of  effective  antiparkinsonian  drugs 
and/or  by  reduction  in  dosage,  but  sometimes  persist 
after  discontinuation  of  the  phenothiazine;  severe  acute 
hypotension  (of  particular  concern  in  patients  with  mitral 
insufficiency  or  pheochromocytoma);  skin  disorders 
(photosensitivity,  itching,  erythema,  urticaria,  eczema,  up 
to  exfoliative  dermatitis);  other  allergic  reactions  (asthma, 
laryngeal  edema,  angioneurotic  edema,  anaphylactoid 
reactions);  peripheral  edema;  reversed  epinephrine 
effect;  endocrine  disturbances  (lactation,  galactorrhea, 
disturbances  of  menstrual  cycle);  grand  mal  convulsions; 
cerebral  edema;  altered  cerebrospinal  fluid  proteins; 
polyphagia;  paradoxical  excitement;  photophobia;  skin 
pigmentation;  failure  of  ejaculation;  EKG  abnormalities 
(quinidine-like  effect);  reactivation  of  psychotic  processes; 
catatonic-like  states;  autonomic  reactions  such  as  dryness 
of  the  mouth,  headache,  nausea,  vomiting,  constipation, 
obstipation,  urinary  frequency,  blurred  vision,  nasal 
congestion,  and  a change  in  the  pulse  rate;  hypnotic 
effects;  pigmentary  retinopathy;  corneal  and  lenticular 
pigmentation;  occasional  lassitude;  muscle  weakness; 
mild  insomnia;  significant  unexplained  rise  in  body 
temperature  may  suggest  intolerance  to  perphenazine,  in 
which  case  discontinue.  Antiemetic  effect  may  obscure 
signs  of  toxicity  due  to  overdosage  of  other  drugs  or  make 
diagnosis  of  other  disorders  such  as  brain  tumors  or 
intestinal  obstruction  difficult.  May  potentiate  central 
nervous  system  depressants  (opiates,  analgesics, 
antihistamines,  barbiturates,  alcohol),  atropine,  heat,  and 
phosphorous  insecticides. 

Amitriptyline:  Careful  observation  of  all  patients 
recommended.  Side  effects  include  drowsiness  (may 
occur  within  the  first  few  days  of  therapy);  dizziness; 
nausea;  excitement;  hypotension;  fainting;  fine  tremor; 
jitteriness;  weakness;  headache;  heartburn;  anorexia; 
increased  perspiration;  incoordination;  allergic-type 
reactions  manifested  by  skin  rash,  swelling  of  face  and 
tongue,  itching;  numbness  and  tingling  of  limbs,  including 
peripheral  neuropathy;  activation  of  latent  schizophrenia 
(however,  the  perphenazine  content  may  prevent  this 
reaction  in  some  cases);  epileptiform  seizures  in  chronic 
schizophrenics;  temporary  confusion,  disturbed 
concentration,  or  transient  visual  hallucinations  on  high 
doses;  evidence  of  anticholinergic  activity,  such  as 
tachycardia,  dryness  of  mouth,  blurring  of  vision,  urinary 
retention,  constipation,  paralytic  ileus;  agranulocytosis; 
jaundice.  The  antidepressant  activity  may  be  evident 
within  3 or  4 days  or  may  take  as  long  as  30  days  to 
develop  adequately,  and  lack  of  response  sometimes 
occurs.  Response  to  medication  will  vary  according  to 
severity  as  well  as  type  of  depression  present.  Elderly 
patients  and  adolescents  can  often  be  managed  on  lower 
dosage  levels. 

For  more  detailed  information  consult  your  Merck  Sharp 
and  Dohme  representative  or  see  the  package  circular. 

MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.,  Inc.  West  Point  Pa  19486 

where  today's  theory  Is  tomorrow's  therapy 


Lactinex 

TABLETS  & GRANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  bulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.^-^'^-^-s.s.T.s 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request. 

HYNSON,  WESTCOTT  & DUNNING,  INC. 

Baltimore.  Maryland  21201 

ILX*05> 


References: 

(1)  Siver,  R.  H.:  CMD,  27:109,  September  1954.  (2)  Frykman,  H.  H.:  Minn.  Med., 
38:19-27,  January  1955.  (3)  McGivney,  J.:  Tex.  State  Jour.  Med.,  57:16-18,  January 
1955.  (4)  Quehl,  T.  M.:  Jour,  of  Florida  Acad.  Gen.  Prac.,  75:15-16,  October  1965. 
(5)  Weekes,  D.  J.:  N.Y.  State  Jour.  Med.,  58:2672-2673,  August  1958.  (6)  Weekes, 
D.  J.:  EENT  Digest,  25:47-59,  December  1963.  (7)  Abbott,  P.  L.:  Jour.  Oral  Surg., 
Anes.,  & Hosp.  Dental  Serv.,  310-312,  July  1961.  (8)  Rapoport,  L.  and  Levine,  W.  I.: 
Oral  Surg.,  Oral  Med.  & Or^  Path.,  20:591-593,  November  1965. 


. . . with  episodes  of  vertigo, 
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to  help  relieve  symptoms  by 
preventing  vasospasm  and 
inereasing  eerebral  blood  flow 


Meadldinsiin 

LABORATORI ES 


Although  not  all  clinicians  agree  on  the  value  ot  vasodilators  in  vascular  disease,'  several  investigators'^'^  have  reported  favorably  on  the  ellects  ot 
isoxsuprine  on  cerebral  blood  How.  Effects  have  been  demonstrated  both  by  objective  measurement^-^  and  observation  ot  clinical  improvement.'^-'' 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular  diseases,  thromboangiitis  obliterans  (Buerger's  disease), 
Raynaud's  disease,  postphlebitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteriosclerotic,  diabetic,  thrombotic). 
Composition:  VASODTlAN  tablets,  isoxsuprine  hydrochloride  10  mg.  Dosage:  Oral— 10  to  20  mg.  (1  or  2 tablets)  t.i.d.  or  q.i.d.  Contraindications 
and  Cautions:  There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding.  Side  Effects:  Occasional  palpitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  As  intramuscular  administration  of  10 
mg.  or  more  may  cause  brief  hypotension  and  tachycardia,  single  intramuscular  doses  exceeding  this  amount  are  not  recommended.  Complete 
details  available  in  product  brochure  from  Mead  Johnson  Laboratories  References:  (1)  Fazekas,  J.  F.;  Alman,  R.  W.;  Ticktin,  H.  E.;  Ehrmantraut, 
W.  R.,  and  Savarese,  C.  J.:  Angiology  75;No.  2 (Feb.)  1964.  (2)  Florton,  G E.,  and  Johnson,  P C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  (3)  Clarkson, 
I.  S.,  and  LePere,  D M ' Angiology  77:190-192  (June)  1960  (4)  Dhrymiotis,  A D , and  Whittier,  J R.-  Current  Therapeutic  Research  4:124-128  (April) 
1962  (5)  Whittier.  J R.-  Angiology  75:82-87  (Feb  ) 1964  © ises  head  johnson  a cohpany  . evansville,  Indiana  47721 
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Can  one 
prescripation 


Kolantyll 

Kolantyl  Gel/ Wafers  contain 
antacids,  and  Bentyl®  (dicyclomine 
hydrochloride)  too. 


The  Wni.  S.  Merrell  Company 
Division  of  Ricbardson-Merrell  Inc. 
[ Cincinnati,  Ohio  45215 


Proven  Reliability 

in  pain  relief 

time-tested  effectiveness 
time-tested  performance 
time-tested  potency 


preparations 


propoxyphene 

hydrochloride 


USAGE 

' 

Potent  analgesia  plus 
added  anti-inflamma- 
tory and  antipyretic 
action . . . 

Q:  early  stages  of 
cancer,  during 
surgical  recovery, 

. trauma. 

Analgesia,  pure  and 
simple  . . . ii;  when- 
ever a single-entity 
drug  is  preferable,  as 
in  medical  care. 

Alternate  strength  of 
propoxyphene  plus 
added  anti-lnflamma- 
tory  and  antipyretic 
action  . . .T^:  post- 
partum care  and 
following  minor 
surgical  procedures. 

Potent  analgesia  plus 
added  anti-inflamma- 
tory action  ...  B:  as 
an  adjunct  to  treat- 
ment of  U.R.I., 
arthritis,  fibrositis. 

PRODUCT 

FORM 

' Darvon®  Compound-65 

Each  Pulvule®  contains 

65  mg.  propoxyphene 
hydrochloride,  227  mg. 
aspirin,  162  mg. 
phenacetin,  and 

32.4  mg.  caffeine. 

Darvon® 

propoxyphene 
hydrochloride 
in  32  and  65-mg. 
Pulvules. 

Darvon®  Compound 

Each  Pulvule  contains 
32  mg.  propoxyphene 
hydrochloride,  227  mg. 
aspirin,  162  mg. 
phenacetin,  and 

32.4  mg.  caffeine. 

Darvon®  with  A.S.A.® 

Each  Pulvule  contains 

65  mg.  propoxyphene 
hydrochloride  and 

325  mg.  aspirin. 

■ ® 

DOSAGE 

1 Pulvule  3 or  4 times 
a day. 

32  mg.:  1 or  2 Pulvules 

3 or  4 times  a day. 

65  mg.:  1 Pulvule 

3 or  4 times  a day. 

1 or  2 Pulvules 

3 or  4 times  a day. 

1 Pulvule  3 or  4 times 
a day. 

Actions:  Propoxyphene  hydrochloride 
is  an  analgesic  in  the  potency  range  of 
codeine.  The  combination  of  propoxy- 
phene hydrochloride  with  aspirin  and/ 
or  phenacetin  results  in  greater  analge- 
sia than  that  achieved  by  either  drug 
administered  alone.  Propoxyphene  hy- 
drochloride is  structurally  related  to  the 
narcotic  analgesics  methadone  and 
isomethadone,  and  its  general  pharma- 
cologic properties  are  those  of  the 
narcotics  as  a group. 

Indications:  For  the  relief  of  mild  to 
moderate  pain. 

Contraindications:  Hypersensitivity  to 
propoxyphene  hydrochloride  or  to  the 
other  ingredients  (aspirin,  phenacetin, 
caffeine)  in  the  propoxyphene  hydro- 
chloride combination  products. 

Concomitant  administration  with 
orphenadrine-containing  compounds. 
Warnings:  Salicylates  should  be  used 
with  caution  in  the  presence  of  peptic 
ulcer. 

Phenacetin  may  damage  the  kid- 


neys when  used  in  large  amounts  or 
taken  over  a long  period  of  time. 

Use  in  Pregnancy— The  safety  of 
the  use  of  this  agent  during  pregnancy 
has  not  been  established.  The  potential 
hazards  of  the  drug  must  be  weighed 
against  the  possible  benefits. 

Use  in  Children— This  agent  should 
not  be  used  in  children,  since  adequate 
data  to  establish  safe  conditions  of  use 
are  lacking. 

Drug  Dependence— Tolerance, 
psychological  dependence,  and  physi- 
cal dependence  have  been  reported; 
the  abuse  liability  of  propoxyphene  hy- 
drochloride is  qualitatively  similar  to 
that  of  codeine  although  quantitatively 
less.  Darvon  will  not  support  morphine 
dependence. 

Precautions:  Patients  who  have  received 
narcotic  drugs  for  long  periods  of  time 
may  have  developed  physical  depend- 
ence, and  the  sudden  substitution  of 
ordinary  doses  of  propoxyphene  hydro- 
chloride may  result  in  an  acute  with- 


drawal syndrome.  These  symptoms  may 
be  avoided  by  gradually  reducing  the 
dose  of  the  prior  medication  as  pro- 
poxyphene hydrochloride  is  substituted. 

This  agent  may  impair  the  mental 
and/or  physical  abilities  required  for 
the  performance  of  potentially  hazard- 
ous tasks,  such  as  driving  a car  or 
operating  machinery,  especially  during 
the  first  few  days  of  therapy.  There- 
fore, the  patient  should  be  cautioned 
accordingly. 

Adverse  Reactions:  Dizziness,  head- 
ache, sedation,  somnolence,  paradox- 
ical excitement,  insomnia,  skin  rashes, 
and  gastro-intestinal  disturbances  (in- 
cluding nausea,  vomiting,  abdominal 
pain,  and  constipation)  may  occur  with 
the  recommended  doses  of  the  drug. 

Euphoria  may  occasionally  occur. 

For  complete  prescribing  informa- 
tion and  overdosage  treatment,  consult 
the  package  literature  or  PDR.  [osisssj 
Additional  information  available  upon 
request.  soossa 


Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


,W  i>k 


his  low  back  problem 


B^iiise  you  checked  his  pain 
^ffithis  time -tested 
^algesic  that^  potent, 
^ysatile,  effective 


Darvoii  Compound-65 


65  mg.  propoxyphene  hydrochloride,  227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine, 


Please  turn  page  for  prescribing  information 
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Editorial 


THE  UBIQUITOUS  PDH 


What  do  you  know  about  the 
Packaged  Disaster  Hospital,  better 
known  in  government  jargon  as 
the  PDH?  That  is,  except  that  there 
is  one  stored  in  a garage  downtown 
someplace  and  that  somebody 
once  mentioned  it  during  a 
medical  society  program? 

To  refresh  your  memory,  that 
pile  of  crates  is  what  we  conve- 
niently refer  to  when  flaunting  our 
mythical  preparedness  for  medical 
disasters.  Unfortunately,  its 
presence  is  often  a bromo  rather 
than  a stimulant.  It  is  a safe  bet 
that  the  one  in  your  community  is 
just  about  as  useless  as  your 
disaster  plan. 

Few  medical  people  know  how 
to  make  adequate  use  of  the  PDH 
and  even  fewer  have  any  inclination 
to  learn.  For  some  unknown  reason, 
physicians  feel  that  their  Saturday 
night  emergency  room  experience 
qualifies  them  as  disaster  experts. 
There  is  a great  deal  more  to 
handling  a major  disaster  than 
just  being  able  to  sort  and  treat 
a handful  of  car  accident  victims. 

To  refresh  your  memory  further, 
the  PDH  is  really  a complete 
200-bed  evacuation  hospital.  It 
can  be  set  up  in  an  existing  building 
and  used  to  replace  your  present 
community  hospital  if  necessary. 

If  you  know  what  you’re  doing, 
you  can  have  the  PDH  ready  to  go 
in  eight  hours.  Let's  face  it, 
however:  No  one  is  going  to  do  a 


splenectomy  in  a school  room 
using  PDH  supplies  as  long  as  he 
can  ship  the  patient  to  a fixed 
hospital  30  miles  away. 

Thus  the  first  use.  If  the  next 
town,  and  the  next,  and  the  next 
have  also  been  compromised,  then 
the  lowly  PDH  is  where  you’ll  do 
surgery.  You  might  even  get  a little 
help  from  the  surviving  medical 
people  from  one  of  those  other 
towns. 

Maybe  you  won’t  need  the  whole 
thing.  Suppose  the  other  towns  go 
but  you  still  have  your  permanent 
hospital.  You  can  move  the 
furniture  out  of  the  private  and 
semiprivate  rooms  and  set  up 
three  or  five  PDH  beds  (available 
with  pillows,  linens,  and  bed  pans) 
in  each  room.  Your  50-bed  hospital 
suddenly  becomes  a 230-bed  one. 
Spartan  accommodations,  granted, 
but  usable. 

The  PDH  has  four  surgical  units, 
complete  from  the  knife  blades 
to  the  kick  bucket.  They  can  be 
used  to  convert  as  many  as  four 
of  your  hospital  rooms  into 
additional  surgical  units — a very 
useful  alteration  when  you  have 
120  injured  people  lying  on 
your  front  lawn. 

You  could  need  stretchers,  drugs, 
blankets,  a water  purification 
plant,  or  maybe  a generator.  It’s 
all  there.  Go  over  the  list  of  contents. 
On  some  very  black  and  very  wet  night 
the  knowledge  may  come  in  handy. 


27 


Then  again  that  black,  wet  night  is  the 
wrong  time  to  whip  out  your  puny  flashlight 
and  start  climbing  over  all  sorts  of  obstacles 
in  search  of  crate  number  308 — especially 
when  you  don’t  know  that  308  is  on  the 
bottom  of  the  pile  with  its  number  facing  the 
wall,  or  that  someone  borrowed  that  par- 
ticular box  and  never  returned  it.  Surveying 
the  warehoused  PDH  some  Sunday  afternoon 
may  be  quite  rewarding.  If  you  know 
exactly  where  to  look,  you  can  immediately 
augment  your  existing  operation  and  supply 
without  waiting  for  someone  to  organize  an 
airlift  or  for  the  weather  to  quiet  down. 

If  the  disaster  happens  to  be  a nuclear  war, 
the  situation  never  will  quiet  down. 

Parts  of  the  PDH  can  be  taken  to  remote 
sites  where  a disaster  has  occurred  and 
set  up  for  the  treatment  of  “immediate” 
cases.  After  the  casualties  are  sorted,  those 
requiring  hospital  treatment  can  be  shipped 
to  your  fixed  facility  by  ambulance,  truck, 
helicopter,  or  what  have  you.  Subsequently 
the  committed  PDH  components  can  serve 
as  a dispensary  until  conditions  return  to 
normal.  Newer  Natural  Disaster  Hospitals  have 
been  designed  specifically  for  this  purpose 
but  in  their  absence  the  larger  PDH 
can  be  cannibalized. 

The  natural  disasters  that  have  occurred 
around  the  country  give  mute  testimony  to 
the  value  of  these  caches  of  supplies.  We 
realized  this  during  Beulah.  Unfortunately 
we  also  suffered  through  all  of  the  problems 
of  lack  of  organization  and  awareness. 

We  vaguely  knew  what  the  procedures  were 
but  not  exactly  how  to  execute  them. 

As  a result  of  our  experiences  our  PDHs 
are  now  being  placed  in  conjunction  with 
existing  hospitals.  Here  medical  people 
rather  than  civil  servants  are  designated  as 
custodians.  We  now  have  property  officers 
who  appreciate  the  contents  and  function  of 


the  unit.  We  no  longer  have  to  worry  about 
the  misappropriation  of  our  supplies  for 
relief  work  by  well-meaning  mayors  as 
happened  when  our  disaster  was  at  its  worst. 
When  your  gauge  registers  on  “E”  and  you 
discover  that  somebody  has  stolen  your 
credit  card  you  have  an  empty  feeling. 

The  PDH  is  now  warehoused  by  the  people 
who  are  going  to  use  it.  Functional  display 
is  maintained.  With  logical  placement  of 
crates  in  the  warehouse,  selection  of  groups  of 
supplies  for  specific  needs  is  easily 
accomplished. 

The  hospital  maintenance  people  who  are 
familiar  with  medical  equipment  are  already 
half-briefed  before  they  read  the  PDH 
pamphlets.  Other  administrators  and  medical 
disaster  directors  are  familiar  with  the 
location  of  the  area’s  PDHs  and  know  who  to 
call  in  the  inter-city  medical  community 
for  supplies.  They  all  are  at  least  cognizant 
of  the  potential  of  the  PDH.  In  addition, 
we  do  have  a nucleus  of  people  who  are 
well  briefed. 

Another  frustrating  problem  was  the 
staffing  of  our  disaster  hospital.  Now  each 
medical  partnership  and  group  in  our  area 
has  agreed  to  send  one  physician  and  his 
office  nurse  to  staff  the  PDH.  For  some 
unknown  reason  we  have  not  been  able  to  reach 
that  large  group  of  ex-corpsmen,  ex-army 
medics,  and  housewife  nurses  that  could 
solve  our  support  staffing  problem.  Unfortun- 
ately we  will  have  to  acquire  the  support 
from  fixed  hospital  staffs.  This  may  well 
put  a burden  on  existing  hospitals  right  at  a 
time  when  they  are  needed  most,  but 
people  tend  to  put  out  a little  extra  effort 
when  they  realize  the  need. 

Hospital  auxiliary  workers  are  an  excellent 
source  of  clerical  help  during  a disaster. 

They  have  uniforms,  are  eager,  and  are 
readily  available  for  planning  sessions.  They 
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served  us  most  faithfully  during  Beulah. 

We  found  that  uniformed  workers  were  most 
effective,  even  if  the  uniform  was  just 
a white  coat  or  a scrub  suit. 

Not  all  of  the  questions  can  be  answered 
in  advance  and  some  can  be  answered 
only  when  the  disaster  actually  strikes.  But 
after  having  stumbled  through  one  disaster,  we 
are  a little  more  aware  of  the  potentials  of 
our  PDH.  If  nothing  else,  we  do  have 
our  credit  card. 

Charles  R.  Queen,  MD,  Edinburg. 

Editor’s  Note:  Please  see  page  93  for  locations  of 
Texas’  Packaged  Disaster  Hospitals,  HRDI  units  (Hos- 
pital Reserve  Disaster  Inventories),  and  Natural  Dis- 
aster Hospitals. 


CONTRACT  CARE 
OF  TUBERCULOSIS  PATIENTS 


TUBERCULOSIS  CONTROL  ACTIVITIES  have 
undergone  a dramatic  change  since  Sept  1, 
1965,  when  an  act  supplementing  the  Texas 
Tuberculosis  Code  went  into  effect. 

This  act  charges  the  Texas  State  Department 
of  Health  with  providing  a tuberculosis 
control  program  for  the  State  of  Texas.  In 
addition,  it  gives  this  agency  responsibility 
for  the  operation  of  the  state  tuberculosis 
hospitals  and  makes  them  a part  of  the 
tuberculosis  control  program,  not  only  for 
inpatient  treatment  but  for  the  establishment 
of  outpatient  clinics  in  state  hospitals. 

The  Tuberculosis  Control  Division  of  the 
State  Health  Department  has  therefore 
established  tuberculosis  control  regions 
throughout  the  state.  A medical  director  is  in 
charge  of  the  program  within  each  region; 
each  staff  includes  a nursing  supervisor,  a 
health  program  specialist,  and  a medical 


records  clerk.  A field  staff  also  is  available  in 
each  region  with  the  necessary  clerical 
employees. 

In  counties  with  local  organized  public 
health  departments,  these  personnel  act  as 
consultants  in  the  field  of  tuberculosis 
control;  in  unorganized  counties,  they  are 
responsible  for  direct  delivery  of  services. 

Aims  of  the  tuberculosis  control  program 
are  to  implement  and  complement  casefinding 
activities,  conduct  surveys  as  necessary, 
provide  contact  investigation,  provide  and 
maintain  adequate  inpatient  and  outpatient 
treatment  for  tuberculosis  patients,  and 
provide  follow-up  supervision.  For  eventual 
eradication  the  program  will  implement  and 
encourage  preventive  programs  utilizing 
chemoprophylaxis  for  contacts  and  associates 
and  groups  at  risk  of  developing  active 
tuberculosis,  maintain  regional  and  statewide 
case  registers  for  both  supervision  and 
control  activities,  and  encourage  adequate 
educational  programs. 

We  have  continually  tried  to  evaluate  both 
the  program  and  our  delivery  of  services. 

Our  state  tuberculosis  hospitals  have 
maintained  an  average  of  2,750  admissions 
for  the  past  3 to  4 years,  but  the  average 
number  of  patients  in  these  state  hospitals  has 
continued  to  decrease  primarily  because  a 
shorter  hospital  stay  is  required  and  out- 
patient follow-up  services  have  been  developed 
This  factor,  coupled  with  the  recognition 
that  the  incidence  of  tuberculosis  is  not 
the  same  in  all  parts  of  our  state,  suggests 
that  we  do  not  need  to  provide  the  same 
type  of  services  in  low-incidence  areas  as 
are  required  for  our  high-incidence  areas. 

Fortunately,  the  current  laws  allow  for 
various  methods  of  meeting  the  tuberculosis 
control  needs,  and  the  State  Board  of  Health 
may  contract  for  the  support,  maintenance, 
care,  and  treatment  of  tuberculosis  patients 
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under  its  jurisdiction.  Contracts  may  be 
with  city,  county,  or  state  hospitals;  private 
physicians;  licensed  nursing  homes;  and 
hospitals  districts.  This  mechanism  of  providing 
services  in  the  lower  incidence  areas  of  our 
state  is  both  wise  and  economical. 

The  Commissioner  of  Health  has  appointed 
a credentials  committee  as  an  advisory  group 
to  the  Director  of  the  Division  of  Tuberculosis 
Services  in  developing  and  administering 
contract  care  and  treatment  programs.  It 
consists  of  11  physicians  representing  a 
wide  geographical  area,  and  they  are  from 
both  the  academic  and  private  practicing 
sector.  Dr.  John  Chapman  of  Dallas  is 
chairman.  The  aim  of  this  aspect  of  the 
overall  tuberculosis  control  program  is  to 
provide  medically  supervised  inpatient  and 
outpatient  care  to  the  patient  in  or  near  his 
home  community  in  the  best  manner  and 
as  economically  as  possible. 

Since  the  legislature  transferred  the 
facilities  at  the  McKnight  State  Tuberculosis 
Hospital  to  the  Department  of  Mental  Health 
and  Mental  Retardation  effective  Sept  1,  1969, 
instead  of  Sept  1,  1970,  as  the  State  Health 
Department  requested,  the  program  of  pro- 
viding services  in  the  home  community 
has  been  accelerated. 

Generally  speaking,  the  program  will 
provide  for  diagnosis,  treatment,  and  super- 
vision in  a community  with  the  required 
medical  services  both  for  the  outpatient  and 
the  inpatient  aspect  of  the  program.  After 
diagnosis  and  initiation  of  treatment,  the 
patient  will  be  discharged  back  to  his  home 
community  as  soon  as  the  attending  physician 
considers  this  feasible.  He  will  be  followed 
through  the  outpatient  clinic  in  his  community, 
with  nursing  supervision  provided  by  the  local 
health  department  or  the  regional 
tuberculosis  staff. 

For  the  current  fiscal  year  funds  were 


appropriated  by  the  legislature  to  implement 
this  program  on  a limited  basis.  A pilot 
program  was  initiated  in  December  1968  when 
a contract  was  established  with  the  R.  E. 
Thomason  Hospital  in  El  Paso  to  provide 
inpatient  treatment  and  outpatient  facilities 
for  followup  supervision  beginning  in 
January  1969.  A similar  program  was  estab- 
lished in  Amarillo  in  August  1969  and 
negotiations  are  underway  in  the  Odessa, 
Lubbock  and  Abilene  areas  to  establish 
similar  types  of  programs. 

This  program,  then,  has  been  initiated  for 
the  purposes  of  determining;  (1)  the  value 
of  this  type  of  program  to  the  patient,  to  the 
community,  and  to  the  state  tuberculosis 
control  efforts;  (2)  the  costs  of  such  a program 
compared  to  the  costs  of  the  present  pro- 
gram; and  (3)  whether  standards  of  care 
will  be  maintained  or  improved. 

Albert  G.  Randall,  MD,  Austin, 

Deputy  Commissioner  for  Tuberculosis  Services, 

Texas  State  Department  of  Health. 

A VICTORY  ON  TITLE  XIX 


PHYSICIANS,  NOT  BEING  students  of 
constitutional  rights,  are  too  quick  to  accept 
congressional  legislation  and  government 
department  directives  as  gospel. 

A prime  example  involves  Title  XIX  under 
which  (doctors  have  been  led  to  believe) 
payment  can  be  made  only  by  the  government 
directly  to  the  physician.  This  well  illustrates 
how  congressional  intent  can  be  subverted 
so  as  to  subtly  place  unwary  physicians 
under  the  auspices  of  HEW. 

I wish  to  encourage  physicians  to  refuse 
vendor  payments  on  Title  XIX  patients  and 
hold  those  patients  responsible  for  their  bills 
until  the  courts  act  to  give  the  physician 
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the  authority  to  use  his  discretion  in  the  matter 
of  how  he  will  bill  for  services  rendered. 

In  the  case  of  Aroune  v Sipprell,  a physician 
treated  a qualified  Medicaid  recipient,  but 
refused  to  complete  the  forms  required  for 
state  medical  payments  on  behalf  of 
indigents.  Instead,  he  billed  the  patient 
directly  and  voluntarily  furnished  an  affidavit 
containing  all  the  information  necessary  for 
payment  to  the  patient.  The  Department 
of  Social  Welfare  refused  to  accept  the 
affidavit  in  lieu  of  the  prescribed  form,  and 
the  patient  filed  suit  to  enforce  payment. 

A New  York  trial  court  held  that  the 
affidavit  was  equivalent  to  the  suggested 
form,  and  directed  the  county  welfare  agency 
to  pay  to  the  physician  the  amount  of  his  fee. 
The  case  is  still  on  appeal. 

Many  physicians,  in  fact  most  of  them, 
believe  they  can  be  paid  for  care  given  to 
Title  XIX  beneficiaries  only  by  the  federal 
agency  involved.  This  concept  may  not 
be  legally  valid. 

The  confusing  thing  in  this  case  is  that 
it  refers  only  to  “refusal  to  sign  a form’’  and 
directs  “payment  to  the  physician.’’  But 
on  extrapolating  the  reasoning  given  in  the 
decision,  it  necessarily  follows  that  if  a doctor 
refuses  the  vendor  payment  or  the  patient 
pays  the  bill,  HEW  must  pay  the  patient. 

In  other  words,  no  negative  or  positive  act 
of  a physician  can  prevent  a patient's  receiving 
an  economic  benefit  which  has  been  provided 
for  him  by  an  act  of  congress.  This  decision 
with  its  reasoning  in  essence  upholds  direct 
billing  on  Title  XIX  patients,  although  it  is  true 
that  as  yet  there  is  no  case  which  directs 
that  HEW  reimburse  the  patient.  This 
case  constitutes  a major  defeat  for  the 
proponents  of  federal  medicine  because  there 
is  a move  underway  to  obtain  legislation 
which  would  provide  for  vendor  payments 
only  in  Medicare  also. 


Let’s  recognize  and  use  this  victory.  What 
the  decision  really  means  is  this:  Congress 
is  free  to  pass  legislation  and  HEW  is 
free  to  issue  directives  to  help  implement 
those  programs.  But  those  programs  and 
those  directives  are  subject  to  question 
on  constitutional  grounds.  They  are  not 
enforceable  at  law  if  they  violate  a basic 
constitutional  right  of  the  physician. 

But  you,  doctor,  must  be  the  one  to  raise  the 
question  of  constitutionality  or  infringement 
upon  your  right  of  freedom  of  contract 
because  no  one  else  will. 

The  court  did  not  direct  the  doctor  to  fill 
out  the  forms.  It  merely  said  that  the  affidavit 
which  the  physician  voluntarily  furnished  as 
part  of  the  plaintiff’s  case  was  adequate 
to  substitute  for  the  forms  in  question. 

Neither  can  the  court  force  him  to  accept 
vendor  payments. 

Freedom  of  contract  provides  that  the 
physician  is  free  to  contract  with  any  patient 
on  his  terms,  for  example,  his  fee  for 
services  and  his  method  of  billing  for  those 
services.  The  federal  government  also  is  free 
to  provide  monies  (it  cannot  provide  services) 
for  any  person  as  it  sees  fit.  In  other  words, 
the  government  and  patients  are  free  to 
contract  as  they  see  fit,  but  neither  party 
can  interfere  with  the  other’s  right  to 
freedom  of  contract.  The  13th  amendment 
protects  this  right  of  contract  by  preventing 
any  party  from  being  subject  to  the  terms 
of  a contract  not  of  his  choosing.  This  is 
the  free  enterprise  system — the  capitalistic 
system.  Let’s  use  it  for  our  protection  by 
continuing  to  question  at  a local  level  those 
statutes  and  directives  which  would  subtly 
deprive  us  of  the  freedom  to  practice  medicine 
as  we  were  licensed  to  do. 

Ben  B.  White,  MD,  Houston. 
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QUESTIONS 

im  h 

AND 

ANSWERS 

TMA  Keogh  Retirement  Program 

Q Is  it  too  late  to  enroll  in  the  TMA  Keogh 
Retirement  Program  this  year? 

No.  Physicians  may  enroll  in  and  contrib- 
ute to  the  TMA  program  any  time  between  now 
and  Dec  31,  1969,  and  claim  federal  income 
tax  deduction  for  contributions  made  during 
the  calendar  year. 

The  Member’s  Retirement  Trust  established 
by  the  Texas  Medical  Association  (TMA-MRT) 
is  a service  for  its  members  who  do  not  have 
other  facilities  and  for  those  who  prefer  its 
terms  to  those  of  other  programs  they  have 
considered.  Any  physician  considering  estab- 
lishing a retirement  program  should,  however, 
seek  counsel  from  his  own  attorney,  accountant, 
and  investment  and  insurance  advisors. 

TMA-MRT  is  a fully  trusteed  retirement  pro- 
gram qualified  under  the  Keogh  Act  approved 
by  the  Internal  Revenue  Service  so  that  certain 
tax  advantages  accrue  to  contributions. 

Who  may  join  the  TMA-MRT? 

Any  TMA  member  is  eligible  to  join  if  he 
is  self-employed  in  the  practice  of  medicine 
and  is  a Texas  resident.  (Members  of  a profes- 
sional association  are  not  eligible  for  Keogh 
programs.)  A nonmember  partner  may  also 
join,  providing  that  one  other  partner  who  is 
a member  joins. 

All  full-time  employees  who  have  worked  for 
a specified  period  (not  to  exceed  three  years) 
must  be  covered.  Part-time  and  seasonal  em- 
ployees need  not  be  covered. 


Q How  much  may  I contribute? 

For  yourself,  you  can  contribute  up  to 
10%  of  your  earned  net  income  yearly,  but 
not  to  exceed  $2,500.  This  “basic”  contribu- 
tion is  deductible.  If  employees  are  covered,  an 
additional  10%  (but  not  to  exceed  $2,500) 
may  be  contributed  each  year.  This  “voluntary 
contribution”  is  not  tax  deductible. 

For  his  employees,  the  employer  must  con- 
tribute the  same  percentage  of  their  salary  that 
he  is  contributing  for  himself.  This,  for  him,  is 
a fully  deductible  business  expense.  In  addition, 
if  the  employee  elects,  he  may  contribute  an 
additional  amount  up  to  10%  of  his  income. 

Earnings  and  appreciation  on  all  funds  are 
tax  sheltered.  There  is  no  tax  liability  until  the 
funds  are  withdrawn. 

Q Who  is  the  trustee?  How  often  may  I make 
contributions? 


The  trustee  is  the  Mercantile  National 
Bank  at  Dallas.  Contributions  may  be  made  at 
any  time,  but  must  be  made  at  least  once 
yearly.  Contributions  may  be  credited  only  for 
the  year  in  which  they  are  received. 


How  is  the  money  invested? 


The  trustee  will  follow  each  participant’s 
instructions  on  how  the  contributions  made  for 
him  will  be  invested.  The  following  investment 
media  are  available  now; 

T Rowe  Price  Growth  Stock  Fund,  Inc 
Loomis-Sayles  Capital  Development  Fund, 
Inc 
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Mercantile  National  Bank  Stock  Fund 
Stein,  Rowe  & Farnham  Balanced  Mutual 
Fund,  Inc 

Loomis-Sayles  Mutual  Fund,  Inc 
Mercantile  National  Bank  Collective  Trust 
Fund  (fixed  income) 

Mercantile  National  Bank  Savings  Account 
Bankers  Life  Company  of  Iowa  Fixed  Dollar 
Annuity  Fund 

US  Government  Retirement  Plan  Bonds 
Each  participant  may  invest  in  any  or  all  of 
the  cited  media.  Fie  may  change  his  selection 
at  any  time  and  may  change  from  one  media 
to  another  for  past  contributions  except  for 
government  bonds. 


When  may  I receive  this  money? 


Voluntary  additional  contributions  may  be 
withdrawn  at  any  time  without  tax  liability. 
Other  money  may  be  withdrawn  at  disability  or 
death  and  must  start  to  be  withdrawn  at  re- 
tirement, which  must  begin  not  sooner  than 
age  591/2  and  not  later  than  701/2.  Tax  will  be 
at  the  income  tax  rate  applicable  at  the  time 
of  withdrawal. 


Q Does  the  TMA  oversee  this  plan? 

Yes,  the  TMA,  through  its  Council  on  Med- 
ical Service  and  Insurance,  continuously  scru- 
tinizes this  program.  Administrative  charges 
are  constantly  reviewed  as  well  as  the  selected 
investment  media.  The  trust  agreement  has 
been  written  so  that  should  there  be  any 
changes  in  the  law,  the  program  can  be  amend- 
ed to  take  advantage  of  them. 


How  do  I obtain  additional  information? 


Detailed  information  concerning  the  pro- 
gram as  well  as  all  forms  necessary  for  enroll- 
ment may  be  obtained  from  the  Texas  Medical 
Association,  1801  N Lamar  Blvd,  Austin,  Tex 
78701. 


How  may  I receive  this  money? 


At  withdrawal,  the  money  may  be  with- 
drawn in  any  of  the  following  ways  (subject  to 
certain  minimum  requirements): 

Lump  sum 

Periodic  payout  over  life  expectancy  of  re- 
tiree (and  spouse) 

Conversion  to  any  standard  annuity  contract 

Conversion  to  US  Government  Retirement 
Plan  Bonds 
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The  Francis  name. 

Our  claim  to  fame. 

The  C.  B.  Francis 
health  care  story 
has  tew  parallels. 
Since  1957,  when 
the  dynamic  young 
executive  left  a 
thriving  insurance 
business  to  enter  the  medical  care  pro- 
fession, he  has  had  much  to  do  with 
the  introduction  of  modern,  business- 
like methods  and  techniques.  First, 
Francis  determined  that  his  facilities 
should  offer  hope  and  recreation,  and 
that  patients,  no  matter  what  their 
ages,  can  recuperate  to  some  degree. 
Thus,  the  insistence  on  round-the- 


clock  registered  nurses,  cleanliness, 
cheerful  environments,  and  the  estab- 
lishment of  ''convalescent"  centers, 
not  "nursing"  homes.  He  has  served 
as  president  of  the  Texas  association, 
and  vice  president  of  the  national 
organization  in  the  convalescent 
field.  And  now,  C.  B.  Francis  is  blaz- 
ing a new  trail:  The  Francis  Hospitel, 
a private  hospital  to  meet  the  chal- 
lenge of  rising  costs  and  crowded 
conditions.  And  Francis  Convalescent 
Centers  continue  to  grow,  and  ex- 
pand, because  people  have  confi- 
dence in  the  Francis  name,  our 
claim  to  fame. 


fi^ncisT 

HOSPiTELS 

INCORPORATfcD 


FRANCIsf^ 

I CONVALESCENT 
CENTERS 


FRANCIS  HOSPITELS — WACO:  Francis  Hospitel,  2501  Maple  Avenue,  Ph.  752-0311  FRANCIS  CONVALESCENT 
CENTERS — AUSTIN:  Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Cen- 
ter, 1000  6th  Avenue,  Ph.  335-1903;  CORPUS  CHRIStI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph. 
853-9981;  LONGVIEW:  Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor,  616 
West  Russell,  Ph.  732-5181  FRANCIS  MANAGEMENT — PORT  ARTHUR:  The  Golden  Triangle  Convalescent  Center, 
3900  Highway  365,  Ph.  727-1651. 


Home  office:  2303  W.  North  Loop,  Austin,  Ph.  454-2725.  C.  B.  Francis,  President. 
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now 
he  can 

thanks  to 

SODIUM® 


the  ^^daytime  sedative’’  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (M  gr.)  to  30  mg.  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  {14  gr.), 

30  mg.  QA  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  {A  gr.),  30  mg.  {A:  gr.). 


( McNEIL ) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 
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Jerraniyciit 

'oxytetracycline) 

Fire  victim.  Examination  reveals  second  degree  burn  of  lower 
leg.  To  combat  shock,  restore  circulatory  volume  and  replace 
protein  loss,  plasma  is  administered.  Local  pressure  dressing 
applied.  Limb  elevated  to  limit  the  flow  of  lymph.  About  36 
hours  after  admission  the  patient  develops  an  elevated  tem- 
perature and  complains  of  pain  at  the  site  of  the  lesion. 

Dressing  removed.  A suppurating  slough  area  has  developed 
over  part  of  the  burn.  A swab  specimen  is  taken  for  culture 
and  the  slough  area  is  debrided.  Antibacterial  treatment  is 
begun  with  Terramycin  I.M.  Days  later,  recovery  is  progress- 
ing, and  the  laboratory  report  shows  a mixed  infection  with  a 
predominance  of  susceptible  coliform  bacteria,  confirming  the 
therapeutic  choice.  Terramycin  therapy  is  continued  until  all 
signs  of  infection  disappear. 

Experience  has  shown  that  Terramycin  offers  special 
advantages  in  treating  bacterial  infections  complicating  burns, 
when  strains  of  causative  organisms  are  susceptible.  Broad- 
spectrum  antibacterial  coverage.  Activity  unaffected  by  peni- 
cillinase. Rapidly  achieved  therapeutic  blood  levels.  Proven 
tissue  toleration. 

Terramycin  I.M.  is  the  only  preconstituted  broad- 
spectrum  antibiotic  designed  specifically  for  intramuscular 
use.  Requires  no  refrigeration.  Remains  stable  for  at  least  two 
years.  Available  for  immediate  use  in  Isoject,®  a disposable 
injection  unit.  In  difficult  as  well  as  routine  cases,  when  tests 
reveal  susceptible  organisms,  consider  Terramycin.  One  of 
the  world’s  most  widely  used  broad-spectrums. 


LABORATORIES  DIVISION 

NewYork,  N Y 10017 


CoDtralndicaled:  In  individuals  hypersensitive  to  any 
of  the  components  of  tliis  drug. 

Warnings:  If  renal  impairment  exists,  even  usual 
doses  may  lead  to  excessive  systemic  accumulation  and 
possible  liver  toxicity.  In  such  patients,  lower  than 
usual  doses  are  indicated  and  for  prolonged  therapy 
oxytetracycline  serum  level  determinations  may  be 
advisable. 

Terramycin  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  re- 
ported thus  far  in  humans. 

Use  of  oxytetracycline  during  the  last  trimester  of 
pregnancy,  neonatal  period  and  early  childhood  may 
cause  discoloration  of  teeth.  This  effect  occurs  mostly 
during  long-term  use  of  the  drug,  but  it  has  also  been 
observed  in  usual  short-treatment  courses. 

During  treatment  with  tetracyclines,  individuals  sus- 
ceptible to  photodynamic  reactions  should  avoid  direct 
sunlight.  Discontinue  therapy  at  first  evidence  of  skin 
discomfort. 

Note:  With  oxytetracycline,  phototoxicity  is  not  be- 
lieved to  occur  and  photoallergy  is  very  rare. 
Precautions:  Use  of  broad-spectrum  antibiotics  occa- 
sionally may  result  in  overgrowth  of  nonsusceptible 
organisms.  Where  such  infections  occur,  discontinue 
oxytetracycline  and  institute  specific  therapy. 

As  with  all  intramuscular  preparations,  Terramycin 
Intramuscular  Solution  should  be  injected  well  within 
the  body  of  a relatively  large  muscle.  Adults:  The 
preferred  sites  are  the  upper  outer  quadrant  of  the  but- 
tock (i.e.,  gluteus  maxlmus),  or  the  mid-lateral  thigh. 
Children:  It  is  recommended  that  intramuscular  in- 
jections be  given  preferably  in  the  mid-lateral  muscles 
of  the  thigh.  In  infants  and  small  children  the  periphery 
of  the  upper  outer  quadrant  of  the  gluteal  region 
should  be  used  only  when  necessary,  such  as  in  burn 
patients,  in  order  to  minimize  the  possibility  of  dam- 
age to  the  sciatic  nerve. 

The  deltoid  area  should  be  used  only  if  well  developed 
such  as  in  certain  adults  and  older  children,  and  then 
only  with  caution  to  avoid  radial  nerve  injury.  Intra- 
muscular injections  should  not  be  made  into  the  lower 
and  mid-thirds  of  the  upper  arm.  As  with  all  intra- 
muscular injections,  aspiration  is  necessary  to  help 
avoid  inadvertent  injection  into  a blood  vessel. 
Increased  intracranial  pressure  with  bulging  fontanelles 
has  been  observed  occasionally  in  infants  receiving 
therapeutic  doses  of  the  drug,  but  such  signs  and 
symptoms  have  disappeared  rapidly  on  cessation  of 
treatment  with  no  sequelae. 

Adverse  Reactions:  Subcutaneous  and  fat-layer  in- 
jection may  produce  mild  pain  and  induration  which 
may  be  relieved  by  an  ice  pack.  Very  mild  gastro- 
intestinal disturbances,  not  requiring  discontinuance 
of  the  drug,  may  occur  occasionally.  Allergic  reactions, 
including  anaphylaxis,  rarely  have  been  observed. 
Dosage:  Adult:  The  optimal  dosage  varies,  depending 
on  the  type  and  severity  of  infection.  Unless  otherwise 
specified,  a dose  of  100  mg.  every  8 to  12  hours,  or  a 
single  daily  dose  of  250  mg.  should  be  adequate  for  the 
treatment  of  most  mild  or  moderately  severe  infections. 
In  severe  infections,  100  mg.  every  6 to  8 hours,  or  250 
mg.  every  12  hours  may  be  necessary. 

Serum  levels  obtained  by  the  recommended  dosages 
are  comparable  to  those  provided  by  the  oral  dosage 
of  1 to  2 Gm.  daily  in  adults.  Antibiotic  therapy 
should  be  continued  for  at  least  24  to  48  hours  after 
all  symptoms  and  fever  have  subsided. 

In  certain  diseases  specific  courses  of  therapy  may  be 
recommended  as  a general  guide.  In  primary  and  sec- 
ondary syphilis  for  example,  the  daily  administration 
of  2 Gm.  oxytetracycline,  orally,  in  divided  doses  for 
two  weeks  has  given  good  results.  In  cases  of  gonococ- 
cal infection  two  intramuscular  injections  of  250  mg. 
each,  or  one  intramuscular  injection  of  250  mg.  com- 
bined with  one  gram  given  orally  as  a single  dose,  will 
usually  suffice,  but  repetition  of  this  therapy  will  be 
required  in  an  occasional  case. 

In  the  treatment  of  hemolytic  streptococcal  infections, 
therapy  should  continue  for  at  least  10  days  to  prevent 
development  of  rheumatic  fever  or  glomerulonephritis. 
In  the  treatment  of  staphylococcal  infections  indicated 
surgical  procedures  should  be  carried  out  in  all  cases. 
Pediatric:  A dosage  of  3 mg./ lb./ day  in  two  doses  has 
been  found  satisfactory  in  the  treatment  of  most  mild 
to  moderately  severe  infections.  For  more  severe  infec- 
tions, higher  dosages  may  be  indicated  and  should  be 
adjusted  accordingly. 

Terramycin  Intramuscular  Solution  provides  maximum 
absorption  and  patient  toleration  with  minimal  local 
irritation. 

Supply:  Terramycin  (oxytetracycline)  Intramuscular 
Solution:  available  in  single  dose,  prescored  glass  am- 
pules containing  100  or  250  mg.  oxytetracycline/2  cc., 
Isoject®  syringes  containing  100  or  250  mg.  oxytetra- 
cycline/2 cc.  and  10  cc.  multiple  dose  vials  containing 
50  mg.  oxytetracycline/cc. 

More  dialled  professional  information  available  on  request. 
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to  aid  in  debridement 


in  chronic  cutaneous  ulcers... 

Elase  Ointment 

(irinolysin  and  desoxyribonuclease, 
combined,  [bovine]  ointment) 


PARKE-DAVIS 


FIRST  APPLICATION 

ELASE  Ointment  is  applied  to  a deep  ulceration  of  a finger. 


EIGHTEEN  DAYS  LATER 

Healing  has  progressed  rapidly  without  interruption  or 
interference  from  any  accumuiated  puruience  or 
necrotic  tissue.  Greatly  reduced  size  of  iesion  and 
minimai  scar  tissue  indicate  quality  and  vigor  of 
healing  which  is  almost  complete. 


By  helping  to  remove  dead  tissue  and  debris  from  the  ulcer’s 
surface,  ELASE  Ointment  creates  a better  environment  for  the 
elimination  of  infection,  for  healthy  granulation ...  for  healing. 

Its  lytic  enzymes  effectively  break  down  DNA  in  dead  leuko- 
cytes and  other  debris ...  the  fibrin  in  blood  clots,  serum,  and 
purulent  exudates . . . and  the  denatured  proteins  in  necrotic 
tissue.  Protein  elements  of  living  tissue  are  relatively  un- 
affected. ELASE  Ointment  is  indicated  in  stasis  ulcers  and  in 
other  infected  or  inflamed  ulcers  caused  by  circulatory  distur- 
bances. In  cases  requiring  skin  grafting,  it  is  used  preoperativeiy 
for  debridement.  For  ambulatory  patients  debridement  with 
ELASE  Ointment  is  a convenient  therapy  and  a regimen  likely 
to  be  followed.  Precautions:  Observe  usual  precautions  against 
allergic  reactions,  particularly  in  persons  with  a history  of 
sensitivity  to  materials  of  bovine  origin  or  to  mercury  com- 
pounds. Adverse  Reactions:  Side  effects  attributable  to  the 
enzymes  have  not  been  a problem  at  the  dose  and  for  the 
indications  recommended.  Discussion:  Successful  use  of 
enzymatic  debridement  depends  on  several  factors:  (1)  dense, 
dry  eschar,  if  present,  should  be  removed  surgically  before 
enzymatic  debridement  is  attempted;  (2)  the  enzyme  must  be  in 
constant  contact  with  the  substrate;  (3)  accumulated  necrotic 
debris  must  be  periodically  removed;  (4)  the  enzyme  must  be 
replenished  at  least  once  daily;  and  (5)  secondary  closure  or 
skin  grafting  must  be  employed  as  soon  as  possible  after 
optimal  debridement  has  been  attained.  It  is  further  essential 
that  wound-dressing  techniques  be  performed  carefully  under 
aseptic  conditions  and  that  appropriate  systemically  acting 
antibiotics  be  administered  concomitantly  if,  in  the  opinion  of 
the  physician,  they  are  indicated.  Available:  ELASE  Ointment  is 
supplied  in  30-Gm.  tubes  containing  30  units  (Loomis)  of 
fibrinolysin  and  20,000  units  of  desoxyribonuclease  with 
0.12  mg.  thimerosal  (mercury  derivative);  and  In  10-Gm,  tubes 
containing  10  units  of  fibrinolysin  and  6,666  units  of  desoxy- 
ribonuclease with  0.04  mg.  thimerosal.  ELASE  Ointment  has  a 
special  base  of  liquid  petrolatum  and  polyethylene;  contains 
sodium  chloride  and  sucrose  used  during  manufacture;  is 
stable  at  room  temperature  through  the  expiration  date  stated 
on  the  package. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 
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HOW  MUCH  IS  EHOUGH? 


Undei'  the  Medicaid  program 
the  indigent  patient  enters  the 
mainstream  of  medical  care,  being 
entitled  to  receive  his  medical  care 
from  the  same  physicians  and  in 
the  same  hospitals  as  any  other 
private  citizen.  There  is  no  deductible 
or  coinsurance  feature  of  this  pro- 
gram so  the  patient  is  not  encour- 
aged to  question  either  the  need 
or  the  cost  of  the  services  being 
provided  him.  Granting  that  he 
should  receive  medical  care  compar- 
able to  that  available  to  any  other 
citizen,  what  criteria  shall  we  use 
in  determining  the  extent  of 
services  to  be  provided? 

Physicians  practicing  in  areas 
heavily  populated  by  Medicaid 
recipients  report  that  many  of  these 
patients  have  not  been  in  the  habit 
of  seeing  a physician  and  many 
show  evidence  of  deficiency  diseases. 
This  factor  is  given  as  a reason 
for  heavy  use  of  diagnostic  pro- 
cedures and  greater  frequency 
of  office  visits  and  injections  in 
their  treatment. 

Funds  being  expended  under  the 
Medicaid  program  both  in  our  state 
and  nationwide  are  greatly 
exceeding  estimates  and  are  giving 
rise  to  demands  for  a full  investi- 
gation of  these  costs  and  for  ways 
and  means  to  control  them.  The 
Senate  Finance  Committee  has 
already  made  headlines  with  its 
accusations  against  physicians  and 


will  probably  make  more.  It  is  not 
enough  for  us  merely  to  say,  “We 
told  you  so.”  It  is  our  tax  money 
also  which  supports  the  program. 

Remaining  cognizant  of  both  the 
science  and  economics  of  medicine,  we 
must  seek  an  answer  to  the  question, 
“How  much  is  enough?”  One 
answer  might  be  that  we  should 
ignore  third  party  payers  and  treat 
these  patients  as  if  they  were 
paying  the  bill  with  their  own 
earned  funds.  If  we  do,  there  should 
be  no  excessive  use  of  diagnostic 
procedures  and  no  unnecessary 
treatment  rendered.  Such  action 
will  not  get  the  Medicaid  Program  out 
of  its  fiscal  difficulties,  but  it  will 
place  the  physician  in  a position 
he  can  defend. 


President,  Texas  Medical  Association 
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FACIAL  FRACT 


W.  0.  AKIN,  MD,  and  E.  C.  JOHNSON,  DOS 

Although  most  facial  fractures  occur  in 
motor  vehicle  accidents,  they  can  result 
from  a limitless  variety  of  mishaps.  They 
may  not  be  obvious,  and  few  require 
emergency  treatment  per  se;  but  it  is 
important  that  the  physician  who  first 
examines  the  victim  maintain  a high  in- 
dex of  suspicion,  know  how  to  detect 
these  injuries,  and  institute  appropriate 
measures  preliminary  to  repair. 


RECENTLY  WE  REVIEWED  the  cases  of  head 
trauma  seen  in  the  emergency  room  of  a mod- 
erate-size general  hospital,  and  were  impressed 
with  the  increasing  incidence  or  recognition,  or 
both,  of  facial  fractures.  They  may  lie  deep  to 
an  apparent  facial  laceration  or  ecchymosis, 
and  can  occur  in  many  ways.  The  patients’ 
ages  ranged  from  1 to  93  years.  The  majority 
of  these  injuries  resulted  from  motor  vehicle 
accidents.  The  remainder  occurred  in  a wide 
variety  of  ways  including  sports  (children  skat- 
ing, professional  athletics),  fist  fights,  gunshot 
wounds,  falls,  and  oilfield  and  other  industrial 
accidents. 

The  incidence  of  these  injuries  grows,  de- 
spite authorities’  efforts  to  legislate  safety  into 
all  aspects  of  our  daily  lives.  Therefore,  we 
thought  that  some  basic  principles  of  diagnosis 
and  management  could  be  shared  with  physi- 
cians who  will  see  these  victims  first  in  the 
emergency  room.  It  is  here  that  these  injuries 
should  first  be  suspected  and  appropriate  mea- 
sures instituted.  At  first  glance,  many  of  these 
injuries  may  appear  to  be  innocuous.  However, 
they  usually  turn  out  to  be  far  more  significant 
later,  with  reference  to  some  functional  or  es- 
thetic aspect  of  the  head  and  neck  complex. 

Diagnosis:  Facial  fractures  are  not  uncommonly 
associated  with  other  injuries,  particularly  those 
of  the  cranium,  neck,  and  extremities.  A high 
index  of  suspicion  will  often  lead  to  the  diag- 


nosis of  a not-so-apparent  facial  fracture,  es- 
pecially when  the  patient  presents  with  other 
more  dramatic  and  obvious  injuries. 

Facial  fractures  can  be  diagnosed  fairly  ac- 
curately on  physical  examination.  Malocclusion 
commonly  is  not  just  a manifestation  of  “loose 
teeth,’’  but  of  a fracture  of  the  maxilla  or  man- 
dible or  both;  malocclusion  should  alert  the 
physician  immediately  that  such  injuries  may 
exist.  By  grasping  first  the  upper  and  then  the 
lower  teeth  and  manipulating  these  as  an  arch, 
the  presence  and  sites  of  the  fractures  can  be 
established  with  some  degree  of  accuracy.  He- 
matoma of  the  floor  of  the  mouth,  with  no  ap- 
parent laceration,  is  almost  pathognomonic  of 
a fracture  of  the  mandible.  Paresthesias  of  the 
cheeks  and  lips  are  highly  significant.  Shifting 
the  jaw  to  the  right  or  left  when  opening  the 
mouth  indicates  a probable  fracture  of  the  man- 
dible. Fractures  of  the  nasal  complex  can  be 
diagnosed  more  accurately  by  inspection  and 
palpation  than  by  x-ray  examination  alone.  Like- 
wise, fractures  of  the  zygoma  can  be  detected 
by  palpating  the  orbital  rims  and  noting  any 
irregularities  in  their  normally  smooth  margins. 
Even  so,  the  swelling  which  rapidly  ensues  in 
most  patients  often  masks  these  irregularities, 
and  digital  palpation  is  not  always  a reliable 
means  of  assessing  subacute  injuries  when  the 
face  is  edematous.  This  fact  often  becomes  ap- 
parent when  hematoma  and  edema  subside,  re- 
vealing the  collapse  of  facial  skeletal  structures. 
Subconjunctival  hemorrhage  should  also  lead 
one  to  suspect  trauma  to  the  bony  orbit.  If  a 
laceration  extends  to  the  bone  in  these  areas, 
one  should  perform  a rubber  glove  digital  in- 
spection to  detect  an  underlying  bone  defect. 
In  considering  the  bony  abnormalities  present, 
one  should  also  keep  in  mind  injuries  of  the 
ocular  globe  and  the  meninges  attached  to  the 
bony  fragments. 

Patients  presenting  with  upper  face  injuries 
and  epistaxis  may  also  have  cerebrospinal  fluid 
(CSF)  as  a component  of  the  nasal  discharge. 
Cerebrospinal  rhinorrhea  results  from  dural 
tears  in  the  area  of  the  fronto-ethmoid  complex. 
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CSF  otorrhea  also  can  result  and  is  usually  pro- 
duced by  basilar  skull  fractures  and/or  frac- 
tures through  the  glenoid  and  middle  cranial 
fossae.  Fluid  coming  from  the  nose  or  ears 
should  be  examined  for  sugar  content,  and  Tes- 
Tape  or  other  test  papers  can  be  used. 

Diplopia,  when  present,  is  highly  indicative 
of  a fracture  of  the  floor  of  the  orbit  with  or 
without  a zygomatico-maxillary  fracture.  Detec- 
tion of  this  injury  is  particularly  important  be- 
cause late  attempts  to  reconstruct  the  orbital 
floor  are  far  less  successful  than  immediate 
repair.  Paresthesia  of  the  cheek,  side  of  the 
nose,  and  upper  teeth  and  lips  on  the  affected 
side  should  make  one  suspect  fractures  of  the 
floor  of  the  orbit  and  infraorbital  rim,  resulting 
in  anatomic  or  physiologic  disruption  of  the  in- 
fraorbital nerve  as  it  courses  across  the  floor 
of  the  orbit  or  exists  at  its  foramen  just  below 
the  rim. 

Radiographic  evaluation,  with  reference  to 
specific  x-ray  films  for  the  diagnosis  and  evalu- 
ation of  facial  fractures,  should  be  carried  out 
only  when  the  patient’s  general  condition  per- 
mits. First  things  first!  If  the  patient  is  unable 
to  cooperate  or  cannot  be  moved,  diagnostic 
roentgenograms  of  the  face  can  be  deferred 
until  later.  When  the  patient’s  condition  does 
permit,  the  following  x-rays  of  the  cranio-cervi- 
cal  structure  should  be  obtained:  (1)  routine 
skull  series,  (2)  cervical  spine  series,  (3)  Wat- 
er’s view  of  the  skull  (or  Stereo-Water’s  view 
of  the  skull,  if  possible),  and  (4)  mandibular 
series,  which  should  include  a Townes’  view 
highlighting  the  condyles  of  the  mandible.  Lam- 
inograms  and  dental  views  can  be  obtained  if 
indicated.  A roentgenogram  of  the  chest  should 
be  obtained  to  rule  out  the  possibility  of  pneu- 
mothorax or  aspiration  of  foreign  bodies. 

Management:  The  attending  physician’s  first 
concern,  of  course,  should  be  for  the  patient’s 
overall  status.  Of  primary  concern,  always,  is  a 
patent  airway.  Patients  with  severe  facial  in- 
juries, especially  of  the  anterior  mandible  or 
inferior  maxilla,  often  have  parts  of  broken 


teeth  or  bone,  or  both,  in  the  mouth.  These, 
combined  with  blood  and  pieces  of  steering 
wheel  and  dash  panel,  make  poor  companions 
to  the  patent  airway,  and  may  result  in  disas- 
trous sequelae. 

Patients  with  grossly  comminuted  anterior 
mandibles  or  severe  upper  facial  injuries  com- 
monly require  a tracheotomy — if  not  in  the 
emergency  room,  then  at  least  prior  to  surgery 
for  correction  of  these  injuries. 

Second,  blood  loss  internally  or  externally 
should  be  ascertained  and  checked. 

Third,  in  every  patient  with  facial  injuries  in- 
tracranial injuries  should  be  suspected,  and  the 
present  extent  of  these  should  be  established 
by  careful  neurological  examination  and  obser- 
vation for  a reasonable  time.  Any  impact  that 
is  severe  enough  to  break  facial  bones  most 
assuredly  transmits  this  impact  energy  through 
the  cranial  vault. 

Neurological,  cardiovascular,  or  respiratory 
injuries  will  take  priority  over  facial  injuries. 
However,  if  surgery  is  indicated  immediately 
for  a concomitant  injury,  then  the  facial  frac- 
tures probably  should  be  corrected  at  the  same 
time. 

Ordinarily  there  should  not  be  a great  sense 
of  emergency  surrounding  the  repair  of  facial 
fractures.  Usually,  by  the  time  these  cases  are 
seen,  there  is  considerable  facial  swelling  sec- 
ondary to  edema  and  hematoma.  It  is  often 
necessary  and  more  often  preferable  to  wait 
several  days  before  reconstruction  and  repair 
is  attempted.  Also  the  accident  victim  may  have 
eaten  or  taken  liquids  recently,  which  would 
create  an  anesthetic  hazard  if  not  during  induc- 
tion, then  most  assuredly  afterwards,  with  the 
jaws  wired  shut.  While  allowing  the  patient’s 
overall  condition  to  stabilize,  the  risk  can  be 
minimized  and  the  general  overall  plan  of  care 
made  easier  and  more  comprehensive.  Super- 
ficial lacerations  can  be  repaired  in  the  emer- 
gency room  under  local  anesthesia,  with  par- 
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ticular  attention  being  paid  to  thorough  debride- 
ment, selection  of  sutures,  and  technique  to 
insure  good  cosmetic  results. 

While  it  is  beyond  the  scope  of  this  article  to 
deal  with  operative  techniques,  a few  basic  pre- 
cepts will  be  reviewed.  The  majority  of  the  dis- 
placed fractures  of  the  zygoma  and  maxilla  are 
best  treated  by  open  reduction  and  internal  fix- 
ation, and  in  many  instances  in  conjunction 
with  intermaxillary  and  maxillo-mandibular  fix- 
ation. Knowledge  of  occlusion  is  most  important 
in  reduction  and  immobilization  of  these  frac- 
tures. Infrequently,  external  traction  devices 
may  be  necessary  to  hold  fragments  in  reduc- 
tion, when  fracture  margins  will  not  permit 
direct  interosseous  fixation  due  to  fragmenta- 
tion. 

At  this  point,  the  distinction  between  zygo- 
matic arch  fractures  and  fractures  of  the  body 
of  the  zygoma  should  be  clarified.  The  so-called 
trimalar  fracture,  which  is  actually  quadrimalar, 
results  from  fractures  that  are  near  the  buttress 
points  of  the  zygoma.  These  are  the  zygomatico- 
maxillary, zygomatico-frontal,  zygomatico-tem- 
poral,  and  zygomatico-sphenoid  sutures.  This 
type  of  fracture  always  results  in  disruption,  to 
some  degree,  of  the  floor  of  the  orbit.  Usually 
this  disruption  will  be  in  the  form  of  bony  defect 
with  herniation  of  the  periorbital  contents  into 
the  maxillary  sinus,  or  linear  cracks,  which  are 
broken  and  displaced  with  entrapment  of  intra- 
orbital contents.  Quite  commonly  there  is  in- 
carceration of  the  inferior  rectus  muscle  and 
occasionally  the  inferior  oblique  muscle.  As  a 
result  of  an  accumulation  of  blood  or  herniated 
orbital  contents,  or  both,  the  antrum  will  show 
clouding  on  roentgenograms.  Because  of  the 
disruption  of  the  floor  of  the  orbit,  we  believe 
that  every  fracture  that  extends  into  the  floor 
of  the  bony  orbit  should  be  explored  to  rule  out 
a “blow-out”  or  “blow-in”  fracture.  If  no  signi- 
ficant dehiscence  of  the  floor  exists,  then  open 
reduction  with  direct  interosseous  fixation  can 
be  accomplished  without  fear  of  entrapment  of 
the  inferior  ocular  muscles  and  its  unfortunate 
sequelae.  If  a deficiency  does  exist,  then  it  can 
readily  be  repaired  primarily  with  various  ma- 


terials, such  as  compressed  gelfoam,  tantalum 
mesh.  Silastic,  Collagen  film,  bone,  etcetera. 
Methods  of  elevating  the  floor  of  the  orbit  by 
intra-antral  packs  and  balloons  are  more 
effective  and  safer  when  combined  with  this 
approach. 

The  zygomatic  arch,  which  is  composed  of 
the  zygomatic  process  of  the  temporal  bone 
and  extensions  of  the  zygoma,  is  most  often 
fractured  due  to  a direct  blow.  This  may  result 
in  trismus,  which  is  secondary  to  injury  and 
spasm  of  the  underlying  temporalis  muscle  or 
impingement  of  the  fragments  on  the  coronoid 
process  of  the  mandible.  This  fracture  may  not 
be  apparent  at  first,  and  may  be  displaced  by 
motion  (chewing),  and  give  the  symptoms  later 
rather  than  initially.  Reduction  of  this  type  of 
fracture  is  best  accomplished  by  Gillies’  method 
of  a temporal  incision,  or  high  intra-orally  in 
the  tuberosity  area  and  decompression  from 
within. 

Nasal  fractures  usually  can  be  reduced  by 
the  closed  method.  Particular  attention  should 
be  paid  to  the  nasal  septum  so  that  the  in- 
juries do  not  result  in  permanent  nasal  obstruc- 
tion. Occasionally  with  impacted  fractures  of 
the  naso-ethmoid  or  nasomaxillary  complex, 
open  reduction  is  necessary  to  disimpact  the 
fragments.  Here  again,  in  rare  cases,  external 
traction  devices  may  be  incorporated  to  main- 
tain reduction. 

The  classic  definitions  of  maxillary  fractures 
by  LeForte,  or  modifications  of  his  classifica- 
tions, are  generally  used  in  describing  pure 
maxillary  and  upper  face  complex  fractures. 
The  classic  LaForte  1 fracture  is  not  uncom- 
monly seen;  however,  a classic  LeForte  2 or  3 
is  rarely  seen  and  commonly  delineates  exten- 
sions of  these  fractures  in  many  directions.  It 
is  our  opinion  that  accurate  anatomical  descrip- 
tions of  the  fractures  are  better  than  eponym 
classifications.  Treatment  of  maxillary  fractures 
should  be  directed  toward  maintaining  normal 
occlusion,  which  in  turn  will  do  much  toward 
providing  proper  alignment  of  the  bony  frag- 
ments. This  may  be  accomplished  by  open  re- 
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duction  with  internal  fixation  or  dental  inter- 
maxillary wiring.  Usually  a combination  of  both 
is  required  for  proper  reduction  and  fixation. 
If  there  is  cerebrospinal  rhinorrhea,  realignment 
of  fracture  segments  may  help  stop  this  fluid 
loss  due  to  realignment  of  dural  tears  and  clot 
organization. 

Fractures  of  the  mandibular  complex  com- 
monly involve  the  angle,  condyles,  and  sym- 
physis. However,  fractures  between  any  of  these 
points  quite  commonly  occur.  Fractures  of  the 
mandible  may  be  displaced,  if  not  initially  by 
impact,  certainly  later  by  muscle  spasm.  Frac- 
tures of  the  mandible,  where  dentition  does 
not  exist  on  the  proximal  fragment,  are  best 
treated  by  open  reduction.  Stabilization  of  the 
distal  fragment  and  the  remainder  of  the  arch 
does  not  provide  for  stabilization  and  reduction 
of  the  proximal  fragment  except  in  rare  cases 
where  the  linear  angle  of  the  fracture  luckily 
locks  the  two  fragments  together.  Fractures  of 
both  condyles  of  the  mandible  with  concomitant 
fractures  of  the  symphyseal  area  of  the  man- 
dible are  serious  injuries  indeed.  Such  crush 
injuries  of  the  mandible  carry  the  hazard  of 
obstruction  by  ptosis  of  the  tongue.  Generally 
speaking,  fractures  of  the  mandible  are  not  as 
serious  as  fractures  of  the  upper  face.  How- 
ever, they  can  be  quite  serious  and  difficult  to 
realign  and  maintain.  This  is  most  important 
because  the  mandible  contributes  the  vertical 
dimension  of  the  face  and  its  function.  Pares- 
thesia of  the  lip  is  a common  finding  in  frac- 
tures of  the  mandible.  Cryptus  on  manipulation 
is  a common  finding,  but  its  absence  does  not 
rule  out  fracture.  Closed  reductions  with  inter- 
dental and  mandibulo-maxillary  fixation,  or  open 
reductions,  are  the  treatments  of  choice  for 
fractures  of  the  lower  complex. 

An  additional  factor  to  consider  is  low  facial 
injuries  or  neck  injuries  from  anterior  impact 
involving  the  trachea  and  larynx.  The  examin- 
ing physician  should  always  be  alert  for  the 
crushed  trachea  or  larynx.  These  injuries  carry 
a high  mortality  or  lifelong  morbidity  if  not 
recognized  and  treated  appropriately. 


Summary:  With  the  increasing  incidence  of 
facial  fractures  due  to  trauma,  these  injuries 
should  be  recognized  and  steps  taken  to  afford 
proper  care.  The  clinician  should  always  sus- 
pect that  beneath  the  laceration  or  hematoma 
he  is  examining,  there  may  also  be  fractures. 
Many  of  these  fractures  can  be  subtle  in  their 
presentation,  and  yet  from  a functional  point 
of  view,  be  extremely  significant.  Commonly, 
fractures  of  the  facial  complex  are  not  of  an 
emergency  nature,  and  the  overall  status  of 
the  patient  should  be  carefully  evaluated  for 
more  serious  concomitant  injuries.  Through  a 
better  understanding  of  the  basic  concepts  in- 
volved in  diagnosis  and  treatment,  it  is  hoped 
that  rehabilitative  efforts  for  correction  of  these 
injuries  will  be  properly  applied. 

Keys:  (1)  Always  suspect  facial  fractures  with 
trauma  to  head  and  neck.  (2)  First  things  first; 
airway,  bleeding,  etcetera.  (3)  Care  of  con- 
comitant injuries  often  dictates  time  of  surgery, 
but  definitive  care  of  the  facial  fracture  can 
and  should  be  deferred  until  the  optimal  con- 
ditions exist. 
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Temporomandibular 
syndrome  head  pains 
are  a reality.  Doctor! 


AUBREY  L SMITH,  JR,  DOS 

BECAUSE  OF  THE  INCREASING  frequency  of 
the  temporomandibular  syndrome  headache 
pains  in  our  affluent  society,  there  is  an  ever 
increasing  need  for  the  practitioner  of  medi- 
cine to  become  aware  of  the  reality  of  these 
particular  head  pains.  This  is  not  an  entirely 
new  clinical  entity,  being  first  described  in  1934 
by  the  eminent  otolaryngologist,  Costen,  who 
later  (1937)  introduced  it  to  the  dental  pro- 
fession. His  original  hypothesis  has  been  gross- 
ly expanded  and  modified  as  knowledge  and 
clinical  experience  of  the  biomechanics  of  the 
temporomandibular  joints  and  musculature 
(along  with  new  technical  procedures)  now  dic- 
tate a much  more  sophisticated  approach  in 
diagnosis  and  treatment,  especially  as  it  relates 
to  the  dentition.  In  addition,  invaluable  contribu- 
tions by  Travell  and  Rinzier,  concerning  the 
myofascial  genesis  of  pain,  have  greatly  aided  in 
the  diagnosis  and  treatment  of  these  head  pain 
problems.  Considerable  research  has  been  done 
throughout  the  world  on  these  pains,  principally 
only  within  the  past  15  years. 

Many  of  the  headache  pains  which  physicians 
(and  dentists)  encounter  daily  may  be  attribu- 
table to  myospasms  of  the  major  masticatory 
muscles  (principally  the  temporals,  masseters, 
and  external  pterygoids),  or  the  painful  inflam- 
mation of  the  components  of  the  temporoman- 
dibular joints,  and  may  be  directly  related  to 
the  patient’s  dentition.  These  headaches  cer- 
tainly have  some  emotional  or  psychogenic 
foundation,  and  an  evaluation  of  the  patient’s 
psychological  status  is  as  important  in  plan- 
ning a rational  treatment  as  it  is  for  any  other 
physical  ailment.  Psychiatric  consultation  is 
often  indicated  and  recommended.  However,  it 
is  a mistake  to  assume  that  all  such  head  pains 
have  only  an  emotional  basis,  for  this  often 
proves  not  to  be  the  case. 

The  etiology  of  the  temporomandibular  syn- 
drome head  pains  is  quite  simple  once  the 


biophysical  mechanics  and  physiology  are  un- 
derstood. There  are  three  systems  involved: 
(1)  the  masticatory  muscles  (and  vessels  and 
nerves):  (2)  the  temporomandibular  joints  (bony 
and  tissue  components);  and  (3)  the  dentition 
(teeth  and  the  supporting  tissues). 

Quite  plainly,  the  problem  is  this:  There  is  a 
dynamic  clash  between  the  temporomandibular 
joints  and  the  associated  masticatory  muscu- 
lature on  the  one  hand,  with  the  gearing  sur- 
faces of  the  patient’s  dentition  (natural  or  arti- 
ficial) on  the  other.  This  assumes  that  the 
patient  is  not  an  orally  fixated  bruxer,  and  that 
the  problem  is  fairly  long-standing.  The  antago- 
nism developed  between  these  two  factions 
produces  a never  ending  war,  aggravated  by 
periods  of  emotional  stress,  fatigue,  tension, 
and  anxiety,  as  it  is  noted  in  the  true  psycho- 
neurotic. To  further  understand  the  mechanics 
of  the  etiology  of  these  problems,  it  would  be 
reasonable  to  assume  that  if  the  teeth  were  dis- 
occluded  (open,  noncontacting),  then  obviously 
no  stress  could  be  introduced  which  would  be 
beyond  the  physiologically  tolerable  limits  of 
the  joint  components  (ligaments,  discal  attach- 
ments, retrodiscal  tissue,  etc),  and  the  mastica- 
tory musculature.  However,  once  the  gearing 
surfaces  of  the  teeth  engage  each  other  and 
begin  to  go  through  the  masticatory  cycle  (or 
if  the  teeth  are  placed  in  the  closed  position 
and  bruxed  or  clenched),  there  could  be  some 
displacement  of,  or  intolerable  trauma  to,  the 
mandibular  condyles,  ligamentous  attachments, 
articular  disc,  and  the  attached  musculature, 
with  any  or  all  of  these  systems  being  subjected 
to  stress  beyond  their  physiological  limits.  Quite 
simply,  that  is  what  happens.  And,  not  all  the 
temporomandibular  syndrome  headache  pains 
result  solely  from  occlusal  displacement.  Ex- 
trinsic factors  of  trauma,  disease,  congenital 
malformations,  and  infection  may  involve  one 
or  all  of  the  systems  associated  with  the  tem- 
poromandibular syndrome  head  pains. 
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Too  often,  headaches  for  which  no  physiologi- 
cal cause  is  found  are  considered  to  be  solely 
psychogenic.  Some  are.  But  some  are  caused 
by  masticatory  myospasms  or  by  inflammation 
of  the  temporomandibular  joints  which  result 
from  dental  abnormalities.  Although  they  are 
neither  complete  nor  conclusive,  some  of  the 
suggestive  symptoms  are  easily  and  quickly  dis- 
cernible. Physicians  and  dentists  alike  should 
be  aware  that  these  pains  are  real,  and  should 
look  for  the  more  common  symptoms  of  tem- 
poromandibular syndrome  headaches. 


Generally,  the  patient  describes  mild  to  se- 
vere pains  located  in  or  around  the  ear,  temple, 
forehead,  or  zygoma,  and  unless  the  physician 
is  aware  of  some  of  the  differential  diagnostic 
signs  of  the  temporomandibular  syndrome,  the 
head  pains  may  be  unresolved,  even  after  ex- 
tensive periods  of  treatment  and  exhaustive 
diagnostic  studies.  The  patient  may  change 
physicians,  or  seek  help  elsewhere.  This  same 
problem  occurs,  of  course,  with  many  dentists. 
The  fact  that  one  fails  to  recognize  a problem, 
or  cannot  lay  a finger  on  a specific  cause  for  a 
problem,  does  not  necessarily  mean  that  there  is 
no  problem  or  that  the  pain  is  psychogenic.  Too 
often,  the  patient  who  suffers  from  these  tem- 
poromandibular head  pains  (which  range  from 
mild  to  severe,  and  may  be  erratic  and  varying 
or  steady  and  unremitting)  becomes  incapaci- 
tated over  an  extended  period  of  time.  This 
affects  his  general  well  being,  nutritional  status, 
psychological  outlook  and  welfare,  relationship 
with  his  family,  social  and  business  environ- 
ments, and  ultimately  may  lead  to  introspection 
about  his  sanity.  These  points  are  conceded  by 
physicians  who  treat  headaches  attributable  to 
“migraine”  and  variants,  vascular  causes, 
hyperventilation,  and  the  neuralgias.  These  pa- 
tients flounder  from  pillar  to  post,  seeking  help 
anywhere  and  everywhere.  If  the  pain  relates  to 
the  temporomandibular  syndrome,  and  long 
periods  elapse  before  correct  resolution  is 
made,  there  is  the  great  probability  of  irre- 
versible damage  to  the  components  of  the 
temporomandibular  joints  and/or  the  dentition. 
This  does  not  always  have  to  be  if  the  problem 
is  recognized  in  time,  and  adequate  therapy  is 
instituted.  It  is  the  responsibility  of  both  physi- 
cians and  dentists  to  be  able  to  recognize  this 
clinical  entity  so  that  proper  therapy  may  be 
instigated.  Close  cooperation  between  the  physi- 
cian and  dentist  is  essential,  especially  where 
other  physical  infirmities  are  present — particu- 
larly rheumatoid  arthritis  and  gout. 


Diagnosis  and  treatment  of  temporomandibular 
arthropathies  may  indeed  be  complicated  and 
involved  (and  sometimes  expensive,  although 
not  necessarily  so),  or  relatively  uninvolved. 
The  training  necessary  to  diagnose  and  treat 
these  problems  is  not  generally  available  at  the 
undergraduate  level  of  dental  or  medical 
schools.  These  problems  lie  in  a “medical  no- 
man’s-land,”  but  if  there  is  some  occlusal 
basis,  the  treatment  is  placed  in  the  hands  of 
a dentist  knowledgeable  in  such  problems,  for 
it  is  much  easier  to  manipulate  the  dentition 
than  it  is  to  alter  the  joints  and/or  muscles. 
This  does  not  mean  that  being  a dentist  quali- 
fies one  to  treat  these  special  problems  any 
more  than  being  a physician  qualifies  one  to 
do  heart  transplants  without  special  training. 
(I  am  not  so  presumptuous  as  to  assume  that 
the  complexity  of  this  problem  approaches  that 
of  heart  transplants,  but  the  analogy  is  mean- 
ingful.) Dental  practitioners  who  successfully 
treat  problems  requiring  manipulation  of  the 
occlusion  must  indeed  be  knowledgeable  in  the 
anatomy,  physiology,  and  pathology  of  the  en- 
tire stomatognathic  system. 

The  interested  physician  (and  what  physician 
has  not  encountered  head  pains  not  directly 
attributable  to  some  specific  medical  cause?) 
should,  however,  be  aware  of  the  temporoman- 
dibular syndrome  head  pain  entity,  and  should 
know  some  of  the  principal  signs  and  symp- 
toms which  will  aid  him  in  making  a tentative 
diagnosis. 

Any  pain  or  dysfunction,  or  both,  coupled 
with  any  one  or  more  of  the  following  symp- 
toms, should  immediately  suggest  the  diag- 
nosis: 

1.  Pain  in  and  about  the  ear  which  is  not 
definitely  attributable  to  trauma,  infection,  or 
other  specific  medical  reason. 

2.  Pain  associated  with  some  manipulation 
of  the  jaws  (chewing  or  otherwise)  either  when 
the  patient  is  awake  or  asleep. 
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3.  Head  pains  in  a patient  known  to  be  a 
definite  bruxer  or  clencher. 

4.  Obvious  lack  of  a completely  restored 
dental  arch,  although  this,  in  itself,  is  not  al- 
ways clinically  significant  since  patients  who 
have  all  their  teeth  may  also  have  these  prob- 
lems. If  there  are  missing  teeth  in  the  posterior 
part  of  the  mouth,  and  if  the  patient  does  have 
pain  in  the  masseter,  frontal,  preauricular,  or 
temporal  areas  especially,  then  the  temporo- 
mandibular syndrome  should  be  suspected. 

5.  Obvious  clicking,  snapping,  or  popping  of 
the  temporomandibular  joints;  normal  joints  do 
not  present  this  phenomenon. 

6.  Steady  (and  usually  dull)  pain,  directly  at 
the  temporomandibular  joint  area,  which  is  par- 
tially or  totally  relieved  when  the  patient  bites 
on  a tongue  blade  inserted  between  the  teeth 
on  one  side  or  the  other,  or  on  tongue  blades 
placed  bilaterally  so  that  biting  pressure  is 
equalized  between  the  two  sides. 

7.  Inability  to  open  the  jaw  or  to  make  lateral 
or  forward  movements  of  the  mandible  (any 
mandibular  dysfunction). 

8.  Any  unusual  noises  such  as  grating,  grind- 
ing, or  clicking  heard  in  the  movement  of  the 
temporomandibular,  with  the  stethoscope  held 
directly  over  the  temporomandibular  joint. 

9.  Ear  symptoms  which  may  include  tinnitus, 
“roaring,”  “itchy”  ears,  and,  sometimes,  the 
sensation  of  reduced  hearing. 

10.  A deflective  pattern  of  opening  or  clos- 
ing the  mandible  where  the  patient  has  to  obvi- 
ously and  consciously  guide  the  excursion  with 
purposive  manipulations.  (Normally,  the  man- 
dible will  open  straight  downward  and  close 
straight  upward.) 

11.  Sore  scalp  (tenderness  even  when  comb- 
ing the  hair,  if  the  myositis  is  severe). 

12.  A complaint  that  all  the  teeth  on  one 
side  are  tender  or  painful. 

13.  On  awakening,  jaw  joints  are  stiff  and 


some  “loosening  up”  is  necessary  before  nor- 
mal jaw  function  is  restored  (this  is  generally 
indicative  of  sustained  clenching,  as  opposed 
to  bruxing). 

14.  Headaches  that  awaken  the  patient  dur- 
ing the  night. 

15.  “Slide”  or  displacement  in  relationship 
of  upper  and  lower  teeth.  (Tilt  the  patient’s 
head  back  slightly.  Specifically  direct  him  to 
relax  all  his  jaw  muscles  ABSOLUTELY  and 
completely,  then  have  him  slowly  close  the  jaw 
until  the  teeth — or  a tooth — touches.  Be  sure 
that  NO  pressure  is  applied  and  that  the  jaw 
muscles  are  relaxed.  VERY  CAREFULLY  note 
the  position  of  the  mandible,  and  the  relation- 
ship of  the  lower  teeth  to  the  upper  teeth.  Hold 
your  attention  to  some  specific  point,  and  ask 
the  patient  to  clench  the  teeth  together  tightly. 
If  there  is  some  “slide”  or  displacement  of  any 
type  or  magnitude,  then  the  patient  may  have 
a temporomandibular  problem  with  an  occlusal 
basis.) 

These  signs  and  symptoms  are  by  no  means 
the  only  criteria  by  which  a differential  diagno- 
sis should  be  made,  but  if  any  one  or  more  of 
these  symptoms  is  noted,  and  if  they  are  asso- 
ciated with  any  pain  or  dysfunction,  or  both,  of 
the  chewing  apparatus,  then  the  possibility  of 
the  temporomandibular  syndrome  should  be  ex- 
plored further. 

Summary:  Any  one  or  combination  of  the  three 
systems  involved  in  the  temporomandibular 
syndrome  head  pains  (musculature,  joints,  den- 
tition) showing  any  pain  and/or  dysfunction 
should  alert  the  physician  to  the  possibility  of 
this  clinical  entity.  It  requires  so  little  time  to 
make  a simple,  cursory  examination  of  the 
stomatognathic  system,  to  palpate  the  masseter 
and  temporal  muscles,  to  palpate  over  the  tem- 
poromandibular joint  areas,  insert  tongue  blades 
and  note  any  change  in  symptoms,  and  to  listen 
to  the  temporomandibular  joint  with  the  stetho- 
scope, noting  crepitus  or  unusual  noises.  And 
yet,  the  possible  benefits  to  the  patient  are 
overwhelming.  Quite  frankly,  doctor,  these  prob- 
lems occur  a great  deal  more  often  than  you 
think! 


46 


TEXAS  MEDICINE 


REFERENCES 

1.  Bell,  W E:  Synopsis:  Oral  and  Facial  Pain,  teaching 
manual  published  by  the  author,  Dallas,  1966, 

2.  Bell,  W E:  Temporomandibular  Joint  Disease,  Dallas, 
The  Egan  Company,  1960. 

3.  Bell.  W E:  Synopsis:  Temporomandibular  Joint,  teaching 
manual  published  by  the  author,  Dallas.  1966. 

4.  Bell,  W E:  Current  Therapy  in  Dentistry,  vol  2,  chap  29, 
“Temporomandibular  Joint,’’  St  Louis,  C V Mosby  Co,  1966. 

5.  Bell,  W E:  Conservative  Treatment  of  Temporomandibu- 
lar Joint  Complaints,  Brit  J Oral  Surg  2:158  (March)  1965. 

6.  Berry,  D C:  Temporomandibular  Syndrome,  J Prosth 
Dent,  13:6  (Nov-Dec)  1963. 

7.  Bonica,  J J:  Neuralgias  of  Face  and  Jaw,  Dent  Clin  N 
Amer  (July)  1959. 

8.  Bonica,  J J:  Management  of  Pain,  Philadelphia,  Lea  and 
Febiger,  1953. 

9.  Brecker,  S C:  Clinical  Procedures  in  Occlusal  Rehabili- 
tation, Philadelphia  and  London,  W B Saunders  Company, 
1958. 

10.  Cinotti,  W R,  et  al:  Applied  Psychology  in  Dentistry, 
St  Louis,  C V Mosby  Company,  1964. 

11.  Collins,  L H,  Jr,  and  Crane,  M P:  Internal  Medicine  in 
Dental  Practice,  Philadelphia,  Lea  and  Febiger,  1955. 

12.  Franks,  A S:  Masticatory  Muscle  Hyperactivity  and 
Joint  Dysfunction,  J Prosth  Dent  15:1122  (Nov-Dec)  1965. 

13.  Freese,  A S,  and  Scheman,  P:  Management  of  Tem- 
poromandibular Joint  Problems,  St  Louis,  C V Mosby  Co,  1962. 

14.  Gelb,  H,  et  al:  Role  of  Dentist  and  Otolaryngologist  in 
Evaluating  Temporomandibular  Joint  Syndromes,  J Prosth 
Dent  18:497  (Nov)  1967. 

15.  Goodfriend,  D J,  and  Kelley,  H T:  A Technique  for  Bal- 
ancing Occlusion  for  the  Prevention  and  Treatment  of  Tem- 
poromandibular Joint  and  Ear  Disorders,  J Prosth  Dent,  13:6 
(Nov-Dec)  1963. 

16.  Greider  and  Cinotti:  Periodontal  Prosthesis,  vols  1 and 
2,  St  Louis,  C V Mosby  Company,  1968. 

17.  Kanev,  P S;  Relief  of  Pain  From  Temporomandibular 
Joint  Dysfunction,  J Prosth  Dent  14:2  (March-April)  1964. 

18.  Kelley,  H T,  and  Goodfriend,  D J:  Vertigo  Attributable 
to  Dental  and  Temporomandibular  Joint  Causes,  J Prosth 
Dent  14:15  (Nov-Dec)  1964. 

19.  Kornfeld,  M:  Mouth  Rehabilitation,  vols  1 and  2,  St 
Louis,  C V Mosby  Company,  1967. 

20.  Krogh-Poulsen,  W G,  and  Olssen,  A:  Occlusal  Dishar- 
monies and  Dysfunction  of  the  Stomatognathic  System,  Dent 
Clin  N Amer  627  (Nov)  1966. 

21.  Lucia,  V 0:  Modern  Gnathological  Concepts,  St  Louis, 
C V Mosby  Company,  1961. 

22.  Macrae,  D:  Intracranial  Causes  of  Oral  and  Facial  Pain, 
Dent  Clin  N Amer  529  (July)  1959. 

23.  McCollum,  B B,  and  Stuart,  C E:  Research  Report, 
South  Pasadena,  Calif.  Scientific  Press,  1955. 

24.  Moulton,  R E:  Emotional  Factors  in  Non-Organic  Tem- 
poromandibular Joint  Pain,  Dent  Clin  N Amer  609  (Nov)  1966. 

25.  Pankey-Mann-Schuyler  Philosophy  of  Occlusal  Rehabili- 
tation. Teaching  Manual,  ed  4,  L D Pankey,  Coral  Gables, 
Fla,  Revised  Reb  1967. 

26.  Perry,  H T,  Jr:  Muscular  Changes  Associated  with 
Temporomandibular  Joint  Dysfunctions,  J Amer  Dent  Assn 
54:644  (May)  1957. 

27.  Pinto,  O F:  New  Structure  Related  to  Temporomandibu- 
lar Joint  and  Middle  Ear,  J Prosth  Dent  12:1  (Jan-Feb)  1962. 

28.  Posselt,  U:  Physiology  of  Occlusion,  Philadelphia,  F A 
Davis  Company,  1966. 

29.  Ramfjord,  S P,  and  Ash,  M M:  Occlusion,  Philadelphia, 
W B Saunders  Company,  1966. 

30.  Sarnat,  B C;  Temporomandibular  Joint,  ed  2,  Spring- 
field,  III,  Charles  C Thomas,  1965. 

31.  Sarnat,  B C,  and  Laskin,  D M:  Diagnosis  and  Surgical 
Management  of  Diseases  of  the  Temporomandibular  Joint, 
Springfield,  III,  Charles  C Thomas,  1962. 

32.  Schiller.  F:  A So-Called  'Atypical  Facial  Neuralgia,’  Dent 
Clin  N Amer  543  (July)  1959. 

33.  Schwartz.  L,  and  Chayes,  C M (Eds):  Symposium  on 
Temporomandibular  Joint  Dysfunction,  Dent  Clin  N Amer  535 
(Nov)  1966. 


34.  Schwartz,  L L,  and  Chayes.  C M:  Facial  Pain  and  Man- 
dibular Dysfunction,  Philadelphia,  London,  Toronto.  W B 
Saunders  Co,  1968. 

35.  Schwartz,  L:  Disorders  of  the  Temporomandibular  Joint, 
Philadelphia,  W B Saunders  Co,  1959. 

36.  Schwartz,  L L;  Conclusions  of  the  Temporomandibular 
Joint,  Clinic  at  Columbia,  J Periodontology  29:210,  1958. 

37.  Schuyler,  C H:  Correction  of  Occlusal  Disharmony  of 
the  Natural  Dentition.  N Y State  Dent  J 13:8  (Oct)  1947. 

38.  Schuyler,  C H:  Factors  Contributing  to  Traumatic  Oc- 
clusion, J Prosth  Dent  11:4  (July-Aug)  1961. 

39.  Schweitzer,  J M:  Oral  Rehabilitation  Problem  Cases, 
vols  1 and  2,  St  Louis,  C V Mosby  Company,  1964. 

40.  Shore,  N A:  Head  Pain  of  Temporomandibular  Joint 
Origin,  N Y State  J Med  62:3580  (Nov  15)  1962. 

41.  Shore,  N A:  Occlusal  Equilibration  and  Temporoman- 
dibular Joint  Dysfunction,  Philadelphia,  J B Lippincott,  1959. 

42.  Shore,  N A:  Temporomandibular  Joint  Dysfunction;  Eti- 
ology, Symptoms,  and  Management,  Eye  Ear  Nose  Throat 
Monthly  45:52  (May)  1966. 

43.  Shore,  N A:  Treatment  of  Temporomandibular  Joint 
Dysfunction,  J Prosth  Dent,  10:2  (March-April)  1960. 

44.  Shore,  N A;  Seminar  on  Occlusal  Equilibration  and 
Temporomandibular  Joint  Dysfunction  (Sept)  1967. 

45.  Sicher,  H:  Applied  Anatomy  of  Pain,  Dent  Clin  N Amer 
465  (July)  1959. 

46.  Sicher,  H:  Oral  Anatomy,  ed  4,  St  Louis,  C V Mosby 
Co,  1965. 

47.  Stuart,  C E,  and  Stallard,  H:  Oral  Rehabilitation  and 
Occlusion,  vols  1 and  2.  Post-graduate  Education,  School  of 
Dentistry,  University  of  California,  San  Francisco,  Medical 
Center,  San  Francisco,  Calif. 

48.  Travell,  J,  and  Rinzier,  S H:  The  Myofascial  Genesis  of 
Pain,  Postgrad  Med  11:425  (May)  1952. 

49.  Travell,  J:  Temporomandibular  Joint  Pain  Referred  from 
Muscles  of  Head  and  Neck,  J Prosth  Dent  10:4  (July-Aug) 
1960. 

50.  Wolff,  H G,  and  Wolf,  S;  Headache  and  Other  Head 
Pains,  New  York,  Oxford  University  Press,  1948. 

51.  Wolff,  H C,  and  Wolf,  S;  Pain,  ed  2,  Springfield,  III, 
Charles  C Thomas,  1958. 


Dr.  Smith,  2758  Duniven  Circle,  Amarillo,  Texas  79109. 


Volume  65,  November.  1969 


47 


PROBLEMS  AND  MANAGEMENT 


Peripheral 
Facial  Nerve 
Paralysis 

DONALD  W.  ALEXANDER,  MD 


The  principles  of  surgical  management 
of  peripheral  paralyses  of  the  facial  nerve 
are  described  in  relation  to  the  known 
anatomy  of  the  facial  nerve  and  the  cur- 
rently recognized  tests  of  facial  nerve 
function.  Immediate  surgical  intervention 
is  indicated  when  the  tests  of  function 
indicate  a poor  eventual  prognosis. 


PARALYSIS  OF  THE  FACIAL  nerve  of  a periph- 
eral type  is  a common  complaint  in  the  otolo- 
gist’s office.  The  proper  management  of  this 
complaint  depends  on  a knowledge  of  the  patho- 
physiology of  the  conditions  which  cause  facial 
paralysis.  In  order  to  evaluate  and  treat  these 
diseases,  it  is  necessary  to  be  familiar  with  the 
anatomy  of  the  facial  nerve  and  the  tests  of 
facial  nerve  function  which  are  applicable  to  the 
management  of  this  disorder. 

Anatomy:  The  fibers  of  the  facial  nerve  originate 
from  three  separate  areas  in  the  brain  stem:  the 
motor  nucleus  of  the  seventh  cranial  nerve,  the 


superior  salivatory  nucleus,  and  the  nucleus  of 
tractus  solitarius  (Fig  1).  The  facial  nerve  as  it 
courses  through  the  internal  auditory  meatus 
lies  in  intimate  apposition  to  the  eighth  cranial 
nerve.  At  the  geniculate  ganglion,  fibers  origi- 
nating in  the  superior  salivatory  nucleus  are 
given  off  and  travel  through  greater  superficial 
petrosal  nerve  to  reach  the  lacrimal  glands  of 
the  eye.  The  main  body  of  the  facial  nerve  con- 
tinues from  the  geniculate  ganglion  across  the 
middle  ear  and  then  turns  to  descend  through 
the  mastoid  portion  of  the  temporal  bone  and 
out  the  stylomastoid  foramen.  The  middle  ear 
portion  of  the  nerve  gives  off  a small  motor 
fiber  to  the  stapedius  muscle.  The  chorda  tym- 
pani  leaves  the  facial  nerve  in  its  descending 
portion.  This  nerve  carries  afferent  fibers  which 
originate  in  the  anterior  two  thirds  of  the  tongue 
and  end  in  the  nucleus  of  the  tractus  solitarius 
and  which  convey  the  sensation  of  taste  from 
the  anterior  two  thirds  of  the  tongue.  Also,  fi- 
bers originating  in  the  superior  salivary  nucleus 
pass  through  the  chorda  tympani  nerve  on  their 
way  to  the  submaxillary  and  sublingual  glands, 
and  these  fibers  control  secretion  of  these  sali- 
vary glands.  The  main  motor  portion  of  the 
nerve  passes  through  the  stylomastoid  foramen 
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Motor  N. 

Sensory  N. 

Parasympathetic  N. 

Fig  1 . Origin  of  facial  nerve  fibers. 


and  breaks  into  its  separate  divisions  to  pro- 
vide motor  function  to  the  muscles  of  expres- 
sion on  the  face  and  to  certain  other  muscles 
of  the  head  and  neck.  Understanding  the  tests 
which  are  used  to  objectively  evaluate  facial 
nerve  function  depends  upon  knowledge  of  this 
anatomy. 

Tests  of  Facial  Nerve  Function:  Lacrimation 
Test:  By  testing  the  flow  of  tears  on  stimulation 
with  ammonia,  it  can  be  ascertained  if  the  facial 
nerve’s  level  of  involvement  is  proximal  or  dis- 
tal to  the  geniculate  ganglion.  This  test  is  ac- 
complished by  putting  two  filter  paper  strips 
in  the  lower  eyelids  and  stimulating  the  pa- 
tient’s nose  and  eyes  with  ammonia  solution. 
The  gradual  migration  of  tears  down  the  filter 
paper  strips  is  noted.  If  the  geniculate  ganglion 
is  involved,  tearing  is  decreased  on  the  involved 
side.  This  test  is  strictly  a qualitative  one,  and 
is  not  helpful  in  deciding  the  necessity  for  sur- 
gical intervention. 

Submaxillary  Flow:  Function  of  the  chorda 
tympani  nerve  may  be  evaluated  by  using  num- 
ber 90  polyethylene  tubing  to  cannulate  the 
duct  of  each  submaxillary  gland.  This  method 


has  been  advocated  by  Blatt.^  After  the  ducts  of 
the  submaxillary  gland  are  cannulated  and  a 
free  flow  is  established,  the  patient  is  given  a 
slice  of  lemon  to  chew  for  60  seconds  and  the 
flow  from  each  submaxillary  gland  is  measured. 
The  result  of  the  test  is  expressed  in  percentage 
of  flow  on  the  involved  side  compared  to  the  un- 
involved side.  The  following  criteria  are  used  as 
indications  for  surgical  intervention:  (1)  a flow 
of  less  than  40%  of  normal  side  for  more  than 
three  weeks’  duration;  (2)  a flow  of  less  than 
25%  of  normal  side  for  more  than  two  weeks’ 
duration;  and  (3)  a flow  of  less  than  10%  of 
normal  side  at  the  initial  test. 

Electrogustometry:  The  only  quantitative  mea- 
surement of  the  function  of  taste  is  by  the  elec- 
tric method.  The  electric  taste  tester  developed 
in  this  country  by  Pulec-  allows  the  examiner 
to  compare  the  sensitivity  of  one  side  of  the 
tongue  with  that  of  the  other.  The  difference 
signifies  unilateral  disease  rather  than  any  ab- 
solute clinical  value  of  sensitivity.  The  instru- 
ment used  for  this  test  delivers  a stimulation 
current  from  zero  to  400  microamperes.  The 
threshold  for  stimulation  is  determined  first  on 
the  normal  side  and  then  compared  with  that  on 
the  abnormal  side.  The  normal  value  for  young 
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people  is  approximately  40  microamperes,  and 
the  threshold  increases  with  age.  A difference  of 
20  microamperes  or  more  is  abnormal.  The 
value  of  this  test  lies  primarily  in  helping  to 
localize  the  anatomic  involvement  of  the  nerve. 
It  does  not  help  in  deciding  if  surgery  should 
be  performed. 

Square  Wave  Stimulation  Test:  The  instru- 
ment used  in  this  test  was  designed  by  Hilger.^ 
This  instrument  has  been  designed  to  apply 
stimulating  current  to  the  motor  nerve  trunk  at 
the  stylomastoid  foramen  and  to  indicate  the 
current  intensity  which  is  required  to  produce 
excitation.  The  instrument  develops  a square 
wave  of  negative  polarity  with  a duration  of  600 
microseconds  and  a repetition  period  of  166 
msec.  The  facial  nerve  will  normally  respond  to 
3 ma  of  stimulation.  A difference  of  more  than 
2 ma  between  the  involved  and  noninvolved 
side  is  significant. 

Conduction  Test:  An  excellent  way  in  which 
to  quantitate  the  function  of  the  facial  nerve  is 
to  measure  conduction  velocity  of  the  facial 
nerve.  This  test  requires  an  electromyograph. 
With  this  instrument  it  is  possible  to  measure 
the  conduction  time  from  the  stylomastoid  fora- 
men to  the  reference  electrode  at  the  corner  of 
the  mouth.  This  conduction  time  may  be  ex- 
pressed in  meters  per  second  or  more  usually 
in  milliseconds.  A conduction  time  of  less  than 
5 msec  is  normal.  Although  this  test  is  quite 
accurate,  there  is  a delay  of  72  hours  or  more 
from  the  time  of  complete  transection  of  the 
nerve  to  the  onset  of  prolongation  of  the  con- 
duction time;  this  causes  a significant  delay  in 
surgical  intervention  if  this  test  is  used  exclu- 
sively as  the  indication  for  surgery. 

Electromyography:  Normal  muscle  has  no 
electrical  activity  present  when  it  is  at  rest.  If 
an  electrode  is  placed  into  denervated  muscle 
bundles  and  the  difference  in  electrical  poten- 


tial recorded  from  a reference  electrode,  fibril- 
lation potentials  can  be  seen  in  damaged  mus- 
cle. These  are  direct  evidence  of  loss  of  innerva- 
tion to  the  muscle  bundles.  However,  there  is  a 
time  lag  of  approximately  two  weeks  between 
complete  transection  of  the  nerve  and  the  ap- 
pearance of  denervation  potentials.  Although 
this  test  is  excellent  for  evidence  of  denerva- 
tion, it  is  of  limited  value  in  the  decision  to 
undertake  surgery. 

Categories  of  Paralysis:  Peripheral  facial  nerve 
problems  basically  fall  into  three  categories  of 
management.  The  first  are  those  which  require 
no  treatment  other  than  conservative  medical 
therapy  and  watchful  waiting.  The  milder  forms 
of  Bell’s  palsy  which  never  proceed  to  complete 
facial  nerve  paralysis  are  in  this  group. 

Second  are  those  in  which  the  need  for  sur- 
gery is  obvious  the  moment  they  are  first  seen. 
Included  in  this  group  would  be  lacerations  of 
the  facial  nerve,  tumors  involving  the  facial 
nerve,  chronic  otitis  media,  and  paralyses  of 
immediate  onset  after  fracture  of  the  temporal 
bone. 

Third  are  those  which  usually  receive  medi- 
cal management  at  first.  Results  of  tests  of 
facial  nerve  function  may  gradually  move  them 
into  a surgical  category  if  developments  indi- 
cate a poor  prognosis.  In  this  category  would 
be  the  more  severe  forms  of  Bell’s  palsy,  Ram- 
say Hunt  syndrome,  and  facial  paralyses  of  trau- 
matic origin  which  are  of  delayed  onset.  The 
following  criteria  are  used  for  the  indications 
for  surgical  intervention: 

1.  A submaxillary  salivary  flow  of  less  than 
40%  for  three  weeks,  25%  for  two  weeks,  or 
10%  on  the  initial  test. 

2.  A complete  loss  of  excitability  of  the  nerve 
by  square  wave  stimulation. 
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3.  An  acute  increase  in  conduction  time  of 
the  nerve.  An  effort  is  made  to  obtain  serial 
conduction  times  at  daily  or  every-other-day  in- 
tervals, and  when  the  conduction  time  dramat- 
ically increases  during  a 24-to-48-hour  period, 
degeneration  of  the  nerve  fibers  is  indicated. 

4.  A slow  progressive  increase  in  conduction 
times  to  a level  of  three  times  or  more  of  nor- 
mal, with  the  development  of  fibrillation  poten- 
tials of  denervation  in  the  muscle  fibers. 

Principles  of  Surgery  and  Selection  of  Operative 
Procedure:  In  the  selection  of  surgery  for  facial 
nerve  decompression,  a major  decision  is  wheth- 
er the  nerve  involvement  is  distal,  or  both  prox- 
imal and  distal,  to  the  geniculate  ganglion.  The 
lacrimation  tests  aid  in  this  decision.  If  the  le- 
sion is  below  the  level  of  the  geniculate  gang- 
lion a classical  facial  nerve  decompression  is 
accomplished  through  a postauricular  approach 
— opening  facial  recess  and  decompressing  the 
horizontal  portion  of  the  nerve  to  the  geniculate 
ganglion  through  the  facial  recess.  If  there  is 
also  involvement  above  the  level  of  the  genicu- 
late ganglion,  this  is  combined  with  a middle 
cranial  fossa  approach.  If  the  involvement  above 
the  geniculate  ganglion  is  secondary  to  the  basi- 
lar skull  fracture  and  there  is  no  cochlear  func- 
tion remaining,  a translabyrinthine  approach  to 
the  portion  of  the  facial  nerve  proximal  to  the 
geniculate  ganglion  may  be  used. 

If  a transection  of  the  nerve  is  encountered, 
immediate  suture  of  the  ends  of  the  nerve  or, 
if  necessary,  a nerve  graft  to  anastomose  the 
fragments  of  the  nerve  should  be  done.  The 
sooner  the  anastomosis  is  accomplished  after 
injury,  the  better  the  prognosis  for  return  of 
function.  The  convenient  nerve  for  this  purpose 
is  the  greater  auricular  nerve  which  overlies  the 
sternomastoid  muscle  below  the  external  ear. 
A less  satisfactory  procedure  is  anastomosis  of 


the  hypoglossal  nerve  to  the  remaining  end  of 
the  distal  portion  of  the  facial  nerve.  This  usu- 
ally does  not  give  as  good  a result  as  anasto- 
mosis with  the  proximal  end  of  the  seventh 
nerve. 

In  facial  nerve  paralyses  of  long  duration  with 
degeneration  of  the  nerve  and  the  neuromus- 
cular end  plates,  the  only  feasible  treatment  is 
the  performance  of  a fascial  sling  with  a mas- 
seter  muscle  implant  at  the  corner  of  the 
mouth.  The  procedure  is  described  in  detail 
elsewhere.'* 
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Immunological  Aspects  of 


GRANULOMA  FORMATION  is  one  of  the  few 

available  methods  of  reaction  against  foreign 
material.  One  extreme  view  is  that  granuloma 
is  in  fact  only  reaction  to  foreign  body.  For  this 
definition  to  stand,  however,  it  is  necessary  to 
set  broad  limits  for  the  term  “foreign  body.” 
The  term  “granuloma”  is  applied  to  a rather 
variable  morphological  picture,  but  in  this  dis- 
cussion “granuloma”  means  a more  specific 
tissue  change  marked  by  the  development  of 
Langhans’  giant  cells  surrounded  by  epithelioid 
cells.  Necrosis  may  or  may  not  be  present.  A 
zone  of  lymphocytic  infiltration  may  or  may  not 
develop  peripheral  to  the  epithelioid  cells. 

Opinions  regarding  the  generation  of  this 
type  of  tissue  reaction  center  on  two  modes  of 
approach.  The  first  of  these  is  histological;  it 
attempts  to  explain  granuloma  on  the  basis  of 
the  cell  type  and  on  interpretation  of  function 
of  leucocytes  and  tissue  cells,  together  with 
hypotheses  with  regard  to  cellular  transforma- 
tion. This  reasoning  tends  to  circularity:  The 
hypothetical  function  of  a cell  derives  from  its 
appearance  in  certain  types  of  inflammation, 
and  the  type  of  inflammation  is  described  in 
terms  of  supposed  cellular  functions. 

The  other  and  somewhat  more  recent  ap- 
proach has  been  to  attempt  to  explain  the  tu- 
berculoid type  of  granuloma  in  terms  of  immu- 
nology.i  Antibodies  may  be  either  humoral  or 
cell-associated  or  both.  The  specific  configura- 
tion of  the  infiltration,  in  this  view,  results  from 


the  interaction  of  antibodies  on  antigens.  Anti- 
gens, antibodies,  or  their  complexes  then  pro- 
duce effects  which  evoke  cellular  infiltration. 
The  cells  in  turn  may  be  modified  by  the  milieu, 
which  includes  damaged  tissue  cells,  antigens, 
antibodies,  and  possibly  their  complexes.  The 
modification  may  result  from  chemical,  physi- 
cal, or  electrical  potential  alterations  at  the  site 
of  injury.  It  is  apparent  that  this  view  calls  for 
a considerable  number  of  hypotheses  that  are 
not  yet  supported  by  experimental  evidence. 

The  purpose  of  this  article  is  to  examine  cer- 
tain granulomatous  diseases  in  an  effort  to 
determine  what  immunological  features  are  con- 
stant. Two  quite  different  kinds  of  agents  pro- 
duce widely  disseminated  granulomas:  Histo- 
plasftia  and  beryllium.  In  one  situation  the  agent 
is  a biochemically  complex  living  organism.  In 
the  other,  the  agent  is  a chemically  simple  sub- 
stance which  may  be  complexed  with  host  pro- 
teins. In  the  case  of  Histoplasma  one  deals  with 
a particle;  in  the  case  of  beryllium  no  evidence 
suggests  that  the  stimulating  material  is  parti- 
culate. Clearly,  phagocytosis  is  a regular  fea- 
ture of  histoplasmosis,  but  there  is  no  evidence 
to  suggest  that  such  a process  occurs  in  beryl- 
liosis. 

When  a phagocyte  ingests  a substance,  and 
this  appears  to  be  true  of  all  phagocytic  cells 
derived  from  the  circulating  blood,  the  cell 
moves  into  lymph  channels  and  thence  to 
nodes.  (The  exception,  of  course,  occurs  when 
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Recent  work  implies  that  some 
explanations  of  tubercle  formation  may 
be  overly  simplistic.  Extensive  and 
quite  complex  immunological  processes 
may  be  necessary  for  the  production 
of  granuloma.  This  article  undertakes 
to  rationalize  recent  experimental 
observations  against  a background  of 
clinical  behavior  of  granulomatous 
diseases. 


Granulomatous  Diseases 


the  phagocyte  is  expelled.)  This  is  certainly 
true  of  cells  which  have  ingested  hemosiderin, 
oil  droplets,  and  dust  particles.  But  in  the  case 
of  histoplasmosis,  it  is  not  entirely  true.  While 
some  phagocytic  cells  certainly  reach  lymph 
nodes,  others  apparently  remain  in  situ.  The 
demonstration  of  organisms  within  the  granu- 
lomas is  evidence  enough  for  this  statement. 

If  both  giant  cells  and  epithelioid  cells  derive 
from  mononuclear  cells,  the  presence  of  Histo- 
plasma  within  the  lesion  suggests  that  the  or- 
ganism or  some  substance  produced  by  it  in- 
hibits cell  migration.  Recent  work  suggests  that 
antibody-forming  lymphocytes  may  inhibit  mi- 
gration.^ Furthermore,  some  substance  also  in- 
terferes with  normal  cell  division  (perhaps 
through  competition  for  oxygen),  since  giant 
cells  form.  Presumably,  some  substance  also 
transforms  the  mononuclear  into  the  epithelioid 
cell  type. 

Cell-associated  antibodies  are  surely  present 
both  in  histoplasmosis  and  in  berylliosis,  if  one 
may  assume  cell-associated  antibodies  on  the 
basis  of  a delayed  type  allergic  reaction  in  the 
skin.  However,  cell-associated  antibodies  dem- 
onstrated by  a skin  test  are  not  necessarily  the 
only  cell-associated  antibodies  involved  in  gran- 
uloma. Indeed,  in  disseminated  histoplasmosis, 
coccidioidomycosis,  and  even  tuberculosis,  the 
cell-associated  antibodies  necessary  to  produce 
a skin  reaction  may  be  absent  or  undetectable 
just  at  a time  when  tubercle  formation  is  pro- 


ceeding rapidly.  Yet  appropriate  methods  re- 
veal the  presence  of  immune  globulins  within 
lesions.3  Likewise  in  sarcoidosis,  when  granu- 
lomas may  be  innumerably  present  in  many  dif- 
ferent organs,  there  is  suppression  or  absence 
of  cell-associated  antibodies  detectable  by  skin 
test  (except  in  the  special  situation  of  the  Nick- 
erson-Kveim  reaction). 

Hence  one  must  conclude  that  either  cell- 
associated  antibodies  are  not  required  for  gran- 
uloma formation,  or  that  more  than  one  type  of 
cell-associated  antibody  is  present.  One  type 
would  then  be  responsible  for  recognition  of 
antigen  wherever  introduced,  whereas  the  oth- 
er(s)  would  be  involved  only  locally  with  respect 
to  those  cells  actively  participating  in  the  for- 
mation of  the  granuloma. 

The  delayed  hypersensitivity  reaction  is  cer- 
tainly cell-associated,  since  passive  transfer 
with  “sensitized”  leucocytes  has  been  known 
for  a long  time.  The  association  of  antibodies 
with  lymphocytes  is  readily  demonstrated  by 
blast  transformation  upon  exposure  to  the  sen- 
sitizing antigen. Yet  another  in  vitro  demon- 
stration is  inhibition  of  monocyte  migration  in 
the  presence  of  lymphocytes  exposed  to  anti- 
gen- (the  antigenic  material  in  this  case  being 
the  same  as  that  used  for  the  skin  test).  What 
is  not  so  clearly  demonstrated  is  whether  or  not 
lymphocytes  from  a nonreactive  donor  behave 
in  the  same  way  as  do  those  from  a donor  (pa- 
tient or  injected  animal)  that  does  respond  to 
sensitin. 
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The  association  of  delayed  hypersensitivity 
with  necrosis  of  the  granuloma  has  been  a tenet 
among  students  of  tuberculosis.  In  general,  this 
association  holds  clinically  in  the  infectious 
granulomas.  When  an  experimental  animal  is 
infected,  necrosis  occurs  in  the  granulomas  at 
about  the  same  time  as  cutaneous  hypersensi- 
tivity appears.  Also,  in  clinical  cases,  dissemina- 
tion occurs  in  conjunction  with  a waning  of  skin 
test  response,  and  the  new  lesions  are  mostly 
non-necrotic.®  However,  in  farmer’s  lung  dis- 
ease and  in  berylliosis,  cutaneous  response  is 
present  without  any  necrosis  in  the  visceral  le- 
sions. Certainly  in  these  two  conditions,  cell- 
associated  antibody  is  manifest  as  hypersensi- 
tivity but  not  as  necrosis.  (It  is  not  established 
that  blast  stimulation  or  monocyte  inhibition 
occurs  in  farmer’s  lung  or  berylliosis,  although 
labeled  globulin  binding  to  cells  certainly  takes 
place  in  farmer’s  lung.®) 

The  problem  of  the  anergic  state  in  associa- 
tion with  disseminated  disease  has  led  to  a va- 
riety of  hypotheses.  Recent  animal  work  seems 
to  throw  some  light  on  the  subject.  It  has  been 
well  demonstrated  that  after  the  animal  has 
been  specifically  sensitized  to  a substance,  in- 
travenous injection  of  quite  small  amounts  of 
the  antigen  results  in  periods  of  nonreactiv- 
ity."® The  analogy  with  hematogenous  dissem- 
ination of  microorganisms  is  obvious.  Yet  it  is 
not  clear  by  what  means  the  small  amount  of 
antigen  inhibits  the  skin  reaction.  The  explana- 
tion that  the  antigen  “loads”  the  combining 
sites  on  all  circulating  lymphocytes  lacks  con- 
vincing experimental  support. 

The  relation  of  cell-associated  to  humoral 
antibodies  is  uncertain.  One  view  has  it  that 
both  types  of  antibodies  are  the  same  and  that 
observable  differences  in  response  result  only 
from  the  fact  that  some  are  in  or  on  cells,  while 
others  are  free  in  the  globulins  of  serum.  This 


concept  would  call  for  a different  avidity  of  cells 
for  antibody  under  varying  conditions  of  dis- 
ease. According  to  this  hypothesis,  in  histoplas- 
mosis of  a localized  type,  cells  would  have  taken 
up  practically  all  the  antibody.  The  result  would 
be  a positive  skin  reaction  and  negative  serolog- 
ical reaction.  In  disseminated  disease,  on  the 
other  hand,  cells  would  take  up  or  fasten  only 
small  amounts  of  antibody,  while  the  continuing 
stimulus  would  produce  a high  humoral  anti- 
body titer.  Such  an  inverse  relationship  between 
skin  reactivity  and  antibody  titer  seems  to  be  a 
frequent  phenomenon  both  in  histoplasmosis 
and  coccidioidomycosis.  Detailed  information 
of  this  type  is  not  so  clear  in  tuberculosis.  In 
farmer’s  lung,  as  mentioned,  the  skin  reaction 
may  be  quite  strong,  while  at  the  same  time 
precipitating  antibodies  are  present. 

There  is  theoretical  discussion  about  relation- 
ship of  one  type  of  humoral  antibody  to  another. 
Table  1 presents  the  various  kinds  of  humoral 
antibody  identified  in  some  of  the  granuloma- 
tous diseases.  Some  of  these,  particularly  those 
related  to  tuberculosis,  are  chiefly  of  theoretical 
interest  rather  than  practical  application.  That 
the  tubercle  bacillus  in  experiments  produces 
hemagglutinating,  complement-fixing,  and  pre- 
cipitating antibodies  is  of  interest.  The  basic 
immunological  question  is  if  these  various  re- 
actions are  all  manifestations  of  a basically 
similar  antibody  that  produces  different  effects 
in  different  systems,  or  if  these  antibodies  are 
all  different  in  kind.  Experimental  evidence  is 
available  to  show  that  these  antibodies  develop 
in  successive  stages  following  infection  of  the 
animal,  and  that  they  wane  at  different  rates. 
Similar  observations  at  the  clinical  level  have 
been  found  in  regard  to  complement-fixing  and 
precipitating  antibodies  in  histoplasmosis  and 
coccidioidomycosis. 

Two  basic  immunological  problems  add  to 
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Granuloma 

Precipitins 

Agglutinins 

Complement 

Fixing 

Hemagglutinins 

Opsonins 

Cell- 

Associated* 

Allergy 

Berylliosis 

7 

7 

7 

7 

7 

-f 

Farmer's  lung 

-T 

7 

7 

7 

7 

+ 

-f 

Histoplasmosis 

-f 

7 

-f 

+ 

7 

-f 

n- 

Coccidioidomycosis 

-F 

7 

7 

7 

7 

+ 

Tuberculosis 

-f 

7 

-f 

+ 

7 

-t- 

+ 

'Demonstrable  lymphocyte  blast  transformation  or  monocyte  inhibition. 

Table  I. 


the  difficulty.  The  first  refers  to  the  heteroge- 
neity of  the  antigen.  The  antigenic  test  material 
in  the  three  infectious  granulomas  is  composed 
of  a bewildering  assortment  of  biochemical  com- 
pounds and  their  fragments,  plus  their  metab- 
olic products,  plus  portions  of  culture  medium. 
The  cell  wall  of  an  organism  such  as  Mycobac- 
terium tuberculosis  contains  different  antigenic 
compounds  from  those  of  its  mitochondria. 
Polysaccharide  components  possess  antigenic 
capacity  distinct  from  that  of  proteins.  Clinical 
tests,  such  as  those  for  histoplasmosis  or  coc- 
cidioidomycosis, employ  crude  mixtures  from 
broth  cultures,  but  more  precise  methods,  such 
as  in  some  experimental  studies  in  tuberculosis, 
seem  to  point  toward  different  antibody  systems 
for  different  components  of  the  organism. 

A second  problem  of  some  difficulty  arises 
from  the  fact  that  experimental  evidence  is 
clear  with  respect  to  a graded  immunological 
response.  Variation  of  the  amount  of  antigen,  as 
well  as  of  the  manner  of  its  introduction,  pro- 
duces immunoglobulins  of  different  sizes.®  A 
small  dose  of  immunizing  tubercle  bacilli  may 
produce  only  19S  antibody  of  IgM  type,  while 
larger  doses  result  in  7S  IgG  antibodies.  Fur- 
thermore, if  only  19S  antibodies  form,  repeated 
small  challenge  produces  only  19S  IgM.  It  is 
not  known  if  antibody  molecular  weight  may 
have  an  effect  on  the  histopathology  of  the 
lesion. 

As  is  obvious  from  Table  1 and  the  discus- 
sion, investigation  has  not  included  all  types  of 
antibodies.  Agglutinins  and  opsonins  have  hard- 
ly been  studied.  Only  precipitating  antibody  is 
consistent  for  the  entire  series  of  granulomas. 
This  observation  lends  support  to  the  idea  first 
offered  by  Chase,  later  by  Germuth,^  and  re- 
cently by  Spectori2  that  the  first  incident  in 
granuloma  is  the  formation  of  an  insoluble  anti- 
gen-antibody complex.  This  precipitate,  whether 


between  or  inside  of  cells,  then  may  act  as  an 
inert  foreign  body  or  may  result  in  a secondary 
set  of  immunological  reactions,  the  complex 
itself  serving  as  a new  antigen,  in  much  the 
same  manner  as  the  rheumatoid  factor  of  rheu- 
matoid arthritis.^® 
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Pain 


Fig  1.  Roentgenogram  showing  gross  degenerative 
changes  in  the  L4-L5  intervertebral  disc  in  a 
laborer  age  45,  who  had  engaged  all  his  life 
in  heavy  work  without  ever  having  suffered 
from  any  low  back  pain.  The  x-ray  was 
taken  as  part  of  a routine  review. 


IAN  MACNAB,  MB,  ChB,  FRCS 


THE  PATIENT  SUFFERING  from  low  back  pain, 
with  or  without  sciatic  radiation,  may  present 
many  difficulties  in  diagnosis  and  treatment.  If 
on  examination  there  is  evidence  of  root  ten- 
sion, root  irritation,  or  irrefutable  signs  of  im- 
pairment of  root  conduction,  a diagnosis  can 
readily  be  made  and  treatment  instituted  fol- 
lowing well  established  principles.  Similarly,  if 
gross  changes  seen  on  the  radiographs  of  the 
spine  suggest  an  infection,  a metabolic  lesion, 
or  a neoplasm,  more  detailed  investigation  will 
determine  essential  treatment. 

In  the  absence  of  objective  physical  findings 
on  clinical  examination,  the  mere  demonstration 
of  degenerative  disc  disease  on  the  x-rays  does 
not  necessarily  indicate  that  the  source  of  the 
patient’s  symptoms  has  been  found.  In  such 
instances,  when  the  acute  episode  of  pain  has 
settled  down  and  the  patient  has  become  com- 
pletely symptom-free,  radiographs  of  the  lum- 
bar spine  will  still  show  the  same  changes.  It 
must  always  be  remembered  that  the  patient 
who  has  never  suffered  from  low  back  pain  in 
his  life  may  show  degenerative  changes  involv- 
ing the  intervertebral  discs  in  the  lumbar  spine 
on  x-ray  films  (Fig  1).  If  clinical  examination 
then  fails  to  reveal  objective  findings,  and  the 
radiographs  of  the  lumbar  spine  are  within  nor- 
mal limits  or  only  show  degenerative  changes, 
then  treatment  can  only  be  determined  by  as- 
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In  degenerative  disc  disease,  the 
relationship  between  the  physiological 
lesion  and  the  degree  of  disability  it 
causes  depends  on  the  amount  of  pain 
produced  and  the  patient’s  reaction 
to  the  pain.  In  some  cases,  even 
surgical  treatment  which  overcomes 
90%  of  the  anatomical  basis  of  the  pain 
will  not  reduce  the  disability  because 
of  the  functional  component. 


Degenerative  Disc  Disease 


sessing  the  patient’s  description  of  his  pain 
and  his  reactions  to  his  discomforts  as  deter- 
mined on  examination. 

Strangeiy  enough,  there  are  no  words  in  the 
Engiish  ianguage  to  describe  pain,  it  can  only 
be  described  by  comparing  it  with  other  sensa- 
tions. A patient  usuaily  describes  pain  by  teliing 
the  physician  what  the  pain  prevents  him  from 
doing.  He  cannot  walk;  he  cannot  stoop;  he  can- 
not lift;  he  cannot  bend.  He  can  only  describe 
what  he  is  unable  to  do — he  can  only  describe 
his  disability.  Unfortunately,  disability  is  not 
directly  proportional  to  the  pain  experienced. 

in  the  simplest  superficial  analysis,  disability 
has  two  components;  pain  and  the  patient’s  re- 
action to  it  (Fig  2).  A certain  degree  of  what 
might  be  termed  “functional  reaction’’  is  re- 
garded as  normal.  A farmer  steps  in  a rabbit 
hole  and  sprains  his  ankle  badly.  His  ankle  rap- 
idly becomes  swollen,  he  walks  slowly  with  a 
painful  limp,  and  is  hardly  able  to  get  back  to 
the  farm.  Then  a bull  charges  down  the  meadow 
and  he  runs.  What  has  happened?  Has  the  pain 
changed  or  has  the  farmer  changed?  The  fact 
that  the  farmer  can  now  run  shows  that  it  was 
not  anatomically  or  physiologically  essential  to 
limp  in  the  first  instance.  The  limp  can  there- 
fore be  regarded  as  a functional  reaction  to 


pain — an  acceptable,  easily  understandable,  so- 
called  normal  reaction  to  a sprained  ankle.  The 
majority  of  the  farmer’s  disability  is  due  to  the 
pain;  there  is  minimal  normal  functional  overlay. 

The  significance  of  the  functional  component 
in  the  production  of  disability  can  best  be  illus- 
trated by  considering  three  patients,  all  brick- 
layers, presenting  with  the  same  degree  of  dis- 
ability. All  three  patients  complained  of  pain  in 
their  backs  and,  although  they  could  walk 
around,  they  could  not  do  their  work.  They  could 
not  climb  ladders,  they  could  not  carry  hods  of 
bricks,  they  could  not  stoop  to  lay  the  bricks. 
They  were  not  able  to  describe  the  amount  of 
pain  they  had;  they  could  only  describe  their 
disabilities  (Fig  3).  They  all  had  degenerative 
disc  disease,  but  the  radiographs  could  not 
describe  how  much  pain  each  patient  was  suf- 
fering. Discograms  revealed  symptomatic  levels, 
but  could  not  assess  the  amount  of  pain  pro- 
duced. All  that  was  known  was  that  all  three 
claimed  the  same  disability — they  could  not 
work. 

In  patient  A (Fig  4)  the  disability  was  largely 
due  to  the  anatomical  basis  of  his  pain.  In 
patient  C there  was  little  anatomical  source  of 
pain,  but  the  patient  was  overcome  by  his  func- 
tional reaction  to  his  discomforts. 
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DISABILITY 


FUNCTIONAL  OVERLAY 


GROSS 


THREE  PATIENTS  (A  B & C| 
APPARENTLY  IDENTICAL  DISABILITY 


A B C 


NORMAL  MILD  MARKED 


PATIENT  OVERLAY  OVERLAY 


Fig  2.  A diagrammatic  representation  of  the  components  fig  4.  Diagrammatic  representation  of  components 

of  disability.  Even  in  the  emotionally  stable  individual  of  apparently  identical  disability  in  three  patients, 

there  is  always  a modicum  of  emotional  or  functional 
response  that  adds  to  the  total  disability  experienced. 


Fig  3.  Diagrammatic  representation  of 
disability  complained  of  by  three  workmen. 
The  disability  was  described  in  a similar  manner 
by  all  three — that  is,  they  were  unable  to  carry  out 
their  normal  jobs  because  of  pain. 


Surgery  might  overcome  90%  of  the  ana- 
tomical basis  of  the  disability,  and  in  patient  A 
return  to  work  would  be  possible  (Fig  5).  In 
patient  C,  however,  even  if  90%  of  the  ana- 
tomical basis  of  the  pain  was  overcome  by  sur- 
gical intervention,  (Fig  6)  he  would  still  be  in- 
capacitated because  of  his  functional  compo- 
nent of  his  disability. 

Not  only  will  patient  C be  unable  to  return 
to  work,  but  his  situation  may  be  aggravated 
by  the  failure  of  treatment.  His  total  history  is 
best  exemplified  by  letters  that  were  written 
about  him  to  the  Compensation  Commission: 

“Dear  Sirs:  I saw  this  very  pleasant  claimant 
Bill  Smith  today;  the  poor  fellow  has  not  re- 
sponded to  conservative  treatment  at  all.  He  is 
totally  unable  to  work.  His  x-rays  show  marked 
lumbosacral  disc  degeneration  and  I plan  to 
bring  him  into  hospital  for  a local  fusion” 
(Fig  7). 

“Dear  Sirs:  I operated  on  Bill  today,  and  I 
am  sure  he  will  do  well.” 

“Dear  Sirs:  I saw  Bill  Smith  today  and  I am 
a little  disappointed  at  his  progress  to  date” 
(Fig  8). 

“Dear  Sirs:  Smith’s  x-rays  show  a solid  fu- 
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DISABILITY 


PRE-OP.  POST-OP. 

Fig  5.  Patient  A.  Diagram  to  show  how,  in  an 
emotionally  stable  individual,  removal  of  90%  of  the 
organic  components  of  the  disability  will  render 
the  patient  relatively  symptom-free  without  influencing 
the  emotional  response  whatsoever. 


sion,  but  he  shows  surprisingly  little  motivation 
to  return  to  work”  (Fig  9). 

‘‘Dear  Sirs:  This  dreadful  fellow  Smith.” 

‘‘Dear  Sirs:  Smith  obviously  needs  psychiat- 
ric help”  (Fig  10). 

Patient  A,  patient  B,  and  patient  C all  had 
the  same  disability.  They  were  bricklayers  who 
could  not  work.  They  had  the  same  changes 
seen  on  x-ray  films.  They  had  similar  disco- 
grams,  but  the  constitution  of  their  disability 
varied  enormously  and  predictably  the  operative 
results  varied  (Fig  11).  In  patient  C the  degen- 
erative disc  disease  was  not  causing  too  much 
pain  and  had  he  been  in  better  emotional 
health,  the  discomfort  he  experienced  would 
not  have  taken  him  to  a doctor;  but,  because  of 
factors  outside  his  soma,  he  was  totally  dis- 
abled by  this  minor  discomfort  and  this  dis- 
ability was  later  compounded,  perpetuated,  and 
exaggerated  by  the  failure  of  surgical  treatment. 

Patients  A and  C do  not  really  constitute 
much  of  a problem;  the  gross  functional  over- 
lay of  patient  C is  usually  recognizable;  but  the 
two  extremes  have  been  described  to  emphasize 
that  pain  and  disability  are  not  synonymous. 

Patient  B typifies  the  most  commonly  seen 
problem.  The  surgeon  who  regards  a functional 


DISABILITY 


Fig  6.  Patient  C.  Diagrammatic  representation  to 
show  how,  in  a patient  whose  disability  is  largely  due  to 
an  emotional  reaction  to  his  pain,  the  removal  of  a 
large  portion  of  the  organic  basis  of  the  discomfort  will 
do  little  to  overcome  the  total  disability. 
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Fig  7.  Patient  C.  Diagram  to  show  constitution  of 
disability  in  a hypothetical  patient.  Bill  Smith. 
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Figs  8,  9 and  10.  Patient  C.  Diagram  to  show 
mechanism  of  increase  in  total  disability  produced 
by  increasing  emotional  breakdown  despite 
the  fact  that  surgical  intervention  removed  a 
large  portion  of  the  organic  basis  of  the  pain. 


overlay  as  a solid  contraindication  to  operation 
will  not  help  patient  B because  he  does  indeed 
have  an  anatomical  or  organic  basis  of  discom- 
fort. The  surgeon  who  fails  to  recognize  or  ig- 
nores the  functional  component  of  the  disability 
probably  will  not  succeed  in  helping  the  pa- 
tient either,  because  the  patient’s  disability  may 
continue  postoperatively  for  two  reasons  (Fig 
12).  By  removing  90%  of  the  anatomical  basis 
of  pain,  a successful  operation  can  reduce  the 
patient’s  disability  to  a tolerable  level  without 
having  to  influence  the  functional  component 
at  all.  However,  the  result  could  be  unsatisfac- 
tory either  because  of  incomplete  surgical  cor- 
rection of  the  organic  basis  for  the  pain,  or  be- 
cause there  is  a subsequent  deterioration  in  the 
patient’s  emotional  health. 

There  are  two  important  facets  in  the  surgi- 
cal management  of  these  patients:  (1)  to  rec- 
ognize the  organic  basis  of  the  pain,  despite 
the  clouding  of  the  clinical  picture  by  the  func- 
tional elements,  and  (2)  to  analyze  the  consti- 
tution of  the  functional  component  of  the  dis- 
ability (Fig  13). 

Factors  in  Functional  Response:  It  is  necessary 
to  consider  a few  of  the  obvious  factors  that 
constitute  the  functional  response.  A large  part 
of  this  is  due  to  the  patient’s  personality.  He 
may  have  no  drive  or  motivation;  he  may  be 
immature  or  he  may  be  a psychopath.  The  pa- 
tient’s IQ  is  an  important  consideration.  A spinal 
fusion  is  a hazardous  venture  in  a patient  with 
a low  IQ  for  he  finds  it  impossible  to  under- 
stand any  residual  discomfort  after  operation; 
he  cannot  understand  the  need  for  temporary 
curtailment  of  activities;  he  cannot  cope  with 
any  infringement  on  his  income;  and  he  cannot 
be  retrained  for  any  other  job.  This  point  was 
well  demonstrated  in  a review  of  patients  in  the 
Workmen’s  Compensation  Board  Rehabilitation 
Hospital  in  Toronto,  where  it  was  found  that 
whereas  25%  of  the  500  inpatients  suffering 
from  various  injuries  had  IQs  below  90,  42% 
of  a group  of  patients  in  whom  spinal  fusion 
failed  had  IQs  of  less  than  90. 

Under  miscellaneous  factors  must  be  con- 
sidered— amongst  other  esoteric,  psychological 
phenomena — the  patient’s  affect  or  mood,  the 
significance  of  the  pain  to  the  patient,  and  the 
patient’s  ability  to  adjust  to  his  environment. 
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It  is  beyond  the  scope  of  most  orthopedic  sur- 
geons to  delve  into  these  aspects  of  the  prob- 
lem, but  gross  defects  should  be  noted. 

The  importance  of  financial  security  and 
work  demands  are  obvious,  but  it  must  be  re- 
membered that  a spinal  fusion  is  rarely  indi- 
cated solely  to  stop  pain.  Pain  can  be  controlled 
in  most  instances  by  decreasing  the  demands 
made  on  the  spine.  Consideration  of  job  place- 
ment is  one  of  the  most  important  preoperative 
investigations.  A bricklayer  (Fig  14)  may  be 
unable  to  return  to  his  work  following  spinal 
fusion,  and  has  to  be  retrained  after  operation 
to  take  on  some  other  job,  such  as  a stationary 
engineer.  In  all  probability  he  could  have  under- 
taken this  work,  which  places  very  little  demand 
on  the  spine,  without  surgical  intervention. 

Finally,  it  is  important  to  assess  the  patient’s 
reaction  to  pain.  In  patients  demonstrating  a 
gross  emotional  breakdown,  the  histrionic  re- 
sponse to  pain  makes  it  difficult  to  recognize 
that  they  may  indeed  be  suffering,  in  addition, 
from  a significant  pathological  lesion.  When  a 
patient’s  excessive  reaction  to  pain  is  of  a hys- 
terical nature,  it  becomes  extremely  difficult  to 
determine  whether  the  problem  is  a hysterical 
patient  with  pain  or  a patient  with  hysterical 
pain.  Before  depositing  the  patient  in  the  diag- 
nostic garbage  can  for  incurable  neuroses,  there 
are  three  forms  of  pain  assessment  that  can  be 
carried  out:  (1)  Amytal  interview,  (2)  Pentothal 
assessment,  and  (3)  diagnostic  epidural  or 
spinal  block. 

Amytal  interview  for  pain  assessment  was 
first  described  by  Walters  (1966).  The  patient 
is  interviewed  and  examined  after  the  intraven- 
ous administration  of  60  mg  of  Amytal  Sodium 
for  every  75  kg  body  weight.  If  the  patient  does 
indeed  have  a significant  anatomical  basis  for 
the  disability  (physiogenic  pain),  after  the  ad- 
ministration of  Amytal  Sodium,  though  some- 
what “fuddled”  and  thick  of  speech,  the  patient 
will  be  able  to  describe  his  symptoms  accurate- 
ly, and  the  physical  findings  on  clinical  exam- 
ination will  be  unaltered.  If,  however,  the  pa- 
tient’s disability  results  from  a psychogenic 
magnification  of  symptoms  derived  from  a min- 
imal pathological  lesion,  then  the  patient’s  re- 
action after  the  administration  of  Amytal  So- 
dium is  characteristic  and  distinctive.  The  pa- 
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Fig  11.  Diagram  to  show  the  decrease  in  total 
disability  to  be  expected  from  removal  of  90%  of  the 
organic  basis  of  the  patient’s  initial  complaints. 

Patient  A is  cured.  Patient  B is  still  moderately  disabled, 
whereas  patient  C following  operation  still  remains 
severely  incapacitated. 


tient  gives  the  impression  of  a person  struggling 
to  remember  the  details  of  a dream.  Fie  points 
vaguely  to  the  painful  part,  often  not  touching 
his  body.  He  may  now  move  his  spine  freely, 
and  readily  perform  actions  that  he  previously 
had  stated  were  too  painful  to  carry  out.  He  may 
no  longer  present  tender  points  on  palpation. 
Under  such  circumstances,  it  is  reasonable  to 
conclude  that  in  better  emotional  health,  the 
patient  would  not  be  disabled  by  the  symptoms 
of  which  he  complains  and  would  in  all  proba- 
bility be  able  to  carry  out  the  activities  of  daily 
living  without  much  difficulty.  Operative  inter- 
vention would  only  influence  the  residual  symp- 
toms and  signs  presented  after  the  administra- 
tion of  Amytal  Sodium,  and  if  these  are  mini- 
mal, the  patient’s  overall  disability  would  not 
be  influenced  significantly  by  the  surgery. 

Pentothal  assessment,  also  described  by  Wal- 
ters (1966)1  is  of  great  value  in  assessing  the 
presence  of  physiogenic  pain  in  a patient  who 
is  obviously  grossly  emotionally  disturbed.  The 
development  of  a severe  emotional  breakdown 
obviously  does  not  protect  the  patient  against 
the  onset  of  organic  disease,  but  may  cloud  the 
clinical  picture  to  a degree  that  makes  diagnosis 
impossible.  The  basis  of  this  test  lies  in  the 
fact  that  with  light  anesthesia,  although  the 
patient  is  unconscious  (not  capable  of  con- 
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Fig  12.  Patient  B.  Diagram  to  show  how  varying 
results  can  be  obtained  in  a patient  who  has 
a significant  emotional  overlay.  If  his  emotional 
health  remains  constant,  removal  of  a large  part  of 
the  organic  portion  of  the  pain  will  render 
him  relatively  symptom  free.  The  patient  can 
still  be  severely  handicapped,  however,  by 
incomplete  removal  of  the  organic  portion  of 
the  pain,  but  can  also  become  severely 
handicapped  if,  for  some  reason,  he  suffers 
from  further  emotional  deterioration  (shown  by 
increase  in  black  column),  despite  the  fact  that  a 
large  proportion  of  the  organic  basis 
of  the  pain  has  been  overcome. 
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scious  thought)  he  is  capable  of  demonstrating 
primitive  reaction  to  pain.  The  patient  is  anes- 
thetized with  Pentothal  and  allowed  to  rouse 
until  the  corneal  reflex  returns.  When  the  pa- 
tient will  respond  to  a painful  stimulus,  a clini- 
cal examination  is  conducted  to  assess  the  pa- 
tient’s response  to  previously  painful  stimuli. 
At  this  stage  of  anesthesia  the  patient  will  with- 
draw the  limb  in  response  to  pinprick,  and  an 
area  of  true  sensory  loss  following  a recogniz- 
able dermatome  can  sometimes  be  demonstrat- 
ed in  a limb  that  previously  showed  a stocking 
type  hypesthesia  to  pinprick  from  groin  to  toes. 

Assessment  of  the  significance  of  the  hys- 
terical component  of  the  disability  confined  to 
the  lumbosacral  region  and  lower  extremities 
can  also  be  carried  out  using  spinal  or  epidural 
anesthesia.  The  use  of  increasing  concentra- 
tions of  local  anesthetic  given  intrathecally  was 
described  by  McCollum  and  Stephen. ^ 

Simple  epidural  blocks  may  also  prove  in- 
structive.3  Sufficient  epidural  anesthetic  is  given 
to  cause  loss  of  appreciation  of  pinprick  in  the 
unaffected  limb.  Straight  leg  raising  is  now 


tested  on  the  affected  side.  If  the  limitation  of 
straight  leg  raising  was  initially  limited  solely 
because  of  the  pain  produced,  after  epidural 
anesthesia  it  will  return  to  normal.  If  the  patient 
hyperreacts  and  still  demonstrates  restriction 
of  straight  leg  raising  despite  abolition  of  pain 
appreciation  by  the  epidural  anesthetic,  then 
it  is  unlikely  that  an  attempt  to  surgically  re- 
move the  source  of  pain  will  decrease  his  dis- 
ability. In  such  patients  the  pain  complained  of 
is  just  one  facet  of  a serious  emotional  break- 
down. They  are  unlikely  to  be  helped  by  physi- 
cal therapy,  and  surgical  intervention  may  in- 
deed compound  and  magnify  their  disability. 

Over  the  years  a lot  has  been  learned  about 
the  significant  symptomatology  and  spondylo- 
genic pain.  There  has  perhaps  been  more  mean- 
ingful interpretation  of  clinical  signs  and  radio- 
logical changes.  Motion  studies,  myelography, 
phlebography,  electromyography,  and  discog- 
raphy have  been  used  to  localize  the  anatomic 
basis  of  the  pain,  and  there  has  been  a con- 
stant endeavor  to  improve  operative  techniques. 
Every  one  of  these  ancillary  tests  has  helped  in 
the  diagnosis,  localization,  and  treatment  of 
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Fig  13.  Diagrammatic  representation  of  the 
constitution  of  the  emotional  component  of  total 
disability. 


pathologic  defects  in  the  spine.  Further  im- 
provements in  the  results  of  treatment,  ho\w- 
ever,  can  only  be  obtained  by  a more  careful 
assessment  of  the  patient’s  total  disability — an 
assessment  of  the  pain  described  and  the  rela- 
tionship to  the  disability  claimed. 
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Fig  14.  Diagram  to  show  change  in  disability  of  a 
bricklayer  following  operation.  The  preoperative 
disability  is  shown  in  the  column  on  the  left. 
Despite  the  removal  of  a large  portion  of  the 
organic  source  of  the  pain,  the  patient  is 
still  so  disabled  that  he  is  unable  to  return  to 
work  as  a bricklayer.  He  wwi  then  trained  as  a 
stationary  engineer.  Preoperatively,  despite  his 
disability,  he  would  have  been  able  to  fulfill 
the  work  demand  made  on  a stationary  engineer. 


Dr.  Macnab,  Chief,  Division  of  Orthopaedic  Surgery, 
Wellesley  Hospital,  Toronto,  Ontario,  Canada. 
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Even  prehistoric  man 
made  crude  attempts  to 
remove  the  cause  of  epi- 
leptic seizures  by  brain 
surgery.  His  progeny, 
having  learned  more 
about  epilepsy  as  well 
as  surgery,  have  made 
vast  improvements  in 
the  technique.  Today, 
surgery  for  epilepsy  is 
undertaken  only  after 
all  reasonable  means  of 
medical  treatment  have 
failed.  Then,  if  the  pa- 
tient meets  necessary 
criteria,  surgery  can  be 
justified  and  satisfac- 
tory results  anticipated. 
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SURGICAL  TREATMENT  FOR 


THE  SURGICAL  TREATMENT  of  patients  with 
epilepsy  is  not  a new  concept.  Epilepsy  has 
been  recognized  as  a disease  entity  since  pre- 
historic times,  and  craniotomy  has  the  longest 
proven  history  of  any  surgical  procedure.  Skulls 
of  prehistoric  man  in  Europe  and  of  the  Inca  in 
Peru  show  that  these  ancient  peoples  utilized 
brain  surgery  for  epilepsy  as  well  as  for  injury. 

In  the  age  of  Hippocrates,  epilepsy  was  called 
the  “sacred  disease,”  as  it  was  believed  to  have 
a supernatural  origin.  Hippocrates  was  the  first 
to  deny  this  concept.^  He  believed  that  the 
cause  was  to  be  found  within  the  brain.  In  the 
first  century  AD,  Aretaeus  advocated  cutting  the 
arteries  before  and  behind  the  ears  and  apply- 
ing burning  heat  to  the  head  of  the  epileptic 
patient,  after  first  perforating  the  skull  as  far 
as  the  diploe.i^ 

Although  trephination  apparently  was  done 
for  convulsions  in  prehistoric  times,  it  achieved 
its  greatest  popularity  as  a mode  of  therapy 
early  in  the  17th  century.  The  procedure  usually 
was  performed  to  correct  a morbid  condition  of 
the  skull  caused  by  contusion,  fracture,  or  bone 
caries,  and  associated  with  seizures. 


In  1870,  Hughlings  Jackson  studied  focal 
epilepsy  and  was  the  first  to  accurately  describe 
focal  seizures.'^  The  jacksonian  march,  named 
for  him,  is  well  known  to  all  who  have  seen  the 
spread  of  a focal  seizure  to  adjacent  innervated 
areas.  He  also  predicted  cortical  localization. 
Bartholow  provided  the  next  impetus  to  re- 
search in  this  area  by  presenting,  in  1874,  the 
first  evidence  of  electrical  excitability  of  the 
cerebral  cortex.^ 

In  1892  Horsley  demonstrated  that  a seizure 
could  be  reproduced  by  cortical  stimulation, 
and  that  excision  of  this  area  could  result  in 
cessation  of  attacks.®  His  work  was  followed 
early  in  this  century  by  the  studies  of  Foerster® 
and  Krause,®  who  indicated  that  localization 
was  useless  in  surgical  intervention  unless  the 
pattern  of  the  seizure  could  be  reproduced  by 
electrical  stimulation.  They  included  in  their 
concept  the  aura  as  well  as  the  specific  type  of 
attack  to  which  the  patient  was  subject.  In 
1927  Penfield  showed  that  careful  removal  of 
brain  tissue  caused  little  scarring  and  was  not 
likely  to  be  followed  by  recurrence  of  convul- 
sions. 
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Electroencephalography,  introduced  by  Ber- 
ger in  1929,  provided  the  basis  for  further  de- 
velopments in  defining  the  epileptic  focus  and 
for  significant  improvement  in  surgical  man- 
agement of  the  epileptic  patient.-  Through  elec- 
trocorticography,  Jasper  defined  the  epileptic 
focus  as  a spiking  wave  or  as  isolated  spikes.® 
Other  refinements  of  the  art  of  electroencepha- 
lography, such  as  sphenoid  electrodes  and  the 
use  of  implanted  electrodes,  have  increased  the 
specificity  of  localization.  Metrazol  activation 
may  define  a focus  not  clear  in  standard  trac- 
ings. Intracarotid  injections  of  Amytal  for  deter- 
mining the  side  of  speech  dominance,  electro- 
corticography,  and  the  use  of  cortical  stimula- 
tion with  the  study  of  after-discharge,  as  stress- 
ed by  Walker,  Marshall,  and  Beresford,^®  also 
have  been  important  tools  in  developing  the 
present  knowledge  of  epilepsy  and  surgical 
management  of  the  epileptic  patient. 

Mechanism  of  Epilepsy:  The  mechanism  of  epi- 
lepsy and  the  probable  basic  mechanisms  of 
nerve  cell  action  in  information  storage  and 
neural  control  have  not  been  stressed  adequate- 
ly in  the  studies  of  epilepsy.  The  tendency  of 
nerve  cells  to  repeat  and  to  become  increasingly 
responsive  to  previous  repeated  stimuli,  so  that 
performance,  including  seizure  activity,  be- 
comes a habit  pattern,  constitutes  one  of  the 
basic  principles  for  consideration  when  attempt- 
ing to  accomplish  control  in  this  disease  (Mor- 
reipo). 

In  children,  if  seizures  are  medically  control- 
led from  onset,  the  majority  will  not  become 
true  epileptics.  If  the  seizure  status  is  pro- 
longed, it  sets  up  secondary  foci  which  of 
themselves  may  act  as  primary  areas  when  the 
original  lesion  is  excised.  Any  convulsive  state 
which  has  been  long  uncontrolled  with  or  with- 
out medication  is  not  as  likely  to  be  amenable 
to  any  type  of  treatment,  including  surgery. 

Our  own  experience  with  epilepsy  and  corti- 
cal localization  indicates  that  frequently  a small 
lesion,  such  as  a cysticercus  cyst,  small  astro- 
cytoma, or  other  organic  lesion,  may  produce 
the  primary  focus,  and  simple  removal  may 
result  in  cure  of  the  convulsive  state  in  a high 
percentage  of  such  patients.  In  many  of  our 
cases  the  lesion  has  been  so  small  that  it  has 
been  located  only  by  electrical  localization 
(stimulation  or  electrocorticography),  after 


achieving  negative  results  by  angiography, 
pneumo  encephalography,  and  inspection  of  the 
cortex  at  surgery. 

Because  nerve  cells  tend  to  repeat  series  of 
stimuli  which  have  been  fed  to  their  dendrites, 
as  indicated  by  Morrell, any  patient  who  has 
had  a seizure  condition  will  have  a tendency, 
even  after  removal  of  the  cause,  for  remaining 
connected  cells  to  reproduce  the  pattern  of  pre- 
vious attacks  or  neural  mechanisms.  Therefore 
one  should  not  expect  that  the  patient  can  be 
released  from  medical  treatment  even  after 
successful  removal  of  the  original  or  primary 
focus,  although  this  may  be  possible  in  some 
instances. 

In  no  case  should  a patient  be  subjected  to 
surgical  intervention  for  epilepsy  unless  a trial 
of  medical  therapy,  including  all  drugs  which 
might  possibly  relieve  his  disease,  has  been 
unsuccessful.  The  only  exception  is  when  a defi- 
nite lesion  such  as  a tumor,  of  itself  requiring 
surgery,  is  the  probable  cause  of  seizures. 

Some  areas  of  the  brain  are  much  more  sub- 
ject to  the  development  of  seizure  activity  than 
are  others.  The  anterior  areas,  frontal,  temporal, 
and  anterior  parietal  lobes,  are  more  commonly 
involved  with  epileptic  activity  attributable  to 
various  lesions  which,  in  the  occipital  and  pos- 
terior parietal,  would  be  less  likely  to  cause 
seizures.  The  hippocampus  is  an  extremely  sen- 
sitive area  for  the  development  of  seizure  activ- 
ity. It  is  so  uniformly  involved  in  temporal  lobe 
seizures  that  convulsogenic  activity  will  almost 
always  continue  in  the  hippocampus  after  re- 
moval of  the  temporal  lobe  focus.  For  this  rea- 
son we  have  in  recent  years  routinely  removed 
the  hippocampus  on  the  side  of  a temporal  lobe 
resection. 

Surgical  Experience:  Since  1949  we  have  oper- 
ated on  more  than  50  epileptic  patients,  includ- 
ing at  least  16  in  whom  discrete  lesions  (small 
and  large  tumors,  cysticercus  cyst,  cerebral 
scar,  etc)  were  found  and  removed  with  no 
cerebral  resection  being  necessary.  The  results 
in  this  group  where  the  lesions  could  be  re- 
moved were  excellent  in  regard  to  control  of 
seizures.  In  34  cases  cortical  resection  was 
carried  out  with  the  aid  of  electrocorticography 
for  localization  of  the  convulsogenic  focus.  Re- 
sults are  summarized  in  Table  1.  All  cases  were 
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Excellent 

Good 

Some 

Improvement 

No 

Improvement 

Total 

No 

Seizures 

1-4 

per  Year 

Over  50% 

Reduced 

Temporal  only 

8 

1 

2 

2 

0 

13 

Frontal  only 

4 

0 

1 

0 

0 

5 

Hemispherectomy 

6 

0 

0 

0 

0 

6 

Other  Locations 

3 

4 

0 

1 

2 

10 

Totals 

21  (61.8%) 

5 (14.7%) 

3 (8.8%) 

3 (8.8%) 

2 (5.9%) 

34 

All  cases  were  severe  and  totally  uncontrollable  by  medication.  There  were  no  surgical  deaths.  Two  patients  who  had  hemispherectomies 
died  3 months  and  3 years,  respectively,  after  operation.  Later  deaths  were  attributed  to  suicide  (1)  and  pneumonia  (1). 


Table  1 . Results  of  surgical  treatment  for  epilepsy  in  34  cases,  1949-1968. 


uncontrolled  by  medication  before  operation. 
After  follow-up  of  from  2 to  19  years,  21  pa- 
tients are  seizure-free.  Five  patients  experience 
one  to  four  attacks  per  year.  In  three  patients, 
seizures  were  reduced  by  more  than  50%.  Five 
patients  showed  some  improvement  or  no  im- 
provement. Thus  61.8%  of  severe  epileptics 
became  seizure-free,  14.7%  nearly  so,  and 
8.8%  had  their  seizures  reduced  by  50%  or 
more.  The  remainder  showed  some  improve- 
ment or  none  (14.7%).  Satisfactory  results 
were  obtained  in  85.3%. 

Case  Reports:  Case  1:  A 19-year-old  man  who 
worked  as  a stock  clerk  had  seizures,  confined 
to  the  left  side  of  the  face,  beginning  three 
years  before  he  was  first  seen  in  November  of 
1944.  Ftis  difficulty  had  begun  with  several 
grand  mal  episodes,  but  these  had  since  been 
prevented  by  medication.  However,  the  localized 
seizures  continued  and  became  more  frequent 
in  spite  of  heavy  medication.  They  usually  oc- 
curred in  clusters,  one  or  two  during  the  day 
followed  by  several  at  night.  Several  times  he 
was  mentally  confused  during  the  attacks  and 
felt  that  he  would  have  another  major  convul- 
sion. A pneumoencephalogram  done  in  Decem- 
ber of  1944  was  normal,  but  because  the  sei- 
zures were  increasing  in  frequency,  surgical  ex- 
ploration was  performed  in  May  of  1945.  Elec- 
trical stimulation  of  the  cortex  was  used  to 
locate  the  face  center  in  the  anterior  central 
convolution.  This  gyrus  was  somewhat  wider 
than  normal,  and  about  2.5  cm  of  the  gyrus 
was  carefully  removed.  Within  it  was  a dense 
mass  thought  to  be  a small  tumor,  but  micro- 
scopically this  was  shown  to  be  a small  sterile 


abscess  and  adjacent  parasite,  apparently  a 
cysticercus  cyst. 

His  postoperative  course  was  quite  satisfac- 
tory and  he  continued  to  receive  medication. 
Electroencephalography  became  available  to  us 
in  1946,  and  this  showed  a mildly  abnormal 
pattern  with  the  irritation  probably  arising  from 
the  right  parietal  region.  An  additional  electro- 
encephalogram was  done  in  1947. 

He  had  no  seizures  following  operation  and 
was  last  seen  in  1965.  He  is,  presumably,  sei- 
zure-free at  this  time,  24  years  after  surgery. 

Case  2:  A boy,  age  12,  was  first  seen  in  1949; 
he  had  a history  of  severe  attacks,  usually  with 
loss  of  consciousness  and  turning  the  head  to 
the  right,  since  the  age  of  2V2  years.  Medica- 
tion was  prescribed  and  the  patient  did  not  re- 
turn until  ten  years  later,  at  which  time  he  was 
having  as  many  as  13  seizures  in  a 24-hour 
period,  necessitating  treatment  and  visits  to  the 
city-county  hospital.  EEGs  had  shown  a left 
temporal  spike  focus  and  pneumoencephalo- 
gram was  normal.  Angiography  was  also  nega- 
tive. Large  doses  of  Dilantin,  Mysoline,  and 
phenobarbital  only  slightly  reduced  the  fre- 
quency of  attacks.  For  more  accurate  localiza- 
tion of  the  temporal  lobe  spike  focus,  electrodes 
were  implanted,  one  through  a left  occipital 
burr  hole  directed  toward  the  left  middle  fossa 
and  a second  through  a temporal  opening,  ex- 
tending inward  for  a depth  of  about  3.5  cm. 

After  daily  recordings  for  five  days,  a tem- 
poral craniotomy  was  carried  out  and  recordings 
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taken  from  the  temporal  cortex,  and  all  of  the 
anterior  temporal  lobe  below  the  superior  tem- 
poral convolution  was  removed.  In  addition  the 
hippocampus,  which  was  quite  active,  was  re- 
moved. Additional  recording  indicated  that  there 
was  still  firing  from  the  anterior  portion  of  the 
superior  temporal  gyrus,  which  had  been  avoid- 
ed because  of  fear  of  damaging  the  speech 
area,  but  the  anterior  portion  of  this  was  then 
taken  off  also. 

Following  surgery,  the  patient  had  no  con- 
vulsions and  soon  was  able  to  obtain  work  as 
a laboratory  technician.  Five  years  later  he  had 
his  own  upholstery  shop,  was  doing  well,  and 
had  had  no  additional  seizures.  He  has  con- 
tinued to  receive  medication. 


Case  3:  A man  age  32  had  seizures  for  21 
years.  After  7 years,  cortical  resection  without 
electrocorticography  was  done  and  provided 
considerable  relief,  but  the  seizures  had  re- 
turned to  their  original  intensity  in  spite  of  con- 
tinuous medication  with  Mebroin  (as  often  as 
five  times  daily)  which  interfered  with  his  alert- 
ness. Attacks  consisted  chiefly  of  jacksonian 
seizures  in  the  left  arm  with  turning  of  head 
and  only  an  occasional  loss  of  consciousness. 
He  was  able  to  work  as  an  engineer,  but  with 
considerable  difficulty.  Previous  pneumoen- 
cephalograms had  been  negative  and  an  EEG 
showed  some  asymmetry  between  the  sides, 
voltage  being  consistently  higher  on  the  right. 
In  addition,  there  was  some  focal  sharp  and 
slow  wave  activity  in  the  right  parietal  region. 

In  March  of  1961,  a cortical  resection  was 
done  under  electrocorticography  control,  and 
examination  of  the  brain  surface  showed  a clean 
resected  area  near  the  sagittal  sinus  in  the 
motor  strip  where  a previous  cortical  removal 
had  been  done.  Electrical  recording  on  the  sur- 
face showed  very  little  abnormal  activity,  but 
stimulation  and  study  of  after-discharge  showed 
an  extremely  active  area  in  the  posterior  cen- 
tral gyrus  adjacent  to  the  previously  resected 
anterior  central  gyrus  in  the  hand  center.  The 
involved  posterior  central  convolution  was  re- 
sected, and  in  addition  some  undercutting  was 
carried  posteriorly  to  the  parietal  area  to  pre- 
vent parietal  spread  from  the  remaining  poste- 
rior central  gyrus. 


Fig  1.  Case  4.  Diagrammatic  representation  of 
position  of  depth  electrodes  extending  through  the 
right  parietotemporal  region  from  above  downward, 
and  medially  through  the  temporal  lobe. 

Recordings  indicated  activity  in  the  temporal 
and  posterior  insular  areas. 


Following  surgery,  he  had  weakness  of  the 
left  arm  for  about  two  weeks  but  recovery  was 
complete.  A postoperative  EEG  three  months 
later  showed  only  occasional  evidence  of  focal 
abnormality  in  the  right  parietal  region.  Follow- 
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ing  surgery  his  attacks  were  milder  and  less 
frequent,  but  only  with  the  continued  use  of 
anticonvulsants  did  they  gradually  subside  dur- 
ing a two-year  period.  At  present  (1969)  he  has 
only  one  or  two  attacks  of  subjective  numbness 
in  the  left  hand  without  any  motor  activity.  He 
has  had  increasing  business  responsibilities  and 
is  quite  successful  in  his  work.  His  last  EEG  in 
1963,  two  years  after  surgery,  showed  a focus 
of  sharp  and  slow  wave  activity  in  the  right 
temporal  region  of  a type  which  usually  indi- 
cates a deeply  situated  cortical  lesion  (insular?). 

While  the  result  of  surgery  was  satisfactory, 
this  case  indicates  difficulty  in  achieving  a per- 
fect result  when  the  lesions  probably  are  multi- 
ple, and  there  may  be  increased  activity  of  a 
secondary  focus  after  the  removal  of  the  pri- 
mary lesion.  The  fact  that  the  patient  continues 
to  take  anticonvulsants  and  has  mild  subjective 
attacks  in  no  way  interferes  with  his  carrying  on 
a useful  life. 

Case  4:  A 5-year-old  boy  was  admitted  to  The 
Methodist  Hospital  in  February  of  1955.  Psy- 
chomotor seizures  during  the  previous  year  and 
a half  had  increased  in  frequency  in  spite  of 
anticonvulsive  medication.  His  birth  history  was 
essentially  normal  except  for  a fairly  rapid  labor 
of  two  hours.  His  parents  recalled  that  one  side 
of  his  face  had  been  flushed  for  seven  days 
after  delivery,  but  they  were  uncertain  which 
side  it  was.  At  nearly  two  years  of  age,  while 
riding  a tricycle,  his  head  fell  back  and  he  be- 
came stiff  without  jerking  movements  but  with 
some  frothing  at  the  mouth.  The  seizure  lasted 
16  minutes  and  was  followed  by  a high  fever. 
Nine  months  later  he  had  an  attack  in  which  he 
first  stared  into  space  and  then  became  limp, 
his  head  falling  back,  and  then  generalized  ri- 
gidity occurred,  respirations  ceased,  and  he  be- 
came cyanotic.  This  seizure  lasted  approximate- 
ly 35  minutes.  It  was  noticed  at  that  time  that 
he  had  difficulty  using  his  left  hand  as  well  as 
the  right.  The  third  attack  occurred  approxi- 
mately a year  later  with  jerking  movements  of 
the  entire  left  side  of  the  body;  apparently  it 
was  a fairly  typical  jacksonian  attack.  An  EEG 
showed  a bitemporal  dominant  slow  spike  and 
wave  dysrhythmia;  subsequent  EEGs  showed 
increasing  evidence  that  the  primary  abnormal- 
ity lay  in  the  right  hemisphere.  In  addition, 
there  was  a discharging  focus  in  the  right  pari- 
etal region.  A pneumoencephalogram  in  1954 
had  been  normal  except  for  minimal  generalized 
cerebral  atrophy. 

Two  depth  electrodes  were  implanted  five 


days  before  surgery  (Fig  1),  one  through  a para- 
median burr  hole  extending  down  from  the  ver- 
tex of  the  skull  in  the  direction  of  the  hippo- 
campus in  the  temporal  area,  and  a second 
through  a temporal  opening  horizontally  across 
the  temporal  lobe.  Each  electrode  was  capable 
of  taking  recordings  at  1 cm  intervals  for  its  full 
length.  Electrodes  were  left  in  place  and  record- 
ings taken  daily  for  several  days. 

Surgery  was  carried  out  Feb  21,  1955,  dis- 
closing a temporal  lobe  with  atrophic  gyri  (Fig 
2),  and  a temporal  lobe  resection  extending  ap- 
proximately 7 cm  back  from  the  tip  of  the  tem- 
poral lobe  was  done  after  cortical  recordings 
indicated  the  apparent  origin  of  seizure  activity 
(Fig  3).  Two  major  active  areas  were  also  found 
just  above  the  sylvian  fissure,  but  the  most 
active  was  over  the  middle  of  the  temporal  lobe 
in  the  superior  temporal  convolution.  Deep  elec- 
trodes indicated  insular  involvement.  It  was 
noticed  after  the  removal  of  the  temporal  lobe 
that  the  position  of  the  electrode  (Fig  3)  was  in 
the  hippocampal  gyrus.  Additional  recordings 
indicated  convulsogenic  activity  in  the  posterior 
aspect  of  the  insula,  which  was  then  removed. 
An  additional  strip  of  the  superior  temporal 
gyrus  was  removed  posterior  to  the  insula,  and 
a part  of  the  inferior  frontal  gyrus  also  was  re- 
moved just  above  the  sylvian  fissure.  Grossly 
there  was  evidence  of  considerable  cortical 
atrophy,  and  microscopic  studies  showed  a 
cronic  inflammatory  reaction  in  the  meninges 
with  cellular  proliferation  in  focal  areas. 

Following  surgery  the  mild  hemiparesis  was 
considerably  worse  than  before,  but  this  gradu- 
ally improved  to  about  the  preoperative  status 
in  the  ensuing  year  or  two.  Medication  was  con- 
tinued since  EEGs  showed  continuation  of  some 
focal  activity  in  the  right  parietal  region.  There 
was  depression  of  activity  in  the  temporal  region 
but  no  further  evidence  of  spiking  or  convulso- 
genic activity.  When  last  seen  in  August  of 
1968,  he  had  had  no  seizures  during  the  13 
years  following  his  cortical  resection.  He  was  a 
senior  in  high  school,  made  good  grades,  and 
played  tennis  and  golf  but  was  not  expert  in 
these  sports.  He  had  been  struck  in  the  head 
with  a golf  club  at  the  age  of  12,  but  this  ap- 
parently had  caused  no  difficulty,  nor  had  a 
temperature  elevation  to  103  F with  measles 
precipitated  any  convulsive  phenomenon.  In 
1959  the  EEG  had  shown  a spike  focus  in  the 
right  central  area  both  waking  and  asleep,  but 
in  1968  the  EEG  was  normal  when  awake  and 
only  during  sleep  was  there  a rare  discharge  in 
the  right  parietal  region. 
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Fig  2.  Case  4.  Operative  exposure,  showing  atrophic 
gyri,  right  temporal  lobe  and  inferior  frontal  area. 


Fig  3.  Case  4.  Initial  temporal  lobe  resection  below 
the  sylvian  fi.ssure.  The  V-shaped  silk  suture 
is  placed  to  point  toward  a fine  depth  electrode 
still  in  place  adjacent  to  the  hippocampus.  Additional 
recordings  were  followed  by  removal  of  the 
inferior  convolution  and  posterior  insula. 


9 Yr». 


LFP 


RFP 


R po 


LPT 


LTF 

RTF 


I il 


j1  IOO/uv 


Fig  4.  Example  of  discrete  focus  of  spike  or  sharp-wave  discharge  in 
child  of  9 years.  Patient  had  numerous  seizures,  beginning  with  numbness  of 
the  tongue,  chewing  and  lip-smacking  movements, 
confusion,  and  automatism. 
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Evaluating  the  Epileptic  Patient  for  Surgery:  The 

criteria  for  selecting  patients  for  surgical  cor- 
rection is  briefly  summarized  in  Table  2. 

The  value  of  clinical  studies,  together  with 
accurate  history  of  the  seizures,  careful  neuro- 
logical examination,  and  contrast  studies  should 
not  be  underestimated  even  in  the  light  of 
more  sophisticated  electrographic  investiga- 
tions. Many  acceptable  surgical  results  were 
obtained  before  the  advent  of  electrocorticog- 
raphy  and  even  before  electroencephalography, 
as  is  illustrated  by  the  results  reported  by  Pen- 
field^2  3n(j  by  Horrax  and  Fountain.®  In  evaluat- 
ing the  patient,  each  of  the  following  problems 
should  be  fully  explored  and  answered. 

1.  Is  the  epilepsy  clearly  of  focal  origin 
(Fig  6)? 

2.  Is  the  focus  clearly  demonstrable  by  elec- 
trographic techniques  so  that  its  detection  at 
the  time  of  operation  will  be  possible? 

3.  Is  there  electrographic  or  other  evidence 
that  the  epileptic  process  is  circumscribed  to 
a relatively  limited  area,  or  are  there  multiple 
foci  of  abnormally  discharging  brain  or  a dif- 
fuse encephalopathy  in  which  other  epilepto- 
genic foci  could  develop  if  the  current  focus  was 
excised? 

4.  What  is  the  nature  of  the  epileptogenic 
lesion  (neoplastic,  atrophic,  or  less  commonly, 
parasitic  or  dysplastic)? 

5.  What  is  the  precise  localization  of  the  epi- 
leptogenic lesion? 

6.  Would  excision  of  the  epileptogenic  lesion 
result  in  significant  neurologic  deficit  or  dys- 
function? If  so,  would  such  deficit  and  dysfunc- 
tion be  an  acceptable  price  to  pay  for  decrease 
of  seizures? 

7.  Does  the  frequency  of  seizures  constitute 
disability  sufficient  to  warrant  surgery? 

8.  Has  medical  treatment  been  adequate? 


Laboratory  studies  are  essential  to  the  ex- 
ploration of  these  problems.  Let  us  examine 
each  of  these  in  turn. 

First,  a clear  and  constant  epileptogenic  fo- 
cus must  be  demonstrated  in  electroencephalo- 
graphic  studies,  even  though  the  attacks  may 
always  appear  clinically  to  be  focal.  Otherwise, 
operation  would  be  hazardous  because  it  might 
not  be  possible  to  demonstrate  the  source  of 
the  discharge  with  electrocorticography  after 
the  brain  had  been  exposed.  The  palpable  path- 
ology, such  as  a local  cicatrix,  may  not  be  the 
actual  source  of  the  seizures;  commonly  sub- 
jacent, normal-appearing  cortex  may  be  respon- 
sible. This  is  why  recording  of  the  electrocorti- 
cogram  at  operation  is  essential. 

Sometimes  the  epileptogenic  lesion  may  lie 
in  deeply  situated  cortex  such  as  the  mesial 
surface  of  the  frontal  lobe,  or  in  deep  structures 
such  as  the  hippocampus  or  insula.  If  the  clini- 
cal evidence  of  the  nature  of  the  epileptic  attack 
or  the  character  of  the  electroencephalographlc 
findings  suggests  that  the  focus  is  so  situated, 
it  is  necessary  to  use  special  electrodes  which 
can  reach  relatively  inaccessible  areas,  such  as 
the  mesial  and  undersurface  of  the  temporal 
lobe,  by  placing  them  either  extracranially,  as 
with  sphenoidal  needle  electrodes,  or  intracran- 
ially,  with  depth  electrodes. 

In  some  cases,  more  than  one  focus  of  ab- 
normal discharge  may  be  evident  in  the  elec- 
troencephalogram. If  these  are  widely  separated 
and  on  both  sides  of  the  brain,  the  possibility 
of  a good  surgical  result  is  reduced. 

If  there  are  bilateral  focal  discharges  in  the 
electroencephalogram  and  one  side  appears  to 
be  a mirror  focus,  as  is  frequently  found  with 
temporal  lobe  epilepsy,  good  results  with  sur- 
gical excision  can  be  obtained  if  the  side  of  the 
primary  lesion  can  be  clearly  determined  by 
electroencephalographic  studies. 

When  there  is  evidence  in  the  electroenceph- 
alogram of  widespread  abnormality  in  addi- 
tion to  a single  primary  focus,  the  possibility 
of  a good  result  is  reduced.  In  such  cases,  the 
removal  of  a focus  may  be  followed  by  the  de- 
velopment of  another  in  an  entirely  different 
area.  In  some  instances,  multiple  or  massive 
resections  are  necessary,  or  possibly  hemi- 
spherectomy  (six  cases). 

The  development  of  successive  foci  relates 
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CLINICAL 

LABORATORY 

MEDICAL  TREATMENT 

1.  Focal  seizure 

1.  EEG-Correlated  with  seizure 

Should  have  been  adequate 

2.  Local  lesion 

2.  Special  electrodes:  sphenoidal,  depth 

A.  Trauma-scar 

B.  Cicatrix-abscess,  tumor,  etc 

3.  Multiple  foci  (?) 

3.  Lesion  removable  without  disability 

4.  Focus  removable  without  disability 

Table  2.  Criteria  for  selection  of  patient  for  operation. 


to  the  next  point  to  be  considered — the  nature 
of  the  underlying  pathology.  If  there  is  a clinical 
history  of  diffuse  cerebral  disease,  such  as  bac- 
terial meningoencephalitis,  the  possibility  of  a 
good  surgical  result  is  reduced  because  of  the 
likelihood  that  the  epileptogenic  threshold  of 
the  brain  may  be  lower  over  widespread  areas 
of  the  cortex  of  one  or  both  sides.  This  is  true 
even  if  the  current  clinical  seizures  and  the 
electroencephalographic  findings  are  constant 
in  their  localizing  features. 

Contrast  studies  of  the  brain  are  also  an  es- 
sential element  of  the  work-up  of  the  candidate 
for  operation.  Unsuspected  tumors  may  be 
found,  particularly  in  the  temporal  lobe,  even 
though  a long  history  of  seizures  and  lack  of 
neurological  findings  may  point  away  from  such 
a possibility.  Such  studies  may  also  reveal  evi- 
dence of  multiple  lesions,  as  in  parasitic  in- 
volvement, or  the  presence  of  an  arteriovenous 
malformation  or  other  dysplastic  lesion. 

The  precise  localization  of  the  epileptogenic 
source,  using  surface  and,  where  necessary, 
depth  recording,  is  necessary  to  plan  the  surgi- 
cal approach  and  to  predict  the  possibilities  of 
a postoperative  deficit  or  dysfunction.  Thus,  a 
localization  near  the  speech  area  of  the  domi- 
nant hemisphere  may  contraindicate  operation 
or  at  least  warn  of  the  need  for  caution  in  mak- 
ing the  decision  to  operate. 

In  patients  with  focal  epilepsy  dating  from 
early  childhood,  there  may  be  doubt  as  to  which 
is  the  speech-dominant  hemisphere.  The  use 
of  carotid  Amytal  during  electroencephalograph- 
ic recording  is  indicated  for  these  patients. 

Summary:  A brief  resume  of  the  history  of  the 
development  of  surgery  for  epilepsy,  the  mech- 
anism, surgical  experience,  and  criteria  for  se- 
lecting patients  for  surgery  are  presented. 

In  34  patients,  electrocorticography  was  used 
to  locate  epileptogenic  areas  and  to  check  the 
results  of  removal.  Results  were  satisfactory  in 


85.3%  of  the  cases.  Surgery  is  justified  only 
when  severe  disability  persists  after  maximum 
medical  treatment.  The  type  of  seizure  together 
with  electroencephalography,  supplemented  by 
special  electrodes  in  some  cases,  should  indi- 
cate focal  origin  with  minimum  evidence  of  sec- 
ondary foci.  In  addition,  evidence  is  needed  as 
to  pathology,  and  contrast  studies  are  indicated 
in  most  cases. 

The  location  and  size  of  the  epileptogenic 
focus  should  be  such  that  its  removal  will  re- 
sult in  no  disability  or,  at  worst,  an  acceptable 
deficit  in  return  for  a good  chance  of  restoration 
to  a useful  life. 
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A few  gaps  in  his  memory.. .a  spell  of  unexplained 
weakness... a moment  of  confusion  now  and  then:  The  early 
warnings  of  cerebrovascular  disease  are  often  subtle,  easy  for 
the  patient  to  dismiss. 

But  they  are  by  no  means  uncommon. 

You  are  most  likely  to  detect  them,  of  course,  in  the 
diabetic,  the  hypertensive,  the  cardiac  patient. ..surprisingly 
often  during  the  most  productive  years  of  their  lives,  the  forties 
and  fifties. 

But  it  may  take  careful  questioning,  sometimes  of 
the  family  as  well  as  the  patient,  to  detect  the  warnings.  You 
can’t  always  trust  the  patient  to  speak  of  them  spontaneously. 

It  pays  to  be  suspicious.  Early  diagnosis  of  transient 
ischemia  means  more  viable  vascular  muscle  capable  of  re- 
sponding to  the  direct  spasmolytic  and  dilating  action  of 
Cyclospasmol...a  better  chance  to  protect  and  maintain  ade- 
quate cerebral  circulation. 

Cyclospasmol  is  particularly  suited  for  long-term 
therapy:  It  has  a smooth,  gradual  onset  of  action. ..chances 
for  the  desired  result  increase  with  continued  use. ..it  is  nota- 
bly free  of  adrenergic,  cardiostimulant  and  other  unwanted 
effects. 


(Did  he  mention 
it  when  you 
checked  his  glucose 
tolerance?) 


Before  transient  cerebral  ischemia  gives  way  to  last- 
ing damage 


Cyclospasmol  (cyclandelate) 


For  long-term  enhancement  of  cerebral 

blood  flow  See  facing  page  for  Brief  Summary 


Cyclospasmol 

(cyclandelate) 


ACTIONS:  Cyclospasmol  (cyclandelate)  is  an  orally  effective 
peripheral  spasmolytic  and  vasodilator  that  acts  directly  on  the 
vascular  smooth  musculature  to  produce  a gradual  and  progres- 
sive relaxation  that  enhances  the  peripheral  and  cerebral  blood 
flow.  INDICATIONS:  For  adjunctive  therapy  in  occlusive  and 
vasospastic  diseases  of  the  vascular  system  associated  with  an 
impaired  circulation,  such  as:  intermittent  claudication;  arterio- 
sclerosis obliterans;  thrombophlebitis  (to  control  associated 
vasospasm  and  muscular  ischemia);  nocturnal  leg  cramps; 
local  frostbite;  Raynaud's  phenomenon;  as  an  aid  to  encour- 
age healing  of  diabetic  and  trophic  ulcers  of  the  legs;  and  for 
selected  cases  of  ischemic  cerebral  vascular  disease.  A faster 
response  may  be  expected  in  conditions  in  which  vasospasm 
is  predominant  in  the  pathological  process.  The  drug  is  not 
intended  to  substitute  for  an  adequate  medical  or  surgical 
program  in  the  treatment  of  peripheral  or  cerebral  vascular 
disease.  It  is  imperative  that  the  patient  continue  to  follow 
established  therapy,  e.g.,  foot  care,  discontinuance  of  smok- 
ing, etc.,  while  taking  Cyclospasmol.  Since  cerebrovascular 
disease  is  diagnosed  most  frequently  only  after  destruction  of 
nerve  tissue,  it  cannot  be  expected  that  signs  and  symptoms 
arising  from  an  interruption  of  neuronal  function  can  be  com- 
pletely reversed  by  correcting  the  exciting  cause.  Neverthe- 
less, restoration  of  blood  flow  towards  more  normal  levels  with 
cyclandelate  may  often  produce  marked  relief  from  such  signs 
and  symptoms  as  head  noises,  ringing  in  the  ears,  a feeling 
of  weakness,  unsteady  gait,  mental  confusion,  temporary  fluc- 
tuations in  hearing  acuity,  poor  memory  and  slurred  speech. 
More  important,  the  drug  may  provide  prophylaxis  against 
further  circulatory  embarrassment,  particularly  if  the  dimin- 
ished circulation  is  associated  with  spasm  of  the  vascular  wall. 
CONTRAINDICATIONS:  Cyclospasmol  is  contraindicated  in 
cases  of  known  hypersensitivity  to  the  drug.  WARNINGS:  1. 
Cyclandelate  should  be  used  with  extreme  caution  in  patients 
with  severe  obliterative  coronary  artery  or  cerebral  vascular 
disease,  since  there  is  a possibility  that  these  diseased  areas 
may  be  compromised  by  vasodilatory  effects  of  the  drug  else- 
where. 2.  USE  IN  PREGNANCY:  The  safety  of  cyclandelate  for 
use  during  pregnancy  or  lactation  has  not  been  established; 
therefore,  it  should  not  be  used  in  pregnant  women  or  in 
women  of  childbearing  age  unless,  in  the  judgment  of  the 
physician,  its  use  is  deemed  absolutely  essential  to  the  wel- 
fare of  the  patient.  3.  Although  no  prolongation  of  bleeding 
time  has  been  demonstrated  in  humans  in  therapeutic  dos- 
ages, It  has  been  demonstrated  in  animals  at  very  large  doses. 
Therefore,  the  hazard  of  a prolonged  bleeding  time  should  be 
carefully  considered  when  adminisfering  cyclandelate  to  a 
patient  with  active  bleeding  or  a bleeding  tendency.  PRECAU- 
TIONS: Si  nee  Cyclospasmol  is  a vasodilator,  it  should  be  used 
with  caution  in  patients  having  glaucoma.  Consult  direction 
circular  before  prescribing.  ADVERSE  REACTIONS:  Gastro- 
intestinal distress  (pyrosis,  pain  and  eructation)  may  occur 
with  Cyclospasmol.  These  symptoms  occur  infrequently  and 
are  usually  mild.  Relief  can  often  be  obtained  by  taking  the 
medication  with  meals  or  by  the  concomitant  use  of  antacids. 
Mild  flush,  headache,  feeling  of  weakness  or  tachycardia  may 
occur,  especially  during  the  first  weeks  of  administration. 
SUPPLIED:  200  mg.  blue  capsules  in  bottles  of  100  and  500; 
100  mg.  orange  tablets  in  bottles  of  100  and  500. 

May  we  send  you  reprints,  detailed  literature  or  professional 
samples? 

IVES  LABORATORIES  INC. 

685  Third  Avenue,  New  York,  N.Y.  10017 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144  s- 
1 44  tablets  in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE”^  Applicator 
a routine  part  of  your  physical  examinations? 

TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 

<(||SS>  LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.Y. 
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Evaluation  of 
Topical  Methysergide 
On  Experimental 
Cerebral  Vasospasm 

ELLEN  MONCY,  BS 


ONE  OF  THE  MAJOR  problems  confronting  the 
neurosurgeon  in  the  management  of  intracran- 
ial aneurysms  concerns  cerebral  vasospasm.^ 
This  often  complicates  the  posthemorrhagic 
state  as  well  as  the  postoperative  surgical  man- 
agement. The  phenomenon  of  vasospasm  is 
usually,  though  not  always,  associated  with 
blood  in  the  subarachnoid  space. 

The  factors  causing  cerebral  vasospasm  re- 
main largely  unidentified.  The  most  popular 
theories  today  include  stimuli  of  a mechanical 
nature  from  the  rupture  itself  or  by  liberation 
of  some  chemical  arising  from  a blood  fraction, 
or  both.i 

For  a variety  of  reasons,  serotonin  may  be 
the  chemical  implicated.  For  instance,  platelets 
contain  a high  concentration  of  serotonin.  It  is 
released  during  the  normal  clotting  process^ 
and  has  been  shown  to  cause  vasoconstriction.^ 
Some  investigators  doubt  the  normal  existence 
of  constrictor  agents  in  the  blood  other  than 
serotonin.'*  However,  this  is  not  a universally 
held  view.** 

Serotonin  produced  cerebral  vasospasm  when 
applied  topically  in  the  cat  or  intra-arterially  in 
the  monkey.® 

Raynor  and  McMurtry®  attempted  to  reverse 
serotonin-induced  vasospasm  in  the  middle 
cerebral  artery  of  cats.  They  used  several  com- 
pounds, but  neither  intravenous  nor  topical  ap- 


plications were  successful.  They  proposed  that 
an  effective  drug  against  serotonin-induced 
spasm  would  cause  reversal  of  the  spasm  within 
five  minutes. 

This  is  experimental  evidence  that  methy- 
sergide might  antagonize  the  effects  of  sero- 
tonin on  blood  vessels.  Daily  and  Moulder* 
demonstrated  that  methysergide  antagonized 
the  vasoconstrictor  activity  of  serum  on  pul- 
monary vessels.  Karlsberg®  showed  that  methy- 
sergide both  prevented  and  reversed  the  in- 
crease in  carotid  perfusion  pressure  induced  by 
intra-arterial  serotonin. 

The  hypothesis  tested  in  the  present  study 
is  that  serotonin-induced  cerebral  vasospasm 
could  be  prevented  and  possibly  reversed  by 
methysergide.  In  these  studies,  vasospasm  was 
produced  in  the  basilar  artery  of  the  dog  by  a 
combination  of  mechanical  stimulation  and  top- 
ically applied  serotonin.  The  effects  of  methy- 
sergide upon  this  spasm  were  observed. 

Methods  and  Materials:  The  basilar  artery  was 
exposed  transclivally  in  a series  of  dogs.  Intra- 
venous pentobarbital  anesthesia,  endotracheal 
intubation,  and  spontaneous  unassisted  respi- 
ration were  employed.  The  ventral  brain  stem, 
the  basilar  artery,  and  its  branches  were  ob- 
served continuously  through  the  operating  mi- 
croscope. The  changing  diameter  of  the  basilar 
artery  was  measured  by  a micrometer  in  the 
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In  three  groups  of  dogs,  vasospasm  was  produced  by  mechanical 
stimulation  and  application  of  serotonin  solution.  Methysergide  was 
applied  before  induction  of  vasospasm  in  one  group,  and  after  induction 
of  vasospasm  in  another  group.  No  methysergide  was  used  in 
the  control  group.  In  each  group,  the  time  required  for  the  artery  to 
return  to  its  baseline  diameter  was  recorded.  Methysergide  appears 
to  be  effective  in  reversing,  and  decreasing  the  severity  of, 
serotonin-induced  cerebral  vasospasm. 


microscope.  The  exposed  basilar  artery  was 
photographed  during  the  experiments,  and  the 
photographic  appearance  was  correlated  with 
the  micrometer  measurements.  Fig  1 illustrates 
the  appearance  of  the  normal  basilar  artery  ex- 
posed by  this  technique.  For  ease  of  compari- 
son, all  later  illustrations  are  from  the  same 
experiment. 

In  preliminary  studies,  we  found  that  either 
mechanical  or  chemical  stimuli  would  induce 
cerebral  vasospasm,  but  that  maximum  spasm 
was  produced  by  the  combination.  Once  the 
artery  had  been  in  spasm,  a second  attempt  to 
produce  spasm  in  the  same  vessel  resulted  in 
spasm  of  less  intensity  and  duration.  This  made 
it  impossible  to  use  each  dog  as  its  own  control. 

In  all  groups,  the  serotonin  solution  used  was 
serotonin  creatinine  sulfate.  The  solution  was 
prepared  in  0.01  normal  hydrochloric  acid, 
stored  at  15°  C,  and  buffered  to  pH  7.4  im- 
mediately prior  to  use.  The  serotonin  solution 
was  allowed  to  bathe  the  entire  field  for  ten 
minutes. 

We  used  three  experimental  groups  of  five 
dogs  each.  In  group  A,  spasm  was  produced  by 
gently  stroking  the  basilar  artery  along  its  long 
axis  with  a spatula  for  one  minute.  This  was 
followed  by  topical  application  of  1:10,000  solu- 
tion of  serotonin;  about  1.5  cc  was  needed.  The 
field  was  then  irrigated  with  Ringer’s  solution, 
suctioned  dry,  and  the  vessel  was  observed 


(Fig  2).  The  time  required  for  the  basilar  artery 
to  return  to  its  baseline  diameter  was  recorded 
to  the  nearest  minute  (Fig  3). 

In  group  B,  spasm  was  produced  as  in  group 
A.  Methysergide  in  a concentration  of  1 mg/cc 
was  then  added  to  the  field.  The  time  required 
for  the  artery  to  return  to  its  original  diameter 
in  this  group  was  recorded  to  the  nearest  sec- 
ond. 

In  group  C,  the  exposed  artery  was  first 
bathed  with  1 cc  of  methysergide,  1 mg/cc,  for 
five  minutes.  The  field  was  irrigated  with  Ring- 
er’s solution  and  suctioned  dry.  Then  spasm 
was  produced  as  in  group  A.  The  amount  of 
spasm  was  noted  by  measurement  through  the 
microscope.  After  removal  of  the  serotonin,  the 
time  required  for  the  vessel  to  return  to  base- 
line size  was  recorded. 

Results:  The  results  are  summarized  in  Table  1. 
In  group  A,  each  experiment  produced  spasm 
of  the  basilar  artery  with  reduction  of  the 
arterial  diameter  by  at  least  50%.  This  spasm 
spontaneously  reversed  itself,  in  an  average 
time  of  17  ± 4.5  minutes.  In  one  artery  a post- 
spasm dilation  measuring  21%  over  the  base- 
line size  developed  five  minutes  after  the  spasm 
relented. 

The  arterial  spasm  in  group  B reduced  the 
baseline  diameter  to  50%  or  less  in  every  ani- 
mal except  one,  in  which  it  was  only  25%.  As 
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Fig  1.  Baseline. 


Fig  2.  Maximal  spasm  produced  with  both 
mechanical  stimulation  and  serotonin. 


Fig  3.  Diameter  of  artery  after  it  had  been  bathed  in 
Ringer’s  lactate  for  45  min.  This  shows 
extent  of  spontaneous  reversal. 


shown  in  the  table,  methysergide  quickly  re- 
versed the  spasm,  averaging  69  ± 39  seconds. 
Also  noted  was  a definite  post-spasm  dilation 
in  all  animals,  averaging  18  ± 5.2%  five  min- 
utes after  the  vessels  had  returned  to  their 
baseline  sizes. 

The  degree  of  spasm  in  group  C averaged 
32  it  15%.  In  all  but  one  animal  the  time  re- 
quired for  reversal  approximated  the  controls, 
that  is,  the  group  A dogs.  In  one  animal,  the 
spasm  reversed  itself  three  minutes  after  the 
application  of  serotonin  was  begun. 

The  spasm  in  group  C,  the  group  pretreated 
with  methysergide,  was  less  than  that  in  group 
A.  The  spasm  in  group  B was  not  significantly 
different  from  that  seen  in  group  A.  Less  time 
was  required  for  reversal  of  the  arterial  spasm 
in  group  B.  Group  C,  the  pretreated  group,  had 
a reversal  time  not  significantly  different  from 
group  A.  Methysergide  appears  to  be  capable 
of  rapidly  reversing  arterial  spasm  produced  by 
mechanical  stimulation  and  serotonin.  More- 
over, the  spasm  is  less  severe  when  the  artery 
is  pretreated  with  methysergide. 


Statistical  examination  of  the  data  shows  that 
the  spasm  in  group  C was  less  than  that  in 
group  A (p  < 0.05).  The  spasm  in  group  B was 
not  statistically  different  from  that  seen  in 
group  A (p  > 0.1).  The  reversal  time  of  group 
B was  statistically  less  than  in  group  A (p  < 
0.01),  but  that  of  group  C was  not  (p  > 0.1). 
Methysergide  then  seems  capable  of  reversing 
arterial  spasm  produced  by  mechanical  stimu- 
lation and  serotonin.  The  severity  of  the  spasm 
is  less  when  the  artery  is  pretreated  with  methy- 
sergide. 


76 


TEXAS  MEDICINE 


Both  mechanical  and  chemical  stimuli  were 
used  to  produce  vasospasm,  as  they  incorporate 
both  major  factors  currently  believed  to  be  im- 
portant causes  of  cerebral  vasospasm  in  man. 
When  methysergide  was  applied  to  the  basifar 
artery  prior  to  topically  administered  serotonin 
it  lessened  the  severity,  but  not  the  duration,  of 
the  spasm.  However,  it  dramatically  reversed 
serotonin-induced  spasm.  In  every  animal,  dis- 
tinct post-spasm  dilatation  of  the  artery  was 
noted  following  treatment  with  methysergide. 
This  dilatation  persisted  for  an  hour,  which  was 
as  long  as  observations  were  made.  Further- 
more, the  reversal  of  arterial  spasm  by  methy- 
sergide occurred  within  two  minutes  or  less  in 
every  experiment.  This  is  well  within  the  time 
limit  proposed  by  Raynor  and  McMurtry.® 

The  direct  relationship  between  serotonin 
and  cerebral  vasospasm  in  the  human  following 
intracranial  arterial  aneurysm  rupture  is  unre- 
solved; however,  there  is  indirect  evidence  of 
such  a relationship.  Other  chemical  agents  lib- 
erated from  blood  may  be  responsible. Fur- 
ther study  of  this  problem  in  man  requires  a 
drug  capable  of  readily  reversing  serotonin-in- 
duced cerebral  vasospasm.  These  observations 
indicate  that  methysergide  is  such  a drug. 
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Histoplasmosis  can  mimic  such  unrelated  diseases  as 
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examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi. 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  I PPFR  RESPIRATORY  ALLERGIES  AND  INFECTIONS 

Dimetapp  Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg. 

UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications;  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryne.ss 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A H,  ROBINS  COMPANY 
RICHMOND,  VA.  23220 
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For  the  patient  who  has  been 
through  an  aocident,  the  worry 
and  anxiety  following  the 
mishap  may  actually  heighten 
the  perception  of  pain.  This  is 
why  there’s  a classic  V4  grain 
sedative  dose  of  phenobarbital 
in  Phenaphen  with  Codeine— 
to  take  the  nervous“edge”  off, 
so  the  rest  of  the  formula  can 
control  the  pain  more  effectively. 


A H.  Robins  Company, 
Richmond, Va.  23220 


Phenaphen  with  Codeine 

Phenaphen  with  Codeine  Nos. 2,  3,  or  4 contains:  Phenobarbital  (Va  gr.),16.2 
mg.  (warning:  may  be  habit  forming);  Aspirin  (2y2  gr.),  162.0  mg.;  Phenacetin 
(3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  Va 
gr.  (No.  2),  V2  gr.  (No.  3),  or  1 gr,  (No.  4)  (warning:  may  be  habit  forming). 


The  compound  analgesic  that  calms  instead  of  caffeinates 


Indications:  Phenaphen  with  Codeine  provides  relief  in  severer  grades  of 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindica- 
tions: Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  all 
phenacetin-containing  products  excessive  or  prolonged  use  should  be 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  con- 
stipation and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 
1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature. 


One  of  these  disposables  comes  prefilled. 

Its  unit  dose  - in  nonreactive  glass 
cartridge  - is  premeasured. 

The  cartridge  is  clearly  labeled: 
drug  name,  strength,  control  number. 

Even  expiration  date  where  appropriate. 

You're  more  confident  that  the  patient  gets. . . 


. . . just  what  the  doctor  ordered 
with  theTubex  Closed  Injection  System. 


Injections  with  the  Tubex  system  are  as 
easy  as  1,  2,  3, 

1.  Select— from  an  extensive  variety  of  prefilled  Tubex 
sterile  cartridge-needle  units.*  No  multi-dose  vials  to 
bother  with;  no  unlabeled  syringes  to  cause  confusion. 

2.  Inject— with  a minimum  of  pain.  Thanks  to  the 
single-use,  stainless-steel  needle  that’s  both  ultra- 
sharpened  and  siliconized.  Aspirate  simply  and 
conveniently. 

3.  Throw  away— empty  cartridge-needle  unit.  Never 
used  again,  it  can’t  transmit  infection.  And  there’s 
no  clean-up  job. 

*For  injectables  not  yet  in  the  ever-expanding  prefilled  Tubex 
line,  empty  sterile  cartridge-needle  units  are  available. 

TUBEX® 

Closed  Injection  System 
Hypodermic  Syringe 
Sterile  Cartridge-Needle  Unit 


Wyeth  Laboratories  Philadelphia,  Pa. 
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IT’S  A MATTER 
OF  LIFE  AND  BREATH. 

CHRISTMAS  SEALS  FIGHT 

EMPHYSEMA,  TUBERCULOSIS,  AIR  POLLUTION. 


Space  contributed  by  the  publisher  as  a public  service. 


CLINICOPATHOLOGIC 

CONFERENCE 


The  patient  was  a 45-year-old  man  who 
appeared  to  be  a possible  “hit  and  run” 
victim  on  admission,  but  began  to  show 
some  puzzling  neurologic  findings  on 
workup. 

CASE  PRESENTATION:  Dr.  Wise:  The  patient 
was  a 45-year-old  white  man  admitted  from  the 
emergency  room  where  he  was  brought  for  eval- 
uation of  a head  injury.  He  died  13  days  later. 

Early  the  morning  of  admission,  police  found 
the  patient  wandering  aimlessly  along  a high- 
way and  brought  him  to  the  emergency  room; 
he  was  babbling  and  incoherent.  His  tempera- 
ture was  102  F,  pulse  rate  88/minute,  and 
blood  pressure  144/80  mm  Hg.  There  was  a 
small  laceration  over  the  right  temporoparietal 
area.  He  was  awake  and  responsive  to  com- 
mands, but  had  expressive  aphasia.  Pupils  were 
equal  and  reactive.  Fundi  were  normal.  Cranial 
nerves  were  intact.  Motor  and  sensory  function 
was  intact.  Roentgenograms  of  the  skull  were 
said  to  be  normal.  Cerebrospinal  fluid  (CSF) 
pressure  was  200  mm  of  water.  The  CSF  con- 
tained 10  red  blood  cells  (RBC),  230  white 
blood  cells  (WBC)  with  90%  lymphocytes,  and 
91  mg/100  ml  glucose. 

The  patient  was  taken  to  the  ward  where 
restlessness,  as  well  as  bruises  over  his  body, 
were  noted.  Thorazine  was  given.  Later  in  the 
evening  he  was  found  to  have  mild  hemiparesis 
on  the  right  side.  Under  general  anesthesia,  a 
left  carotid  arteriogram  was  performed  but  it 
showed  no  mass  lesion.  The  patient  became 
obtunded,  and  his  right  pupil  was  transiently 
larger  than  the  left  and  reacted  sluggishly  to 
light.  He  subsequently  became  comatose,  and 
remained  so  for  the  duration  of  his  hospitali- 
zation. 


Early  on  the  second  day,  he  began  having 
respiratory  distress  with  excess  pulmonary  se- 
cretions. A roentgenogram  of  the  chest  showed 
bilateral  interstitial  infiltrate.  A transtracheal 
catheter  was  inserted  and  lincomycin  was  given. 
Shortly  thereafter,  Lasix,  digitalis,  and  atropine 
were  given  and  the  amount  of  secretions  de- 
creased. Peripheral  venous  pressure  was  11  cm 
of  water. 

On  the  third  day,  he  began  to  have  focal  sei- 
zures which  involved  the  right  side  of  the  face, 
with  deviation  of  eyes  to  the  left  and  intermit- 
tent involvement  of  the  right  arm  and  leg.  Dilan- 
tin, phenobarbital,  and  Valium  controlled  these 
seizures  poorly.  An  electroencephalogram  on 
the  fifth  day  showed  continuous  focus  of  peri- 
odic, biphasic,  slow  complexes  in  the  left  frontal 
region.  Also,  there  was  an  independent  focus  of 
slow  activity  in  the  left  occipital  region.  A brain 
scan  was  normal.  Ventriculography  demonstrat- 
ed normal-sized  ventricles  without  a shift.  Re- 
peat CSF  examination  on  the  fifth  day  showed 
109  WBCs  with  94%  lymphocytes.  On  the 
eighth  day,  chest  roentgenograms  showed  an 
infiltrate  in  the  right  lower  lobe  of  the  lung.  The 
patient  continued  to  have  a low-grade  fever. 
Mercurial  diuretics  produced  diuresis  (6,000 
cc  urine). 

On  the  tenth  day,  a repeat  left  carotid  arte- 
riogram showed  a large  temporoparietal  lesion 
on  the  left,  with  a 1 cm  shift.  The  procedure 
was  complicated  by  apnea  and  cyanosis  which 
responded  to  continuous  intermittent  positive 
pressure  breathing.  Later  that  day,  a left  fronto- 
temporal craniotomy  was  performed.  No  focal 
lesions  were  found,  but  there  was  diffuse  edema 
with  necrosis  of  the  entire  left  hemisphere.  Left 
frontal  lobectomy  was  performed. 

The  most  striking  electrolyte  abnormality 
which  was  noted  in  this  patient  was  his  serum 
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sodium.  This  gradually  declined  to  129  mEq/ 
liter  shortly  after  admission  and  then  rose 
rather  rapidly  to  154  mEq/liter  just  before 
the  patient’s  death. 

After  surgery  the  patient  remained  comatose 
and  in  critical  condition,  and  died  36  hours 
later. 

Radiological  Findings:  Dr.  Kilgore:  A left  com- 
mon carotid  arteriogram  done  on  the  first  hos- 
pital day  revealed  slight  but  definite  shift  of  the 
midline  structures  from  left  to  right.  There  was 
no  evidence  of  a localized  space-occupying  le- 
sion, although  the  series  was  not  complete. 

A repeat  arteriogram  on  the  tenth  day  re- 
vealed a pronounced  left-to-right  shift  of  mid- 
line structures  with  the  inter-hemispheric  por- 
tion of  the  anterior  cerebral  artery  group  being 
displaced  2 cm,  and  the  internal  cerebral  vein 
1.5  cm.  There  was  evidence  of  hippocampal 
herniation  through  the  tentorial  hiatus,  judging 
from  the  depression  of  the  posterior  cerebral 
artery  and  the  basal  vein  of  Rosenthal.  The  car- 
otid artery  bifurcation  was  depressed  and  there 
was  elevation  and  forward  displacement  of  the 
angiographic  sylvian  triangle.  The  angiographic 
sylvian  point  was  displaced  medially.  There  was 
a general  prolongation  of  arteriovenous  circu- 
lation time,  but  no  evidence  of  local  accelera- 
tion or  delay  in  circulation  time.  There  was  no 
evidence  of  tumor  vessels.  These  arteriograms 
indicate  (1)  enlargement  of  the  left  cerebral 
hemisphere,  particularly  the  temporal  lobe,  with 
subfalcial  and  transtentorial  herniation;  and  (2) 
that  the  left  hemisphere  swelled  during  the  time 
between  the  two  examinations. 

Repeat  anterior-posterior  chest  x-ray  films 
showed  no  evidence  of  cardiomegaly  or  abnor- 
mality of  the  mediastinum.  There  were  initially 
minimal  pulmonary  infiltrates;  subsequently. 


Bassett  B.  Kilgore,  MD 
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massive  bilateral  pulmonary  infiltration  ap- 
peared, suggesting  pulmonary  edema.  Then, 
the  pulmonary  edema  cleared;  however,  there 
was  evidence  of  bilateral  pleural  reaction  and 
consolidation  on  the  right  lower  lung  field. 

Clinical  Discussion:  Dr.  North:  Given  the  proto- 
col, one  has  to  have  at  least  a high  degree  of 
suspicion  for  a specific  diagnosis.  Indeed,  given 
the  results  of  surgery,  alternatives  to  this  diag- 
nosis are  difficult  to  argue.  In  approaching  the 
case  as  it  was  seen  from  the  beginning  by  the 
ward  physicians,  one  must  consider  many  pos- 
sibilities, as  unfortunately  there  is  little  past  or 
immediate  history.  Since  the  man  was  found 
“wandering  aimlessly’’  on  a highway  with  a 
small  laceration  on  the  right  side  of  his  head, 
an  initial  impression  of  head  injury  would  be 
entertained. 

Neurological  examination  in  the  emergency 
room  was  said  to  reveal  aphasia.  In  approxi- 
mately 95%  of  cases,  aphasia  would  suggest  a 
lesion  in  the  left  hemisphere.  The  man  also  had 
a laceration  on  the  right  side  of  his  head,  which 
presents  the  possibility  of  contracoup  head  in- 
jury. However,  the  initial  finding  of  elevated 
temperature  is  disconcerting,  and  the  findings 
in  the  CSF  of  230  WBCs,  90%  of  which  were 
lymphocytes,  10  RBCs,  and  a CSF  sugar  level 
of  91  mg/100  ml  would  shift  my  concern  to  the 
possibility  of  an  inflammatory  process.  Since 
the  WBCs  of  the  spinal  fluid  were  predominant- 
ly lymphocytes  and  the  CSF  sugar  level  was  pre- 
sumably normal,  I would  consider  the  possibili- 
ties of  either  a viral  inflammatory  process  or  a 
brain  abscess  which  was  superficial  in  the  hem- 
isphere and  irritating  the  meninges,  but  not 
leaking  into  the  spinal  fluid  pathways  to  pro- 
duce purulent  meningitis.  Soon  after  admission 
the  patient  was  noted  to  have  mild  hemiparesis 
on  the  right  side,  and  a left  carotid  arteriogram 
revealed  no  mass  lesion. 
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The  patient  apparently  became  comatose 
soon  after  arteriography  was  performed,  and 
the  question  is  whether  the  coma  resulted  from 
diffuse  involvement  of  hemispheres;  a more 
focal  involvement  of  brain  stem,  due  either  to 
the  disease  process  directly  or  to  pressure  sec- 
ondary to  the  disease  process;  or  possibly  sub- 
clinical  seizures.  If  the  patient’s  coma  was 
caused  by  a hemisphere  lesion  (as  his  initial 
presentation  with  aphasia  would  suggest),  then 
the  disease  process  should  be  a diffuse  one  af- 
fecting the  cortex;  or,  the  initial  lesion  produced 
a significant  pressure  upon  the  brain  stem  to 
result  in  its  dysfunction.  Subclinical  seizures 
are  not  a common  cause  of  altered  conscious- 
ness or  coma,  but  we  occasionally  see  comatose 
patients  whose  EEGs  show  a continuously  dis- 
charging focus,  and  whose  level  of  conscious- 
ness will  improve  with  anticonvulsant  medica- 
tion. 

The  possibility  that  the  patient  had  an  ab- 
scess which  ruptured  following  the  initial  lum- 
bar puncture  also  must  be  considered,  as  this 
is  not  uncommon  when  there  is  a change  in 
CSF  dynamics.  In  this  event,  the  abscess  rup- 
tures into  CSF  pathways,  usually  with  catas- 
trophic results.  However,  subsequent  CSF  ex- 
amination continued  to  show  a normal  sugar 
level  and  predominant  lymphocytes,  which 
would  be  against  this. 

After  becoming  comatose  the  patient  had  fo- 
cal seizures,  which  tend  to  reconfirm  the  focal 
preponderance  of  this  disorder  in  the  left  hemis- 
phere and  perhaps  add  some  weight  to  the  pos- 
sibility that  the  patient’s  decreased  level  of  con- 
sciousness was,  at  least  in  part,  secondary  to 
subclinical  seizures.  The  fact  that  the  eyes 
turned  toward  the  irritative  lesion  rather  than 
away  from  it,  as  we  are  all  taught,  is  not  neces- 
sarily disturbing;  it  has  been  shown  by  brain 
stimulation  in  human  beings  that  in  as  many 


as  30%  of  patients,  the  eye  will  turn  toward  the 
stimulated  area  rather  than  away  from  it. 

Not  surprisingly,  an  EEC  showed  a contin- 
uous focus  of  periodic,  biphasic,  slow  activity 
in  the  left  frontal  region.  This  is  further  evi- 
dence of  focal  difficulties  in  the  left  anterior 
hemisphere.  An  unexpected  focus  in  the  left 
occipital  region  could  reflect  the  same  disease 
process  or  might  in  fact  reflect  tentorial  herni- 
ation. If  the  patient  is  undergoing  increased  in- 
tracranial pressure  with  the  uncus  being  forced 
through  the  tentorium,  the  posterior  cerebral 
artery  often  is  compressed;  infarction  in  the  oc- 
cipital region  could  result  and  would  be  re- 
flected as  a second  focus  in  the  EEG. 

Although  evidence  was  beginning  to  weigh 
against  a brain  abscess  it  was  still  a good  pos- 
sibility, and  the  next  procedure  was  a ventricu- 
logram which  was  said  to  be  normal.  Lumbar 
puncture  was  also  performed  at  this  time;  that 
the  findings  were  essentially  unchanged  is  evi- 
dence against  a ruptured  abscess  and  also  re- 
duces the  likelihood  of  cerebritis. 

By  the  fifth  day  we  were  faced  with  a man 
who  was  comatose  with  a rather  rapid  downhill 
course.  His  CSF  findings  suggested  an  inflam- 
matory process.  The  arteriograms  and  ventricu- 
lograms showed  no  evidence  of  a mass.  Yet  his 
neurological  picture  was  one  of  focal  involve- 
ment in  the  left  anterior  hemisphere  as  con- 
firmed by  EEG.  Although  one  must  still  con- 
sider the  possibility  of  a brain  abscess  so  lo- 
cated that  it  is  difficult  to  demonstrate  by  ar- 
teriography and  ventriculography,  one  must 
consider  encephalitis  as  a strong  possibility. 
The  entire  clinical  picture  could  be  produced  by 
most  of  the  encephalitides  that  one  sees  in  this 
geographic  area.  The  possibility  of  herpes  sim- 
plex encephalitis  should  be  considered  because 
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of  the  strong  focal  component  in  the  anterior 
hemisphere. 

When  the  repeat  left  arteriogram  showed  evi- 
dence of  a mass,  surgery  was  performed  to  rule 
out  a brain  abscess  and  also  to  decompress  the 
brain  in  the  event  that  the  patient  had  herpes 
simplex  encephalitis. 

Certain  medications  such  as  5-iodo-2-deoxy- 
uridine  are  available  for  the  treatment  of  herpes 
simplex  encephalitis,  and  Dr.  Luby  will  discuss 
this  as  well  as  the  procedures  that  are  available 
to  facilitate  early  diagnosis. 

One  cannot  overstress  the  importance  of  con- 
sidering herpes  simplex  virus  as  a cause  of 
encephalitis.  Although  much  of  the  literature 
continues  to  indicate  that  herpes  simplex  en- 
cephalitis is  rare,  as  we  improve  our  diagnostic 
tools  we  find  that  it  is  not  nearly  as  uncommon 
as  was  first  thought.  Furthermore,  the  earlier 
reports  are  confusing  with  regard  to  mortality 
of  this  disorder  and  its  incidence  in  various  age 
groups.  The  mortality  is  commonly  given  as 
anywhere  from  50  to  90%.  Again,  as  our  ability 
to  diagnose  the  disorder  improves  the  number 
of  survivors  is  increasing,  and  the  more  recent 
literature  suggests  that  mortality  is  closer  to 
50%. 

Dr.  Luby:  The  patient  was  a Sl-year-old  man 
who  was  in  a confused  state  and  had  fever  when 
first  seen  in  the  emergency  room.  Later  he  was 
found  to  be  covered  with  ecchymoses.  The  ini- 
tial impression  must  have  been  that  he  had  a 
neurosurgical  problem.  A closed  head  injury 
would  have  been  considered  a likely  diagnosis. 
In  retrospect,  two  features  of  the  illness  weigh 
against  this  diagnosis.  When  admitted,  he  was 
febrile  and  CSF  examination  showed  pleocyto- 
sis without  xanthochromia,  although  a few 
RBCs  were  noted.  A second  CSF  examination 


confirmed  the  pleocytosis.  Signs  suggesting  an 
intracerebral  mass  lesion  developed  and  the 
patient  was  taken  to  surgery.  I agree  with  Dr. 
North  that  a brain  abscess  could  not  have  been 
excluded  without  this  exploration.  Since  no 
mass  lesion  was  found,  viral  encephalitis  ap- 
pears, by  exclusion,  to  be  a realistic  etiologic 
possibility. 

There  are  certainly  a profusion  of  agents  that 
can  cause  encephalitis  or  aseptic  meningitis. 
However,  in  this  area  of  the  country  and  in  a 
man  of  this  age,  several  are  important  from  the 
practical  standpoint.  The  season  (late  April) 
along  with  the  patient’s  age  speak  against  an 
enterovirus  as  the  etiology.  Enteroviruses  prob- 
ably are  an  infrequent  cause  of  clinical  encepha- 
litis in  elderly  people.  There  are  two  reasons 
for  this:  Elderly  persons,  particularly  those  from 
lower  socioeconomic  groups,  have  become  ex- 
posed to  and  built  a cumulative  immunity 
against  the  common  enteroviruses  circulating 
in  the  community.  Probably  more  important  is 
that  elderly  persons  are  removed  from  the 
major  pathway  of  enterovirus  circulation,  which 
is  a child-to-child-to-child  transfer,  with  an  oc- 
casional young  adult  being  infected.  These 
same  factors  explain  why  infectious  hepatitis 
is  uncommon  in  elderly  people. 

Can  this  be  a viral  encephalitis  caused  by  an 
arbovirus?  Specifically,  is  this  St  Louis  encepha- 
litis? The  diagnosis  of  St  Louis  encephalitis 
should  be  actively  pursued  by  laboratory  docu- 
mentation in  persons  over  the  age  of  35  who 
present  with  clinical  encephalitis  in  urban  areas 
during  the  summer  and  early  fall.  It  is  impor- 
tant to  do  so  because  of  the  public  health  im- 
plications. This  man  became  ill  in  late  April, 
was  not  tremulous,  and  had  evidence  of  in- 
creased intracranial  pressure  and  a definite 
mass  lesion.  All  these  considerations  lead  away 
from  the  diagnosis  of  St  Louis  encephalitis. 
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Tremors  occur  in  about  two  of  three  persons 
with  this  disease,  and  CSF  pressure  is  almost 
always  normal.  Up  to  now,  western  equine  en- 
cephalitis, eastern  equine  encephalomyelitis, 
and  California  virus  encephalitis  have  not  been 
considered  serious  problems  in  Dallas  County. 

Before  discussing  herpes  simplex  encepha- 
litis, it  should  be  mentioned  that  in  at  least  40 
to  50%  of  cases  of  encephalitis,  no  specific 
etiology  can  be  found.  This  is  true  even  when 
specimens  are  collected  appropriately  and  in 
medical  centers  that  are  interested  in  the  prob- 
lem. In  this  case,  we  had  the  opportunity  to 
try  to  isolate  a virus  from  sections  of  brain  col- 
lected at  autopsy.  We  did  isolate  herpes  simplex 
virus.  The  isolation  was  made  on  a cell  strain 
of  human  fibroblasts  derived  from  embryonic 
lung. 

Herpes  simplex  virus  is  perhaps  the  most 
common  known  cause  of  sporadic  clinical  en- 
cephalitis in  persons  in  the  older  age  groups. 
Clinically,  in  retrospect,  the  diagnosis  of  herpes 
simplex  encephalitis  might  have  been  suspected 
for  several  reasons.  The  patient  had  RBCs  in 
his  CSF  on  admission.  RBCs  along  with  xantho- 
chromia have  been  described  in  encephalitis 
due  to  herpes  simplex  virus.  Extensive  areas  of 
necrosis  of  cerebral  tissue  occur  in  this  disease. 
Extravasation  of  RBCs  into  the  necrotic  tissue 
takes  place  and  later  extends  to  the  subarach- 
noid space.  Herpes  simplex  encephalitis  also 
can  produce  increased  intracranial  pressure  and 
can  produce  signs  of  a definite  cerebral  mass 
caused  by  tissue  necrosis  and  surrounding  ede- 
ma. In  this  case,  since  the  CSF  was  not  xantho- 
chromatic, the  RBCs  most  likely  are  attributable 
to  technical  problems  with  the  lumbar  puncture. 

How  can  the  diagnosis  of  herpes  simplex  en- 
cephalitis be  made?  A fourfold  rise  or  fall  in 
complement  fixation  titer  between  acute  and 


convalescent  sera  can  be  considered  reason- 
able evidence  when  the  clinical  picture  is  com- 
patible with  that  diagnosis.  Viral  isolation  can 
be  attempted.  This  must  be  done  with  brain 
tissue  since  the  agent  is  uncommonly,  if  ever, 
isolated  from  cerebrospinal  fluid  or  other  body 
secretions.  More  and  more  centers  are  attempt- 
ing brain  biopsy  in  order  to  establish  an  early 
diagnosis.  Pathological  examinations,  immuno- 
fluorescent  staining,  and  isolation  attempts  are 
made  on  tissue  obtained  during  the  biopsy  pro- 
cedure. 

Once  the  diagnosis  has  been  established, 
there  is  a specific  treatment  that  can  be  at- 
tempted. 5-lodo-2-deoxyuridine  (IDUR)  has  been 
reported  to  be  of  benefit  in  certain  cases  al- 
though no  controlled  clinical  trials  have  been 
performed.  IDUR  probably  acts  by  being  incor- 
porated into  the  thymidine  position  of  the  DNA 
of  the  herpes  virus  and  acting  as  a “fraudulent" 
DNA.  This  agent  is  toxic  in  the  doses  utilized. 
Bone  marrow  depression,  gastrointestinal  ulcer- 
ation, and  hemorrhage  have  been  reported. 
Cytosine  arabinoside  is  another  agent  that 
might  be  used,  although  I am  unaware  of  any 
cases  of  herpes  encephalitis  that  have  been 
treated  with  this  drug.  It  is  an  anti-DNA  drug 
and  is  active  in  vitro  against  the  herpes  virus. 
Studies  with  cytosine  arabinoside  in  varicella 
pneumonia,  another  DNA  virus,  have  been  en- 
couraging. 

Finally,  it  should  be  mentioned  that  inappro- 
priate secretion  of  antidiuretic  hormone  has 
been  described  in  herpes  simplex  encephalitis. 
No  studies  to  document  this  were  undertaken 
with  this  patient,  although  the  serum  sodium 
of  129  mEq/liter  might  be  compatible  with  this 
diagnosis.  The  near  terminal  serum  sodium 
value  of  154  mEq/liter,  on  the  other  hand, 
might  have  signaled  the  beginning  of  diabetes 
insipidus. 
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Pathological  Findings:  Dr.  D’Agostino:  The  brain 
was  edematous  and  numerous  areas  of  hemor- 
rhagic softening  were  noted  in  all  lobes.  Bilat- 
eral transtentorial  herniation  was  present  with 
significant  caudal  displacement  of  the  brain 
stem.  This  caudal  displacement  was  responsi- 
ble for  the  hemorrhagic  bruising  of  the  oculo- 
motor nerves  as  they  passed  between  the  pos- 
terior cerebral  artery  and  the  superior  cerebellar 
artery.  Massive  hemorrhagic  infarction  was 
present  in  the  distribution  of  the  left  posterior 
cerebral  artery.  This  infarction  was  secondary 
to  the  uncal  herniation  and  the  compression  of 
the  posterior  cerebral  artery  against  the  ten- 
torium. 

There  was  no  exudate  in  the  subarachnoid 
space.  The  cerebral  veins  within  the  subarach- 
noid space,  however,  were  occluded  at  numer- 
ous points  with  platelet  and  fibrin  thrombi. 
These  occlusions  no  doubt  contributed  to  the 
hemorrhagic  quality  of  the  many  necrotic  le- 
sions. 

Histologically,  the  brain  showed  many  of  the 
features  of  necrotic  encephalitis  which  are  char- 
acteristic of  herpes  infection.  The  perivascular 
spaces  contained  many  lymphocytes  and  histio- 
cytes. In  addition,  numerous  small  capillaries 
and  venules  were  surrounded  by  areas  of  in- 
tense, acute,  inflammatory  reaction.  The  walls 
of  many  such  vessels  were  necrotic  and  sur- 
rounded by  petechial  hemorrhages;  there  were 
numerous  polymorphonuclear  leukocytes  within 
the  lumens  and  extending  into  the  adjacent 
parenchyma.  Many  of  the  neutrophils  were  un- 
dergoing karyorrhexis.  The  walls  of  many  of  the 
small  venules  were  impregnated  with  fibrin. 
Other  vessels  were  occluded  by  fibrin  thrombi. 

Acidophilic  intranuclear  inclusions  were  pres- 
ent predominantly  in  glial  cells.  The  nuclear 
chromatin  was  marginated,  but  in  most  in- 


stances the  characteristic  perinuclear  halo  was 
not  present.  Electron  microscopic  preparations 
of  similar  autopsy  material  revealed  numerous 
virus  particles  within  many  nuclei.  The  viral  par- 
ticles were  spherical  and  consisted  of  a single 
membrane  enveloping  a central  dense  core. 
Duplication  of  the  nuclear  membrane  was  pres- 
ent in  many  areas.  The  dense  core  of  the  viral 
particle,  which  presumably  contains  DMA,  mea- 
sured approximately  45  mp,  while  the  diameter 
of  the  envelope  or  capsid  was  approximately 
120  mu. 

The  lungs  contained  many  foci  of  broncho- 
pneumonia. In  addition,  there  were  multiple 
areas  of  infarction  undergoing  central  necrosis. 

The  cause  of  death  was  herpes  encephalitis. 


Dr.  Wise,  Department  of  Cardiology,  Royal  Postgrad- 
uate Medical  School,  Hammersmith  Hospital,  Ducane 
Road,  London  SW  12,  England. 

Dr.  North,  Department  of  Neurology,  University  of 
Texas  Southwestern  Medical  School,  2600  Stemmons 
Freeway,  Dallas,  Tex. 

Dr.  Kilgore,  Department  of  Radiology,  Parkland  Me- 
morial Hospital,  5201  Harry  Hines  Boulevard,  Dallas, 
Tex  75235. 

Dr.  Luby,  Department  of  Internal  Medicine;  Dr.  D'Agos- 
tino and  Dr.  Eigenbrodt,  Department  of  Pathology, 
University  of  Texas  Southwestern  Medical  School, 
5323  Harry  Hines  Boulevard,  Dallas,  Tex  75235. 
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ASSOCIATION  NEWS 


TMA  EXECUTIVE  BOARD  ADOPTS  SIGNIFICANT  NEW  POUCIES, 
RECOMMENOS  PEER  REVIEW  MECHANISM  AT  FALL  CONFERENCE 


Peer  review,  a new  statement  on 
sex  education  of  children  and  youth, 
and  ethical  guidelines  were  among 
the  numerous  significant  actions 
taken  by  the  Texas  Medical  Associ- 
ation Executive  Board  at  its  Oct.  5 
meeting  in  Austin. 

After  thorough  review  by  three 
committees,  two  councils,  and  the 
Board  of  Councilors,  the  Executive 
Board  recommended  that  an  effec- 
tive, peer  review  mechanism  should 
be  established  in  each  county  medi- 
cal society  for  considering  the  many 
programs  involving  fees  and  utiliza- 
tion. Where  the  county  society  has 
an  effective  review  mechanism,  it 
was  agreed  that  this  mechanism 
should  be  used. 

When  a society  does  not  have 
such  a mechanism,  the  TMA  Coun- 
cilor from  that  district,  after  con- 
sultation with  county  society  officers, 
will  appoint  such  a committee  on  an 
ad  hoc  basis.  The  review  committee 
in  either  instance  shall  be  limited  in 
power  to  that  delegated  to  the  griev- 
ance committee  by  the  TMA  Consti- 
tution and  By-Laws. 

A workshop  on  peer  review  was 
recommended  for  presentation  dur- 
ing the  Texas  Medical  Association’s 
winter  meeting,  Jan.  17,  1970. 

Sex  Education  Statement 
Becomes  TMA’s  Policy 

An  AMA  resolution  on  sex  educa- 
tion of  children  and  youth  was 
adopted  by  the  Executive  Board  as 
TMA’s  policy  statement.  The  reso- 
lution succeeds  temporary  guidelines 
adopted  by  the  TMA  House  of  Dele- 
gates in  May,  1969.  It  reads  as  fol- 
lows: 

Sex  Education  of  Children 
and  Youth* 

WHEREAS,  The  traditional  sources 
of  sex  information  and  guidance  for 
young  people  are  often  inadequate; 
and 

WHEREAS,  The  local  public  and 
parochial  schools — as  social  institu- 
tions accessible  to  all  young  people, 
reflecting  broad  community  support. 


and  with  sufficient  intellectual  and 
material  resources — can  aid  sub- 
stantially in  the  development  of 
sound  individual  codes  of  sexual  be- 
havior; therefore  be  it 

RESOLVED,  That  the  American 
Medical  Association  recognizes  that 
the  primary  responsibility  for  family 
life  education  is  in  the  home,  but 
that  the  AMA  supports  in  principle 
the  inauguration  by  State  Boards  of 
Education  or  school  districts,  which- 
ever is  applicable,  of  a voluntary 
family  life  and  sex  education  pro- 
gram at  appropriate  grade  levels: 

1.  As  part  of  an  overall  health 
education  program; 

2.  Presented  in  a manner  com- 
mensurate with  the  maturation 
level  of  the  students; 

3.  Following  a professionally  de- 
veloped curriculum  foreviewed 
by  representative  parents; 

4.  Including  ample  and  continuing 
involvement  of  parents  and 
other  concerned  members  of 
the  community; 

5.  Developed  around  a system  of 
values  defined  and  delineated 
by  community  representatives 
comprising  physicians,  educa- 
tors, the  clergy,  and  other  ap- 
propriate groups;  and 

6.  Utilizing  classroom  teachers 
and  other  professionals  who 
have  an  aptitude  for  working 
with  young  people  and  who 
have  received  special  training; 
and  be  it  further 

RESOLVED,  That  local  organiza- 
tions be  urged  to  utilize  physicians 
as  consultants,  advisers,  and  re- 
source persons  in  the  development 
and  guidance  of  such  curriculum  and 
that  state  and  county  medical  asso- 
ciations be  urged  to  take  an  active 
role  in  this  participation. 

*(By  sex  education  is  meant  instruc- 
tion to  strengthen  family  life,  to  in- 
crease self-understanding  and  self- 
respect,  to  develop  capacities  for 
good  human  relationships,  to  build 
sexual  and  social  responsibility,  and 
to  enhance  competency  for  respon- 
sible parenthood.  It  is  not  concerned 
with  sexual  techniques  nor  sexual 
deviations.) 


Ethical  Considerations 
Get  Board’s  Attention 

On  matters  of  ethics,  the  Board 
of  Councilors  offered  several  guide- 
lines on  current  problems  affecting 
physicians. 

The  Councilors  affirmed  the  po- 
sition that  it  is  unethical  for  the 
names  of  nonphysicians  to  appear 
on  physicians’  letterheads  or  bill- 
heads. The  ruling  does  not  apply  to 
business  managers  and  directors  of 
nurses  since  the  public  does  not  con- 
fuse services  of  a business  manager 
or  nurse  with  physicians’  services. 

"Further,”  the  Board  stated, 
“these  ancillary  personnel  to  an  in- 
dividual or  group  practice  should  be 
compensated  by  fixed  salaries  rather 
than  on  a percentage  basis.  It  should 
be  made  clear  to  the  patients  that 
such  personnel  are  working  under 
the  direction  of  the  physician  and 
not  independently.” 

The  Board  of  Councilors  also  re- 
affirmed that  direct  telephone  lines 
to  pharmacies  and  showing  names 
of  pharmacies  on  prescription  pads 
are  unethical.  The  Board  noted  that 
the  Texas  Pharmaceutical  Associa- 
tion has  offered  to  present  programs 
concerning  pharmacy  laws  to  county 
medical  societies  when  invited. 

Medical  Credit  Cards 

Medical  credit  cards  have  fre- 
quently come  under  the  Board  of 
Councilors’  consideration.  At  the  Ex- 
ecutive Board  meeting.  Councilors 
observed  that  they  had  previously 
developed  guidelines  for  evaluating 
various  medical  credit  card  programs 
but  recommended  that  in  the  future 
medical  credit  cards  should  be  eval- 
uated by  the  county  medical  society 
when  possible.  When  the  card  sys- 
tem involves  the  entire  state,  the 
board  should  be  consulted.  County 
medical  societies  should  use  the 
guidelines  as  outlined  by  the  Ameri- 
can Medical  Association  Judicial 
Council  and  the  Board  of  Councilors. 

Methadone  Treatment 
Of  Heroin  Addicts 

Suggested  guidelines  for  treat- 
ment of  heroin  addicts  with  metha- 
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done  were  adopted  by  the  TMA  Ex- 
ecutive Board  on  Oct.  5. 

The  Board  approved  the  following: 

1.  Methadone  usage  at  the  pres- 
ent time  is  experimental  and 
should  be  administered  as  a 
research  program  only. 

2.  No  program  should  be  under- 
taken unless  endorsed  by  the 
local  county  medical  society, 
the  public  health  unit,  and  the 
Texas  Medical  Association. 

3.  Local  hospital  facilities  should 
be  available  for  emergency 
care,  primary  evaluation,  and 
follow-up  care. 

4.  The  patient  should  have  medi- 
cal and  psychiatric  evaluation 
before  treatment  is  established. 

5.  A competent  staff  must  be  in 
attendance  for  supervision  of 
sociological  and  rehabilitation 
efforts. 

In  other  public  health  matters,  the 
Executive  Board  recommended  that 
physicians  follow  the  current  sched- 
ule for  routine  immunizations  which 
is  available  from  the  State  Depart- 
ment of  Health  and  that  the  record 
of  a child’s  immunization  be  made  a 
part  of  his  accumulative  health  rec- 
ord. 

A survey  of  400  or  500  individual 
physicians  across  Texas  was  ap- 
proved to  obtain  information  on  the 
types  of  continuing  education  need- 
ed by  Texas  physicians.  A special 
TMA  Committee  on  Continuing  Edu- 
cation had  recommended  the  survey 
as  a preliminary  step  toward  plan- 
ning a positive  continuing  education 
program  for  Texas  doctors. 

Executive  Board  Approves 
Council  Recommendations 

On  legislation,  the  Executive 
Board  approved  several  recommen- 
dations made  by  the  Council  on 
Medical  Jurisprudence. 

Both  bodies  agreed  with  the  prin- 
ciple of  encouraging  legislation  re- 
lating to  the  financing  of  medical 
care  through  a system  of  voluntary 
health  insurance  and  with  the  prin- 
ciple of  training  physicians  for  fam- 
ily medicine,  but  they  did  not  sup- 
port any  specific  legislation.  Further 
study  will  be  devoted  to  specific  bills 
in  each  area. 

The  TMA  policymakers  went  on 
record  to  oppose  legislation  which 
would  in  effect  set  up  fee  schedules 
for  physicians  and  recommended 
that  the  position  be  made  known  to 
their  congressmen. 


Board  Endorses  Candidate 
For  AMA  Board  Member 

Dr.  James  H.  Sammons  of  Bay- 
town  was  endorsed  by  the  TMA  Ex- 
ecutive Board  at  its  Oct.  5 meeting 
as  a candidate  for  membership  on 
the  AMA  Board  of  Trustees. 

Dr.  Sammons  is  vice  chairman  of 
the  Texas  delegation  to  the  AMA  and 
is  chairman  of  the  American  Medi- 
cal Political  Action  Committee  (AM- 
PAC)  board  of  directors.  The  Texas 
delegation  will  nominate  Dr.  Sam- 
mons to  the  AMA  position  at  the 
1970  annual  meeting  of  the  AMA  in 
Chicago. 


Annual  Session  Exhibits 
Entries  Now  Accepted 

Applications  are  now  being  ac- 
cepted for  scientific  exhibits  and  for 
entries  in  the  Texas  Medical  Asso- 
ciation Art  Exhibit,  both  to  be  held 
in  the  Fairmont  Hotel  during  the 
TMA  Annual  Session  April  30-May  3, 
1970,  in  Dallas.  Deadline  for  re- 
ceiving applications  for  scientific 
exhibit  space  is  Jan.  1,  1970.  Dead- 
line for  entries  in  the  art  exhibit  is 
April  1,  1970. 

Scientific  Exhibits:  Scientific  exhib- 
its are  displayed  annually  at  the 
TMA  Annual  Session  and  are  en- 
tered by  individuals  and  not  by  in- 
stitutions. Except  in  the  cases  of 
local,  state,  or  federal  health  de- 
partments and  local,  state,  and  na- 
tional medical  associations,  individ- 
uals’ names  must  appear  on  ex- 
hibits. 

Awards  are  given  for  exhibits  in 
four  groups,  and  three  awards  are 
given  in  each  group.  In  addition, 
the  Aesculapius  Award  is  given  for 
the  outstanding  exhibit  presented 
by  a Texas  physician. 

The  four  group  classifications 
are:  (1)  exhibit  without  grant  or  as- 
sistance: (2)  exhibit  with  grant  or 
assistance  from  university,  hospital, 
government  agency,  or  nonprofit  or- 
ganization; (3)  exhibit  with  grant  or 
assistance  from  a pharmaceutical  or 
other  commercial  enterprise;  and 
(4)  exhibit  primarily  of  educational- 
promotional  nature  which  brings  a 
message  of  interest  and  importance 
to  the  attention  of  the  profession. 

Exhibits  are  judged  by  an  anony- 
mous group  of  physicians  from  dif- 
ferent specialties.  Criteria  for  judg- 
ing are  clarity,  effectiveness,  per- 
sonal presentation,  contribution  to 
basic  knowledge,  practical  value, 
originality,  and  newness. 


All  applications  are  reviewed  in 
January  by  the  TMA  Committee  on 
Scientific  Exhibits  for  approval  to 
exhibit  at  the  Annual  Session.  TMA 
members  receive  priority  for  space 
over  nonmembers  and  out-of-state 
physicians. 

There  is  no  charge  for  scientific 
exhibit  space.  Booths  are  construct- 
ed either  with  draped  or  plywood 
walls  according  to  the  applicant’s 
choice.  Any  special  requirements  in 
booth  construction  are  made  at  the 
exhibitor’s  expense.  All  cost  for 
transportation,  storage,  and  special 
electrical  requirements  must  also  be 
paid  by  the  exhibitor. 

Art  Exhibit:  The  Third  Annual  Art 
Exhibition  of  the  Texas  Medical  As- 
sociation will  be  held  April  30-May 
3,  1970,  In  Dallas.  All  members  of 
the  Association  and  their  wives  are 
eligible  to  enter. 

Awards  will  be  presented  to  the 
first,  second,  third  place  and  honor- 
able mention  entries  in  each  of  four 
categories:  (1)  painting  (oils);  (2) 
watercolor  (including  drawing  and 
graphics):  (3)  sculpture;  and  (4) 
photography. 

A guard  will  be  on  duty  in  the 
exhibit  hall  during  the  exhibition 
and  after  hours  and  will  provide 
usual  security  precautions,  but  TMA 
cannot  assume  responsibility  for 
loss  or  damage  to  any  items  dis- 
played in  the  show.  Exhibitors  must 
provide  their  own  fine  arts  insur- 
ance coverage  during  the  show  and 
in  transit.  Special  instructions  re- 
garding shipping  and  packing  are 
available  with  applications  for  en- 
tries. 

Applications:  Applications  for  and 
further  information  concerning  both 
scientific  exhibit  space  and  art  ex- 
hibit entries  may  be  obtained  by 
writing  Dale  R.  Werner,  exhibit  man- 
ager, Texas  Medical  Association, 
1801  N.  Lamar  Blvd.,  Austin  78701. 


TMA  Publications  Receive 
Recognition  in  Competition 

Texas  Medicine  and  TMA  Action, 
the  two  official  publications  for  Tex- 
as Medical  Association,  recently  re- 
ceived awards  of  “High  Distinction’’ 
from  the  International  Council  of 
Industrial  Editors,  District  5. 

The  awards  were  presented  at  a 
meeting  in  Denver  on  Oct.  4 for  "ex- 
ceptional accomplishment."  Both  the 
journal  and  the  Association  news- 
letter have  received  several  awards 
from  the  international  organization 
and  its  affiliates  in  recent  years. 
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Disaster  Hospitals  and 
Supplies  in  Texas 

PACKAGED  DISASTER 
HOSPITAL  LOCATIONS 


Marshall 

McKinney 

Merkel 

Midland 

Mount  Pleasant 


Memorial 
Collin  Memorial 
* 

Titus  County 
Memorial 


Denison;  MKT  50 

Edinburg;  Edinburg  Municipal  50 
El  Paso;  R E Thomason  General  100 


Providence  Memorial 
Ennis;  Ennis  Municipal 


100 

50 


Town 

Hospital  Affiliation 

Nacogdoches 

« 

Abilene 

Hendrick  Memorial 

Navasota 

0 

Alpine 

* 

New  Braunfels 

New  Braunfels 

Angleton 

Southmore,  Pasadena 

Odessa 

Medical  Center 

Arcadia 

Pearsall 

« 

Baytown 

Gulf  Coast 

Perryton 

Ochiltree  General 

Beaumont  (stored 

Rosenberg 

Polly  Ryon  Memorial, 

in  Nederland)  St  Elizabeth 

Richmond 

Beeville 

Memorial 

San  Angelo 

# 

Bellville 

Schulenberg 

5j! 

Bertram 

❖ 

Sealy 

Boerne 

Seguin 

Guadalupe  Valley 

Borger 

North  Plains 

Sherman 

Bowie 

Silsbee 

Brenham 

* 

Sinton 

Charles  H.  Ewing 

Bryan 

St  Joseph 

Community 

Buffalo 

Snyder 

❖ 

Canyon 

Stephenville 

>}s 

Castroville 

Santa  Rosa  Medical 

Strawn 

❖ 

Center,  San  Antonio 

Sweetwater 

Childress 

♦ 

Temple 

VA 

Cleburne 

* 

Terrell 

Terrell  State 

Coleman 

Three  Rivers 

❖ 

Columbus 

* 

Uvalde 

❖ 

Conroe 

Montgomery  County 

Victoria 

❖ 

Corpus  Christi  Memorial 

Wellington 

Medical  Center 

West  Columbia 

❖ 

Dalhart 

Dallas 

Coon  Memorial 
St  Paul  (2) 

Wichita  Falls 

Wichita  Falls  State 

Parkland  Memorial  (2) 

NATURAL  DISASTER 

Dayton 

Denison 

Denton 

Devine 

Edinburg 
El  Campo 
Eldorado 
El  Paso 


Ennis 

Fort  Stockton 

Gainesville 

Galveston 

Gladewater 
Graham 
Grand  Prairie 
Hamilton 
Hillsboro 

Hondo 

Keene 

Kerrville 

Kingsville 

Knox  City 

La  Grange 

Lamesa 

Laredo 

League  City 

Levelland 

Lipan 

Lockhart 

Longview 

Marlin 


*Nonaffiliated  PDHs  (2) 


Lutheran  General, 
San  Antonio 

Edinburg  Municipal 

* 

R E Thomason  General 
Providence  Memorial 
Ennis  Municipal 


HOSPITAL  LOCATIONS 

Town  Affiliation 

Amarillo  High  Plains 

Baptist  Hospital 
Austin  State  Department  of  Health 


Edinburg 


Texarkana 


Edinburg  Municipal 
Hospital 
Wadley  Hospital 


Fort  Worth;  John  Peter  Smith  250 

Glenview  100 

Freeport;  Community 

Hospital  of  Brazosport  150 

Galveston;  University  of  Texas 

Medical  Center  1,050 

Grand  Prairie;  Mid-Cities 

Memorial  50 

Great  Southwest  General  50 

Greenville;  General  Medical 

and  Surgical  100 

Groves;  Doctors  50 

Harlingen;  Valley  Baptist  100 

Hillsboro;  Grant-Buie 

Medical  Center  50 

Hurst;  Hurst  General  50 

Jourdanton;  Mercy  50 

Kingsville;  Kleberg  County  50 

Liberty;  Yettie  Kersting 

Memorial  50 

McAllen;  McAllen  General  100 

Mission;  Mission  Municipal  50 

Mount  Pleasant;  Titus  County 

Memorial  50 

Nederland;  Mid-Jefferson 

County  100 

New  Braunfels;  New  Braunfels  100 

Odessa;  Medical  Center  200  (2) 
Orange;  Orange  Memorial  250 

Pasadena;  Southmore  200 

Port  Arthur;  Park  Place  200 

St  Mary’s  150 

Richardson;  Richardson  General  50 
Robstown;  Robstown  Riverside  100 

Rosenberg;  Polly  Ryon 


University  of  Texas 
Medical  Center 


Mid-Cities  Memorial 

* 

Grant-Buie 
Medical  Center 

❖ 

Kleberg  County 


Medical  Arts 

❖ 

* 


VA  Hospital 


*PDHs  are  located  in  these  towns, 
but  are  not  affiliated  with  a hospital. 


Wichita  Falls  City 

Health 

Memorial,  Richmond 

100 

Department 

San  Antonio;  Lutheran  General 

200 

Southwest  Texas  Methodist 

200 

HRDI  LOCATIONS 

Seguin;  Guadalupe  Valley 

50 

Size 

Sherman;  Sherman  Community 

100 

Town;  Hospital  Affiliation 

(Beds) 

Taylor:  Johns  Community 

50 

Abilene;  Hendrick  Memorial 

100 

Terrell;  Terrell  State 

100 

West  Texas  Medical  Center  100 

Waco;  Providence 

50 

Amarillo;  Northwest  Texas 

200 

Waxahachie;  W C Tenery 

St  Anthony’s 

200 

Community 

50 

Anson;  Anson  General 

50 

Weatherford;  Campbell 

Arlington;  Arlington  Memorial 

100 

Memorial 

50 

Baytown;  San  Jacinto  Methodist  100 

Weslaco;  Knapp  Memorial 

Gulf  Coast 

100 

Methodist 

100 

Beaumont;  Hotel  Dieu 

150 

Wharton;  Caney  Valley 

Beeville;  Memorial 

50 

Memorial 

100 

Brownsville;  Mercy 

100 

Carthage:  Panola  General 

100 

FOR  INFORMATION 

Cleburne;  Johnson 

For  more  detailed  information 

County  Memorial 

150 

about  these  units,  or  about  the  state 

Conroe;  Montgomery  County 

50 

plan  for  disaster  medical  care. 

con- 

Corpus  Christi;  Spohn 

300 

tact  Mr.  Charles  E.  King,  Director, 

Physicians  & Surgeons 

100 

Division  of  Disaster  Health  and  Med- 

Memorial Medical  Center 

350 

ical  Services,  Texas  State  Depart- 

Corsicana;  Navarro 

ment  of  Health,  1100  W 49th, 

Aus- 

County  Memorial 

50 

tin,  Tex  78756. 
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RESPONSIBILITY,  POSITIVE  ACTION  EMPHASIZEO  AT  CONFERENCE 


Responsibilities  of  the  physician 
to  himself,  to  his  community,  and 
to  his  profession  were  the  major  con- 
cerns of  speakers  and  discussion 
groups  at  the  Texas  Medical  Asso- 
ciation Public  Affairs  and  Public  Re- 
lations Conference  Oct.  4 in  Austin. 

Positive  programs  for  achieving 
improved  medical  care  and  services 
in  Texas  were  emphasized.  Physi- 
cians were  urged  to  approach  their 
responsibilities  with  optimism  and 
positive  action  by  recognizing  the 
accomplishments  of  medicine,  by 
realizing  the  benefits  computeriza- 
tion of  data  offers  to  organized  med- 
icine, by  responding  to  community 
need  not  only  in  the  health  field,  by 
exercising  influence  to  combat  the 
pervading  social  as  well  as  medical 
problems  of  drug  abuse,  and  by  re- 
taining a sense  of  humility  while 
meeting  these  professional  chal- 
lenges. 


Dr.  Charles  Max  Cole  of  Dallas, 
President,  Texas  Medical  Associa- 
tion, speaking  on  “What’s  Right 
About  Texas  Medicine?”  said,  “Cer- 
tainly the  number  one  outstanding 
good  thing  about  medicine  in  this 
state  is  the  increasing  quality  of 
medical  care  being  provided  larger 
and  larger  numbers  of  people  on  a 
day  to  day  basis  by  doctors  and 
their  allies  in  the  health  fields.  The 
great  majority  of  physicians  work 
long  hours  and  have  a dedication  to 
their  profession  not  explainable  by 
the  monetary  rewards  it  affords.” 

AMA  Board  of  Trustees  member. 
Dr.  Max  H.  Parrott  of  Portland,  Ore., 
told  the  conference  in  an  address 
entitled  “The  Data  Mill”  that  “the 
computer  is  the  best  thing  that  has 
happened  to  the  behavioral  sciences 
since  Immanuel  Kant  fouled  up  the 
reasoning  process.  It  has  elevated 
the  behavioral  sciences  into  a cri- 


tique more  approaching  pure  logic 
than  any  other  factor  in  history  to 
date.  There  is  little  doubt  that  there 
is  no  other  organization  with  the 
base  of  the  American  Medical  Asso- 
ciation that  can  lend  as  much  weight 
to  the  uniformization  and  homogeni- 
zation of  the  language  and  that  can 
gender  the  gathering  and  supply  the 
usable  raw  material  the  computer 
technicians  and  experts  must  have 
to  become  operational  in  the  field. 
Data  banking  must  become  a prime 
concern  of  organized  medicine.  And, 
until  it  does,  we  will  continue  to  be 
bombarded  by  pseudo-statistics  and 
pseudo-conclusions.” 

Speaking  on  the  “Physician  and 
Community  Responsibility,”  Dr.  Rob- 
ert Haakenson  (PhD)  of  Philadelphia, 
associate  director  of  public  relations 
for  Smith,  Kline  & French  Labora- 
tories, said,  “A  community  looks  to 
its  physicians  for  leadership  in  solv- 


Dr.  Robert  Haakenson  (PhD)  of  Philadelphia,  left,  seems  to  be  "socking”  his  message  concerning  community  responsibility  to 
Drs.  George  V.  Pazdral  of  Somerville,  center,  and  Max  H.  Parrott  of  Portland,  Ore.  Dr.  Haakanson,  sponsored  by  Dr.  Pazdral, 
vice  president  of  TMA,  and  Dr.  Parrott  were  speakers  at  the  Fall  Conference. 
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mg  health  problems  and  for  partici- 
pation in  other  facets  of  local  gov- 
ernment. Physicians  should  system- 
atically program  their  community 
responsibility  and  should  be  able  to 
expect  backup  support  on  an  organ- 
ized basis  from  their  medical  soci- 
eties. Yet,  a physician’s  expertise 
and  interests  are  not  and  should  not 
be  restricted  to  health  concerns.  For 
the  harried  practitioner,  however, 
community  participation  can  be  a 
challenge  of  heroic  proportions.  The 
physician  must  therefore  identify 
'that  piece  of  the  action’  which 
uniquely  suits  him.  He  must  decide 
which  community  needs  he  can  best 
help,  which  endeavors  are  person- 
ally rewarding,  and  what  responsi- 
bilities he  has  time  and  energy  to 
perform.” 

Addressing  his  audience  on  the 
"Problem  of  Drug  Abuse  and  Drug 
Dependence”  was  Dr.  Herbert  A. 
Raskin  of  Southfield,  Mich.  The  psy- 
chiatrist and  member  of  the  AMA 
Committee  on  Alcoholism  and  Drug 
Dependence  said,  "The  phenomenon 
of  drug  abuse,  with  its  frequently 
concomitant  state  of  acute  drug  in- 
toxication and  drug  dependence, 
constitutes  a challenging  problem 
constantly  confronting  the  physician, 
the  drug  abuser,  his  family,  and  the 
community  at  large.  Its  ramifications 
are  manifold.  Its  reflections  pervade 
every  aspect  of  individual  and  social 
existence.  It  is  a problem  of  human 
functioning  that  connotes  a medical 
and  social  emergency  whenever  and 
wherever  it  is  found.  It  remains  the 
ultimate  responsibility  of  each  citi- 
zen of  any  community  where  such 
problems  exist  to  demand  the  pro- 

Dr.  Herbert  A.  Raskin  of  Southfield, 
Mich.,  warned  Association  members 
about  the  “medical  and  social  emer- 
gency" of  drug  abuse  and  drug  depen- 
dence. 


Dr.  Charles  Max  Cole  of  Dallas,  President  of  TMA,  presents  the  Distinguished 
Service  Award  plaque  to  Dr.  May  Owen  of  Fort  Worth.  Dr.  Owen  is  the  only 
woman  ever  to  have  served  as  TMA’s  President. 


vision  and  financing  of  adequate 
treatment  facilities.” 

Dr.  Charles  Jarvis  (DDS)  of  San 
Marcos,  "America’s  No.  1 Humorous 
Speaker,”  amused  his  audience  with 
a broad  range  of  comments  which  he 
included  under  the  heading,  "The 
Abominable  Snow  Job.”  In  addition 
to  his  popular,  rapid-fire  witticisms, 
he  applauded  optimism  in  the  medi- 
cal profession  but  suggested  that 
shortcomings  not  be  overlooked  in 
the  process  of  “spreading  ego.”  De- 
fining responsibility  as  "how  you 
serve  the  people  with  your  talent,” 
he  encouraged  physicians  to  work 
hard,  "love  mercy  and  compassion, 
do  justly,  and  walk  humbly”  while 
fulfilling  individual  and  professional 
responsibilities. 

Speakers  at  the  panel  sessions 
also  stressed  the  responsibilities  of 
the  physician,  particularly  to  his 
community  and  to  his  profession. 
Topics  and  participants  at  the  morn- 
ing panel,  "Providing  Greater  Health 
Manpower,”  were  increasing  physi- 
cian supply.  Dr.  G.  V.  Brindley  of 
Temple,  Coordinating  Board,  Texas 
College  and  University  System;  at- 
tracting more  physicians  to  a com- 
munity, Dr.  Travis  Smith  of  Abilene, 
Taylor-Jones  Counties  Medical  So- 
ciety: and  attracting  and  training 


paramedical  personnel.  Dr.  John  D. 
Bonnet  of  Temple,  chairman,  TMA 
Committee  on  Health  Careers.  Dr. 
Charles  A.  LeMaistre  of  Austin,  dep- 
uty chancellor,  The  University  of 
Texas  System,  moderated  the  ses- 
sion. 

In  characteristic  good  humor.  Dr.  Charles 
Jarvis  (DDS)  of  San  Marcos  kept  his 
audience  laughing  as  he  talked  about 
“The  Abominable  Snow  Job.” 
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“Health  Care  Costs — Responsibil- 
ities of  the  Profession”  was  consid- 
ered at  the  afternoon  session. 
Speakers  and  topics  were  Burton  G. 
Hackney  (LLB)  of  Austin,  State  Com- 
missioner of  Public  Welfare,  medic- 
aid abuse  in  Texas;  Dr.  Dewey  W. 
Johnston  of  Fort  Worth,  chairman, 
TMA  Committee  on  Liaison  with 
Blue  Shield,  review  mechanism;  and 
Dr.  Russell  L.  Deter  of  El  Paso, 
chairman,  TMA  Committee  on  Health 
Care  Costs,  controlling  health  care 
costs.  Dr.  Jack  B.  Lee  of  San  An- 
tonio, Vice-Speaker,  TMA  House  of 
Delegates,  served  as  panel  moder- 
ator. 

A special  feature  of  the  confer- 
ence was  the  presentation  of  the 
TMA  Distinguished  Service  Award  to 
Dr.  May  Owen  of  Fort  Worth,  the 
only  woman  ever  to  serve  as  presi- 
dent of  TMA.  Dr.  Charles  Max  Cole 
made  the  presentation.  Other  con- 
ference weekend  events  included  an 
orientation  program  for  new  and 
transfer  members  of  Texas  Medical 
Association,  meetings  of  the  Wo- 
man’s Auxiliary  to  TMA,  hospitality 
hour  sponsored  by  TMA  and  The 
Prudential  Insurance  Company  of 
America,  and  the  football  game  be- 
tween The  University  of  Texas  at 
Austin  and  the  US  Naval  Academy. 

During  the  conference  weekend, 
48  TMA  committees,  councils,  and 
boards  met  to  transact  Association 
business.  Business  meetings  cul- 
minated in  the  Executive  Board 
meeting  on  Oct.  5.  Attendance  at 
the  conference  totaled  692  physi- 
cians, wives,  and  guests. 


Board  Chairman  Resigns; 
New  Appointments  Made 

Dr.  Elliott  Mendenhall  of  Dallas 
has  resigned  as  member  and  chair- 
man of  the  Board  of  Trustees  of 
Texas  Medical  Association  because 
of  ill  health.  His  resignation  has 
been  accepted  by  Dr.  Charles  Max 
Cole  of  Dallas,  President  of  TMA. 

Dr.  Cole  has  appointed  Dr.  Don  G. 
Harrel  of  Dallas  to  fill  the  remaining 
portion  of  Dr.  Mendenhall’s  term  on 
the  Board.  The  remainder  of  the 
term  goes  through  the  1970  Annual 
Session  of  Texas  Medical  Associa- 
tion. Dr.  Harrel  has  been  serving  as 
chairman  of  the  Council  on  Public 
Relations  and  Public  Service.  Ap- 
pointed as  new  chairman  is  Dr.  Or- 
ville E.  Harper  of  Abilene,  who  has 
been  a member  of  that  Council.  New 
member  named  to  the  Council  is  Dr. 
Robert  K.  Portman  of  Dallas. 


Brisk  Enrollment  Trends 
Insure  Program’s  Success 

Three  plans  in  the  Texas  Medical 
Association’s  new  insurance  pro- 
grams have  exceeded  the  minimum 
participation  requirements,  and  the 
two  other  programs  are  faring  well. 

Enrollment  in  the  Association’s 
disability  insurance  program  exceed- 
ed the  minimum  participation  re- 
quirement on  Oct.  17,  six  weeks 
ahead  of  the  deadline.  Dr.  Joseph 
T.  Painter,  chairman  of  the  Com- 
mittee on  Association  Insurance 
Programs,  foresaw  the  possibility  of 
a larger  number  being  enrolled  in  the 
new  disability  program  by  the  end 
of  the  Charter  Enrollment  Period  on 
Nov.  30  than  was  enrolled  in  the 
previous  TMA  disability  program. 

The  personal  accident  program 
and  the  major  medical  program  have 
also  surpassed  the  required  figure. 

Two  other  programs,  the  office 
overhead  plan  and  the  life  plan,  are 
doing  well  despite  the  fact  that  they 
are  new  to  the  medical  association 
field  and  many  TMA  members  al- 
ready have  office  overhead. 

Dr.  Painter  has  emphasized  the 
importance  of  applying  for  disability, 
major  medical,  and  personal  acci- 
dent coverage  prior  to  Nov.  30  if 
members  are  to  avail  themselves  of 
the  open  enrollment  periods  (assum- 
ing the  major  medical  minimum  is 
also  attained).  During  this  period, 
members  under  age  60  who  are 
presently  insured  may  apply  for  a 
higher  amount  and  be  issued  pol- 
icies regardless  of  health  history 


if  they  have  not  been  previously  re- 
jected for  additional  TMA  coverage 
by  Lumbermens  Mutual  Casualty 
Company.  Members  under  age  60 
who  are  not  presently  insured  will 
be  issued  coverage  regardless  of 
health  history  if  they  have  never 
been  denied  coverage  by  Lumber- 
mens. 

Those  denied  coverage  or  an  in- 
crease for  the  former  TMA  plans 
should  feel  free  to  apply  since  Pru- 
dential has  agreed  to  consider  their 
applications  if  the  reason  for  rejec- 
tion is  given  on  Prudential  form 
TMA-3,  Statement  Relating  to  Health 
Insurance. 

Members  should  enroll  in  the 
overhead  and  life  program  prior  to 
Nov.  30.  Since  these  are  new  TMA 
programs,  all  applicants  meeting 
age  requirements  will  be  insured  re- 
gardless of  health  history  if  mini- 
mum quotas  are  met. 

Members  having  waivers  (no  pay- 
ment made  for  loss  due  to  certain 
illnesses)  on  their  old  policies  will  be 
pleased  to  learn  that  waivers  will  not 
be  used  on  the  Prudential  policies 
and  full  payment  will  be  made  for  all 
disabilities.  This  is  an  outstanding 
feature  of  the  new  plans. 

Dr.  Painter  advised  that  certifi- 
cates will  be  issued  as  soon  as  pos- 
sible. However,  payment  of  premiums 
will  make  coverage  binding,  and  all 
policy  provisions  outlined  in  the  bro- 
chures and  other  supporting  docu- 
ments between  Texas  Medical  Asso- 
ciation and  Prudential  are  guaran- 
teed until  actual  certificates  are  is- 
sued. 


Discussing  TMA’s  new  insurance  program  underwritten  by  The  Prudential  Insur- 
ance Company  of  America  are,  from  left  to  right.  Dr.  Percy  E.  Luecke,  Jr.,  of 
Dallas;  Dr.  Milford  O.  Rouse  of  Dallas,  a past  president  of  AMA  and  TMA;  Dan 
Lehman,  manager,  group  insurance  programs,  TMA;  Herbert  Cerwinske,  associate 
director  of  group  insurance,  Ihe  Prudential  Insurance  Company  of  America;  and 
Dr.  Robert  W.  Grace  of  Dallas. 
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TMA  Winter  Conference 
On  Medical  Service  Set 

An  informative  and  practical  eval- 
uation of  all  aspects  of  both  private 
and  governmental  medical  service 
programs  will  be  featured  at  the 
Texas  Medical  Association’s  annual 
winter  meeting.  TMA’s  1970  Confer- 
ence on  Medical  Service,  to  be  held 
Jan.  17  in  Austin,  has  been  de- 
signed to  be  of  interest  to  all  prac- 
ticing physicians  and  of  special  value 
to  county  medical  society  officers. 
Other  topics  to  be  presented  will 
deal  with  the  problems  of  insurance 
company  medical  directors,  politics 
and  medicine  in  1970.  the  Social 
Security  amendments  of  1970,  and 
Congressional  legislation. 

TMA  President  Dr.  Charles  Max 
Cole  will  lead  off  the  morning  ses- 
sion of  the  one-day  conference  with 
a keynote  address.  This  will  be  fol- 
lowed by  presentations  on  direct  bill- 
ing: usual,  customary,  and  reason- 
able fees;  utilization:  and  peer  re- 
view. Workshops  for  small,  medium, 
and  large  county  medical  societies 
will  be  held  at  the  final  morning  ses- 
sion to  discuss  the  information  pre- 
sented earlier. 

After  lunch,  a panel  of  insurance 
company  medical  directors  will  offer 
ideas  on  how  communications  can 
be  improved  between  their  com- 
panies and  practicing  physicians. 
Presentations  on  medicine’s  role  in 
politics  during  1970  and  Congres- 
sional medical  legislation  will  follow 
the  panel  session. 

Other  activities  of  the  Conference 
weekend  include  an  Orientation  Pro- 
gram for  new  TMA  members:  meet- 
ings of  many  TMA  committees,  coun- 
cils, and  boards:  and  the  Executive 
Board  meeting  on  Sunday,  Jan.  18. 


Cancer  Research  Award 
Conferred  Posthumously 

Posthumous  presentation  of  the 
Guy  H.  and  Dan  C.  Heath  Award  to 
Dr.  David  A.  Karnofsky  of  New  York 
was  made  at  the  14th  Annual  Clini- 
cal Conference  sponsored  by  The 
University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute  at 
Houston. 

Accepting  the  award  for  the  late 
Dr.  Karnofsky  was  his  longtime  col- 
league, Dr.  Irwin  H.  Krakoff.  Dr.  Kar- 
nofsky died  of  cancer  on  Aug.  31, 
several  weeks  after  the  M.  D.  Ander- 
son staff  had  named  him  recipient 
of  the  award.  He  had  been  on  the 


staff  at  Sloan-Kettering  Institute 
since  1948  and  at  Cornell  University 
Medical  College  since  1949. 

The  Heath  Award  is  conferred  an- 


nually for  outstanding  contributions 
to  the  better  care  of  the  cancer  pa- 
tient through  clinical  application  of 
basic  research  knowledge. 


Bob  Mickey,  TMA  staff  member,  left,  explains  the  Keogh  retirement  trust  to  a 
former  president  of  TMA,  Dr.  Howard  O.  Smith  of  Marlin. 


UNIT  VALUES  FOR  TMA  MEMBERS  RETIREMENT  PLAN  AND  TRUST 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to 
physicians  interested  in  enrolling  in  the  program,  comparative  values  for 
investment  media  will  be  published  regularly  in  Texas  Medicine.  Figures 
shown  are  the  latest  available  at  press  deadline  and  are  for  comparison 
purposes  only.  Most  daily  newspapers  list  up-to-the-minute  values  on  mu- 
tual funds.) 


Investment  Media 

9-30-68 

8-31-69 

9-30-69 

Mercantile  National  Bank  Stock  Fund 

$10.25 

$ 8.91 

$ 8.62 

Loomis-Sayles  Capital  Development  Fund 

14.20 

11.83 

11.47 

T.  Rowe  Price  Growth  Stock  Fund 

25.93 

24.69 

24.96 

Loomis-Sayles  Mutual  Fund 

16.82 

14.98 

14.72 

Stein  Roe  & Farnham  Balanced  Fund 

16.25 

14.43 

14.33 

Mercantile  Bank  Fixed  Income  Fund 

10.00 

9.35 

9.19 
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from  the  discord  of  anxiety... 


to  emotional  harmony 


with  the  aid  of  antianxiety 

Librium® 

(chlordiazepoxide 

HCI) 

5-mg,  10-mg 
and  25-mg  capsules 

In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees 
of  excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  dis- 
ease. In  properly  individualized 
maintenance  dosage,  Librium 
(chlordiazepoxide  HCI)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunc- 
tive therapy  in  psychophysiologic 
disorders— yet  seldom  impairs 
mental  acuity  or  ability  to  func- 
tion. Librium  has  demonstrated  a 
wide  margin  of  safety  in  short- 
and  long-term  therapy. 

Also  available: 

Libritabs® 

(chlordiazepoxide) 


Roche 

1J\B0RAT0RIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  de- 
pendence have  rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals  or  those  who  might  increase 
dasage;  withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy,  lactatian,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed  against 
its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude  ataxia 
or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  nat  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially 
in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during  protracted 
therapy. 
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UTSMS  Effects  Revision 
In  Curriculum  Structure 

When  classes  began  in  September 
for  the  1969-1970  academic  year, 
the  first  substantive  changes  in  basic 
medical  curriculum  in  two  decades 
at  The  University  of  Texas  South- 
western Medical  School  at  Dallas 
took  effect. 

The  revisions  involve  the  struc- 
ture of  first-year  coursework  and  are 
designed  to  bring  more  flexibility 
and  problem-solving  capability  to 
the  earliest  phase  of  future  physi- 
cians’ medical  study,  school  spokes- 
men said.  Faculty  and  student  rep- 
resentatives participated  in  the  re- 
vision process. 

Significant  reductions  have  been 
made  in  the  number  of  hours  spent 
by  freshmen  students  in  traditional 
basic  science  courses,  historically 
the  dominant  portion  of  the  first  two 
years  of  medical  study.  Time  thus 
gained  will  be  spent  by  students  in 
elective  courses  and  some  indepen- 
dent study  and  research.  Under  the 
new  schedule,  Saturdays  and  one 
weekday  afternoon  are  free  of  re- 
quired courses.  Previously,  all  week- 
days and  Saturday  mornings  were 
filled. 

At  the  same  time,  first-year  class- 
work  has  been  rearranged  so  that 
each  subject  is  taken  in  sequence 
within  a concentrated  time  period, 
followed  immediately  by  the  final  ex- 
amination in  that  subject.  Thus  ex- 
aminations are  "scattered”  through- 
out the  year,  ending  the  difficulty 
caused  by  all  final  tests  being  lump- 
ed together  at  the  end  of  the  year. 
Restructuring  of  the  school  year  also 
leaves  the  month  of  May  open  for 
study  of  elective  courses,  school  of- 
ficials said.  Students  are  required  to 
schedule  enough  electives  during 
this  period  to  maintain  a full  course 
of  study. 

The  changes  have  permitted  addi- 
tion of  an  innovative  course  to  help 
beginning  students  relate  their  early 
basic  study  to  its  future  application 
in  the  practice  of  medicine.  In  this 
clinical  correlation  course,  explained 
Dr.  Eugene  P.  Frenkel,  chairman  of 
a faculty  committee  on  curriculum 
revision,  actual  patient  problems 
will  be  woven  into  basic  science 
courses.  The  interdepartmental  clin- 
ical correlation  teaching  program 
will  occupy  one  hour  per  week  in 
students’  schedules. 

Although  total  hours  spent  in  such 
basic  science  courses  as  gross  and 
microscopic  anatomy,  physiology, 
and  biochemistry  have  been  reduced, 
there  has  been  no  weakening  in  the 
quality  of  instruction.  Dr.  Frenkel 


pointed  out.  Reductions  were  ac- 
complished by  using  improved  teach- 
ing techniques  and  more  contempo- 
rary instructional  devices  such  as 
films,  slides,  and  other  visual  aids, 
and  by  substituting  in  some  in- 
stances faculty  demonstrations  for 
more  time-consuming  practice  pro- 
cedures such  as  dissection  of  ca- 
davers in  gross  anatomy.  Uniformly 
better  undergraduate  training  of  stu- 
dents currently  being  accepted  for 
medical  school  was  also  a factor  en- 
abling the  streamlining  of  the  cur- 
riculum, he  said. 

Texas  Court  Reexamines 
Malpractice  ‘Locality  Rule’ 

In  an  opinion  handed  down  by  the 
Waco  Court  of  Civil  Appeals  on  Aug. 
14,  1969,  the  court  clarified  the  rule 
in  Texas  malpractice  litigation  relat- 
ing to  the  admissibility  of  testimony 
of  a physician  from  another  “local- 
ity” from  that  of  the  defendant  phy- 
sician. In  this  same  important  opin- 
ion, the  court  also  examined  the 
problem  of  whether  or  not  the  testi- 
mony of  an  orthopedic  specialist  was 
admissible  in  a malpractice  action 
against  a general  practitioner. 

In  the  case  of  Christian  v Jeter, 
the  trial  court  was  confronted  with 
the  plaintiff’s  allegation  that  the  de- 
fendant physician,  who  practiced  in 
a small  Texas  town,  reset  or  at- 
tempted to  reset  the  plaintiff’s  dis- 
located elbow  and  that  he  failed  to 
reduce  the  displacement  or  to  deter- 
mine that  it  was  not  properly  set 
until  three  months  later  when  it  was 
too  late  to  reset  the  elbow  and  re- 
store it  to  its  normal  condition.  It 
was  pleaded  that  corrective  surgery, 
despite  which  the  range  of  motion 
and  use  of  the  elbow  remained  per- 
manently impaired,  was  performed 
by  an  orthopedic  specialist  from 
Dallas. 

Testimony  during  the  trial  indi- 
cated that  there  was  a failure  to 
make  "follow-up  x-rays  until  about 
three  months  after  the  attempted 
resetting  and  that  the  defendant 
physician  relied  solely  on  manual 
palpation  and  observation  as  diag- 
nostic methods.  It  was  undisputed 
that  no  further  x-rays  were  made 
after  the  preliminary  hospital  admis- 
sion examination,  and  that  examina- 
tion thereafter  was  confined  to  vis- 
ual and  manual  methods.  There  was 
testimony  that  the  plaintiff  com- 
plained to  the  defendant  following 
the  reduction  procedure  and,  shortly 
after  he  recovered  from  the  anes- 
thetic, that  he  had  felt  his  arm  slip 
in  the  joint  and  had  tremendous 
pain  with  it.” 


During  the  trial,  the  plaintiff  called 
as  his  witness  an  orthopedic  special- 
ist who  performed  subsequent  cor- 
rective surgery.  The  specialist  testi- 
fied that  he  examined  an  x-ray  of 
the  elbow  made  nearly  three  months 
after  the  first  hospital  admission  and 
just  before  the  defendant  referred 
the  plaintiff  to  him,  as  well  as  the 
first  x-ray  made  at  the  time  of  the 
original  injury;  that  the  last  x-ray 
showed  the  elbow  still  had  "the 
same  appearance  as  the  original  x- 
ray  and  was  still  not  reduced.”  He 
testified  further  that  calcification 
had  developed  in  the  joint  and  that 
prompt  reduction,  maintained  at  the 
time  of  the  accident  and  causing 
displacement,  would  “in  reasonable 
medical  probability  have  resulted  in 
complete  recovery;  and  that  within  a 
week  thereafter  the  dislocation  could 
again  have  been  reduced  so  as  to 
avoid  corrective  surgery.”  The  or- 
thopedic specialist  testified  that  the 
dislocation  or  redislocation  could 
have  been  detected  by  the  use  of 
x-rays. 

The  trial  court  ruled  the  expert 
witness’  testimony  "that  it  was  rea- 
sonable and  prudent  for  a follow-up 
x-ray  to  be  taken  under  those  cir- 
cumstances” to  be  inadmissible 
since  the  defendant  was  a general 
practitioner  and  that  "what  standard 
of  care  the  specialist  might  have  as 
an  orthopedist  is  a different  stan- 
dard of  care  from  a general  practi- 
tioner.” Out  of  the  hearing  of  the 
jury,  the  orthopedic  specialist  testi- 
fied that  "wherever  the  town  or 
whatever  the  situation,  an  x-ray  was 
needed  to  confirm  reduction  of  a 
dislocated  elbow”  and  that  there 
was  not  a "different  or  lower  stan- 
dard of  care  in  a town  such  as  En- 
nis, Tex.,  than  that  in  Dallas  in  re- 
duction of  elbows.”  Other  testimony 
excluded  was  that  general  practi- 
tioners "over  the  years  and  still,  as 
of  today,  reduce  dislocated  elbows;” 
that  it  is  a type  of  procedure  in 
which  a general  practitioner  is  or- 
dinarily expected  to  be  proficient 
and  competent;  that  a general  prac- 
titioner is  equally  qualified  to  take 
post-reduction  x-rays  to  determine 
proper  alignment;  and  that  x-rays 
are  available  to  both  the  specialist 
and  to  the  general  practitioner. 

The  trial  court  granted  the  de- 
fendant physician’s  motion  for  in- 
structed verdict,  and  the  jury  was 
dismissed.  The  appellate  court  found 
this  to  be  error  and  stated  that  the 
applicable  Texas  law  would  not  make 
the  orthopedic  specialist’s  testimony 
“inadmissible  on  locality  grounds.” 
Regarding  the  question  of  locality  in 
malpractice  litigation,  the  court 
stated: 
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In  the  days  when  there  was 
little  inter-community  travel, 
the  courts  required  personal 
familiarity  with  the  practice  of 
physicians  in  the  particular 
community  where  the  plaintiff 
was  treated  as  the  basis  for  the 
expert’s  testimony.  This  was  on 
the  theory  that  a doctor  in  a 
small  community  did  not  have 
the  same  opportunity  or  re- 
sources for  keeping  abreast  of 
his  profession.  The  reason  for 
the  rule  has  now  disappeared 
with  the  advent  of  modern 
transportation  and  communica- 
tion, with  no  lack  of  opportunity 
to  keep  abreast  of  methods  and 
practices.  The  controlling  factor 
in  determining  competency  now 
is  that  the  medical  witness  have 
practical  knowledge  of  what  is 
usually  and  customarily  done 
by  other  practitioners  under 
circumstances  similar  to  those 
which  confronted  the  defendant 
charged  with  malpractice. 

The  court  also  found  that  the  tes- 
timony of  the  witness  was  not  inad- 
missible on  the  ground  that  he  was 
not  “of  the  same  school  of  prac- 
tice” as  the  defendant,  as  the  trial 
court  had  ruled.  The  appellate  court 
cited  the  educational  background 
and  experience  of  both  the  general 
practitioner  and  the  orthopedic  sur- 
geon and  held  that  “under  the  facts 
of  this  case  they  are  of  the  same 
school  of  medicine,  notwithstanding 
the  witness  was  an  orthopedic  spe- 
cialist.” 

On  this  point,  the  court  cited  the 
following  as  the  rule; 

Where  the  particular  subject 
of  inquiry  is  common  to  and 
equally  recognized  in  all  fields 
of  practice,  moreover,  or  where 
the  subject  of  inquiry  relates 
to  the  manner  of  use  of  electri- 
cal or  mechanical  appliances  in 
common  use  in  all  fields  of 
practice  (as  the  record  shows 
is  true  of  x-rays  in  this  case), 
the  rules  relating  to  admission 
of  opinion  evidence  in  malprac- 
tice cases  is  qualified. 

Thus,  we  find  a Texas  appellate 
court  holding  that  a strict  interpre- 
tation of  the  “locality  rule”  will  not 
be  enforced  in  this  state  and  hold- 
ing that  the  testimony  of  a special- 
ist is  admissible  in  the  trial  of  a 
general  practitioner.  In  addition  to 
these  important  rulings,  this  case 
forcefully  points  out  the  importance 
of  utilizing  x-rays  as  a diagnostic 
tool  and  the  importance  of  x-ray 
pictures  in  evidence  in  malpractice 
litigation.  As  the  authors  have  point- 
ed out  on  numerous  occasions. 


courts  are  more  and  more  often 
determining  that  any  standard  of 
care  requires  the  utilization  of  all 
reasonable  diagnostic  tools  available 
to  the  physician  at  the  time  of  treat- 
ment. 

Philip  R.  Overton,  LLB 
Sam  V.  Stone,  Jr.,  LLB 


Pediatric  Society  Eiects 
New  Officers  for  1969-70 

A Houston  physician.  Dr.  Ray- 
mond Cohen,  was  recently  elected 
president  of  the  Texas  Pediatric  So- 
ciety at  its  annual  meeting  in  Cor- 
pus Christi.  Dr.  Cohen  has  practiced 
pediatrics  in  Houston  for  the  past 
33  years. 

President-elect  of  the  society  is 
Dr.  Anthony  L.  Alfieri  of  Dallas,  who 
will  assume  his  office  in  September, 
1970.  Dr.  Meyer  Kurzner  of  Corpus 
Christi  was  elected  vice  president. 
Reelected  to  office  were  Dr.  Pat  A. 
Cato  of  Austin  as  secretary  and  Dr. 
George  M.  Waddill,  Jr.,  of  Amarillo 
as  treasurer.  Newly  elected  district 
chairmen  are  Drs.  P.  Clift  Price  of 
Austin,  District  3;  Robert  A.  Gardner 
of  Houston,  District  1;  Floyd  A.  Nor- 
man of  Dallas,  District  2;  and  Steph- 
en G.  Maddox,  Jr.,  of  Fort  Worth, 
District  4. 

Chart  Aids  Treatment 
Of  Children’s  Injuries 

A newly-revised  comprehensive 
first  aid  chart  which  provides  infor- 
mation on  treatment  of  harmful  in- 
juries that  most  commonly  occur 
among  children  has  been  released 
by  the  American  Academy  of  Pedi- 
atrics. 

The  chart  has  been  prepared  by 
the  academy's  committee  on  acci- 
dent prevention  and  subcommittee 
on  accidental  poisoning.  It  contains 
comprehensive  information  on  first 
aid  treatment  for  convulsions,  burns 
and  scalds,  puncture  wounds,  head 
injuries,  choking,  poisoning,  bites  or 
stings,  and  other  injuries.  Instruc- 
tions for  administering  artificial  res- 
piration are  also  included. 

Measuring  11  in.  by  17  in.,  the 
new  chart  is  colorfully  illustrated  to 
accentuate  the  pertinent  data  pre- 
sented. There  is  also  a convenient 
place  on  the  chart  for  the  family 
physician’s  phone  number. 

Individual  copies  may  be  obtained 
for  20  cents  a chart.  The  chart  is 
also  available  at  a 10%  discount  for 
quantities  of  six  or  more.  Prices  for 
larger  quantities  are  available  upon 


request.  Copies  may  be  obtained  by 
writing  to  Publications,  American 
Academy  of  Pediatrics,  P.O.  Box 
1034,  Evanston,  III.  60204. 

Simple  Disclosure  Fulfills 
Lending  Act  Requirements 

Recent  directives  concerning  the 
federal  Truth  in  Lending  Act  which 
became  operative  July  1 indicate 
that  the  physician’s  responsibility 
for  written  disclosure  will,  when  re- 
quired, be  a very  simple  one-time 
matter,  reports  the  Oct.  13  issue  of 
American  Medical  News. 

A letter  from  Paul  R.  Dixon, 
chairman  of  the  Federal  Trade  Com- 
mission, to  Sen.  Charles  E.  Goodell 
(R.,  N.Y.)  clarifies  the  effect  of  the 
regulation  on  the  medical  profes- 
sion: 

“The  Truth  in  Lending  Act  does 
not  come  into  play  in  a situation  in 
which  the  patient  decides  on  his 
own  to  pay  his  bill  in  installments. 
However,  when  a physician  comes 
to  a specific  agreement  with  a pa- 
tient to  pay  the  physician’s  fee  in 
more  than  four  installments,  then 
(the  regulation)  requires  written  dis- 
closure of  all  applicable  points  of  in- 
formation at  the  time  of  the  agree- 
ment. This  will  ...  be  a very  simple 
matter  . . 

“The  following  brief  disclosure 
would  satisfy  the  Truth  in  Lending 
Act:” 


Sample  Document 

Cash  Price  (Medical  Fee)  $500 

Less:  Cash  Down  Payment 

(Advance  Payment)  100 

Unpaid  Balance  400 

Amount  Financed  400 

FINANCE  CHARGE  NONE 

Total  of  Payments  400 

Deferred  Payment  Price  500 

ANNUAL  PERCENTAGE 

RATE  NONE 


Purchaser  (Patient)  hereby  agrees  to 
pay  to  Dr.  John  Doe  at  the  address 
shown  above  the  “TOTAL  OF  PAY- 
MENTS” shown  above  in  10  monthly 
installments  of  $40,  the  first  install- 
ment being  payable , 19 — , 

and  all  subsequent  installments  on 
the  same  day  of  each  consecutive 
month  until  paid  in  full. 

AMA  attorneys  emphasize  that  the 
two  items  FINANCE  CHARGE  and 
ANNUAL  PERCENTAGE  RATE  must 
appear  in  bold-face  type  or  otherwise 
conspicuously. 

“Use  of  the  above  form  could  be 
effectuated  by  any  physician’s  nurse 
in  a few  moments  and  no  other  dis- 
closure is  required  on  subsequent  bill- 
ings,” according  to  Dixon’s  directive. 
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Let’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 


The  new  mother  needs  time . . . 
to  adjust  to  motherhood, 
to  give  her  new  baby  all  the  love 
and  attention  he  requires. 

She  needs  time  for  her  husband . . . 

and  for  herself  as  well . . . 
so  that  she  can  come  to  terms 
with  the  increased  cares 
and  responsibilities  now  facing  her. 
She  needs  time  to  decide 
when  she  will  have  additional  children 
and  how  many  she  will  have. 


Your  prescription  for  Ovulen-21  gives  the  new  mother  time  to 
meet  her  family's  present  needs ...  to  plan  for  her  family's  future. 

She  can  take  Ovulen-21  confidently  and  comfortably  month 
after  month.  Its  dependability  is  enhanced  by  its  simplicity  of 
use.  A woman  needs  little  or  no  time  to  learn  the  simple  Ovulen- 
21  regimen:  three  weeks  on— one  week  off.  And  the  automatic 
record-keeping  of  the  petite,  virtually  "patient-proof"  Ovulen- 
21  Compack®  helps  to  maintain  her  schedule ...  helps  put  time 
on  her  side. 

Immediately  post  partum  is  the  time 

It  is  the  time  when  motivotion  is  highest— when  a new  mother 
needs  expert  advice  for  the  future,  so  she  can  space  her  chil- 
dren and  limit  her  family. 

It  is  also  the  most  opportune  time,  since  she  is  conveniently 
present  in  the  hospital,  for  her  to  be  given  both  instructions 
and  a prescription. 

Non-nursing  mothers  may  begin  Ovulen-21  immediately  after 
delivery,  on  the  day  of  departure  from  the  hospital  or  at  the 
first  postpartum  visit,  as  desired.  It  is  recommended  that  nurs- 
ing mothers  begin  Ovulen-21  four  weeks  after  delivery. 

A small  fraction  of  the  hormonal  agents  in  oral  contracep- 
tive pills  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long-range  effect  on  the  nursing  infant  cannot 
be  determined  at  this  time. 

Indicafion-Oral  contraception. 

Confraindicafions-Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings-Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis);  if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  1968''^  estimate  there  is  a seven-  to 
tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic"  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 

Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization  Rates 
(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral  Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

i 


No  comparable  studies  are  yet  available  in  the 
United  States.  The  British  data,  especially  as  they 
indicate  the  magnitude  of  the  increased  risk  to  the 
individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences 
of  spontaneously  occurring  thromboembolic  dis- 
ease may  differ. 

Discontinue  medication  pending  examination  if 
there  is  sudden  partial  or  complete  loss  of  vision, 
or  sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. Withdraw  medication  if  papilledema  or 
retinal  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
pregnancy  be  ruled  out  for  any  patient  who  has 
missed  two  consecutive  periods  before  continuing  the 
contraceptive  regimen.  If  the  patient  has  not  ad- 
hered to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contra 


ceptives  has  been  identified  in  the  milk  of  mothers  receiving  these 
drugs.  The  long-range  effect  on  the  nursing  infant  cannot  be  deter- 
mined at  this  time. 

Precautions— Pretreatment  physical  examination  should  include  Spe- 
cial reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal  be 
repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  ob- 
servation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  rel- 
evant specimens  are  submitted. 

Adverse  Reactions-A  statistically  signifcant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocu- 
lar lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  re- 
ceiving oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symp- 
toms (such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding, 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after 
treatment,  edema,  chloasma  or  melasma,  breast  changes  (tenderness, 
enlargement,  secretion),  change  in  weight,  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lactation  when  given  im- 
mediately post  partum,  cholestatic  jaundice,  migraine,  allergic  rash, 
rise  in  blood  pressure  in  susceptible  individuals,  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  pre- 
menstrual-like  syndrome,  changes  in  libido,  changes 
in'  appetite,  cystitis-like  syndrome,  headache,  ner- 
/ vousness,  dizziness,  fatigue,  backache,  hirsutism,  loss 
of  scalp  hair,  erythema  multiforme  and  nodosum, 
hemorrhagic  eruption,  itching.  The  following  laboratory 
results  may  be  altered  by  oral  contraceptives;  hepatic 
function;  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests;  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase 
in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T^  uptake  values,-  metyrapone  test; 
pregnanediol  determination. 

^ ^ References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.: 

f Brit.  Med.  J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P., 

°"d  D°ih  ft-:  hf''-  l^led.  J.  2:199-205  (April  27)  1968. 

Before  prescribing  see  complete  prescribing  information. 


Where  “The  Pill"  Began 
G.  D.  SEARLE  & CO.,  P.O.  Box  5110,  Chicago,  III.  60680 


SEARLE 


972 


What's 

Paly  tri  hydrate  )got  to  do  witli 

so  price  of  bananas? 


Ji  ihis;  According  to  the  U.S.  Bureau  of  Labor 
F Ustics,  bananas  are  one  of  the  few  things  that 
:tua!iy  cost  less  today  than  five  years  ago.  The 
same  is  true  of  Polycillin.  In  fact,  the  price  of  Poly- 
cillln  has  been  reduced  about  30%  since  its  intro- 
duction in  1963...  making  it,  according  to  national 
surveys  of  patient  costs,  as  economical  as  lead- 
ing brands  of  tetracycline  and  erythromycin. 


And  Polycillin  is  available  in  a variety  of  dosage 
forms  for  your  patients— more  than  any  other  am- 
picillin.  It  comes  in  250  mg.  and  500  mg.  capsules: 
in  convenient,  chewable  tablets  of  125  mg;  oral 
suspension,  125  mg.  and  250  mg.  per  5 ml.;  and 
in  pediatric  drops,  100  mg.  per  ml.  Also  available 
parenterally  as  Polycillin-N  (sodium  ampicillin). 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse.  New  York  13201 


BRISTOL 
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SAC  Approved  for  New 
Medical  Assisting  Program 

San  Antonio  College  is  one  of  five 
colleges  that  have  been  approved  by 
the  American  Association  of  Medical 
Assistants  for  a two-year  curriculum 
in  medical  assisting.  The  new  edu- 
cational program  was  also  approved 
by  the  American  Medical  Associa- 
tion’s House  of  Delegates  in  July  at 
the  New  York  meeting. 

Also  approved  by  AAMA  were  Cuy- 
ahoga Community  College.  Cleve- 
land, Ohio;  Modesto  Junior  College, 
Modesto,  Calif.;  Pasadena  City  Col- 
lege, Pasadena,  Calif.;  and  West  Val- 
ley Junior  College,  Campbell,  Calif. 
An  approval  program  committee  of 
the  AAMA  is  visiting  several  other 
junior  and  community  colleges  and 
expects  to  approve  them  in  the  near 
future  if  they  meet  proposed  stan- 
dards after  their  curricula  are  ex- 
panded. 

Courses  in  the  two-year  college 
program  include  humanities,  social 
sciences,  anatomy  and  physiology, 
medical  terminology,  medical  law, 
ethics  and  economics,  psychology, 
medical  assistant  administrative  pro- 
cedures, medical  assistant  clinical 
procedures,  and  laboratory  orienta- 
tion. 

The  American  Medical  Associa- 
tion’s Department  of  Allied  Medical 
Professions  and  Services  is  cooper- 
ating with  the  AAMA  on  the  approval 
program. 

Nurses  Stage  Meeting 
Series  Throughout  Texas 

The  Texas  Nurses  Association  will 
offer  a series  of  meetings  from  No- 
vember to  May  on  a variety  of  sub- 
jects. 

“Dynamics  of  the  Interviewing 
Process,”  presented  by  The  Univer- 
sity of  Texas  School  of  Nursing  at 
Hotel  Dieu  Sister’s  Hospital  School 
of  Nursing  in  El  Paso,  will  take  place 
Nov.  20-22,  1969.  Registration  will 
be  limited,  and  details  are  available 
from  Dorothy  Blume,  Director  of 
Continuing  Education,  UT  School  of 
Nursing,  C.  P.  Hall,  The  University 
of  Texas,  Austin  78712.  The  same 
program  will  be  offered  Dec.  4-6  in 
San  Antonio. 

St.  Joseph  Hospital  and  Sacred 
Heart  Dominican  College  in  Houston 
will  sponsor  traineeships  in  "Nurs- 
ing in  the  Coronary  Care  Unit”  from 
Jan.  5-30,  Feb.  16-March  13,  and 
March  30-April  24.  Write  to  Helen 
Pittman,  1919  Crawford,  Houston 
77002,  for  more  information. 

A lecture  series  from  Jan.  28  to 


May  28  entitled  “For  Better  Under- 
standing and  Care  of  Children”  will 
be  sponsored  in  Dallas  by  Children’s 
Medical  Center  and  Texas  Woman’s 
University.  Fee  for  the  series  is  $10 
to  $26,  depending  on  student  status. 
Miss  Trude  Aufhauser,  1935  Amelia, 
Dallas  75235,  will  provide  additional 
details. 

From  Jan.  26  to  Feb.  6 and  from 
April  20  to  May  1,  All  Saints  Episco- 
pal, Harris,  and  St.  Joseph  hospitals 
in  Fort  Worth  will  present  “Coronary 
Care  Course  for  Nurses.”  Content 
will  stress  interpretation  of  electro- 
cardiograms, recognition  of  arrhyth- 
mias and  other  complications  of  cor- 
onary disease,  the  use  of  electronic 
monitors  and  other  diagnostic  aids, 
and  emergency  resuscitation  proce- 
dures. Fee  for  the  course  is  $50. 
Write  to  Dr.  Robert  S.  Copper,  1300 
W.  Cannon,  Fort  Worth  76104. 

Reserve  Program  Satisfies 
MDs’  Military  Obligations 

Young  physicians  now  have  a 
chance  to  satisfy  their  military  obli- 
gations and  still  remain  in  the  local 
community  through  the  US  Air  Force 
Reserve  Program. 

For  several  years  the  opportunity 
for  commissioning  of  physicians  with 
no  previous  military  service  has  been 
closed,  but  from  now  until  Dec.  31, 
1969,  physicians  are  eligible  for  the 
“Non-Prior  Service  Draft-Liable  Phy- 
sicians” program.  To  qualify  for  a 
direct  commission,  a physician  must 
be  a United  States  citizen,  be  a grad- 
uate of  an  approved  school  of  medi- 
cine or  osteopathy,  have  completed 
one  year  of  internship  and  one  year 
of  practice  or  residency  (two  years 
of  internship  will  also  qualify),  be 
currently  engaged  in  practice  of 
medicine,  be  of  the  high  moral  char- 
acter expected  of  commissioned  of- 
ficers in  the  US  Air  Force,  and  be 
physically  qualified  for  commis- 
sioned service  as  prescribed  by  Air 
Force  directives. 

Within  the  Fourth  Air  Force  Re- 
serve Region,  including  Texas,  Okla- 
homa, Louisiana,  Arkansas,  and  New 
Mexico,  41  medical  service  flights, 
squadrons,  and  dispensaries  with  re- 
quirements for  all  categories  of  med- 
ical personnel  exist  and  have  open- 
ings for  both  prior  service  and  non- 
prior service  physicians.  Information 
may  be  obtained  from  the  Central 
Base  Personnel  Office  at  any  Air 
Force  base  or  from  the  Office  of  the 
Surgeon,  Fourth  Air  Force  Reserve 
Region,  Ellington  Air  Force  Base, 
Texas  77030,  Area  Code  713  487- 
1400,  Ext.  427  or  428. 


Unusual  Medical  Museum 
Opens,  Features  Animation 

Designed  to  tell  the  animated 
story  of  human  physiology  for  better 
health  standards,  the  Houston  Mu- 
seum of  Medical  Science  opened  to 
the  public  Nov.  15.  A Preview  Re- 
ception and  Crystal  Ball  on  Oct.  8 
heralded  the  opening. 

One  of  less  than  a dozen  muse- 
ums of  this  type  in  the  United 
States,  the  new  Museum  of  Medical 
Science  has  13  displays  and  22  per- 
manent exhibits  contained  in  an 
area  of  5,000-square  feet  on  the  sec- 
ond floor  of  the  new  Houston  Mu- 
seum of  Natural  Science.  The  dis- 
play topics  are  cell  mitosis,  muscles 
and  bones,  the  kidney  and  urinary 
system,  heart  and  lung,  egg  embryo, 
stages  of  birth,  variations  on  the 
theme  of  life,  when  to  expect  a 
baby,  chemical  engineers  of  life, 
genetics,  the  brain  and  nervous  sys- 
tem, the  five  senses,  and  a trans- 
parent woman  called  TAM. 

One  of  the  first  life-size  transpar- 
ent models  to  be  designed  and  built 
in  the  United  States,  TAM  (transpar- 
ent anatomical  model)  stands  five 
feet  eight  inches  tall  and  has  mea- 
surements of  36-24-37.  The  clear 
plastic  model  is  internally  lighted 
and  programmed  to  light  those  por- 
tions of  her  anatomy  as  she  dis- 
cusses them  in  her  pleasant,  taped 
voice.  Most  of  the  displays  in  the 
museum  are  either  animated,  voiced, 
or  require  some  action  on  the  part 
of  the  observer  to  give  the  viewer  a 
sense  of  participation  and  a greater 
understanding  of  the  functional  ca- 
pacities of  the  human  body. 

In  addition  to  the  displays  and 
permanent  exhibits,  the  museum 
features  transient,  current  interest, 
and  portable  exhibits.  The  portable 
exhibits  include  instructional  aids 
such  as  films  and  charts  which  will 
be  made  available  to  schools.  Rather 
than  bringing  the  students  to  the 
museum  for  instruction,  the  museum 
is  able  to  go  to  the  schools. 

The  museum  originated  as  a re- 
sult of  the  Victory  Over  Polio  cam- 
paign in  1962.  A citizen’s  commit- 
tee assigned  $200,000  of  the  sur- 
plus funds  resulting  from  the  cam- 
paign to  the  Harris  County  Medical 
Society,  as  trustees,  for  the  purpose 
of  establishing  a permanent  exhibi- 
tion on  health  science.  Approximate- 
ly half  of  this  money  was  used  to 
provide  a home  for  the  museum  with 
the  other  half  going  to  purchase  the 
permanent  exhibits.  Additional  funds 
of  more  than  $100,000  have  been 
pledged  to  the  museum,  largely  by 
physicians.  This  money  will  go  to- 
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Senior  Consultants 

Perry  C.  Talkington,  M.D. 
Charles  L.  Bloss,  M.D. 

Psychiatrist-in-Chief 

Howard  M.  Burkett,  M.D. 

Medical  Director 

James  K.  Peden,  M.D. 

Associate  Psychiatrists 
Jerry  M.  Lewis,  M.D. 
Claude  L.  Jackson,  M.D. 


Dode  Mae  Hanke,  M.D. 
Thomas  H.  Allison,  M.D. 
Maurice  S.  Green,  M.D. 
Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 
Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Joe  W.  King,  M.D. 

Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 
John  T.  Gossett,  Ph.D. 

Dale  R.  Turner,  Ph.D. 
Robert  W.  Hagebak,  Ph.D. 

Social  Work 

Sally  Stansfield,  M.S.W. 
Robert  O’Connor,  M.S.S.W. 
Kathleen  Wood,  M.S.W. 
Margie  W.  Buell,  M.S.S.W. 
Robert  P.  Stewart,  M.S.S.W. 
Cecilia  Coffelt,  M.S.S.W. 


Occupational  Therapy 
Geraldine  Skinner,  B.S., 
O.T.R.,  Director 

Recreational  Therapy 
Lois  Timmins,  Ed.D., 
Director 

Director  of  Nurses 

Mae  Belle  James,  R.N. 

Business  Manager 

Ralph  M.  Barnette,  B.B.A. 


381-7181 


LAWN 

PSYCHIATRIC  HOSPITAL 

Dallas,  Texas  75223  P.  0.  Box  11288 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

Narcotic  Cases  Not  Admitted 


KELSEY-SEYBOLD  CLINIC 


6624  FANNIN  STREET 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseaeee 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser,  M.D., 
F.A.C.P. 

E.  Peter  Pequegnat,  M.D., 
F.R.C.P.(C) 

Pulmonary  Dieeasee 

H.  Irving  Schweppe,  Jr., 
M.D.,  F.A.C.P. 

Stanton  P.  Fischer,  M.D., 
F.A.C.P. 


Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif  M.D., 
F.A.C.P. 

Ralph  D.  Eichhom,  M.D., 
F.A.C.P. 

F.  Scott  O’Neil,  M.D., 
F.A.C.P. 

James  W.  McBee,  M.D. 

Heart  Disease  and  Cardiac 
Catheterization 
Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia.  M.D. 
Wayne  E.  Dear,  M.D. 

Arthritis  and  Rheumatic 
Diseases 

Jamee  W.  Kemper,  M.D.. 
F.A.C.P. 

•Military  Service 


JA  6- 

Hypertension  and  Peripheral 
Vascular  Diseases 

Gene  E.  Burke.  M.D. 

Cancer  Chemotherapy 

Carlos  F.  Taboada,  M.D. 

Nephrology 

Francis  X.  Schloeder,  M.D. 

Hematology 

Jerome  B.  Bart,  M.D. 

Infectious  Diseases 

Stuart  Riggs,  M.D. 

OCCUPATIONAL  MEDICINE 

Paul  E.  Wright,  M.D., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D., 
F.A.C.Pr.M. 

Richard  M.  Fenno,  M.D., 
M.P.H.,  F.A.C.P. 

Cannon  A.  Owen,  M.D., 
F.A.C.S. 

Edward  A.  Anderson,  M.D., 
F.A.C.Pr.M. 

William  E.  Froemming,  M.D., 
F.A.C.P. 

GENERAL  & THORACIC 

SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrcy,  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.S. 

J.  Stanley  Conner,  M.D. 

William  A.  Johnson,  III, 

M.D. 


PSYCHIATRY 

Chester  G.  Cochran.  M.D. 
•Ricardo  Daichman,  M.D. 
William  H.  Boylston,  M.D. 
PEDIATRICS 
Rheumatology 
Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Allergy 

Charles  W.  Ewing,  M.D., 
F.A.A.P. 

OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D., 
F.A.C.S. 

Joseph  S.  Weycer,  M.D. 
NEUROLOGY 

Robert  R.  Pierce,  M.D., 
DERMATOLOGY 

Wilson  M.  Fraser,  M.D. 
Donald  W.  Owens,  M.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

J.  David  Wright,  M.D. 

ORTHOPEDIC  SURGERY 
W.  Malcolm  Granberry, 
M.D. 

Jesse  H.  Dickson,  M.D. 

OPHTHALMOLOGY 

Henry  E.  Wahlen,  M.D. 

RADIOLOGY 

David  M.  Rolfs,  M.D. 

John  D.  Brooks,  M.D. 

PATHOLOGY 

Robert  A.  Jordan.  M.D. 

DENTISTRY 

Eugene  W.  Gray,  D.D.S. 


HOUSTON,  TEXAS  77025 


PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A 
Robert  de  von  Flindt,  Ph.D. 
Cheryl  McBride,  M.A. 
SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox.  Ph.D. 
Carolyn  C.  Garcia,  M.S. 
CONSULTANTS 
MaxiUo  Facial  Surgery 
Edward  C.  Hinds,  MJ)., 
D.D.S.,  F.A.C.S. 
Psychiatry 

Albert  Owers,  M.D. 
Ophthalmology 

W.  Eugene  Alford,  M.D. 
Infectious  Diseases 

Fred  F.  Barrett,  M.D., 
F.A.A.P. 

Gastrointestinal  Diseases, 
Gastroscopy 

Theodore  Hersh,  M.D. 
Occupational  Medicine 
Valliant  C.  Baird,  M.D., 
F.A.C.Pr.M. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
Vectorcardiography 
Registered  Physiotherapist 
Pulmonary  PHinction 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 
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ward  operating  expenses.  Future  op- 
erating expenses  will  be  obtained 
through  voluntary  contributions  from 
the  public  at  large.  The  Crystal  Ball, 
a project  of  the  Woman's  Auxiliary 
to  the  Harris  County  Medical  Society, 
was  the  first  major  fund-raising 
event  involving  the  public.  The  $100 
per  person,  black  tie  affair  was  held 
in  La  Fontaine  Ballroom  at  The  War- 
wick. Guests  included  astronaut  Eu- 
gene Cernan,  A.  J.  Foyt,  Jim  Norton, 
Doug  Sanders,  two  New  Orleans 
Saints’  football  players,  Houston  As- 
tros’ baseball  representatives,  coach- 
es from  representative  Southwest 
Conference  football  teams  and  from 
the  University  of  Houston,  Olympic 
champion  Randy  Matson,  and  bas- 
ketball’s Slater  Martin. 

Except  for  a paid  director  soon  to 
be  acquired,  the  Museum  of  Medical 
Science  is  completely  staffed  by  the 
Woman’s  Auxiliary  to  the  Harris 
County  Medical  Society  as  its  first 
total  project.  Members  provide  all  of 
the  hostesses  at  the  exhibits:  make 
up  the  clerical  and  bookkeeping 
staff;  provide  from  the  society’s 
membership  instructors  with  medical 
background  for  specially  scheduled 
groups:  and  form  a speakers  bureau 
to  lecture  at  schools,  organizations, 
and  civic  meetings  throughout  the 
community. 

President  of  the  medical  society’s 
special  committee  for  the  museum, 
the  Foundation  for  the  Museum  of 
Medical  Science,  is  Dr.  F.  Scott 
Glover. 

College  Inducts  41  Texans 
As  New  Surgical  Fellows 

The  largest  number  of  surgeons 
ever  have  been  inducted  as  new 
Fellows  of  the  American  College  of 
Surgeons  in  cap-and-gown  cere- 
monies during  the  annual  five-day 
Clinical  Congress  in  San  Francisco. 

New  fellows  from  Texas  are  Drs. 
Philip  O’Neill,  Arlington:  H.  K.  Bald- 
win-Price,  Cleburne;  Lawrence  H. 
Wilk,  Corpus  Christi;  Lawrence  A. 
Beyer,  Terry  D.  Allen,  Roger  R.  Eck- 
er,  George  P.  Fosmire,  Warren  M. 
Greene,  L.  Lee  Lankford,  Mark  L. 
Lemmon,  Donald  J.  Logan,  Leonard 
J.  Robison,  Charles  W.  Simpson,  and 
William  H.  Zedlitz,  all  of  Dallas;  Mar- 
cus L.  Finley,  Donald  N.  Matheson, 
Fred  W.  Sanders,  Richard  V.  Wilson, 
all  of  Fort  Worth;  Robert  L.  Edwards, 
Freeport;  and  Kenneth  R.  T.  Tyson, 
Galveston. 

Others  are  Drs.  Jaime  S.  Dia- 
monon,  J.  Rayner  Dickey,  Edward  B. 
Diethrich,  Jerry  L.  Doggett,  Tadeusz 


Z.  Laskowski,  Percy  E.  Lowe,  and 
Alfred  E.  Smith,  all  of  Houston; 
Leonard  I.  Koch,  Lubbock;  Royce 
Laycock,  Pampa;  Earl  D.  Bellamy, 
Paris;  Robert  A.  Lauderdale,  Richard- 
son; Arthur  S.  McFee,  Bernard  W. 
Palmer,  Carlos  Pestana,  Aureliano 
A.  Urrutia,  Aurelio  Diaz,  and  Arnold 
I.  Walder,  all  of  San  Antonio;  Norris 
C.  Knight,  Jr.,  Texarkana;  Grady  C. 
Gordon  and  Ronald  L.  Johnson,  both 
of  Waco;  and  Douglas  M.  Dennis, 
Wichita  Falls. 

Curriculum  Planned  For 
Allied  Health  Professions 

Development  of  a program  for 
training  critically  needed  profession- 
al health  workers  is  now  underway 
at  the  Southwestern  School  of  Allied 
Health  Professions,  a major  new 
branch  of  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las. 

The  school  began  functioning  in 
September  in  a former  student  nurs- 
es’ residence  at  Methodist  Hospital 
of  Dallas.  A staff  of  three,  headed 
by  Dr.  Richard  D.  Burk,  dean,  and 
Dr.  Harry  J.  Parker  (PhD),  associate 
dean,  have  planned  curriculum  for 
the  school’s  first  six  academic  cours- 
es and  have  submitted  the  plans  to 
the  UT  System  Board  of  Regents 
and  to  the  Coordinating  Board,  Tex- 
as College  and  University  System. 

Due  to  accept  its  first  students 
next  summer,  the  school  is  expected 
to  grow  to  a student  enrollment  of 
70,  with  a full-time  faculty  of  15 
plus  numerous  part-time  instructors, 
by  the  beginning  of  its  first  full  aca- 
demic year  in  September,  1970. 
School  officials  anticipate  a dou- 
bling of  this  enrollment  within  five 
years. 

Approval  has  been  requested  for 
courses  to  be  offered  first  in  four 
specialties,  said  Dr.  Parker,  who  has 
charge  of  curriculum  development. 
These  are  medical  technology,  phys- 
ical therapy,  rehabilitation  science, 
and  nutrition  dietetics.  Courses  in 
instructional  media  technology  and 
medical  records  administration  have 
been  submitted  for  board  approval 
for  tentative  inclusion  in  the  school’s 
program  beginning  in  the  fall,  1971. 
Also  scheduled  for  1971,  a course 
in  cardiorespiratory  science  is  in  the 
planning  stage.  Other  programs,  in- 
cluding a bachelor’s  degree  as  phy- 
sician’s assistant,  are  part  of  longer 
range  plans.  Master’s  degrees  in 
some  areas  of  study  will  be  added 
later.  Two  of  the  proposed  areas  of 


instruction,  rehabilitation  science 
and  instructional  media  technology, 
are  new  to  this  region.  Dr.  Parker 
mentioned. 

First  classes  to  be  offered  next 
June  will  be  in  physical  therapy.  The 
head  start  will  be  necessary  because 
of  the  program’s  length,  requiring 
the  equivalent  of  two  summers  and 
two  long  semesters  to  complete. 
While  all  course  work  initially  will  be 
at  the  fourth-year  college  level  or 
beyond,  plans  call  for  expanding  the 
curriculum  into  third-year  and  fourth- 
year  programs  later,  permitting  en- 
rollment of  junior  college  graduates 
who  can  go  on  to  receive  a bache- 
lor’s degree.  Student  work  loads  will 
parallel  those  of  medical  students. 
Dr.  Parker  said,  requiring  an  average 
of  40  hours  per  week  in  class,  labo- 
ratory, and  in-agency  training  to  re- 
ceive from  30  to  45  semester  hours 
of  academic  credit.  One  program,  in 
nutrition  dietetics,  will  be  an  intern- 
ship requiring  a college  degree  for 
entrance. 

New  Medical  Examiners 
Announced  by  Governor 

Appointments  to  the  Texas  State 
Board  of  Medical  Examiners  for  six- 
year  terms  to  expire  April  12,  1975, 
have  been  announced  by  Gov.  Pres- 
ton Smith. 

Reappointed  to  the  board  are  Drs. 
McKinley  H.  Crabb,  Glenn  G.  Porter 
(DO),  and  Jose  G.  Rodarte.  Dr. 
Crabb  of  Fort  Worth  has  served  as 
board  secretary  since  1948.  He  is 
also  secretary  of  the  Federation  of 
State  Medical  Boards  of  the  United 
States  and  is  a past  president  of  that 
organization.  Dr.  Porter  of  Lubbock 
is  a former  president  of  the  Ameri- 
can Association  of  Osteopathic  Med- 
ical Examiners  and  was  a member 
of  the  House  of  Delegates,  Texas  As- 
sociation of  Osteopathic  Physicians 
and  Surgeons  for  five  years.  A trus- 
tee and  immediate  past  president  of 
the  American  Association  of  Medical 
Clinics,  Dr.  Rodarte  is  on  the  staff 
of  Scott  and  White  Clinic  in  Temple. 
He  is  also  a trustee  of  the  Educa- 
tional Council  for  Foreign  Medical 
Graduates  and  a member  of  the  Fed- 
eration of  State  Medical  Boards  of 
the  United  States. 

New  appointee  to  the  board  is  Dr. 
Charley  E.  Wysong  of  McKinney,  who 
replaces  Dr.  Presley  C.  Funk  of  Dal- 
las. Dr.  Wysong  is  a member  of  Col- 
lin County  Medical  Society,  Texas 
and  American  Medical  associations, 
and  the  American  Society  of  Abdom- 
inal Surgeons. 
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Artist's  Creative  Urge 


Editor's  Note: 

Judging  by  the  amount  and  qual- 
ity of  his  participation  in  art,  Dr.  A. 
Chapman  Isham,  Lubbock  psychia- 
trist, is  more  than  the  usual  hobby- 
ist. In  1968  he  won  first  prize  for 
a print  in  New  Mexico  regional  com- 
petition at  Hobbs  and  honorable 
mention  for  a print  at  the  American 
Physicians  Art  Association  at  New 
York  City  and  was  given  a Juror’s 
Choice  award  at  the  Texas  Fine  Arts 
Association  Annual  State  Citation 
Show.  Among  a variety  of  previous 
awards  have  been  two  first  prizes 
at  the  American  Physicians  Art  Asso- 
ciation, several  first  prizes  at  the 
Panhandle  South  Plains  Fair,  and  se- 
lection for  an  exchange  art  exhibit 
with  Hannover,  Germany.  His  pic- 
tures have  won  numerous  citations 
from  the  Texas  Fine  Arts  Associa- 
tion. 

Dr.  Isham  has  given  one-man  art 
shows  at  the  Lubbock  YWCA,  Method- 
ist Hospital,  Lubbock  Art  Associa- 
tion Alcove  Show,  and  at  Post,  Tex. 
He  has  demonstrated  techniques  for 
the  Levelland  and  Lubbock  Art  asso- 
ciations and  the  Lubbock  Art  Teach- 
ers Association.  In  1966  an  article 
by  him  entitled  "How  to  Choose  a 
Picture”  was  published  in  Medical 
Economics.  Past  president  of  West 
Texas  Watercolor  Association  (now 
the  Southwestern  Watercolor  Asso- 
ciation, West  Texas  Chapter),  he 
currently  serves  as  first  vice  presi- 
dent of  the  organization.  He  is  also 
a member  of  the  Texas  Fine  Arts 
Association,  Lubbock  Art  Associa- 
tion, and  American  Physicians  Art 
Association. 


A.  CHAPMAN  ISHAM,  M.D. 

MOST  OF  US  who  like  to  paint 
find  it  fun  but  hard  work.  Often  our 
pictures  end  up  as  rejects.  As  a 
friend  commented,  then  why  do  we 
waste  our  time  painting  pictures  no 
one  wants?  True,  perhaps,  most  pic- 
tures are  not  wanted;  and  most  of 
them  are,  or  should  be,  unceremoni- 
ously discarded.  Yet,  I know  of  at 
least  two  good  reasons  for  painting. 
First,  many  people,  particularly  phy- 
sicians, who  work  hard  giving  of 
their  services  to  others  cannot  often 
call  their  time  and  selves  their  own. 
They  need  an  activity  in  which  they 
can  express  themselves  unrestrain- 
edly. A physician,  therefore,  may 
want  to  play  or  work  with  people 
who  are  not  pursuing  him  as  a doc- 
tor. Painting,  like  golf  or  sailing,  is 
a necessary  diversion  from  heavier 
responsibility.  A painter  has  a sense 
of  responsibility  to  try  to  produce  a 
good  picture,  a task  for  which  he 
must  learn  discipline;  but  he  is  free 
in  the  creative  process  to  give  full 
freedom  to  his  individuality.  Thus,  in 
painting  he  may  find  expression  for 
a part  of  himself  that  is  ordinarily 
submerged. 

My  second  reason  for  painting  is 
more  profound  and  deals  with  aes- 
thetic impulse.  Even  apes  like  to 
paint!  Although  some  pictures 
“painted”  by  apes  have  brought  fab- 
ulous prices,  the  apes  did  not  paint 
for  money.  However,  creativeness 
seems  deeply  rooted  in  animal  as 
well  as  human  nature — in  fact,  the 
very  thing  that  began  the  process  of 
civilization.  In  addition,  for  people, 
who,  unlike  animals,  enjoy  experi- 
menting with  visual  elements,  paint- 
ing fulfills  an  aesthetic  need.  As  far 
as  I know,  the  apes  do  not  enjoy 


looking  at  the  pictures  after  they 
paint  them  as  we  human  artists  do. 
Instead,  our  paintings  are  like  pets 
we  have  created.  We  nurse  them 
around  to  exhibits  or  doctor  them  if 
they  are  sick.  They  are  subject  to 
all  kinds  of  diseases  such  as  bad 
composition,  confusion,  or  anemia. 
They  may  easily  die  from  an  over- 
dose of  painting  or  poor  inspiration. 
Yet,  the  artist’s  creative  urge  is 
hopefully  strong  enough  to  persist 
in  striving  for  a healthy  picture.  It 
is  a forlorn  hope  to  push  around  a 
picture  that  expired  at  birth.  The 
artist  must  bury  his  failures.  But  if 
a painting  does  come  to  life,  its  cre- 
ator indeed  experiences  a joyous, 
fulfilling  moment! 

My  personal  interest  in  painting 
began  in  high  school  when  I attend- 
ed still-life  classes  at  the  Cincinnati 
Art  Academy.  This  interest  was  lost 
and  then  revived  in  1946  when  an 
occupational  therapist  at  the  West- 
ern Psychiatric  Institute  in  Pitts- 
burgh, where  I was  a resident  in 
training,  lent  me  Eliot  O’Hara’s  wa- 
tercolor books.  Winning  first  prizes 
in  watercolor  in  1946  and  1947  at 
the  American  Physicians  Art  Associ- 
ation competition  boosted  my  en- 
thusiasm. I have  painted  ever  since 
and  have  added  an  interest  in  lino- 
leum painting,  to  which  1 have  con- 
tributed a multiple  impression  tech- 
nique that  eliminates  cutting  more 
than  one  block  for  color  printing. 

Painting  or  sketching  on  vaca- 
tions, when  there  is  fresh  subject 
matter  as  well  as  time  to  work  and 
concentrate,  is  especially  enjoyable. 
Painting  a locale  is  like  taking  pos- 
session and  becoming  part  of  it.  The 
painter  must  be  more  observant 
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Dutdoes  Ape's 


than  a photographer  because  he 
penetrates  to  details  that  most  trav- 
elers never  notice.  For  example,  on 
a recent  trip  to  Chihuahua,  Mexico, 
while  others  in  our  party  were  being 
herded  through  Mrs.  Pancho  Villa’s 
establishment  and  were  listening  to 
her  patter  that  1 had  heard  before, 
I remained  outside  to  sketch,  com- 
ing to  the  realization  that  in  Mexico 
no  two  windows  are  exactly  alike. 
Often  while  others  troop  through  a 
museum,  I sit  down  and  draw  a 
statue  or  a vase.  As  a result,  I de- 
velop an  intimate  familiarity  with 
the  treasures  on  exhibit  that  those 
who  pass  by  them  on  a brief  tour 
are  never  able  to  experience. 

A continual  "local  art”  gallery 
which  changes  paintings  once  a 
month  is  on  display  at  Methodist 
Hospital  in  Lubbock.  Some  of  the 
paintings  hang  in  the  staff  dining 
room,  where  physicians  may  admire, 
denounce,  or  occasionally  buy  one 
of  their  colleagues’  works.  My  mis- 
sionary zeal,  admittedly  not  very 
strong,  is  directed  toward  convinc- 
ing my  fellow  physicians  that  they 
are  wiser  to  purchase  a good  paint- 
ing by  a local  artist  than  to  bring 
home  from  Paris,  Mexico  City,  or 
San  Francisco  an  expensive  “mas- 
terpiece” painted  by  an  artist  who 
modestly  conveyed  the  message  that 
he  was  already  great  but  as  yet  un- 
discovered. How  much  more  satis- 
fying for  the  doctor  who  doesn’t 
paint  to  buy  a well-chosen  local 
piece  for  his  waiting  room!  It  may 
never  double  in  value,  but  his  pa- 
tients will  appreciate  the  local  color. 
Paris  may  be  too  far  away  for  them. 


Dr.  A.  Chapman  Isham  poses  beside  one  of  his  prizcwimiing  paintings. 
This  piece  d’art  won  first  place  in  competition  at  the  Panhandle  South 
Plains  Fair  in  Luhhock. 
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TUNIS 


RABAT 


Imagine,  the  TEXAS  MEDICAL  ASSOCIATION  two 
week  AFRICAN  ADVENTURE  vacation  costs  less 
than  tourist  class  air  fare  to  the  same  destinations  yet 
includes 


• the  best  DELUXE  HOTELS 
• TWO  gourmet  meals  per  day  at  a selection  of  finest  restaurants 

• direct  WORLD  AIRWAYS  707  private  jet 
• five  AFRICAN  ADVENTURE  hosts  to 

assist  you 

jAjt  • Transfers  of  all  baggage— 

^ -70  POUNDS  BAGGAGE  ALLOWANCE 

* W'l  Ml  . 1 • Pl“®  many  other  special  features 

ENJOY  four  days  each  in  MOROCCO, 
/ KENYA  and  TUNISIA  optional  trip 

to  Rome^ 

AFRICAN  ADVENTURE  is  YOUR 
**  vacation  ...  sightsee  ...  shop  .. . 

golf  ...  nightclub  ...  relax  .. . 
there  is  absolutely  NO 
'Mm,  y ; , a*,’  L REGIMENTATION. 

5t  NEVER  has  there 

it  been  a vacation 

value  like  our 
AFRICAN 
ADVENTURE. 


NAIROBI 


RETURN  THIS  COUPON  NOW! 

SEND  TO:  Texas  Medical  Association 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 

Enclosed  is  my  check  for  $ ($100  per  person) 

as  AFRICAN  ADVENTURE  deposit 


NAME 


MAKE  YOUR  RESERVATIONS  EARLY-SPACE  STRICTLY 
LIMITED! 

TMA  AFRICAN  ADVENTURE 

DEPARTING  HOUSTON  & DALLAS  JANUARY  26,  1970 


PLUS  $30  TAX  AND  SERVICE 


ADDRESS 

CITY 

STATE 

ZIP 

PHONE 

I 

I 


no 


TEXAS  MEDICINE 


CONFERENCE  ON  DRUG  ABUSE 

Some  of  the  nation’s  foremost  speakers  on  the  drug  subject  will 
be  present  at  a Conference  on  Drug  Abuse  scheduled  Nov.  21-22 
in  San  Antonio.  In  an  attempt  to  begin  a concentrated  educa- 
tional program  in  the  area  of  drug  abuse,  The  University  of 
Texas  Medical  School  at  San  Antonio,  in  conjunction  with  the 
Bexar  County  Medical  Society,  the  Bexar  County  Pharmaceuti- 
cal Association,  and  the  Committee  on  Dangerous  Drugs,  is 
sponsoring  the  one  and  a half  day  conference.  Purpose  of  the 
conference  is  to  acquaint  physicians  and  pharmacists  in  Texas 
with  the  drug  abuse  problem  and  to  outline  avenues  of  approach 
in  dealing  with  it.  To  be  considered  at  four  main  sessions  are 
drugs  of  abuse,  law  and  pharmacy,  causes  of  drug  abuse,  and 
treatment  of  drug  abuse.  Speakers  will  specifically  discuss  CNS 
depressants,  CNS  stimulants,  narcotics,  marijuana,  hallucino- 
gens, role  of  the  legal  profession  and  laws,  role  of  the  pharma- 
cist, identification  of  drugs,  and  treatment  of  heroin  dependence. 
Registration  fee  is  $5.  Additional  information  may  be  obtained 
from  Donald  V.  Williams,  202  W.  French  Place,  San  Antonio 
78212,  assistant  executive  director,  Bexar  County  Medical  So- 
ciety. 

TEXAS  SOCIETY  OF  INTERNAL  MEDICINE,  INC. 

The  annual  meeting  of  the  Texas  Society  of  Internal  Medicine, 
Inc.,  will  coincide  with  the  regional  meeting  of  the  American 
College  of  Physicians  Dec.  5 at  the  Warwick  Hotel  in  Houston. 
Guest  speakers  at  the  society’s  meeting  will  be  Dr.  James  J. 
Feffer,  past  president,  American  Society  of  Internal  Medicine, 
associate  dean  for  clinical  affairs,  George  Washington  Univer- 
sity, Washington,  D.C.;  and  Dr.  Robert  S.  Long,  immediate 
past  president,  American  Society  of  Internal  Medicine,  associ- 
ate professor  of  internal  medicine.  University  of  Nebraska, 
Omaha.  They  and  Dr.  Joseph  T.  Painter,  past  president  of  Texas 
Society  of  Internal  Medicine,  president-elect  of  American  Society 
of  Internal  Medicine  and  clinical  assistant  professor  at  Baylor 
College  of  Medicine  at  Houston,  will  present  a 45-minute  panel 
discussion  entitled  “The  Crisis  in  Delivery  of  Medical  Care.’’ 
Panelists  will  consider  the  ability  in  the  future  of  the  medical 
profession  in  general  and  of  internists  in  particular  to  solve  the 
corollary  problems  of  the  triage  of  the  well  patient  needing  re- 
assurance and  the  ill  patient  needing  skilled  attention,  reduction 
in  costs  for  each  patient,  and  more  efficient  use  of  physician’s 
time  with  each  patient.  The  panel  presentation  will  be  a portion 
of  the  program  of  the  American  College  of  Physicians’  meeting. 
Dr.  Thomas  M.  Runge,  18  Med.  Arts  Sq.,  Austin  78705,  is  sec- 
retary-treasurer. 

TEXAS  RHEUMATISM  ASSOCIATION 

The  22nd  annual  meeting  of  the  Texas  Rheumatism  Association 
will  take  place  Dec.  13  at  the  Warwick  Hotel  in  Houston.  Sub- 
jects to  be  discussed  include  the  impact  of  chronic  illness  in 
juvenile  rheumatoid  arthritis,  surgical  reconstruction  of  the 
rheumatoid  hand,  adrenal-pituitary  function  in  chronic  poly- 
arthritis, macrophage  migration  inhibitory  factors  in  rheuma- 
toid synovial  fluids,  investigation  of  the  possible  viral  etiology 
of  systematic  lupus  erythematosus,  evaluation  of  the  progression 
of  rheumatoid  arthritis  by  radiologic  assessment,  the  concept  of 
disease  activity  in  rheumatoid  arthritis,  synovectomy  in  rheu- 
matoid arthritis,  and  radiologic  findings  in  rheumatoid  arthri- 
tis. Breakfast  at  Brennans  and  shopping  at  Neiman-Marcus  are 
scheduled  for  the  ladies;  a luncheon  is  planned  for  the  doctors; 
and  tickets  will  be  available  for  the  evening  production  at  the 
Windmill  Dinner  Theatre.  Further  inquiries  should  be  ad- 
dressed to  Dr.  Earl  J.  Brewer,  Jr.,  Texas  Children’s  Hospital, 
6621  Fannin  St.,  Houston  77025,  president. 


HIGHLICHTS 

OF 

COMING 

MEETINGS 


CURRENT  REGIONAL  MEETING 

NATIONAL  LEAGUE  FOR  NURSING, 
Southern  Regional  Assembly,  will  focus  on 
citizen  involvement  in  planning  for  nurs- 
ing in  the  South  at  a two-day  conference 
Dec.  7-9  at  the  Fontainebleu  Motor  Hotel 
in  New  Orleans.  The  conference  is  designed 
to  improve  and  expand  nursing  services  in 
the  region  through  a citizen  coalition  of 
professional  and  community  leaders  from 
voluntary  and  governmental  agencies. 
Workshops  will  include  sessions  on  deci- 
sion-making, priorities — setting  the  com- 
munity power  structure,  and  community 
cooi>eration  and  action.  Other  features  will 
be  analysis  of  progress  on  plans  made  at 
the  1968  regional  conference,  special  in- 
terest groups  in  comprehensive  health  plan- 
ning and  regional  medical  programs,  home 
health  agencies,  neighborhood  health  cen- 
ters. and  sites  in  the  South  selected  for 
the  NLN’s  pilot  project  on  Community 
Planning  for  Nursing.  For  additional  in- 
formation contact  Sara  W.  Kelley,  National 
League  for  Nursing,  Inc.,  10  Columbus 
Circle,  New  York  10019. 


CURRENT  NATIONAL  MEETINGS 

AMERICAN  ACADEMY  OF  DERMATOL- 
OGY will  convene  for  its  28th  Annual 
Meeting  Dec.  6-11  at  the  Americana  Hotel 
in  Bal  Harbour,  Fla.  Two  full  days  of 
postgraduate  courses  in  clinical  dermatol- 
ogy and  cutaneous  biology  will  be  in- 
cluded ; and  research  and  clinical  investi- 
gatoi*s  will  give  scientific  papers  on  their 
studies  of  the  causes,  diagnoses,  and  treat- 
ments of  skin  diseases.  Special  features  in- 
clude an  all-day  symposium  on  gross  and 
microscopic  dermatology,  during  which 
some  100  dermatologists  will  give  short  re- 
ports on  rare  and  unusual  cases ; a Resi- 
dents’ Forum  for  presentation  of  research 
papers  by  dermatologists-in-training ; and 
a series  of  breakfast  and  luncheon  confer- 
ences and  seminars  on  specific  problems. 
Dr.  Frederick  A.  J.  Kingery,  2260  N.W. 
Flanders,  Portland,  Ore.  97210,  is  secre- 
tary-treasurer. 


AMERICAN  COLLEGE  OF  NUTRITION 
will  present  a symposium  on  current  con- 
cepts in  clinical  nutrition  Nov.  30  at  the 
Brown  Palace  Hotel  in  Denver.  The  scien- 
tific meeting  will  consider  the  clinical  ap- 
plication of  new  research  in  nutrition  as 
it  relates  to  the  various  fields  of  medicine. 
Moderator  of  the  half-day  session,  from  9 
a.m.  to  1 p.m..  is  Col.  John  E.  Canham 
(MC),  USA,  Chief  of  the  Medical  Research 
and  Nutrition  Division  at  Fitzsimons  Gen- 
eral Hospital  in  Denver.  Held  in  connection 
with  the  annual  meeting  of  the  college. 
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the  symposium  is  open  to  all  physicians 
and  requires  no  registration  fee.  Further 
information  will  be  provided  by  Dr.  Sey- 
mour L.  Halpern,  146  Central  Park  W., 
New  York  10023,  president. 


AMERICAN  RHEUMATISM  ASSOCIA- 
TION section  of  The  Arthritis  Foundation 
will  sponsor  its  interim  session  Dec.  5-6 
at  the  Pioneer  International  Hotel  in  Tuc- 
son. Ariz.  The  second  interim  session  of 
the  Allied  Health  Professions  Section  of 
the  foundation  will  be  held  Dec.  4.  Plenary 
and  concurrent  sessions  will  offer  presen- 
tations on  52  subjects.  Texas  speakers  from 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas  include  Drs.  Akio 
Kobayasi,  Morris  Ziff,  J.  Donald  Smiley, 
Ernest  Lemmel,  and  Eric  R.  Hurd.  Busi- 
ness meetings,  scientific  workshops,  and 
continuous  film  showings  are  planned.  En- 
tertainment will  include  luncheons,  din- 
ners, x-eceptions,  and  a wine  tasting  pai-ty 
in  Old  Tucson.  Mai-gai-et  M.  Walsh,  1212 
Ave.  of  the  Americas,  New  York  10036,  is 
executive  seci'etary. 


INSTITUTE  OF  MEDICINE  OF  CHICA- 
GO will  offer  a day  and  a half  workshop 
for  physicians  and  other  health  leaders 
Nov.  21-22  at  the  Ambassador  Hotel  in 
Chicago.  Sessions  will  feature  more  than  a 
dozen  speakers  and  six  group  discussions 
on  topics  ranging  from  health  care  for  the 
inner  city  to  assessment  of  the  roles  of 
different  types  of  hospitals,  a medical  stu- 
dent’s view  of  his  future,  a study  of  health 
care  costs,  and  evaluations  of  the  political 
forces  which  affect  medicine.  Dr.  Dwight 
L.  Wilbur,  immediate  past  president  of 
the  American  Medical  Association,  will  be 
among  the  guest  speakers.  Registration  fee 
is  $25  for  members  of  the  institute  and  $40 
for  invited  guests ; it  includes  two  meal 
functions.  Dr.  Walter  S.  Priest,  332  S. 
Michigan  Ave.,  Chicago  60604,  is  executive 
director. 

AMERICAN  MEDICAL  ASSOCIATION 
announces  its  23rd  Clinical  Convention, 
Nov.  30-Dec.  3,  in  Denver.  Scientific  ses- 
sions are  planned  mornings  and  afternoons, 
covering  the  latest  developments  in  a va- 
riety of  areas  including  heart  disease,  can- 
cer, and  pulmonary  problems.  Luncheon 
roundtable  sessions  will  discuss  the  bat- 
tered child,  problems  related  to  suicide,  and 
human  sexuality.  About  25  medical  motion 
pictures  will  be  shown,  including  several 
premiere  showings.  AMA’s  House  of  Dele- 
gates will  meet  in  the  Denver  Hilton  Hotel, 
and  other  sessions  of  the  convention  will 
be  held  in  Denver’s  Convention  Center 
Complex.  Some  3,000  physicians  are  ex- 
pected to  attend  the  four-day  meeting. 
Additional  information  is  available  from 
American  Medical  Association,  635  N. 
Dearborn  St.,  Chicago  60610. 


AMERICAN  MEDICAL  ASSOCIATION 
will  sponsor  its  11th  National  Conference 
on  the  Medical  Aspects  of  Sports  Nov.  30 
at  the  Cosmopolitan  Hotel  in  Denver  in 
conjunction  with  the  AMA  Clinical  Con- 
vention. Forums  on  research  in  sports,  re- 
turn to  participation  following  injury,  and 
the  throwing  sports  and  discussions  on 
winter  sports,  nutrition  in  sports,  problem 
areas  in  sports  (including  injury  report- 
ing, interscholastic  rodeo,  turf-shoe  rela- 
tionships) win  be  included.  Tbe  program 
is  acceptable  for  elective  credit  by  the 
American  Academy  of  General  Practice. 
Further  information  may  be  obtained  from 
the  Committee  on  the  Medical  Aspects  of 
Sports,  American  Medical  Association,  535 
N.  Dearborn  St.,  Chicago  60610. 


MORE 

HIGHLIGHTS 

OF 

COMING 
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■ Denotes  Texas  meetings. 


ALSO  IN  NOVEMBER 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS. 
Denver,  Nov.  19-21,  1969.  Dr.  Ben  E.  Moore,  906  Still- 
meadow  Rd.,  Dallas,  Representative. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
Chicago.  Nov.  30-Dec.  B,  1969.  Dr.  Reynold  F.  Brown, 
433  California  St.,  San  Francisco  94104,  Chm.  Bd.  of 
Directors. 


ALSO  IN  DECEMBER 

■ BLUE  CROSS-BLUE  SHIELD  SYMPOSIUM,  Corpus 
Christi,  Dec.  2,  1969,  and  Harlingen,  Dec.  4,  1969.  Tom 
L.  Beauchamp,  Jr.,  Blue  Cross  Bldg.,  Main  at  N.  Central 
Expressway,  Dallas  75222,  Pres. 

INTERNATIONAL  UNION  OF  AIR  POLLUTION  PRE- 
VENTION ASSOCIATIONS,  Second  International  Clean 
Air  Congress,  Washington,  D.C.,  Dec.  6-11,  1970.  Arnold 
Arch,  Air  Pollution  Control  Association,  4400  Fifth  Ave., 
Pittsburgh  15213,  Exec.  Sec. 

■ PRIVATE  CLINICS  AND  HOSPITALS  ASSOCIA- 
TION OF  TEXAS,  DaUas,  Dec.  4-5,  1969.  Mrs.  Patty 
Pettigrew,  Kaufman,  Tex.  76142,  Sec. 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va.,  December,  1969.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center,  Durham,  N.C.  27706.  Sec. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE, 
Houston,  Dec.  6,  1969.  Dr.  O.  R.  HoUan,  703  Nix  Pro- 
fessional Bldg.,  San  Antonio  78206,  Sec. 

■ TEXAS  DIVISION,  INC.,  AMERICAN  CANCER  SO- 
CIETY, Austin,  Dec.  10-11,  1969.  Curt  W.  Reimann,  6014 
Bull  Creek  Rd.,  Austin  78731,  Elxec.  Vice  Pres. 

■ TEXAS  SOCIETT  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY, Fort  Worth,  Dec.  5-6,  1969.  Dr. 

James  H.  Scruggs,  2223  Austin  Ave.,  Waco  76701,  Sec. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS. 
Fort  Worth,  Dec.  8-10,  1969.  Dr.  M.  H.  Crabb,  1612  Sum- 
mit Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 

■ TEXAS  TUBERCULOSIS  ASSOCIATION,  Austin,  Dec. 
6-7,  1969.  Mrs.  John  S.  Nelson,  4052  Bahama,  Corpus 
Christi,  Sec. 

JANUARY 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Chicago,  Jan.  17-22,  1970.  John  K.  Hart,  430  N. 
Michigan  Ave.,  Chicago  60611,  Exec.  Sec. 

■ FIFTH  DISTRICT  MEDICAL  SOCIETY,  San  Antonio, 
Jan.  28,  1970.  S.  E.  Cockrell,  202  W.  French  PI.,  San 
Antonio  78212,  Exec.  Officer. 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS.  San  Antonio,  Jan.  26-28,  1970. 
S.  E.  Cockrell,  Jr.,  202  W.  French  PI.,  San  Antonio 
78212,  Exec.  Dir. 
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TEXAS  MEDICINE 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phospbate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS 


COMPANY,  INC.,  RICHMOND,  VIRGINIA  232  1 7 


Appearances  may  be  deceiving 


It  may  be  tetracycline 
but  it’s  not  ACHROMYCIN  V 

Tetracycline  HCl 

unless  it  bears  this  signature. 


250  mg.  and  100  mg.  capsules 


Contraindications;  Hypersensitivity  to  tetracyciines. 
Warning:  in  renai  impairment,  since  iiver  toxicity  is  possible, 
lower  doses  are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations.  Photodynamic 
reaction  to  sunlight  may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  exposure; 
discontinue  treatment  if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and  may 
cause  dental  staining  during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy,  early  childhood). 


Side  Effects:  Gastrointestinal— ar\orex\a,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  S/r/n— maculopapular  and  erythematous  rashes; 
exfoliative  dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  K/dney— dose-related  rise  in  BUN. 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema, 
anaphylaxis,  /ntracran/a/— bulging  fontanels  in  young 
infants.  Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Stood— anemia,  thrombocytopenic  purpura,  neutropenia, 
eosinophilia.  T/ve/-— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


530-9 


ir  coi]|p  ■ - 
serve^o  u| 
purpose 


( Hydroccidone  and  Phenyitoloxamine) 


if  Works 

(usually 
for  10  to  12 
Hours*) 


TOP§igKEX  SUSPENSION/TABLETS : Each  teaspoonful  ( 5 cc. ) or 
taJ^pfTUSSIONEX  contains  5 mg.  hydnwx)done  (Warning; 

beHabit-fomring)  and  10  mg.  phenyitoloxamine,  both  as  cation 
exdiahgo resin  complexes  of  sulfonated  polystyrene. 

Cl^s  E parcotie — oral  Rx  where  state  laws  permit. 

iNPiCATk>HS;  Cbnghs  asstwialed  widi  respiratory  infections 
including chfdnic  sipusitis,  colds,  influenza,  bronchitis,  and  cough 
resulting  frdnS  nifeasles,  putooaary  tuberculosis,  bronchiectasis, 
andbronchogatkcarciPosnai 

^OSAGE:  Adults:  1 teaspoboftil  (5  cc.)  or  tablet  every  8-12  hours. 
QdidremVndtt  1 year ; 1/4  teaspooPful  every  12  hours. 

F:- -n  : -5  years:  1/2  teaspoonful  every  12  hours.  Over  5 years : 
i x>nful  every  12  hours. 

ST ■ = ^ ^ cts:  mild  constipation,  nausea,  facial 


ctstlefi^iStia^dn,  refer  to  package  insert  or 


fCl,  Rochester, 


MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


SOCIETY  FOR  CRYOSURGERY,  Hollywood,  Fla.,  Jan. 
4-9.  1970.  Dr.  John  G.  Bellows,  30  N.  Michigan  Ave., 
Chicago  60602,  Sec. 

■ SOUTHERN  PROFESSORS  OF  PSYCHIATRY,  Dallas. 
January,  1970.  Dr.  Robert  Stubblefield,  5323  Harry  Hines 
Blvd.,  Dallas  7623B,  Chm. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan.  17, 
1970.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Galveston,  Jan. 
30-31,  1970.  Dr.  Herman  C.  Sehested.  100  Medical  Tower, 
1660  W.  Rosedale,  Fort  Worth  76104,  Sec. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC.,  San 
Antonio,  Jan.  24-25,  1970.  Dr.  Jack  L.  Smith,  3165  Stagg 
Dr.,  Beaumont  77701,  Sec. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  Fort  Worth,  January.  1970.  Wally  Christensen. 
1010  Lavaca.  Austin  78701,  Exec.  Officer. 


FEBRUARY 

AMERICAN  ACADEMY  OF  ALLERGY,  New  Orleans. 
Feb.  14-18,  1970.  James  O.  Kelley,  766  N.  Milwaukee  St.. 
Milwaukee.  Wis.  53202.  Exec.  Sec. 

AMERICAN  BOARD  OF  FAMILY  PRACTICE,  INC., 
examination  for  certification,  Feb.  28-March  1,  1970.  Dr. 
Nicholas  J.  Pisacano,  American  Board  of  Family  Prac- 
tice, Inc.,  University  of  Kentucky  Medical  Center,  Annex 
#2,  Room  229,  Le.xington  40506,  Sec. 

AMERICAN  COLLEGE  OF  SURGEONS,  Portland.  Ore., 
Feb.  2-4,  1970;  St.  Paul,  Minn.,  Feb.  16-18,  1970.  Dr. 
John  Paul  North,  65  E.  Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC.,  Atlanta,  Ga.,  Feb.  8-10,  1970.  Dr.  Simon 
Fredericks,  1103  Medical  Towers,  Houston  77025,  Sec. 

■ AMERICAN  SOCIETY  OF  CLINICAL  PATHOLO- 
GISTS and  COLLEGE  OF  AMERICAN  PATHOLOGISTS, 
Houston,  Feb.  23-28,  1970.  Albert  G.  Boeck,  710  S.  Wol- 
cott, Chicago,  Exec.  Dir. 

■ SOUTHWEST  ALLERGY  FORUM,  Corpus  Christi, 
Feb.  2-4,  1970.  Dr.  Wallace  A.  Crozier.  2530  Morgan, 
Conjus  Christi  78405,  Pres. 

■ SOUTHWESTERN  MEDICAL  ASSOCIATION,  El 
Paso,  Feb.  12-14,  1970.  Bob  Reid,  723  Mills  Bldg.,  El 
Paso  79902,  Exec.  Sec. 

■ TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Austin, 
Feb.  22-25,  1970.  Joseph  N.  Murphy,  Jr.,  Box  5192,  Aus- 
tin 78703,  Exec.  Officer. 

■ TEXAS  UROLOGICAL  SOCIETY,  Corpus  Christi.  Feb. 
26-28,  1970.  Dr.  James  I.  Tyree,  1208  Santa  Fe,  Corpus 
Christi  78404,  Sec. 


MARCH 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Chicago, 
March  31-April  3.  1970.  Dr.  Russell  T.  Woodbume  (PhD). 
Department  of  Anatomy,  The  University  of  Michigan, 
Elaat  Medical  Building,  Ann  Arbor,  Mich.  48104,  Sec.- 
Treaa. 


AMERICAN  COLLEGE  OF  ALLERGISTS,  Bal  Harbour, 
Miami  Beach,  Fla.,  March  15-19,  1970.  Eloi  Bauers,  2100 
Dain  Tower,  Minneapolis,  Minn.  65402,  Exec.  Vice  Presi- 
dent and  Counsel. 

■ AMERICAN  COLLEGE  OF  RADIOLOGY.  Dallas. 
March  3-4,  1970.  William  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  Washington, 
D.  C..  March  16-18,  1970.  Dr.  John  Paul  North,  55  E. 
Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Boca 
Raton,  Fla.,  March  19-24,  1970.  Dr.  Charles  Barrett  Ken- 
nedy, 1542  Tulane  Ave.,  New  Orleans  70115,  Exec.  Sec. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY.  Dallas, 
March  16-18,  1970.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75201,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY. 
New  Orleans,  March  2-5,  1970.  Mrs.  Irma  B.  Sherwood, 
1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

■ NINTH  DISTRICT  MEDICAL  SOCIETY,  Pasadena, 
Tex.,  March  19,  1970.  Dr.  William  H.  Bridges.  1105  Deck- 
er Dr..  Baytown,  Tex.  77620,  Sec. 

■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Houston.  March  11,  1970.  Mrs.  Elsie  Howard. 
2109  Commerce  St.,  Dallas  75201,  Exec.  Sec. 

SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDI- 
CINE. Oklahoma  City,  March  13-15,  1970.  Dr.  Herbert  C. 
Allen,  Jr.,  100  Hermann  Professional  Bldg.,  Houston 
77025,  Sec. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & 
GYNECOLOGISTS,  Houston.  March  6-7.  1970.  Dr.  J.  L. 
Jinkins,  Jr.,  200  University  Blvd..  Suite  921,  Galveston 
77550.  Sec. 

US-MEXICO  BORDER  PUBLIC  HEALTH  ASSOCIA- 
TION, Mexicali.  Baja  Calif.,  March  16-20.  1970.  Dr.  Jorge 
Jimenez-Gandica,  Sec. 

APRIL 

AEROSPACE  MEDICAL  ASSOCIATION,  St.  Louis,  Mo.. 
April  27-30,  1970.  Dr.  Merrill  H.  Goodman,  Washington 
National  Airport,  Washington,  D.C.,  Exec.  Vice  Pres, 
and  Sec. 

AMERICAN  ACADEMY  OF  NEUROLOGY,  Miami 
Beach,  Fla.,  April  27-May  2,  1970.  Stanley  A.  Nelson, 
4005  W.  65th  St.,  Minneapolis  55435,  Exec.  Officer. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Washington,  D.C.,  April  6-8,  1970.  Miss  Ada 
Hanvey,  7710  Carondelet  Ave.,  St.  Louis,  Mo.  63105,  Exec. 
Officer. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  New  York  City,  April  12-18.  1970. 
Dr.  Michael  Newton,  79  W.  Monroe  St.,  Chicago  60603. 
Exec.  Officer. 

AMERICAN  MEDICAL  ASSOCIATION.  23rd  National 
Conference  on  Rural  Health,  Milwaukee,  Wis.,  April  9-10, 
1970.  Dr.  Bond  I,.  Bible  (PhD).  Council  on  Rural  Health. 
American  Medical  Association,  535  N.  Dearborn  St.,  Chi- 
cago 60610,  Sec. 
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helps  break  the  emerging  habit  pattern 
of  nonorganic  primary  dysmenorrhea. 

Early  relief  of  primary  dysmenorrhea  in  the  adolescent  may  lessen 
its  tendency  to  become  a habit  pattern ''which  is  very  difficult  to 
interrupt."*  Dydrogesterone  proves  to  be  "...an  extremely  satisfac- 
tory drug. ..the  most  conservative  type  of  progestational  agent..."* 
for  relief  of  severe  and  incapacitating  dysmenorrhea  in  adolescents. 

Gynorest  provides  these  distinct  advantages 

normal  cydes  usually  undisturbed..  . no  in  hibition 

of  ovulation. ..occasional  breakthrough  bleeding  can  usuallybe 
controlled  by  dosage  adjustment 

mild/  infrequent  side  effects..  .withdrawal  is  seldom  required 
freedom  from  estrogenic  and  androgenic  effects... 

progestational  in  action 


laboratories 


Contraindications  No  serious  untoward  reactions  to  Gynorest  have  been  reported  and  there  are  no  known  contraindications  to  its  use. 
There  have  been  no  adverse  effects  observed  clinically  on  the  hepatic,  renal,  or  hemopoietic  systems.  Precautions  Before  hormonal  treatment 
is  considered  in  patients  with  excessive  or  abnormal  uterine  bleedins,  the  cause  of  such  bleeding  should  be  determined  on  an  individual 
basis.  Appropriate  procedures  should  be  used  to  determine  whether  an  organic  lesion  or  systemic  disease  is  the  cause  of  the  bleeding. 
Although  never  reported  for  Gynorest,  it  should  be  borne  in  mind  that  other  progestogens  have  been  observed  to  cause  fluid  retention 
which  on  occasion  may  result  in  exacerbated  attacks  of  epilepsy,  migraine  or  asthma.  Adverse  Reactions  Gynorest  appears  to  be  nontoxic. 
Mild  gastrointestinal  complaints  such  as  nausea,  diarrhea,  or  constipation  have  rarely  been  reported,  but  have  not  necessitated  withdrawal 
of  the  drug.  There  have  been  no  endocrinologic  side  effects  such  as  masculinization  of  a female  fetus,  virilization  of  a female  patient,  or 
any  corticosteroid  activity  reported  from  the  use  of  Gynorest.  Breakthrough  bleeding  can  usually  be  controlled  by  increasing  the  dosage 
or  by  giving  the  drug  in  smaller  doses  at  more  frequent  intervals  to  maintain  a more  constant  blood  level.  Dosage  and  Administration  Com- 
plete details  are  included  in  the  package  insert.  Additional  information  may  be  obtained  from  Mead  Johnson  Laboratories.  Supplied  10  mg. 
White  Scored  Tablets,  bottles  of  100,  or  5 mg.  White  Scored  Tablets,  bottles  of  50. 

*Jones,  Georgeanna  S.:  Maryland  Med.  J.  16:45,  1967.  © 19S9  MEAD  J0HNS0H.6  COMPANY  • EVANSVILLE.  INDIANA  4772  1 €5969 


MORE  HIGHLIGHTS  OF  COMING  MEETINGS 


AMEEICAN  PEDIATRIC  SOCIETY,  AUantic  City,  N.J., 
April  29-May  2,  1970.  Dr.  Charles  D.  Cook,  333  Cedar  St., 
New  Haven,  Conn.  06510,  Exec.  Sec. 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION: 
TEXAS  CHAPTER,  Corpus  Christi,  April  2.5-26,  1970. 
Hilda  McKethan.  4162  Monaco  Dr.,  Coi-pus  Christi  78411, 
Chairman. 

AMERICAN  PROCTOLOGIC  SOCIETY,  HoUywood,  Fla., 
April  12-16,  1970.  Dr.  John  E.  Ray.  320  W.  Lafayette, 
Detroit,  Mich.,  Sec. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  House  of  Delegates.  Chicago,  April 
3-4,  1970.  Frank  K.  Woolley,  230  N.  Michigan  Ave.,  Chi- 
cago 60601,  Exec.  Dir. 

■ EIGHTH  DISTRICT  MEDICAL  SOCIETY,  Lake  Jack- 
son,  Tex.,  April,  1970.  Dr.  Clinton  E.  Woodson,  2100  N. 
Fulton  St.,  Wharton.  Tex.  77488,  Sec. 

■ FORT  WORTH  CLINICAL  SYMPOSIUM.  Fort  Worth, 
April,  1970.  Dr.  John  S.  Alexander,  1217  W.  Cannon, 
Fort  Worth  76104,  Sec. 

INDUSTRIAL  MEDICAL  ASSOCIATION  and  AMERI- 
CAN ASSOCIATION  OF  INDUSTRIAL  NURSES,  Amer- 
ican Industrial  Health  Conference,  Chicago,  April  13-16, 
1970.  Howard  N.  Schulz,  55  E.  Washington  St.,  Chicago 
60602,  Exec.  Dir. 

■ SANTA  ROSA  MEDICAL  CENTER,  THE  CHIL- 
DREN’S HOSPITAL,  Eighth  Annual  Teaching  Confer- 
ence, San  Antonio,  April  4-5,  1970.  Chairman,  Depart- 
ment of  Pediatrics,  The  Children’s  Hospital,  Santa  Rosa 
Medical  Center,  San  Antonio  78207. 

■ SOUTHWESTERN  SURGICAL  CONGRESS,  Dallas. 
April  20-23,  1970.  Dr.  Jack  A.  Barney,  301  Pasteur  Bldg., 
Oklahoma  City  73103,  Sec.-Treas. 

■ TEXAS  DENTAL  ASSOCIATION,  Fort  Worth.  April 
26-29,  1970.  Bill  B.  Howard,  3707  Gaston  Ave.,  Dallas 
75246,  Exec.  Sec. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION. 
Dallas,  April,  1970.  Dr.  Carolyn  K.  Veatch,  4837  Merri- 
mac.  Corpus  Christi  78416,  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  Annual  Session, 
Dallas,  April  30-May  3,  1970.  C.  Lincoln  Williston,  1801 
N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

■ TEXAS  PROCTOLOGIC  SOCIETY.  Dallas.  April,  1970. 
Dr.  James  M.  Hampton,  448  Hermann  Professional  Bldg., 
Houston  77025,  Sec.-Treas. 

■ TEXAS  SURGICAL  SOCIETY,  Austin,  April  5-7,  1970. 
Dr.  Jesse  E.  Thompson,  3434  Swiss  Ave.,  Dallas  75204, 
Sec. 

■ 13TH  DISTRICT  MEDICAL  SOCIETY,  Wichita  Falls. 
Tex.,  April  11.  1970.  Dr.  William  H.  Neil,  800  Fifth  Ave., 
Fort  Worth  76104,  Sec. 

UNITED  STATES  PHARMACOPEIAL  CONVENTION. 
INC.,  Washington.  D.C..  April  8-10,  1970.  Dr.  Arthur  C. 
DeGraff,  4630  Montgomery  Ave.,  Bethesda,  Md.  20014, 
pres. 


MAY 

■ AMERICAN  ACADEMY  OF  PEDIATRICS,  TEXAS 
CHAPTER.  Dallas,  May  1,  1970.  Dr.  William  S.  Conkling, 
500  E.  Washington,  Navasota  77868,  See. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER.  May  16,  1970.  Dr.  Ernest  Poulos, 
6140  Sherry  Lane.  Dallas  76225,  Sec.-Treas. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  San  Fran- 
cisco, May  11-16,  1970.  Dr.  Walter  E.  Barton,  1700  18th 
St.  NW.,  Washington,  D.C.  20009,  Exec.  Officer. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION.  TEXAS 
DISTRICT  BRANCH.  Dallas.  May.  1970.  Mrs.  Iris  Wen- 
zel, 1801  N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

AMERICAN  THORACIC  SOCIETY,  Cleveland,  May  24, 
1970.  Robert  G.  Weymueller,  1790  Broadway,  New  York 
10019,  Executive  Officer. 

AMERICAN  UROLOGICAL  ASSOCIATION,  Philadel- 
phia. May  11-14,  1970.  Richard  J.  Hannigan,  1120  N. 
Charles  St.,  Baltimore,  Exec.  Officer. 

■ CONFERENCE  OF  CITY  AND  COUNTY  HEALTH 
OFFICERS,  Dallas.  May.  1970.  Dr.  J.  E.  Peavy,  1100  W. 
49th  St.,  Austin  78756,  Texas  State  Commissioner  of 
Health. 

■ INTERNATIONAL  CANCER  CONGRESS,  Houston, 
May  22-29,  1970.  Dr.  Murray  M.  Copeland,  Office  of  the 
Secretariat,  Tenth  International  Cancer  Congress,  P.O. 
Box  20466  Astrodome  Station.  Houston  77026,  Secretary- 
General. 

■ ST.  LUKE’S  EPISCOPAL  SYMPOSIUM,  Houston, 
May  14-16,  1970.  Dr.  Donald  T.  Lazarz,  1817  Dryden, 
Houston  77025,  Pres. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATION, 
Philadelphia,  May  5-9,  1970.  Russell  F.  Staudacher,  2636 
Flossmoor  Rd.,  Flossmoor,  111.  60422,  Exec.  Dir. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  DaUas,  May  2. 
1970.  Dr.  C.  F.  Miller,  Box  1338,  Waco  76703,  Sec. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Houston.  May 
17-20,  1970.  O.  Ray  Hurst,  P.  O.  Box  4553,  Austin  78761, 
Exec.  Vice  Pres. 

■ TEXAS  MEDICAL  ASSISTANTS  ASSOCIATION, 
Baytown,  May  21-24,  1970.  Faye  Gibson,  5401  41st  St., 
Lubbock,  Sec. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  Dal- 
las, May  1,  1970.  Dr.  John  C.  Kuppinger,  1616  Ed  Carey 
Dr.,  Harlingen  78560,  Sec. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATTON,  Dallaa, 
May  2,  1970.  Dr.  John  J.  Hinchey,  lA  Medical  Profea- 
sional  Bldg.,  San  Antonio  78212,  Exec.  Officer. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION, 
Dallas,  May,  1970.  Dr.  James  L.  Baldwin,  712  N.  Wash- 
ington, Dallas  75246.  Sec. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  Dallaa. 
May  2,  1970.  Dr.  E.  F>ank  Dunton,  3434  Swiss  Ave.. 
Suite  104,  Dallas  75204,  Sec. 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psycho- 
therapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social  ser- 
vice work  vdth  families,  family  therapy,  and  an  extensive  and  well  organized  activities  program,  including  occu- 
pational therapy,  art  therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The 
treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may 
be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School  Pro- 
gram is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-254-3201 
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Android 


(thyroid-androgen)  tablets 

Effectiveness  confirmed  by  another  double  blind  study* 


l.SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20% 

*^‘Sexual  impotence  treatment  with  methyl  testosterone  - thyroid  (ANDROID)  a 
double  blind  study'*  ~ Montesano,  Evangelista:  Clinical  Medicine^  April  1966. 

CONTRAINDICATIONS-Methyl  testosterone  is  not  to  be  used  in  malignancy  of  reproductive  organs  in 
male,  coronary  heart  disease, 
metabolic  rate  is  low. 


cannot  be  disputed. 


Thyroid  is  not  to  be  used  in  heart  disease,  hypertension  unless  the 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyrfiid. 

4.  No  side  effects  in  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed.role  of 
chemotherapy 


Choice  of  4 strengths 

Android  Android-HP 


Android-X  Android-Plus 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2. 5 mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  Of  100,  500,  1000.  ' 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (V2  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500.  1000. 


Write  for  literature  and  samples: 

. iHjll  THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  los  Angeles.  Calif.  90057 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 


REFER  TO 

PDR 


WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  .,2. 5 mg. 
Thyroid  Ext.  (Vi  gr.)  ...15  mg. 
Ascorbic  Acid  (Vlt.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60,  500. 


also  available  with  ESTROGEN 

Androld-E 

Each  Tablet  Contains. 

Methyl  Testosterone  .. 

Ethinyl  Estradiol  .... 

Thyroid  Ext.  (1/6  gr.)  .. 

Thiamine  Hydrochloride  . 

Glutamic  Acid 


2.5  mg. 
0.02  mg. 
10  mg. 
10  mg. 
50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen  — only  steroid  effect  remains. 
Geriatrics,  post-operative  and  debilitat- 
ing disease,  osteoporosis,  DOSE:  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  In  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens; 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg  of  testosterone 
per  month.  CONTR.A-INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  m latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 


UI,- 


For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 

capsules/elixir 


A Gentle  Cerebral  Stimulant  and  Vasodilator 


POOR  FAIR  GOOD 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnt,.  of 
the  Amer.  Ger.  Soc-  June.  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

PentyienetetrazoJe l(X)  mg. 

Nicotinic  Acid 1CX)  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCI 25  mg. 

1-Glutamic  Acid 50mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg, 

Pyridoxine 3 mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100  , 500.  1000  capsules. 

Also  elixir  8oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  shou  Id  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 


Write  for  literature  and  samples... 


REFER  TO 

PDR 


THE  BROWN  PHARMACEUTICAL  CO. 

f 2500  W.6th  St., Los  Angeles, Calif. 90057 
Write  for  Product  Catalog 
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MEDICINE  IN  LITERATURE 


BOOKS  OUTLINE  INTERVIEW  AND  EXAMINATION  TECHNIQUES 


Medical  Interviewing,  A Programmed 
Manual,  Robert  E.  Froelich  and  F. 
Marian  Bishop,  116  pp.,  St.  Louis, 
The  C.  V.  Mosby  Co.,  1969,  $4.75. 

DIVIDED  INTO  two  parts,  this  useful 
handbook  is  concerned  first  with 
general  considerations  in  the  medi- 
cal interview  and,  second,  with  a 
group  of  seven  practice  interviews 
in  which  the  physician  is  confronted 
with  many  questions  and  situations 
which  can  occur  during  the  taking 
of  a clinical  history.  It  provides  many 
helpful  hints  to  enable  the  busy  phy- 
sician to  save  time,  embarrassment, 
and  frustration  in  eliciting  pertinent 
information.  All  of  us  recall  from 
medical  school  days  the  laborious 
history-taking  process;  this  manual, 
unpretentious  though  it  may  appear, 
can  add  an  element  of  zest  to  an 
otherwise  often-routine  chore. 

R.  V\/.  PAPE,  M.D., 
Austin. 

The  Clinical  Approach  to  the  Patient, 
William  L.  Morgan,  Jr.,  and  George 
L.  Engel,  314  pp.,  illus.,  Philadel- 
phia, W.  B.  Saunders  Co.,  1969. 

PROFESSORS  OF  medicine  and  psy- 
chiatry at  the  University  of  Roches- 
ter School  of  Medicine  and  Dentistry 
have  combined  their  efforts  to  pro- 
duce a book  in  which  they  intend  to 
portray  the  proper  approach  by  the 
physician  for  interviewing  and  exam- 
ining the  patient. 

The  book’s  content  provides  the 
foundation  for  an  examination  which 
is  patient  rather  than  disease  ori- 
ented. With  this  approach  scientific 
knowledge  is  balanced  by  human 
understanding,  and  a warm  physi- 
cian-patient relationship  therefore 
results.  Methods  of  approach  sub- 
ject to  varying  moods  of  the  physi- 
cian as  well  as  to  conflicting  and 
delicate  emotional  states  and  physi- 


cal conditions  of  the  patient  are 
recommended. 

Actual  techniques  of  system-by- 
system physical  examination  of  all 
parts  of  the  anatomy  using  only 
customary  modalities  are  described. 
Excellent  pen-and-ink  sketches  by 
Evelyn  Lipman  Engel  depict  major 
topographical  anatomy  and  various 
examination  techniques.  The  proper 
method  of  organizing  knowledge 
gained  from  the  history  and  physical 
examination  into  systems  for  even- 
tual recording,  analysis,  and  presen- 
tation is  thoroughly  outlined. 

The  beginning  student  of  clinical 
medicine  would  do  well  to  have  this 
book  available  his  first  day  on  the 
ward  and  throughout  his  years  of 
training. 

W.  S.  LORIMER,  JR.,  M.D., 
Fort  Worth. 


Chronic  Ulcerative  Colitis,  A Lifelong 
Study,  J.  Arnold  Bargen,  123  pp., 
illus.,  Springfield,  III.,  Charles  C 
Thomas,  Publisher,  1969,  $7.50. 

IT  IS  A RARE  PLEASURE  to  review 
a book  by  a prominent  gastroenter- 
ologist who  has  been  associated 
with  the  Scott  & White  Clinic  in 
Temple.  This  book  summarizes  Dr. 
Bargen’s  thinking  and  experience 
with  chronic  ulcerative  colitis  over 
a 44-year  period,  during  which  time 
treatment  ranged  from  primary  die- 
tary therapy  and  rest  to  the  intro- 
duction of  azulfidine  and  to  the  ulti- 
mate use  of  adrenocortical  steroids. 
Surgical  therapy  with  total  colectomy 
and  ileostomy  came  late  during  this 
period  of  time  but  was  extremely 
poor  for  many  years  until  the  proper 
management  of  the  ileal  stoma  was 
perfected. 

Dedicated  to  students,  colleagues, 
and  future  physicians,  the  book  will 
be  of  most  value  to  those  who  have 


trained  under  or  have  been  associ- 
ated with  Dr.  Bargen.  It  discusses 
his  philosophy  of  the  nature  of  ul- 
cerative colitis  and  the  recommend- 
ed methods  of  its  evaluation,  differ- 
ential diagnosis,  and  treatment  of 
complications  and  associated  condi- 
tions. Case  reports,  which  help  one’s 
evaluation  of  the  disease,  are  lib- 
erally interspersed  in  the  text.  Some 
statements,  however,  are  certainly 
open  to  question  by  other  gastro- 
enterologists. Many  would  dispute 
the  statement  that  all  patients  with 
ulcerative  proctitis  will  ultimately 
develop  ulcerative  colitis  if  no  thera- 
peutic interference  occurs.  In  addi- 
tion, the  Mayo  Clinic  Foundation 
Diet  is  strongly  questioned  by  many; 
but  certainly  the  basic  philosophy 
concerning  high  protein  and  high 
caloric  foods  cannot  be  disputed. 

The  chapter  on  the  use  of  adrenal 
corticosteroids  in  the  treatment  of 
ulcerative  colitis  amply  warns  of  the 
complications  of  such  treatment  and 
of  the  masking  powers  of  cortisone 
therapy.  Certainly,  a rather  cautious 
approach  to  this  treatment  is  justi- 
fied, particularly  to  the  person  who 
does  not  see  or  treat  many  patients 
with  ulcerative  colitis;  however,  it 
would  seem  that  Dr.  Bargen  and 
most  gastroenterologists  who  see 
many  such  patients  would  frequent- 
ly indulge  use  of  adrenal  steroids  in 
their  treatment. 

Surgical  therapy,  including  total 
colectomy  and  ileostomy,  was  not 
stressed  in  this  book  as  a curative 
procedure.  Yet,  many  medical  cen- 
ters seemingly  are  moving  to  earlier 
surgical  intervention  with  this  dis- 
ease process  in  order  to  save  more 
patients  from  the  serious  complica- 
tions of  the  disease.  I regretted  that 
there  was  no  comparison  of  Dr.  Bar- 
gen’s studies  with  the  prolonged 
study  of  ulcerative  colitis  in  patients 
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in  England  by  Edwards  and  Truelove 
published  in  Gut  in  1963. 

This  is  an  excellent  book,  how- 
ever, which  accomplishes  what  it 
proposes  to  do.  It  is  recommended 
reading  for  all  physicians  who  treat 
large  numbers  of  patients  with  ul- 
cerative colitis,  as  well  as  a thor- 
oughly enjoyable  book  for  the  stu- 
dents who  have  been  associated 
with  this  teacher  of  so  many  physi- 
cians. 

TED  L EDWARDS,  M.D., 
Austin. 


Collateral  Circulation  in  Clinical  Sur- 
gery, D.  E.  Strandness,  Jr.,  ed., 
633  pp.,  illus.,  Philadelphia,  W. 
B.  Saunders  Company,  1969, 
$18.50. 

AN  IMPORTANT  ASPECT  of  vascular 
disease  forms  the  basis  for  this  new 
text  book  in  the  field  of  arterial  ab- 
normalities. It  is  important  for  the 
reader  to  understand  what  Dr. 
Strandness  and  the  other  contribu- 
tors to  this  book  are  trying  to  ac- 
complish. This  is  not  a standard  text 
on  vascular  disease;  it  does  not  at- 
tempt to  give  a complete  coverage 
of  individual  disease  entities  in 
terms  of  etiology,  clinical  picture, 
diagnosis,  treatment,  and  results. 
The  book  is  exactly  what  the  title 
states — a study  of  collateral  circu- 
lation: its  anatomy,  physiology,  and 
the  role  it  plays  in  various  vascular 
problems.  Coverage  of  clinical  dis- 
eases serves  only  as  a background 
to  the  primary  discussion  of  collat- 
eral vascular  pathways. 

The  book  is  divided  on  an  ana- 
tomic basis  into  nine  sections,  each 
of  which  devotes  attention  to  the 
normal  anatomy  of  the  circulation 
in  that  area.  Congenital  variations 
are  listed,  and  the  available  collat- 
eral pathways  are  fully  covered. 
Highlight  of  the  book  is  the  section 
on  collateral  circulation  in  the  upper 
and  lower  extremities  with  empha- 
sis on  the  lower  extremity.  Reviewed 
first  is  a general  consideration  of 
the  anatomy  and  the  normal  collat- 
eral bed.  Clinical  material  which  cov- 
ers acute  occlusion,  injury,  chronic 
arterial  occlusion  in  terms  of  arte- 
riosclerosis obliterans,  and  thrombo- 
angiitis obliterans  is  then  presented. 
There  is  an  excellent  comparison  of 
the  differences  between  the  uncom- 
plicated arteriosclerotic  patient  and 


the  patient  with  diabetes  and  arte- 
riosclerosis combined,  pointing  out 
that  the  diabetic  with  arterioscle- 
rosis has  a more  severe  form  of 
the  disease  with  multiple  segments 
of  the  arterial  system  in  the  lower 
extremity  involved.  Of  the  legs  of 
diabetic  patients  studied,  75  per- 
cent had  a combination  of  superfi- 
cial femoral,  popliteal,  and  tibial 
arteries  obstructed,  whereas  only 
40  percent  in  the  non-diabetics 
had  more  than  one  area  involved.  In 
addition,  sympathectomy  in  the  dia- 
betic patient  is  less  effective  be- 
cause of  the  peripheral  neuropathy 
which  has,  in  effect,  carried  out  an 
autosympathectomy. 

The  final  section  covers  the  cir- 
culation to  the  brain  and  its  collat- 
eral supply.  The  most  interesting  por- 
tion of  this  section  covers  the  prob- 
lem of  strokes  in  terms  of  the  pat- 
tern of  vascular  occlusion,  the  col- 
lateral circulation  which  develops, 
and  the  surgical  approach  to  the 
problem.  A review  of  autopsy  studies 
is  reported  with  the  following  gen- 
eral conclusions:  disease  of  the  ex- 
tracranial arteries  may  be  extensive 
and  still  produce  no  symptoms;  dis- 
ease in  one  carotid  artery  is  very 
likely  to  be  accompanied  by  disease 
of  the  opposite  carotid  artery;  ap- 
proximately 40  to  50  percent  of  the 
patients  had  obstructive  lesions  in 
the  extracranial  vessels.  A large 
number  of  arteriographic  studies 
were  evaluated  and  two  general  con- 
clusions were  drawn:  (1)  a specific 
lesion  is  only  demonstrated  in  about 
half  the  patients;  and  (2)  the  clini- 
cal picture  and  the  arteriographic 
findings  frequently  show  no  definite 
correlation;  that  is,  the  symptoms 
are  not  a specific  guide  to  the  vessel 
involved.  Surgical  therapy  appears 
to  be  most  effective  in  the  group  of 
patients  having  transient  ischemic 
episodes. 

An  excellent  bibliography  serves 
to  recommend  the  book  to  the  house 
officer,  general  practitioner,  and 
those  interested  in  having  access  to 
a good  listing  of  the  literature  avail- 
able on  the  subject  of  vascular  dis- 
ease. A good  background  for  the  un- 
derstanding of  the  collateral  circu- 
lation and  its  contribution  to  the 
clinical  picture  in  a variety  of  vas- 
cular problems  is  provided. 

ELLIOTT  MENDENHALL,  JR.,  M.D., 

Abilene. 


Questions  and  Answers  on  Contact 
Lens  Practice,  Jack  Hartstein,  199 
pp.,  illus.,  St.  Louis,  The  C.  V. 
Mosby  Co.,  1968,  $10.75. 

NOT  ONLY  FROM  the  standpoint  of 
the  clear,  concise  manner  in  which 
the  material  is  presented,  but  also 
because  of  its  value  as  a quick  ref- 
erence in  a busy  contact  lens  prac- 
tice, is  this  book  recommended.  It 
is  written  in  an  unusual  manner  in 
that  it  is,  as  it  states,  a series  of 
questions  and  answers  about  con- 
tact lens.  The  information  it  con- 
tains is  fundamental  and  well  or- 
ganized. There  is  no  doubt  that  the 
book  is  valuable  to  the  contact  lens 
practitioner,  whether  he  is  in  resi- 
dency or  private  practice.  Further- 
more, it  is  enjoyable  and  would  def- 
initely be  an  asset  to  any  medical 
library. 

JERRY  B.  COTNER,  M.D., 
Richardson,  Tex. 


Medical  Supply  in  World  War  II,  Med- 
ical Department,  United  States 
Army,  662  pp.,  illus.,  Washington, 
D.C.,  Office  of  the  Surgeon  Gen- 
eral, Department  of  the  Army, 
1968,  $8.25. 

MEDICAL  SUPPLY  SERVICE  in  World 
War  II  succeeded  or  failed  in  its  mis- 
sion in  direct  proportion  to  the  ade- 
quacy of  supplies  and  the  efficient 
and  proper  utilization  of  what  sup- 
plies were  made  available.  Such  was 
true  in  all  supply  areas,  however, 
not  only  in  the  Medical  Department. 

Problems  of  storage,  mainten- 
ance, mobility,  and  efficient  requi- 
sitioning of  supplies  to  avoid  waste, 
were  important.  Equally  important 
was  the  utilization  of  available  trans- 
portation, including  efficient  main- 
tenance and  repair  of  equipment. 
Placement  of  supplies  at  the  right 
place  and  at  the  time  they  were 
needed  was  the  formula  on  which 
the  war  was  won.  Any  mode  of 
supply  transportation — whether  by 
means  of  manpower,  by  sled  over 
snowy  mountains,  by  boat  through 
jungles,  by  ship,  by  rail,  or  by  air — 
was  directly  related  to  needs.  Per- 
haps the  most  dramatic  mode  of 
supply  and  resupply  was  the  air  drop 
method  for  those  on  isolated  duty 
or  under  besieged  conditions  pend- 
ing relief. 

Much  was  learned  in  World  War  II 
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“anorectal 

disorders” 


This  Rectopath  Model 

may  help  you  explain 
certain  anorectal  disorders 
to  some  of  your  patients. 

It  is  yours  on  request. 


See  next  page  for  details. 


“anorectal 

disorder” 


includes  a range  of  problems. 
For  symptomatic  relief 
in  some  of  these  disorders 
consider  a member  of 
the  Anusol  Family. . . 


One  suppository  morning 
and  evening  and  after 
each  bowel  movement. 


ANUSOE 

soothing,  palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 

Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  ( 1.7.5%),  benzyl  benzoate 
(1.2%),  Peruvian  balsam  (1.8%),  zinc  oxide  ( 1 1.0%),  and  boric 
acid  (5.0%),  plus  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUSOL-HG* 

prompt  reduction  of  inflammation  plus  the 
soothing  effects  of  regular  Anusol. 

Each  ANUSOL-HC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula,  10  mg.  hydrocortisone  acetate. 

Precautions:  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 

ANUGESIC 

when  severe  pain  requires  prompt  relief, 
pramoxine  HCl  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains:  61  mg.  bismuth  sub- 
gallate, 47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate,  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients:  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil,  and  certified  coloring  in  a cacao  butter  base. 

Precautions:  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 

Also  available : anusol®  ointment  and  anugesic®  ointment 


Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J. 


The  Rectopath  Model 
is  available  from  your 
Warner-Chilcott  repre- 
sentative or  upon  request 
from  Warner-Chilcott 
Labs.,  Morris  Plains, 
New  Jersey  07950. 


AN.IN.91-4C 


about  the  methods  of  packing  and 
packaging  to  avoid  the  effects  of  ex- 
posure, dampness,  heat,  and  rough 
handling.  Waterproofing  and  many 
other  problems  were  investigated. 
One  of  the  most  efficient  operations 
in  the  services  resulted.  Many  les- 
sons of  immense  practical  value 
were  learned  that  carried  over  into 
industrial  use  in  related  fields. 

A proper  review  of  this  monumen- 
tal work  is  not  possible  by  this  re- 
viewer, but  a vote  of  thanks  to  the 
supply  divisions  of  the  armed  ser- 
vices, whether  medical  or  other,  is 
appropriate.  When  a drastic  need  ex- 
isted, the  men  involved  somehow 
were  able  to  deliver  the  supplies  nec- 
essary to  relieve  that  need.  They 
performed  a job  that  was  often  har- 
assing, difficult,  and  thankless:  and 
they  deserve  to  be  commended. 

JOE  C.  RUDE,  M.D., 
Austin. 


Adrenergic  Neurotransmission,  Ciba 
Foundation  Study  Group  No.  33, 
G.  E.  W.  Wolstenholme  and  Maeve 
O’Connor,  eds.,  123  pp.,  illus., 
Boston,  Little,  Brown  and  Com- 
pany, 1968,  $4.50. 

A LONDON  MEETING  on  June  14, 
1968,  of  outstanding  researchers 
into  the  biochemical  events  con- 
cerned in  adrenergic  neurotransmis- 
sion is  covered  in  this  slender,  in- 
formative book.  Twenty-two  mem- 
bers participated  in  the  symposium. 
Seven  review  presentations  are  re- 
ported verbatim  covering  different 
aspects  of  nonadrenalin  metabolism 
in  nerve  tissue.  These  aspects  in- 
clude regulation  of  nonadrenalin  bio- 
synthesis, mechanism  of  release  of 
nonadrenalin,  histochemical  studies 
of  adrenergic  neurotransmission,  the 
role  of  nonadrenalin  uptake,  the  role 
of  receptors  in  adrenergic  uptake, 
effects  of  hormones  and  electro- 
lytes, and  influence  of  false  adrener- 
gic transmitters.  After  each  of  the 
seven  papers,  a discussion  of  the 
subject  is  presented.  The  book  con- 
cludes with  a general  discussion. 

Subject  matter  is  concerned  en- 
tirely with  experimental  work  on  lab- 
oratory animal  tissue  and  deduc- 
tions arising  therefrom.  The  seven 
review  papers  give  the  reader  a fas- 
cinating up-to-date  view  of  nerve- 
ending metabolism.  The  discussion 
section  appears  to  require  the  read- 


er to  be  thoroughly  grounded  in  the 
literature  on  nerve  research  for  full 
comprehension. 

This  book  is  recommended  read- 
ing for  all  medical  and  scientific 
workers. 

JAY  W.  MARTIN,  JR.,  M.D., 
Bryan,  Tex. 
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Louis,  The  C.  V.  Mosby  Co.,  1969. 

Platt,  W.  R.:  Color  Atlas  and  Text- 
book of  Hematology,  Philadelphia, 
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The  University  of  Texas  M.  D.  Ander- 
son Hospital  and  Tumor  Institute 
at  Houston:  Cancer  of  the  Uterus 
and  Ovary,  A Collection  of  Papers 
Presented  at  the  11th  Annual  Clin- 
ical Conference  on  Cancer,  1966, 
Chicago,  Year  Book  Medical  Pub- 
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can Medical  Association,  1969. 


PAMPHLETS 


A unique  handbook  has  been  de- 
veloped by  the  American  Medical 
Association  entitled  Standard  Nomen- 
clature of  Athletic  Injuries.  The  man- 
ual aids  in  organizing,  diagnosing, 
recording,  and  reporting  athletic  in- 
juries and  conditions  in  standard 
medical  language.  The  only  one  of 
its  kind,  the  book  lists  over  550  con- 
ditions affecting  athletes,  using  the 
preferred  term,  alternate  term,  eti- 
ology, symptoms,  signs,  complica- 
tions, pathology,  and  lab  and  x-ray 
findings.  In  addition,  it  contains  a 
glossary  of  113  general  and  related 
terms  and  a comprehensive  list  of 
vague,  undesirable  terms.  Under  a 
standardized  language  system  such 
as  this,  it  is  possible  to  insure  a 
uniform  interpretation  of  record  his- 
tories, a condition  that  is  becoming 
especially  important  to  insurance 
companies  and  research  teams.  Cop- 
ies are  available  at  a cost  of  $1.50 
each  for  physicians  and  75  cents 
each  for  medical  students,  interns, 
and  residents. 

Along  with  this  book,  AMA  is  of- 
fering a complete  set  of  ten  book- 
lets called  “Tips  on  Athletic  Train- 
ing” which  cover  such  topics  as 
diets,  conditioning,  alcohol,  quack- 
ery, and  smoking.  The  set  costs 
$1.70.  Both  publications  may  be 
ordered  from  AMA,  535  N.  Dearborn 
St.,  Chicago  60610. 

A variety  of  questions  concerning 
the  steadily  increasing  use  of  drugs 
are  considered  by  Jules  Saltman  in 
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Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 


^/te  Ma^Uu^  cuui 

3601  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  eaneer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 
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TEXAS  MEDICINE 


iVhai  About  Marijuana? , a new  Pub- 
lic Affairs  Committee  pamphlet. 

Starting  with  the  observation  that 
“all  sides  of  the  several  contending 
forces  against  and  for  the  use  of 
marijuana  have  abetted  the  confu- 
sion,” Saltman  goes  on  to  give  a 
simple,  factual  explanation  of  what 
the  marijuana  plant  is,  how  and  why 
its  effects  vary,  and  why  many 
strong  voices — though  not  in  favor 
of  legalizing  pot — have  been  raised 
against  the  very  severe  legal  penal- 
ties relating  to  its  use.  He  discusses 
preparations  of  drugs,  definitions  of 
terms,  present  usage  of  marijuana, 
and  research  being  done  on  it;  and 
he  studies  the  psychic  and  physical 
effects  of  marijuana,  its  relationship 
to  other  drug  use,  and  its  connection 
with  crime  and  delinquency.  He  also 
suggests  some  educational  and 
common  sense  approaches  that  can 
help  young  people  decide  whether 
the  momentary  pleasure  marijuana 
affords  is  worth  the  risk  of  serious 
damage. 

Available  from  the  Public  Affairs 
Committee,  381  Park  Ave.  S.,  New 
York  10016,  the  pamphlet  costs  25 
cents. 


POSTGRADUATE 

COURSES 


General  Practice:  Denver  will  be  the 
site  of  a general  practice  review  Jan. 
18-24,  1970.  The  16th  annual  post- 
graduate course  designed  especially 
for  the  general  practitioner  will  con- 
sider an  important  area  of  practice 
each  day  of  the  week.  Subjects  to  be 
included  are  medicine:  pediatrics: 
dermatology:  surgery  and  trauma: 
obstetrics  and  gynecology:  fluid  and 
electrolyte  balance:  and  metabolic 
potpourri,  a symposium  presented 
by  the  Colorado  Academy  of  Gen- 
eral Practice. 

For  further  information  and  de- 
tailed programs,  write  to  The  Office 
of  Postgraduate  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  E.  Ninth  Ave.,  Den- 
ver, Colo. 

Laboratory  training:  A series  of  lab- 
oratory training  courses  are  being 
presented  by  the  Laboratory  Division 
of  the  National  Communicable  Dis- 
ease Center  in  Atlanta,  Ga.  “Isola- 
tion of  Salmonellae  from  Food  Prod- 
ucts and  Animal  Feeds”  and  “Lab- 
oratory Methods  in  Medical  Myco- 
bacteriology”  will  be  offered  Jan.  5- 


16.  Registration  for  both  of  these 
courses  will  end  Nov.  10.  “Labora- 
tory Diagnosis  by  Serologic  Meth- 
ods” and  “Laboratory  Methods  in 
Medical  Mycobacteriology”  (for  the 
second  time)  will  be  offered  Jan. 
26-Feb.  6,  and  registration  will  close 
Dec.  1. 

Information  and  application  forms 
may  be  obtained  from  the  Training 
Office,  Laboratory  Division,  National 
Communicable  Disease  Center,  At- 
lanta 30333. 

Cardiology:  The  Institute  for  Cardio- 
vascular Diseases  is  planning  an  in- 
tensive six-day  program,  Dec.  8-13, 
covering  in  depth  selected  fields  in 
cardiovascular  diseases.  To  be  held 
at  the  Good  Samaritan  Hospital  in 
Phoenix,  Ariz.,  the  program  is  ori- 
ented toward  practical  application 
of  diagnostic  techniques,  basic  un- 
derstanding of  pathophysiology  of 
heart  disease,  and  medical  and  sur- 
gical management  of  the  most  com- 
mon problems  in  cardiology.  Infor- 
mal workshops  are  planned  for  the 
evenings. 

Information  is  available  from 
American  College  of  Cardiology, 
9650  Rockville  Pike,  Bethesda,  Md. 
20014. 

Allergy:  The  American  Academy  of 
Allergy  will  present  a two-day  post- 
graduate course  in  connection  with 
its  26th  annual  meeting,  Feb.  14-18, 
1970,  at  the  Jung  Hotel  in  New  Or- 
leans. The  program  will  offer  sub- 
jects of  timely  interest  in  allergy, 
immunology,  and  related  fields.  Top- 
ics include  pulmonary  diseases  and 
asthma,  developments  in  medicine 
relating  to  allergy,  clinical  immunol- 
ogy, and  organ  transplantation.  Sci- 
entific session  will  convene  Feb.  16 
and  will  feature  presentations  of  new 
research  in  allergy. 

Details  of  the  program  may  be 
obtained  by  contacting  the  American 
Academy  of  Allergy  Executive  Office, 
756  N.  Milwaukee  St.,  Milwaukee. 
Wis.  53202. 

Neuropathology:  The  Department  of 
Psychiatry  at  The  University  of  Tex- 
as Southwestern  Medical  School  at 
Dallas  announces  a continuing 
course  in  neuropathology  for  psy- 
chiatrists from  7 to  9 p.m.  on  Thurs- 
days, Jan.  8,  15,  22,  29,  and  Feb.  5, 
1970.  Instructor  for  the  course  will 
be  Dr.  A.  N.  D’Agostino,  associate 
professor  of  pathology  at  South- 
western. Additional  information  is 
available  from  the  Department  of 
Postgraduate  Education,  The  Univer- 
sity of  Texas  Southwestern  Medical 
School,  5323  Harry  Hines  Blvd.,  Dal- 
las 75235. 


Cardiology:  The  University  of  Texas 
Graduate  School  of  Biomedical  Sci- 
ences at  Houston  announces  a 
course  on  “Selected  Topics  in  Cardi- 
ology” Dec.  1-4  in  Houston.  Guest 
lecturer  will  be  Dr.  William  Likoff, 
professor  of  medicine  and  director 
of  Cardiovascular  Institute,  Hahne- 
mann Medical  College  and  Hospital 
of  Philadelphia.  Discussions  will  con- 
cern modern  appraisal  of  patient 
with  coronary  heart  disease:  angina 
pectoris,  cardiogenic  shock,  coronary 
care  units,  beta  adrenergic  blockage 
in  arrhythmias  and  angina  pectoris, 
and  surgical  treatment  of  coronary 
artery  disease. 

For  further  information  write  The 
University  of  Texas  Graduate  School 
of  Biomedical  Sciences  at  Houston, 
Division  of  Continuing  Education, 
P.  0.  Box  20367,  Houston  77025. 

Nutrition:  A seminar  for  dietitians 
will  be  held  Dec.  5-6  in  Dallas,  spon- 
sored by  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las. Speaking  on  “Highlights  of 
White  House  Conference  Dec.  2-4  on 
Food  and  Nutrition  in  Relation  to 
Health”  and  “The  Role  of  Dietitians 
in  Education  with  Respect  to  Nutri- 
tion” will  be  Dr.  George  M.  Briggs, 
chairman  and  professor  of  the  de- 
partment of  nutritional  sciences  at 
the  University  of  California  at  Berk- 
eley. Various  topics  in  nutrition  re- 
search will  be  presented  by  the  fac- 
ulty of  the  UT  Southwestern  Medical 
School. 

The  University  of  Texas  South- 
western Medical  School  at  Dallas, 
Division  of  Postgraduate  Education, 
5323  Harry  Hines  Blvd.,  Dallas 
75235,  will  supply  additional  infor- 
mation. 

Various  Subjects:  The  American  Col- 
lege of  Physicians  will  sponsor  a se- 
ries of  postgraduate  courses  on  the 
following  subjects:  medicine  and  law, 
Jan.  2-4,  1970,  Los  Angeles:  func- 
tion and  dysfunction  of  the  gastro- 
intestinal tract,  Jan.  2-6,  1970,  Mi- 
ami, Fla.:  practical  approach  to  se- 
lected clinical  problems,  Jan.  26-29, 
1970,  New  Orleans:  and  gastroen- 
terology for  teachers,  Feb.  23-27, 
1970,  Ann  Arbor,  Mich.  Lectures, 
demonstrations,  panel  discussions, 
and  question  and  answer  periods  will 
be  included. 

Tuition  is  $60  for  members  and 
$100  for  nonmembers  for  each  of 
the  courses.  Write  Dr.  Edward  C. 
Rosenow,  Jr.,  Executive  Director, 
American  College  of  Physicians, 
4200  Pine  St.,  Philadelphia  19104, 
for  additional  information  and  reg- 
istration forms. 
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PERSONALS 


Dr.  R.  Lee  Clark,  president  of  The 
University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute  at 
Houston,  recently  received  the  high- 
est award  of  the  American  College 
of  Surgeons.  He  was  awarded  the 
1969  Distinguished  Service  Award  at 
the  college’s  annual  meeting  in  San 
Francisco  in  recognition  of  his  work 
as  a teacher,  surgeon,  and  adminis- 
trator. 

New  president  of  the  Texas  Sur- 
gical Society  is  Dr.  Raleigh  R.  White, 
III,  of  Scott  and  White  Memorial 
Hospital  in  Temple.  Other  officers 
elected  were  Drs.  Mack  F.  Bowyer, 
Abilene,  first  vice-president:  Gerald 
H.  Jordan,  El  Paso,  second  vice- 
president;  Jesse  E.  Thompson,  Dal- 
las, secretary;  and  John  H.  Sewell, 
Fort  Worth,  treasurer. 

Former  chief  of  the  Biomedical 
Laboratories  Division,  NASA  Manned 
Spacecraft  Center  at  Houston,  Dr. 
Edward  L.  Beckman,  Capt.  (MC) 
USN  (Retired),  has  been  appointed 
chief  of  the  marine  medicine  divi- 
sion of  the  Marine  Biomedical  Insti- 
tute at  Galveston.  He  also  will  serve 
as  professor  of  physiology  at  The 
University  of  Texas  Medical  Branch 
at  Galveston,  a co-sponsor  with  Tex- 
as A&M  University,  of  the  institute. 

New  officers  of  the  Panhandle 
District  Medical  Society  are  Drs. 
Louis  R.  Devanney,  Amarillo,  presi- 
dent; Martin  L.  Dalton,  Lubbock, 
president-elect;  Earl  E.  Waide,  Perry- 
ton,  first  vice-president;  James  L. 
Robins,  Plainview,  second  vice-presi- 
dent; and  Alton  B.  Goldston,  Ama- 
rillo, secretary-treasurer. 

Dr.  John  H.  Wootters,  retired  Har- 
ris County  physician  now  living  in 
Houston  County,  has  been  honored 
by  the  Houston  County  Development 
Foundation  as  the  Houston  County 
“Man  of  the  Year.’’ 

Dallas  microbiologist  and  medical 
educator  Dr.  S.  Edward  Sulkin  (PhD) 
has  been  named  as  a consultant  to 
a national  scientific  task  force  ex- 
ploring possible  linkages  between 
viruses  and  cancer.  Dr.  Sulkin,  who 
is  professor  and  chairman  of  micro- 
biology at  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las, received  the  appointment  from 
the  National  Cancer  Institute. 

On  Oct.  13  at  the  annual  meeting 
of  the  Texas  Academy  of  General 
Practice  in  San  Antonio,  Dr.  Milford 
O.  Rouse  of  Dallas  was  presented  a 


certificate  of  honorary  membership 
in  the  American  Academy  of  General 
Practice,  voted  by  the  recent  session 
of  the  Congress  of  Delegates  of  the 
American  Society  of  Internal  Medi- 
cine. There  are  only  13  other  hon- 
orary members  of  the  AAGP. 

Dr.  John  C.  Hundley  of  Fort  Stock- 
ton  was  installed  as  president  of  the 
Texas  Academy  of  General  Practice 
during  the  academy’s  20th  Annual 
Scientific  Assembly  at  San  Antonio. 
The  new  president-elect  of  the  acad- 
emy is  Dr.  Bonnie  B.  Westbrook  of 
Beaumont.  Dr.  Charles  R.  Queen  of 
Edinburg  was  elected  vice  president, 
and  Dr.  Everett  L.  Holt  of  Corpus 
Christ!  was  elected  treasurer. 

The  Board  of  Directors  of  the 
Scott  and  White  Clinic  in  Temple 
has  announced  the  appointment  of 
Dr.  Harry  A.  Wilmer  to  the  medical 
staff  of  the  clinic.  Dr.  Wilmer  comes 
from  Palo  Alto,  Calif.,  where  he 
served  as  clinical  professor  of  psy- 
chiatry at  the  University  of  California 
School  of  Medicine.  During  his  first 
year  as  consultant  in  the  department 
of  psychiatry  at  the  Scott  and  White 
Clinic,  he  will  be  working  under  a 
John  Simon  Guggenheim  fellowship. 

Dr.  Charles  H.  Gillespie  of  Temple, 
director  of  anesthesiology  at  Scott 
and  White  Clinic,  is  one  of  seven  re- 
cipients of  the  Ex-Students  Associa- 
tion Certificate  of  Merit  of  South- 
western University  at  Georgetown. 
The  award  recognizes  former  stu- 
dents who  have  performed  outstand- 
ing civic  and  professional  service. 

Dr.  George  G.  Meyer,  previously 
associate  professor  of  psychiatry  at 
the  University  of  Chicago  School  of 
Medicine,  is  one  of  the  new  faculty 
appointments  at  The  University  of 
Texas  Medical  School  at  San  An- 
tonio. He  has  also  been  appointed 
associate  professor  of  the  Northwest 
San  Antonio  Mental  Health  Center, 
operated  by  the  Bexar  County  Hos- 
pital District.  A former  department 
chief  at  Brooke  General  Hospital, 
Dr.  Ralph  H.  Forrester,  returned  to 
San  Antonio  in  September  to  teach 
at  the  UT  Medical  School.  He  will 
be  professor  and  head  of  a new  sec- 
tion for  ambulatory  care  and  com- 
munity medicine  in  the  department 
of  physiology  and  medicine.  He  will 
also  be  in  charge  of  a new  depart- 
ment of  ambulatory  care  and  com- 
munity medicine  for  the  Bexar  Coun- 
ty Hospital  District.  Professor  and 
head  of  the  school’s  gastroenterol- 
ogy section.  Dr.  Elliot  Weser,  has 
been  named  deputy  chairman  of  the 
department  of  physiology  and  medi- 
cine. 


DR.  E.  L.  ZIDD 

Dr.  Edward  L.  Zidd,  Austin  sur- 
geon, died  Aug.  21,  1969,  in  Nuevo 
Laredo,  Mexico,  at  the  age  of  55. 

Born  Oct.  6,  1913,  in  Hartford, 
Conn.,  Dr.  Zidd  was  the  son  of  Leon 
and  Mary  Kwiat  Zidd.  He  was  grad- 
uated from  Adalbert  College  in 
Cleveland,  Ohio,  and  received  his 
MD  degree  in  1940  from  Western 
Reserve  University  School  of  Medi- 
cine in  Cleveland.  He  served  intern- 
ship and  residency  at  Cleveland’s  St. 
Alexis  Hospital.  From  1942  to  1944, 
he  had  a surgical  fellowship  at 
Cleveland  Clinic  Hospital;  and  from 
1944  to  1946,  he  was  on  the  junior 
surgical  staff  at  the  clinic. 

A member  of  American  Medical 
Association,  Texas  Medical  Associa- 
tion, and  Travis  County  Medical  So- 
ciety, Dr.  Zidd  was  a fellow  of  the 
American  College  of  Surgeons  and 
a diplomate  of  the  American  Board 
of  Surgery.  He  had  resided  and  prac- 
ticed in  Austin  since  1946  and  was 
active  in  the  teaching  program  for 
interns  and  residents  at  Bracken- 
ridge  Hospital.  He  served  on  the 
staff  of  Holy  Cross  Hospital  since 
1947  and  was  instrumental  in  de- 
veloping its  facilities.  He  was  a 
member  of  the  hospital’s  board  of 
directors  from  1961  to  1962. 

Dr.  Zidd  is  survived  by  his  wife 
of  Austin,  the  former  Virginia  Eger; 
two  sons,  Edward  Zidd  and  Peter 
Zidd,  both  of  whom  are  students  at 


130 


TEXAS  MEDICINE 


DR.  ZIDD 


The  University  of  Texas  Southwest- 
ern Medical  School  at  Dallas;  one 
daughter,  Jacqueline  Zidd  of  Austin; 
his  mother,  Mrs.  Mary  Zidd  of 
Cleveland,  Ohio;  one  brother,  Henry 
Zidd  of  Cleveland;  and  one  sister, 
Mrs.  Helen  Harris  of  Anaheim,  Calif. 

DR.  J.  M.  HOOKS,  JR. 

Abilene  orthopedic  surgeon.  Dr. 
Jim  M.  Hooks,  Jr.,  was  killed  in  an 
automobile  accident  on  Sept.  21, 
1969.  He  was  51. 

Dr.  Hooks  was  born  Jan.  26, 
1918,  at  Waco,  Tex.,  the  son  of  J. 
M.  and  Buna  Vista  Nabors  Hooks. 
He  was  graduated  in  1938  from  Mc- 
Murry  College  in  Abilene  and  re- 
ceived his  MD  degree  from  Baylor 
College  of  Medicine,  then  located  in 
Dallas,  in  1942.  He  interned  at  Park- 
land Memorial  Hospital  in  Dallas  and 
served  orthopedic  residency  at  Bay- 
lor University  Medical  Center,  Texas 
Scottish  Rite  Hospital  for  Crippled 
Children,  and  Parkland  Memorial 
Hospital,  all  in  Dallas.  During  World 
War  II,  he  served  in  the  US  Army 
Medical  Corps  and  attained  the  rank 
of  major.  A recipient  of  the  Bronze 
Star  for  action  in  the  Philippines,  he 
also  was  stationed  in  Japan  where 
he  was  a member  of  a team  of  phy- 
sicians who  treated  Japan’s  Premier 
Hideki  Tojo  following  his  attempted 
suicide.  Since  1948  Dr.  Hooks  had 
practiced  in  Abilene. 

A diplomate  of  the  American 
Board  of  Orthopaedic  Surgery,  a fel- 
low of  the  American  College  of  Sur- 
geons and  of  the  American  Academy 
of  Orthopaedic  Surgeons,  Dr.  Hooks 
was  a member  of  Western  Ortho- 
paedic Association  and  Texas  Ortho- 
paedic Association.  He  belonged  to 
Taylor-Jones  Counties  Medical  So- 
ciety, Texas  Medical  Association, 
American  Medical  Association,  and 
Alpha  Omega  Alpha  honorary  medi- 
cal fraternity.  He  was  a member  of 
the  First  Christian  Church  of  Abilene. 

Surviving  Dr.  Hooks  are  his  wife, 
the  former  Ann  Nell  Whorton,  of 
Abilene;  a son,  Jim  Hooks  of  Austin; 
a daughter,  Mrs.  Lawrence  Siewert; 
his  mother,  Mrs.  J.  M.  Hooks,  Sr.;  a 
brother,  Ralph  Hooks,  all  of  Abilene, 
and  six  grandchildren. 


DR.  WHITE 


DR.  C.  V.  WHITE 


Dr.  Claud  Vincent  White,  81,  Dal- 
las obstetrician,  died  Aug.  26,  1969, 
at  his  home  in  Dallas.  He  had  prac- 
ticed medicine  in  Dallas  since  1919. 

Born  June  26,  1888,  in  Amity, 
Mo.,  Dr.  White  was  the  son  of  Wil- 
liam Robert  and  Minerva  Jane  Snel- 
grove  White.  He  attended  schools  in 
Lamed  and  Manhattan  Kan.,  and  re- 
ceived his  MD  degree  in  1919  from 
Kansas  City  College  of  Medicine  and 
Surgery. 

A 50-year  member  of  American 
Medical  Association,  he  was  elected 
to  honorary  membership  in  that  or- 
ganization as  well  as  in  Dallas  Coun- 
ty Medical  Society  and  Texas  Medi- 
cal Association  upon  his  retirement 
in  1969.  He  was  a charter  member 
of  Dallas  Southern  Clinical  Society 
and  belonged  to  East  Dallas  Chris- 
tian Church,  Slayter  Bible  Class, 
High  Noon  Club,  Bonehead  Club, 
and  Park  Cities  Lions  Club.  He  was 
a 32nd  degree  Mason  and  a Shriner. 
He  was  also  a 50-year  member  of 
the  Order  of  the  Eastern  Star. 

Surviving  Dr.  White  are  his  wife, 
the  former  Stella  Lucille  Bridges,  of 
Dallas;  a brother,  M.  O.  White  of  La 
Junta,  Colo.;  and  a sister,  Mrs.  L.  E. 
Wallace  of  Springfield,  Colo. 


DR.  S.  B.  HUTTON,  JR. 

A Dallas  surgeon  for  15  years.  Dr. 
Samerill  Benson  Hutton,  Jr.,  49,  died 
Sept.  14,  1969,  in  Dallas.  He  had  re- 
tired from  practice  in  1967  because 
of  illness. 

The  son  of  Samerill  Benson  and 
Ruth  Dill  Hutton,  Dr.  Hutton  was 
born  Feb.  9,  1920,  in  Bloomington, 
Ind.  He  received  a BS  degree  in 
1943  from  Tulane  University  at  New 
Orleans  and  received  his  MD  degree 
in  1945  from  Tulane  University 
School  of  Medicine.  He  interned  at 
Southern  Pacific  Memorial  Hospital 
in  San  Francisco  in  1946,  served  a 
residency  at  Tulane  University  School 
of  Medicine  in  1949,  and  was  a fel- 
low in  surgery  at  the  Ochsner  Foun- 
dation Hospital  in  New  Orleans  until 
1953.  From  1946  to  1948,  he  served 
as  a captain  in  the  US  Army  Medical 


Corps.  He  practiced  medicine  in 
Clarksdale,  Miss.,  from  February  to 
June,  1953,  before  moving  to  Dal- 
las, where  he  specialized  in  surgery. 

A member  of  Dallas  County  Medi- 
cal Society,  Texas  Medical  Associa- 
tion, and  American  Medical  Associa- 
tion, Dr.  Hutton  also  belonged  to 
Dallas  Southern  Clinical  Society,  Dal- 
las Society  of  General  Surgeons,  Phi 
Chi  medical  fraternity,  and  Phi  Delta 
Theta  social  fraternity.  He  was  a 
diplomate  of  the  American  Board  of 
Surgery  and  was  a clinical  associate 
professor  of  surgery  at  The  Univer- 
sity of  Texas  Southwestern  Medical 
School  at  Dallas.  He  served  on  the 
staffs  of  Baylor  University  Medical 
Center,  Gaston  Episcopal,  St.  Paul, 
and  Parkland  Memorial  hospitals. 
He  was  a member  of  the  Episcopal 
Church  of  Incarnation  and  had  be- 
longed to  the  Dallas  Chamber  of 
Commerce. 

Surviving  Dr.  Hutton  are  his  wife, 
the  former  Nola  Granger,  of  Dallas; 
three  daughters,  Mrs.  Stephen  Rea- 
soner  of  Jonesboro,  Ark.,  Nancy  Hut- 
ton, and  Georgie  Hutton,  both  of 
Dallas;  and  his  mother,  Mrs.  S.  B. 
Hutton  of  Fort  Smith,  Ark. 


DR.  C.  W.  GRAY 

Dr.  Charles  Washington  Gray,  80, 
Comanche  physician,  died  Aug.  15, 
1969,  at  a Gorman,  Tex.,  nursing 
home.  He  suffered  a coronary  throm- 
bosis. 

Born  on  March  20,  1889,  in  Bert- 
ram, Tex.,  Dr.  Gray  was  the  son  of 
Or.  Andrew  Joseph  and  Ida  Eunice 
Gray;  and  his  grandfather.  Dr. 
George  Washington  Gray,  was  an 
early  day  Texas  physician.  He  was 
graduated  from  Howard  Payne  Col- 
lege at  Brownwood  in  1910  and  re- 
ceived his  MD  degree  in  1914  from 
The  University  of  Texas  Medical 
Branch  at  Galveston.  He  interned  at 
Shiner  Hospital  in  Shiner,  Tex.  Dur- 
ing World  War  I,  he  served  as  a first 
lieutenant  in  the  US  Army  Medical 
Corps  in  France,  and  he  was  sta- 
tioned with  the  occupation  army  in 
Germany  for  one  year  following  the 
armistice.  He  then  practiced  medi- 
cine for  three  years  in  El  Campo, 
Tex.,  and  for  11  years  in  Brown- 
wood,  Tex.,  before  moving  to  Co- 
manche, where  he  practiced  for  24 
years  before  retiring  in  1955  be- 
cause of  ill  health. 

Dr.  Gray  was  a member  of  Brown- 
Comanche-Mills-San  Saba  Counties 
Medical  Society,  Texas  Medical  As- 
sociation, and  American  Medical  As- 
sociation. He  was  a former  president 
of  the  county  society  and  was  elect- 
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ed  to  honorary  membership  in  TMA 
in  1956.  For  a number  of  years,  he 
served  as  county  health  officer  for 
Comanche  and  Brown  counties.  Also 
a member  of  Phi  Beta  Pi  medical 
fraternity,  Masonic  Lodge,  and  Amer- 
ican Legion,  he  received  a certificate 
of  appreciation  from  President  Tru- 
man in  1952  for  serving  10  years 
as  uncompensated  member  of  the 
Selective  Service  System. 

Dr.  Gray  is  survived  by  his  wife, 
the  former  Annie  Lois  Dickson,  of 
San  Antonio,  and  a sister,  Mrs.  Tom 
Dudley,  of  Comanche. 


DR.  A.  L THOMAS 

Dr.  Anton  L.  Thomas,  Ennis  gen- 
eral practitioner,  died  July  23,  1969. 
He  was  93  and  had  practiced  in 
Ennis  for  64  years. 

Born  Aug.  7,  1875,  Dr.  Thomas 
was  the  son  of  Alford  N.  and  Aman- 
da Betts  Thomas.  He  was  graduated 
from  Polytechnic  College,  now  Texas 
Wesleyan  College,  in  Fort  Worth  and 
received  his  MD  degree  from  the 
University  of  Louisville  School  of 
Medicine  in  Kentucky  in  1903.  He 
served  a residency  at  North  Texas 
Hospital  for  the  Insane,  now  Terrell 
State  Hospital,  at  Terrell  until  he 
moved  to  Ennis  in  1905.  He  did 
postgraduate  work  in  New  York,  Chi- 
cago, and  New  Orleans. 

A past  president  of  Ellis  County 
Medical  Society  and  of  Ennis  Kiwanis 
Club,  Dr.  Thomas  was  chairman  of 
the  board  of  trustees  of  Ennis  Inde- 
pendent School  District  for  20  years. 
He  served  as  a member  of  the  ad- 
ministrative board  of  First  United 
Methodist  Church  in  Ennis  and  with 
his  wife  donated  the  land  on  which 
the  present  building  of  the  church 
was  erected.  He  was  elected  to  hon- 
orary membership  in  Texas  Medical 
Association  in  1955  and  belonged  to 
American  Medical  Association,  Amer- 
ican Academy  of  General  Practice, 
and  Association  of  American  Physi- 
cians and  Surgeons.  He  was  also  a 
member  of  Ennis  Masonic  Lodge 
chapter  and  council  and  Scottish 
Rite  and  Hellah  Temple  Shrine. 

In  1950  Dr.  Thomas  received  the 
first  Outstanding  Citizen  Award  to  be 


given  by  the  Ennis  Lions  Club.  In 
1954  the  Texas  Medical  Association 
named  him  “General  Practitioner  of 
the  Year”  in  recognition  of  his  repu- 
tation for  going  above  and  beyond 
the  call  of  his  profession.  He  was 
Ellis  county’s  pioneer  in  microscopic 
work,  its  pioneer  anesthetist,  and 
the  first  in  the  county  to  introduce 
the  use  of  the  x-ray. 

Dr.  Thomas  is  survived  by  four 
daughters,  Mrs.  Ralph  Bell  of  Hous- 
ton, Mrs.  Crawford  McMurray  and 
Mrs.  James  R.  Jeter,  both  of  Ennis, 
and  Mrs.  Eugene  Epting  of  Athens, 
Ga.  His  wife,  the  former  Edna  May 
Williams,  died  in  1966. 


DR.  KING 


DR.  K.  B.  KING 

Dr.  Karl  Bowen  King,  Dallas  urolo- 
gist, died  Sept.  24,  1969,  in  Dallas. 
He  was  69. 

Dr.  King  was  the  son  of  Guy  Rich- 
ard and  Jessie  Cash  King,  born  July 
4,  1900,  in  Sanger,  Tex.  He  received 
his  BA  degree  from  Hardin-Simmons 
University  in  Abilene  in  1921  and 
his  MD  degree  from  Baylor  College 
of  Medicine,  then  located  in  Dallas, 
in  1925.  He  served  an  internship  at 
Parkland  Memorial  Hospital  in  Dallas 
in  1926  and  a residency  in  surgery 
at  Abilene  State  School  until  1928. 
From  1928  to  1931,  he  was  assist- 
ant in  urology  to  a Dallas  physician. 
During  World  War  II,  he  served  as  a 
flight  surgeon  with  the  US  Navy  in 
the  Pacific  and  attained  the  rank  of 
captain.  He  served  on  the  staffs  of 
Baylor  and  Parkland  Memorial  hos- 
pitals and  was  former  chief  of  urol- 
ogy at  Parkland. 

An  honorary  member  of  Dallas 
County  Medical  Society,  Texas  Med- 
ical Association,  and  American  Med- 
ical Association,  Dr.  King  also  be- 
longed to  the  American  Urological 
Association  and  the  Texas  Associa- 
tion of  Genito-Urinary  Surgeons.  He 
was  past  president  of  Dallas  South- 
ern Clinical  Society  and  was  a fellow 
of  the  International  College  of  Sur- 
geons. Active  in  real  estate,  he  also 
served  as  a former  president  of  the 
Dallas  Charity  Horse  Show  Associa- 
tion. He  was  a Mason  and  a mem- 
ber of  the  Park  Cities  Baptist 
Church. 


Survivors  include  his  wife,  the  for- 
mer lone  Vogtsberger;  a son.  Dr. 
Karl  B.  King,  Jr.  (PhD);  his  mother, 
Mrs.  Guy  King  of  Lubbock;  a broth- 
er, Dr.  J.  Cash  King  of  Memphis, 
Tenn.;  and  two  sisters,  Mrs.  John 
Breedlove  of  Lubbock,  and  Mrs.  Ber- 
lin Vance  of  Amarillo. 


DR.  w.  H.  Mcknight 

Pioneer  in  aviation  medicine.  Dr. 
William  Hodges  McKnight,  75,  was 
killed  Sept.  18,  1969,  in  an  automo- 
bile-truck collision  on  the  Dallas-Fort 
Worth  Turnpike  in  Arlington.  He  was 
a Mansfield,  Tex.,  resident  and  had 
practiced  surgery  in  Fort  Worth  since 
1923. 

Born  Jan.  4,  1894,  in  Springtown, 
Tex.,  Dr.  McKnight  was  the  son  of 
Dr.  W.  B.  and  Sallie  Hodges  Mc- 
Knight. He  was  graduated  from  The 
University  of  Texas  at  Austin  with  a 
BA  degree  in  1916  and  from  Harvard 
Medical  School  at  Boston  with  an 
MD  degree  in  1920.  He  interned  at 
Boston  City  Hospital  and  served  a 
year  of  surgical  residency  at  the  Free 
Hospital  for  Women  in  Brookline, 
Mass.,  before  returning  to  Texas  in 
1923.  He  was  associated  with  the 
Graduate  School  of  Aviation  Medi- 
cine at  Randolph  Air  Force  Base  in 
San  Antonio  and  became  a medical 
consultant  for  American  Airlines  in 
1930.  He  went  to  New  York  in  1942 
to  become  the  airline’s  medical  di- 
rector and  remained  a medical  con- 
sultant for  the  airline  after  his  re- 
turn to  Fort  Worth. 

A member  of  Tarrant  County  Med- 
ical Society,  Texas  and  American 
Medical  Associations,  Dr.  McKnight 
was  certified  by  the  American  Board 
of  Preventive  Medicine.  He  was  a 
Methodist  and  belonged  to  the  Fort 
Worth  Club  and  the  Masonic  Lodge. 
A founding  member  of  the  Airline 
Medical  Directors  Association,  he 
was  one  of  only  two  physicians  ever 
elected  to  membership  in  the  Grey 
Eagles. 

Surviving  Dr.  McKnight,  a bache- 
lor, are  two  sisters,  Mrs.  Hal  S.  Lat- 
timore  of  Fort  Worth  and  Mrs.  Don- 
ald Warner,  Sr.,  of  Mercedes,  Tex.; 
and  a brother,  James  S.  McKnight 
of  Mansfield. 


DR.  McKNIGHT 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 

PSYCHIATRY 

INPATIENT  - OUTPATIENT 

Multiple-approach  treatment  of  thinking  disorders.  Established  diagnostic  procedures  available. 
Secluded  in-town  location  convenient  to  the  medical  community. 

Psychiatry 

Joseph  L.  Knapp,  M.D.  Fred  H.  Jordon,  M.D. 

Jackson  H.  Speegle,  M.D.  Joseph  H.  Lindsay,  M.D. 

Internal  Medicine 
Nard  Lair,  M.D. 

Psychology 

TraudI  E.  Jordan-Diener,  Ph.D,  R.  A.  Mitchell,  M.S.  David  K.  Fooshee,  M.S. 
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He  is  elderly. 

He  is  on  corticosteroids. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 

DECLOSTATIN300 

Drmrlhjlrhlorlelrao)'<-line  HCl  300  mg  "I  • 
and  INyslatin  500,000  units  1^ 

CAPSILE-SHAFED  TABLETS  Lederle  JLF • X«  U. • 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

^ For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
o\^rgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  Tbe  antifungal  component,  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

W^mn^:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines sho^d  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effect^:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug  , 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 1 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therapy^  i 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far ! 
in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  symptoms  have  subsided. 


LEDERLE  LABORATORIES 

A Division  ofi  American  Cyanamid  Company,  Pearl  River,  New  York 


oifer  the  unique 
ehoiee  of  tangy  lime, 
delieious  orange 


each  effervescent  tablet  contains  2.5  Gm.  potassium  bicarbonate 
(25  mEq.  elemental  potassium),  2.1  Gm.  citric  acid,  and  cyclamic  acid 

sparkling,  effervescent 


With  its  two  citrus  flavors,  K-Lyte  offers  really 
special  taste  appeal  to  assure  long-term  accep- 
tance . . . patients  will  take  the  K-Lyte  you 
prescrilre. 

Patients  like  the  special  convenience  of  K-Lyte. 
Each  effervescent  tablet  dissolves  quickly  and 
completely  in  3 to  4 ounces  of  cold  water.  Just 
two  tablets  daily  provide  50  mEcj.  of  elemental 
potassium  to  help  prevent  or  correct  potassium 
deficiency.  K-Lyte  is  absorbed  rapidly  — and 
avoids  any  potential  hazards  of  potassium 
chloride  tablets. 

to  guide  you  in  prescribing  K-Lyte: 

Composition:  Each  tablet  contains  potassium  bicarbon- 
ate (2.5  Gm,),  citric  acid  (2.1  Gm.),  cyclamic  acid,  arti- 
ficial flavor  and  color.  Contraindications:  When  renal 
function  is  impaired,  or  if  the  patient  has  Addison’s  dis- 
ease, potassium  stipplementation  should  not  ordinarily 
be  instituted.  Precautions:  Should  not  be  used  inpatients 


with  low  urinary  output  unless  tinder  the  supervision  of 
a physician.  In  established  hypokalemia,  attention  should 
be  directed  toward  correction  of  frequently  associated 
hypochloremic  alkalosis  and  other  potential  electrolyte 
disturbances.  Patients  should  be  directed  to  dissolve 
tablet  in  stated  amount  of  water  to  assure  against  gastro- 
intestinal injury  associated  with  the  oral  ingestion  of 
concentrated  potassium  salt  preparations.  Side  Effects: 
\Vhile  nausea  has  been  reported  in  an  occasional  patient, 
K-Lyte  prodtices  no  serious  side  effects  when  given  in 
recommended  doses  to  patients  with  normal  renal  func- 
tion and  urinary  output.  Potassium  intoxication  causes 
listlessness,  mental  confusion,  tingling  of  the  extremities 
and  other  symptoms  associated  with  a high  concentration 
of  potassitim  in  the  serum.  Administration  and  Dosage: 
K-Lvte  eflervescent  tablets  must  be  dissolved  in  3 to  4 
ounces  of  water  before  taking.  .\il tilts:  1 tablet  2 to  4 
times  daily,  depending  on  the  requirements  of  the  pa- 
tient. Two  tablets  (50  niEcp  of  elemental  potassitim) 
supply  the  approximate  normal  adult  daily  requirement. 
How  Supplied:  Effervescent  tablets  — boxes  of  30  (orange 
or  lime). 

©1969  MEAD  JOHNSON  a COMPANY  • EVANSVILLE,  INDIANA  47721 
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Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144  t siba  u.s.  patent  no.  3,001,910  5/69 


\ TEPANIL — the  right  start  in  support  of  the 
\ weight-control  program  you  recommend.  It 
reduces  the  appetite.  Doesn’t  kill  it.  Weight 
loss  is  significant — gradual — yet  there  is  a 
relatively  low  incidence  of  CNS  stimula- 
tion. Because  TEPANIL  works  on  the 
‘. \\  appetite,  not  on  the  "nerves." 

' \ \ Contraindications;  Concurrently  with  MAO  inhibitors,  in  patients 

\ *1  \ hypersensitive  to  this  drug;  in  emotionally  unstable  patients 

\ 1 \ ' susceptible  to  drug  abuse. 

^ \ Warning;  Although  generally  safer  than  the  amphetamines, 

' US6  with  great  caution  in  patients  with  severe  hypertension  or 

severe  cardiovascular  disease.  Do  not  use  during  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions;  Rarely  severe  enough  to  require  discontinuation  of  ther- 
apy, unpleasant  symptoms  with  diethylpropion  hydrochloride  hove  been  reported 
to  occur  in  relatively  law  incidence. 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CNS  effects  such  as 
insomnia,  nervousness,  dizziness,  anxiety,  and  jitteriness.  In  contrast,  CNS  depression  has  been 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  as  tachycardia,  precordial 
pain,  arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report  described 
T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of  diethylpropion  hydro- 
chloride; this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  phenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymosis, and  erythema. 
Gastrointestinal  effects  such  as  diarrhea,  constipation,  nausea,  vomiting,  and  abdaminal  discom- 
fort have  been  reported. 

Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow  depression, 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  adverse  reactians  have  been  reported  by  physicians.  These  include 
complaints  such  as  dry  mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain, 
decreased  libido,  dysuria,  and  palyuria. 

Convenience  of  two  dosage  forms;  TEPANIL  Ten-tab  tablets;  One  75  mg.  tablet  daily,  swallowed 
whole,  in  midmorning  (10  a.m.);  TEPANIL;  One  25  mg.  tablet  three  times  daily,  one  hour  before 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome  night  hunger. 
Use  in  children  under  12  years  of  age  is  not  recommended. 


A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


Empirin’’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 


'B.W.  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  are  available  on  oral 

prescription,  v/here  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tiickahoe,  N.Y. 


Because  periphetal  vasodilatiof 
is  needed  now... 


hmespan 

/ * I I 


(nicotinyl  alcohol  tartrate) 


and  must  often  be  continued 


Roniacol  Timespan  (nicotinyl  alcohol  tartrate) 
can  make  a significant  contribution  to  effective 
treatment  of  peripheral  vascular  disorders.  It  is 
directed  specifically  toward  improvement  of 
peripheral  blood  flow,  relief  of  ischemic  symp- 
toms, and  the  long-term  management  of  these 
conditions. 

Specific  pharmacologic  action— Roniacol  (nico- 
tinyl alcohol)  acts  selectively  by  relaxing 
smooth  muscle  of  peripheral  blood  vessels. 
Onset  of  action  is  smooth  and  gradual,  rarely 
causing  severe-flushing. 

Relative  freedom  from  side  effects— Side  effects 


that  may  occur  occasionally  with  Roniacol 
seldom  require  discontinuation  of  therapy. 

Prolonged,  continuous  drug  release— Pro- 
longed peripheral  vasodilation  is  provided  by 
sustained-release  Roniacol  Timespan  (nicotin 
alcohol  tartrate)  Tablets.  Part  of  the  drug  be- 
comes available  immediately,  the  remainder 
continuously  over  a period  of  up  to  12  hours, 
and  dilation  of  constricted  peripheral  vessels 
usually  maintained.  Thus,  with  a single  doseo 
medication,  patients  can  enjoy  the  benefits  ol 
increased  peripheral  blood  flow  in  ischemic 
extremities  for  up  to’12  hours. 


^ooth  peripheral  vasodilation  from  initial 

dosage... extended  with 

simple,  well-tolerated^  b.i.d.  dosage 


The  prolonged  action  of  Roniacol  Timespan 
(nicotinyl  alcohol  tartrate)  together  with  its 
other  benefits  offer  a therapeutically  practical 
measure  in  the  long-term  management  of 
peripheral  vascular  disease-advantages 
especially  important  for  older  patients. 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Conditions  associated  with 
deficient  circulation;  e.g.,  peripheral  vascular 
disease,  vascular  spasm,  varicose  ulcers, 
decubital  ulcers,  chilblains,  Meniere's  syn- 
drome and  vertigo. 


Caution:  Roche  Laboratories  endorses  caution 
in  the  administration  of  any  therapeutic  agent 
to  pregnant  patients. 

Side  Effects:  Transient  flushing,  gastric 
disturbances,  minor  skin  rashes  and  allergies 
may  occur  in  some  patients,  seldom  requiring 
discontinuation  of  the  drug. 

Dosage:  1 or2  Timespan  Tablets— 150  mg 
nicotinyl  alcohol  in  the  form  of  the  tartrate 
salt— bottles  of  50  and  500. 

Roche 

LABORATORIES 
Division  of  Hoffmann  - La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Art  is  a conception  of  peripheral  vasodilation. 


Preludin'  phenmetrazine  hydrochloride 

Preludin  is  indicated  only  as  an  anorexigenic 

agent  in  the  treatment  of  obesity.  It  may  be 
used  in  simple  obesity  and  in  obesity  com- 
plicated by  diabetes,  moderate  hyperten- 
sion (see  Precautions),  or  pregnancy  (see 
Warning). 

Contraindications:  Severe  coronary  artery  dis- 
ease, hyperthyroidism,  severe  hyperten- 
sion, nervous  instability,  and  agitated 
prepsychotic  states.  Do  not  use  with  other 
CNS  stimulants,  including  MAO  inhibitors. 

Warning:  Do  not  use  during  the  first  trimester  of 
pregnancy  unless  potential  benefits  out- 
weigh possible  risks.  There  have  been 
clinical  reports  of  congenital  malformation, 
but  causal  relationship  has  not  been 
proved.  Animal  teratogenic  studies  have 
been  inconclusive. 


Precautions:  Use  with  caution  in  moderate  hyper- 
tension and  cardiac  decompensation. 
Cases  involving  abuse  of  or  dependence 
on  phenmetrazine  hydrochloride  have 
been  reported.  In  general,  these  cases 
were  characterized  by  excessive  consump- 
tion of  the  drug  for  its  central  stimulant 
effect,  and  have  resulted  in  a psychotic 
illness  manifested  by  restlessness,  mood 
or  behavior  changes,  hallucinations  or 
delusions.  Do  not  exceed  recommended 
dosage. 

Adverse  Reactions:  Dryness  or  unpleasant  taste  in 
the  mouth,  urticaria,  overstimulation,  in- 
somnia, urinary  frequency  or  nocturia, 
dizziness,  nausea,  or  headache. 

Dosage:Or\e  25  mg.  tablet  b.i.d.  or  t.i.d.  Or  one 
75  mg.  Endurets  tablet  a day,  taken  by 
midmorning. 


Availability:  Pink,  square,  scored  tablets  of  25  mg. 
for  b i d.  or  t.i.d.  administration,  in  bottles 
of  too  and  1000. 

Pink,  round  Endurets®  prolonged-action 
tablets  of  75  mg.  for  once-a-day  adminis- 
tration, in  bottles  of  100  and  1000. 
(B)R3-46-560-B 

Under  license  from  Boehringer  Ingelheim  G.m.b.H. 

For  complete  details,  please  see  full  prescribing 
information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


For  some,  obesity  can  be 

a serious  complication 
of  moderate  hypertension, 
diabetes,  or  pregnancy. 

Preludin  may  be  used  to  curb  appetite  in  obesity  associated 
with  such  conditions. 

For  use  during  pregnancy,  please  consult  Warning  para- 
graph. The  use  of  Preludin  in  moderate  hypertension 
should  be  accompanied  by  caution.  In  diabetes,  the 
drug  does  not  increase  insulin  requirements  (require- 
ments may  be  reduced  as  weight  is  lost). 

One  75-mg.  Endurets  tablet  taken  between  breakfast  and 
midmorning  will  usually  provide  daylong  and  early- 
evening  suppression  of  appetite. 


D I ® phenmetrazine  Endurets^ 

KrCIUQin  hydrochloride  prolonged-action  tablets 


STATEMENT  OF  OWNERSHIP,  MANAGEMENT 
AND  CIRCULATION 


because 
relief 
means 
so  much 
to  your 

□ 

patient 


There  are  not  many  drug  combinations  in  use  to- 
day which  can  claim  to  have  served  the  medical 
profession  for  more  than  50  years.  Such  a record 
reflects  the  continued  confidence  of  physicians  in 
URISED.  This  is  not  a dramatic  “wonder  drug”  — 
but  a useful  one. 

URISED  rapidly  exerts  spasmolytic  action,  reliev- 
ing pain  and  discomfort  of  urgency,  frequency,  and 
burning  on  urination.  Rapid  acting  URISED  exerts 
antibacterial  action  against  uropathogens  susceptible 
to  methenamine  and  methylene  blue,  in  an  acid 
medium. 

URISED  is  safe  ...  especially  useful  in  long-term 
management  of  chronic  cases;  as  a prophylactic 
measure  with  catheterization  or  after  instrumenta- 
tion. No  systemic  reactions  or  bacterial  resistance 
have  been  reported. 


Each  blue-coated  tablet  contains  active: 


Atropine  Sulfate  0.03  mg.  Methylene  Blue  . . . 5.4  mg. 

Hyoscyamine  . . . .0.03  mg.  Phenyl  Salicylate  .18.1  mg. 

Methenamine  . . . .40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with 
known  idiosyncrasy  to  atropine  or  cardiac  disease.  While 
under  this  therapy  the  urine  is  blue;  patients  should  be  so 
advised  to  allay  apprehension. 

SIDE  EFFECTS:  Neither  irritation  nor  other  untoward  re- 
actions have  been  reported;  however,  if  pronounced  dryness 
of  the  mouth,  flushing,  or  difficulty  in  initiating  micturition 
occur,  decrease  dosage.  If  rapid  pulse,  dizziness,  or  blurring 
of  vision  occur,  discontinue  use  immediately.  Acute  urinary 
retention  may  be  precipitated  in  prostatic  hypertrophy. 
CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults— Two  tablets,  orally,  four  times  per  day 
followed  by  liberal  fluid  intake.  Acute  cases— Initially  two 
tablets  every  hour  for  three  doses  followed  by  the  recom- 
mended daily  administration.  Children— One-half  the  adult 
dose. 

Stocked  Nationally  Through  All  Service  Wholesale  Druggists 


ARMACeuTiCALS.  INC 
ICAGO,  ILLINOIS  606A0 


/ MANUFACTURERS 
* OF  URICEUTICAL® 
SPECIALTIES 


(Act  of  October  23,  1962;  Section  4369,  Title  39, 

United  States  Code) 

1.  Date  of  Filing:  September  16,  1969 

2.  Title  of  Publication:  Texas  Medicine 

3.  Frequency  of  Issue;  Monthly 

4.  Location  of  Known  Office  of  Publication: 

1801  North  Lamar  Blvd. 

Austin,  Travis  County,  Texas  78701 

5.  Location  of  the  Headquarters  or  General  Business  Offices 
of  the  Publishers: 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
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Editor: 

Publisher:  Texas  Medical  Association, 
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E.  Maxwell  Jones,  Business  Manager 
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TEXAS  MEDICINE 


PHYSICIANS'  DIRECTORY 


Allergy 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $8.00  per  column  inch  and  must  run  six 
months.  New/  listings  are  limited  to  those  specialties  rec- 
ognized by  the  American  Medical  Association.  A discount 
of  5%  is  allowed  for  six  month’s  advance  payment.  Mail 
copy  to  Advertising  Assistant,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is 
20th  of  the  month  preceding  publication  month. 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.AJ^.P. 

Fellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatrie  AUergy 


216  Medical  Prof.  Bids. 
CA  6-7671 


San  Antonio  16,  Texaa 
CA  7-6331 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 
RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D.. 

F.A.C.A.,  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

RAMON  GARRIDO,  M.D. 

(Certified  American  Board  of  Pediatrica) 

Suite  166,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77026 
JA  6-3281 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
ALLERGY 

2203  West  Tennessee  Midland,  Texas  79701 

MU  2-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Hasrwood,  M.D. 
Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Charles  D.  Haunschild,  M.D.  James  A.  Murray,  M.D. 

♦Hermann  Gregory,  M.D. 

Certified  American  Boards  of  Pediatrica  and  Allersry 

6655  Travis  Street  Houston,  Texas  77025  JA  8-5591 

^Military  Leave  of  Absence 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 
Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


ALLERGY  CLINIC 
Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 
TU  2-3487 

2630  Morgan  Corpus  Christi,  Texas 


Cardiovascular  Disease 


GUS  SCHREIBER,  M.D.,  F.A.C.C. 

24-Hour  Reception  and  Interpretation  of 
Telephone-Transmitted  Electrocardiograms. 

Matching  Electrocardiographs,  Transmitters, 
and  Tape  Recorders  Leased  to  Institutions. 

1430  Medical  Arts  Building  Dallas,  Texas  75201 

Telephone  214  748-3716 


Clinics 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO.  TEXAS 


R.  M.  Finks,  M.D..  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chafi.  F.  Engelking,  M.D., 
Ear,  Nose  and  Throat 
R.  A.  Morse.  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 


Tom  R.  Hunter,  M.D.,  Surgery 

Dale  W.  Hayter,  M.D., 
Ophthalmology 

O.  Sterling  GUlis  III,  M.D., 
Obstetrics  and  Gynecology 

Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 

Consultanta  in  Radiology — 
John  E.  Ballard.  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


Robert  P.  Gordon,  C.P.A.,  Administrator 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 


John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  PhiUips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


THOMAS-SPANN  CLINIC 
& THOMAS-SPANN  HOSPITAL,  INC. 

1546  S.  Brownlee  Corpus  Christi,  Texas  78404 

Telephone  884-3861 


SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 
J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 

Carlos  M.  Yanez,  M.D. 


INTERNAL  MEDICINE 
William  E.  Morris,  M.D. 
Gerald  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 

RADIOLOGY 

Crysup  Sory,  M.D. 
ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 
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RUGELEY  AND  BLASINGAME  CLINIC 

V\  Q T*^r\Tl 

2100  North  Fulton  Street  ’ 713  LE  2-1700 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 


GENERAL  PRACTICE 
C.  E.  Woodson.  M.D. 

PEDIATRICS 

F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

DERMATOLOGY  & SKIN  CANCER 
J.  S.  Stell,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 

H.  Z.  Fretz,  M.D. 


OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY- 
CONSULTANT 
C.  G.  Spears,  M.D. 


C.  M.  Collins,  M.D. 


RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 
ADMINISTRATION 
C.  H.  “Ham”  Rugeley 
Malcolm  D.  Rugeley 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston,  Texas  77025  (713)  526-2051 

Internal  Medicine  and  Diagnosis 


Cardiovascular  Disease 

Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

R.  Frederick  Gregory.  M.D. 

Endocrinology,  Metabolic  Diseases 
and  Director  of  Clinical  Research 
Raymond  L.  Gregory,  M.D. 

Geriatrics 

Frederick  G.  Dorsey,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis.  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 


Pathology 

Jack  P.  Abbott,  M.D. 

Paul  B.  Radelat,  M.D. 

Pulmonary  Disease 

William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Radiology  and  Nuclear  Medicine 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 
C.  G.  Mercy, 

Administrator 
Robert  B.  Hall, 

Assistant  Administrator 

Laboratory : 

Clinical  Pathology 
Cytology 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 


Nuclear  Medicine 

Hematology  Isotope  uptake,  Gammagram 

Edmund  N.  Gouldin,  M.D.  and  Therapy 

George  W.  Conrad,  Jr.,  M.D. 


S380  S.  Laneaater  Rd.,  Dallas,  Texas 
FR  6-6411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester,  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore,  B.S.,  M.D.,  Pediatrics 

A.  P.  Larson,  B.S.,  M.S.,  M.D.,  F.A.C.S.,  A.A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller.  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  Administrator 


Roentgenology 

Hypertension  and  Renal  Diseases 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D.  PROCEDURES: 


Infectious  Diseases 

Lewie  L.  Travis,  Jr.,  M.D. 
Jack  L.  Reddin,  M.D. 


Bronchoscopy : 

Pulmonary  Functions 


Internal  Medicine 

Jeffrey  Zatorski,  M.D. 

Neurology 

Donald  J.  Russell,  M.D. 
Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 


Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy 

Gastroscopy 

Proctosigmoidoscopy 


CONSULTATION  BY  APPOINTMENT 


LANCASTER  OFFICE  — LANCASTER.  TEXAS 
Phone  227-2161 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis.  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  CA  4-1181 

R B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


B E E L E R-M  A N S K E CLINIC 
9th  Avenue  N.  at  6th  Street  N. 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  5-4333 

SURGERY  INTERNAL  MEDICINE 


W.  S.  Lorimer,  Jr.,  M.D., 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P. 


Texas  City,  Texas  77590 
AC  713,  WI  8-8521 


Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 

J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant.  M.D. 
O.  O.  Smith,  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Mrs.  Evelsm  Farr,  Business  Manager 


THE  AUSTIN  DIAGNOSTIC  CLINIC 
801  West  34th  Street,  Austin,  Texas  78705  452-9292 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


MALONE  and  HOGAN  CLINIC 
901  Main  Street  Phone  267-6361 

Big  Spring,  Texas  79720 


INTERNAL  MEDICINE 


Ophthalmology  and 
Otolaryngologv 

P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D.,  F.A.C.S. 

Orthopedic  Surgery 
P.  H.  Rhymes,  M.D. 

Internal  Medicine 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


Obstetrics  and  Gyneeotogy 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall.  M.D. 

M.  W.  Talbot,  Jr.,  M.D.,  F.A.A.P. 
Radiology 

W.  R.  Cushion,  M.D. 

Urology 

G.  F.  Dillon,  M.D. 

Consultants  in  Pathology 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

Business  Manager 
R.  L.  Heith 


HENRY  RENFERT,  JR.,  M.D. 
Endocrinology 

VIRGIL  B.  LAWLIS,  M.D. 

Gastroenterol  ogy 
LEONARD  J.  SAYERS,  M.D. 
Hematology 

HOMER  R.  GOEHRS,  M.D. 
Rheumatology 

JOHN  P.  VINEYARD,  JR.,  M.D. 

Pulmonary  and  Infectious  Disease 
JOHN  M.  ’TYLER,  M.D. 

Cardiology 


WALTER  D.  ROBERTS,  M.D. 

Internal  Medicine 
TERRY  M.  COLLIER,  M.D. 

Internal  Medicine 
ROBERT  F.  ANDERSON,  M.D. 
Cardiology 

DENNIS  E.  WELCH,  M.D. 
Oncology 

CHARLES  E.  FELGER,  M.D. 

Gastroenterology 
JACK  W.  MONCRIEF,  M.D. 
Nephrology 


NEUROLOGY  AND  ELECTROENCEPHALOGRAPHY 

J.  DOUGLAS  HUDSON,  M.D.  PETTIR  W.  WERNER,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE 

JOSEPH  H.  LAWSON.  M.D.  BETHEA  W.  BRINDLEY,  M.D. 

ADMINISTRATION 

JAMES  R.  JEPSON 


146 


TEXAS  MEDICINE 


CLINIC  OF  THE  SOUTHWEST 
6437  High  Star  at  Hillcroft 
Houston,  Texas  77036  PR  4-7671 


'NTEaiNAL  MEDICINE 
WiUiam  C.  Franklin.  M.O. 
Arthur  B.  Conde,  M.D. 

OBSTETRICS  & GYNECOLOGY 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 
UROLOGY 
Glen  E.  Lewis,  M.D. 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  Malisrnancies 

714  Medical  Arts  Bldg.  San  Antonio,  Texas 


Joy  L.  Deere,  M.D. 
Loren  B.  Goes,  M.D. 


DENTISTRY 

Burley  G.  Ineram,  D.D.S. 


RICHARD  D.  COLE,  M.D. 


PEDIATRICS 


RADIOLOGY 


Dermatology  and  Sjtphilology 


John  R.  Dunn.  Jr.,  M.D. 
Blanca  S.  Azios,  M.D. 


Neil  B.  Lonfirley,  M.D. 
Richard  E.  Schuette,  M.D. 


Treatment  of  Skin  Malignancies 


PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


BUSINESS  MANAGER 
C.  C.  Walker 


107  Medical  Dental  Building 
3610  34th  Street  Lubbock,  Texas 


Colon  and  Rectal  Surgery 

CURTICE  ROSSER,  M.D.,  F.A.C.S. 
MALCOLM  McNATT,  M.D.,  F.A.C.S, 

Diplomates  of  the  American  Board  of  Colon  and  Rectal  Suricery 
Proctology 

Colon  and  Rectal  Surgery 
710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building  8707  Gaston  Avenue 

n<ll1oa 

Off.  TeL  TA  4-2573  ’ Res.  Tel.  EM  1-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 
2716  Fannin  Street  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  tbe  Rectum  and  Colon 
406  Hermann  Professional  Bldg. 
Houston  26,  Texas 


C.  D.  L.  CROMAR,  M.D. 
Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 
Pasadena,  Texas  77502 


Dermatology 


ROGER  W.  MANAR,  M.D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 
1400  Eighth  Street  Wichita  Falls,  Texas 


BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 
DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

1410  Medical  Arts  Bldg.  Dallas.  Texas 


EVERETT  R.  SEALE,  M.D. 
Dermatology 

Treatment  of  Skin  Malignancies 
1217  Hermann  Professional  Bldg.  Houston  26,  Texas 


J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 
X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  6 

3817  Brown  Street  Dallas,  Texas 


J.  FRANKLIN  CAMPBELL,  M.D. 
EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer 

Radium  and  X-Ray  Therapy 
1410  Pruitt  Street  Fort  Worth  4,  Texas 


Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

Dermatology  and  SsT)hiIology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

Medical  Center,  1501  Arizona  El  Paso,  Texas 


WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 
3801  19th  St.,  Suite  500  Lubbock,  Texas 


MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 
Phone  JA  6-3733  Houston  26,  Texas 


THOMAS  L.  SHIELDS,  M.D. 
Dermatology  and  Syphilology 
X-Ray  Therapy  in  the 
Treatment  of  Skin  Malignancies 
Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.  Fort  Worth,  Texas 


DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 
8648  Northwest  Plaza  Drive  Dallas  26,  Texas 
315  North  Shiloh  Road  Garland  40,  Texas 
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M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 
DERMATOLOGY 

HAIR  TRANSPLANTATION  & DERMOPLANING 
Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  PVy.) 

Phone:  464-6369  Houston,  Texas  77024 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 

GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4976  Dallas  1,  Texas 

JOHN  B.  McMASTER,  JR.,  M.D. 

Dermatology 

222-2147 

Dermabrasion  & Chemosurgery 

416  M & S Tower  San  Antonio,  Texas  78205 

General  Surgery 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

Eye,  Ear,  Nose,  Throat 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Jack  Blum,  M.D. 

Ophthalmology  and  Otolaryngology 

8216  Westchester 

Suite  136 

Dallas,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY 

1502  Logan  Ave.  Laredo,  Texas 

Drg.  Canon,  Watkinj,  Anderson,  Nalle  and  Ellsasacr 

Eye,  Ear,  Noee  and  Throat,  Broncho-EsophasroloTy  and  Allergy 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

F.A.C.S.  F.A.C.S..  A.I.C.S. 

Wm,  F.  Anderson.  M.D.,  Ernest  Nalle,  Jr.,  M.D. 

DAB  Oph.,  F.A.C.S.  DAB  Oto.,  FJk.C.S..  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph, 

West  Texas  Clinic  1S12  Main  Lubbock,  Texas 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  623-8323  Houston,  Texas  77026 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3761 

1321  Hickory  St.  Abilene,  Texas 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7597 

Gastroenterology 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

HIPOLITO  F.  HERMIDA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

GENERAL  SURGERY 

709  Medical  Towers  Houston,  Texas  77026 

JA  2-4141 

MILFORD  0.  ROUSE,  M.D. 

announces  limitation  of  practice  to  consultation  in  hospitals. 
His  office  is  now  at  Dallas  Chamber  of  Commerce  in  Com- 
munity Health  Focus  program.  Records  of  his  patients  are 
with  Cecil  0.  Patterson,  M.D.,  and  Daniel  Polter,  M.D.,  1414 
Medical  Arts  Building,  Dallas,  RI  2-6144. 

Internal  Medicine 

CECIL  0.  PATTERSON,  M.D. 

GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.  Fort  Worth,  Texas 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 

John  W.  Fisher,  M.D. 

HENRY  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 

Internal  Medicine  and  Diseases  of  the  Chest  and  Heart 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diagnosis 

1003  Memorial  Professional  Building 

1010  Louisiana  Houston,  Texas  77002  222-7224 
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Neurology/Psychiatry 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz^  M.D.  •Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue  ED  6>6469 

Fort  Worth,  Texas  76104 

•DIplomates  American  Board  of  Psychiatry  and  Neurologry 

HAUSER  CLINIC 

HOUSTON  ASSOCIATES 

IN 

Psychiatry,  Neurology,  and  Electroencephalography 

PSYCHIATRY  AND  NEUROLOGY 

Section  of  Psychiatry  Section  of  Neurology 

♦Abe  Hauser,  M.D.  *Harris  M.  Hauser,  M.D. 

♦Robert  I.  Hauser,  M.D.  *Gerald  Ratinov,  M.D. 

Houston,  Texas 

Wayne  F.  Keller,  M.D.  Robert  M.  Gordon,  M.D. 

Ronald  J.  Hauser,  M.D.  *Abe  Hauser,  M.D. 

C.  A.  lannucci,  M.D. 

Barry  M.  Brown,  M.D. 

♦Harris  M.  Hauser,  M.D. 

Joe  C.  A.  Eckhardt,  Jr.,  M.D. 

Alfred  H.  Vogt,  M.D. 

Section  of  Social  Work  Section  of  Psychology 

Ethel  Feinsilver,  M.S.  Robert  Langston,  Ph.D. 

George  M.  Stevens,  M.D. 

Consultant 

Jules  Bohnn,  M.D. 

Joanne  Borba,  M.A. 

Leroy  Androes,  M.D. 

Administrator 

A.  R.  Martinez,  Ph.D. 

Gordon  D.  Keller 

Ruth  Searls,  M.S.W. 

Diana  Sheer,  M.S.W. 

808  Memorial  Professional  Building 

Dan  DeShazo,  M.S.W. 

Houston,  Texas  77002 

224-5041 

Beth  Bowman,  M.A. 

•Diplomate,  American  Board  of  Psychiatry  and  Neurology 

Comprehensive  Neuropsychiatric 

Evaluation  and  Treatment 

Perry  C.  Talkington,  M.D. 

Electroencephalography 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

1021  Hermann  Prof.  Bldg.  JA  9-5721 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

6812  Staffordshire  RI  8-3780 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  1.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 

CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counseling 

Hypnotherapy  for  Smoking  and  Obesity 

3701  21st  Street  Lubbock,  Texas  79410 

swift  5-4023 

practice  limited  to 

PSYCHIATRY 

MEDICAL  NEUROLOGY  AND 

4645  Samuell  Blvd.,  Dallas,  Texas 

ELECTROENCEPHALOGRAPHY 

Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

205  Swiss  Avenue  Medical  Buildinsr 

EV  1-7181 

3434  Swiss 

STEPHEN  WEISZ,  M.D. 

Dallas,  Texas  76204  827-3610 

Practice  Limited  to 

Sheff  D.  Olinger,  M.D.  Joseph  S.  Jenike,  M.D. 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-5183 

Charles  W.  Barrier,  M.D. 

Hours  by  Appointment  Only 

ALEX  K.  MUNSON,  M.D. 

Child  Psychiatry 

KERBEY  LANE  EVALUATION 

DANIEL  J.  JOUBERT,  M.D. 

Diplomate  American  Board  of  Psychiatry  and  Neurology 

AND  TREATMENT  CENTER 

PSYCHIATRY 

3400  Kerbey  Lane  Austin,  Texas  78703 

Office  Hours  by  Appointment 

AC  512-454-8718 

1900  N.  Oregon  St.  915-532-4737  El  Paso,  Texas  79902 
303  University  Towers 
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Pasadena  Neuropsychiatric  Clinic  Association 

Robert  E.  Hazlewood,  M.D.  Richard  M.  Orr,  M.D, 

Practice  Limited 
to 

Neurology  and  Psychiatry 

Office  Hours  by  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103 

Pasadena,  Texas  77502  Telephone  473-7646 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300 

University  Towers 

916-642-0643 

1900  N.  Oregon  St.  El  Paso,  Texas  79902 

Neurological  Surgery 

CHARLES  A.  BORNE,  JR.,  M.D. 

Neurological  Surgery 

Suite  834,  Sealy-Smith  Professional  Building 

Galveston,  Texas  77550 

200  University  Boulevard  713-763-1688 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  25,  Texas 
Office:  JA  8-6373  Residence:  JA  8-4038 

Nuclear  Medicine 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  ME  1-1600 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1601 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77026 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  35,  Texas 

ME  1-1822 

Ophthalmology 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D.  James  E.  Bland,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

ME  7-0420 

Suite  567-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Professional  Building 

Houston,  Texas  77026 

Phone  628-1918 
(AC  718) 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D.  Robert  H.  Stewart,  M.D. 

Malcolm  L.  Mazow,  M.D.  Robert  B.  Wilkins,  M.D. 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston  Avenue  Dallas,  Texas  75246 

Telephone  TA  4-2543 

Drs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  0.  Murphy,  M.D. 

John  J.  Alpar,  M.D, 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D, 

Diplomates  of  the  American  Boud  of  OphthaJmtrfogy 

2300  West  7th  Avenue  Amarillo,  Texas 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0651 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building 

Dallas.  Texas  748-0968 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0654 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77026 

JAckson  3-3684 

BERT  C.  BRYAN,  M.D. 

Surgery  and  Diseases  of  the  Eye 

1314  Medical  Arts  Building 

RI  7-7474  Dallas,  Texas  RI  7-2481 
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W.  REX  HAWKINS,  M.D. 

Detachment  of  the  Retina 

Diabetic  Retinopathy 

260  Hermann  Professional  Building 

Houston,  Texas  629-6727 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  76246 

Harold  E.  Caplan,  M.D, 

Jed  Lee  Howard,  M.D. 

R.  Larry  Brenner,  M.D. 

Ophthalmology 

8320  Plainview  Seabrook  Profesaional  Bldg. 

Pasadena,  Texas  2622  NASA  Road  1 

713  - 944-6700  Seabrook.  Texas 

713  - 877-2671 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

8607  Gaston  Avenue 

Dallas.  Texas  76246 

ORTHOPEDIC  SURGERY 

Telephone 

TAylor  4-7883 

DAVID  R.  STAGER,  M.D. 

PEDIATRIC  OPHTHALMOLOGY 

8226  Douglas  Ave. 

Dallas,  Texas  75225 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 
Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D, 

212  South  Cottonwood  Suite  D 

Richardson,  Texas  76080 

ORTHOPEDIC  SURGERY 

231-6396 

Orthopedic  Surgery 

L.  LEE  LANKFORD,  M.D. 

Diplomats  American  Board  of  Orthoi>edio  Surgery 

HAND  SURGERY  AND 

UPPER  EXTREMITY  RECONSTRUCTIVE 
SURGERY 

3707  Gaston  Ave.  Area  Code  214 

Dallas,  Texas  76246  TA  3-6361 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L,  Ray  Lawson,  M.D.  Robert  D,  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D.  E.E.  Rising,  Jr.,  M.D. 

C.  Poindexter,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road  817  -261-8284 

Arlington,  Texas  76010 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald,  Jr..  M.D.  Fred  W.  Sanders,  M.D. 

THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  James  P.  Evans,  M.D, 
F.A.C.S.  Lewis  R.  Thompson,  M.D. 

Gerald  W.  Schofield,  M.D. 

4849  W.  Lawther  Dr.  DI  8-8300  Dallas,  Texas  75218 

Ralph  E.  Donnell,  M.D.  F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.  Abilene,  Texas  79601 

Otolaryngology 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road  Phone:  JA  9-4389 

Houston,  Texas 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Larynx,  and 

Larsmgeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

ROYCE  C.  LEWIS,  JR.,  M.D. 

KENNETH  C.  SCHOLZ,  D.D.S.,  M.D. 

A.  CLARKE  MILLER,  M.D. 

3702  21st  St.,  Suite  9 806-763-8281 

Lubbock,  Texas  79410 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 

Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  Oren  H.  Ellis*  M.D. 

W.  Compere  Basom,  M.D.  Wellington  J.  Pindar,  M.D. 

Morton  H.  Leonard,  M.D.*  Russel  W.  Van  Norman,  M.D. 

J.  Philip  Richardson,  M.D,  Donald  A.  Shearer,  Admstr, 

*Special  attention  to  surgery  of  the  hand 

1220  N.  Stanton  St.  Tel.  633-7465  El  Paso,  Texaa  79902 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S, 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N,  Washington 

Suite  514 

Dallas,  Texas  Hours  By  Appt. 
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W.  P,  ANTHONY,  M.D. 

Otology 

662  So.  Henderson  Fort  Worth,  Texas  76104 

DONALD  N.  MATHESON,  M.D. 
Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Phone  ED  6-7133 
Fort  Worth,  Texas 


Pathology 


MARVIN  D.  BELL,  A.  B.,  M.D. 
Clinical  Pathology 


1109  Medical  Arts  Bldg. 


Dallas,  Texas 


A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 
Diplomates  American  Board  of  Pathology 
1106  N.  Bishop  Methodist  Hospital 

Dallas,  Texas Dallas,  Texas 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.  (817)  336-7137 

P.  O.  Box  1118  Fort  Worth,  Texas  76101 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 
Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

166  Hermann  Professional  Bldg.,  JA  6-4031 
Houston  26,  Texas 

''Mailing  Containers  on  Request" 

''Office  Pickup  Service  in  Houston" 

ANATOMICAL  AND  CLINICAL  PATHOLOGY 
C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplom&te  American  Board  of  Patholoffy 
Exfoliative  Cytolojry 
SurKical  and  Clinical  Pathology 
Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 
ED  2-9437  ED  6-6297 

Mailing  Containers  on  Request 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Csrtology 
and  Surgical  Pathology 
FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  305 
Dallas,  Texas  75226 
Telephone : TA  3-6912 
Specimen  containers  on  request 


NUCLEAR  MEDICINE  LABORATORIES 
OF  TEXAS 

6411  South  Main  Street 
Texas  Medical  Center 
Houston,  Texas  77026 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 
Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiologry,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 
JAckson  6-1501 


John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 
Clinical  Pathology  Surgical  Pathology 

Diagnoetic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas.  Texas  76236 

MElroee  7-0210 

(Mailing  containers  available  upon  request) 


PRUITT  MEDICAL  LABORATORIES 
Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 


P.  O.  Box  160 


Lufkin,  Texas  76901 
Phone  634-4463 


WACO  CLINICAL  PATHOLOGY  LABORATORY 
K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cyixilogy 
Surgical  Pathology  Medicolegal  Consultation 
Mailing  containers  on  request 
2112  Washington  Avenue  PL  6-7226 

P.O.  Box  3160 Waco,  Texas  76707 

GEORGE  J.  RACE,  M.D.  AND  ASSOCIATES 
PATHOLOGISTS 

George  J.  Race,  M.D.,  Ph.D.  William  B.  Kingsley,  M.D, 

Gwendolyn  Crass,  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Marie  L.  Shaw,  M.D.  H.  Richard  Pascoe,  M.D. 

Surgical  Pathology  and  Cytology  Consultation 
421  Medical  Tower  Building 
712  North  Washington,  Dallas,  Texas  75246 
Telephone  AC  214,  824-1258 


Physical  Medicine 
and  Rehabiiitation 


TEXAS  REHABILITATION  HOSPITAL 
OF  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  68,  GONZALES.  TEXAS  78629 
Facilities  for  physical  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade 
through  twelfth  grade. 

ROBERT  M.  IZARD,  JR.,  M.D.  LYNN  SMITH,  SR. 

Medical  Director  Administrator 


ITS  SOME  BACKYARD 
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Plastic  Surgery 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and  Surgery  of  the  Hand 

Suite  104 

Telephone  3434  Swiss  Avenue 

TAylor  4-7290  Dallas,  Texas 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0.  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomats  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  Street  JA  S-8131  Houston,  Texas  77004 

W.  W.  SCHUESSLER,  M.D.  F.A.C.S. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconsti-uctive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center 

Telephone  1.501  Arizona  Avenue 

533-6362  El  Paso,  Texas  79902 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand 

Surgery 

630  Locke  Medical  Building 

6011  Harry  Hines  Blvd. 

Dallas,  Texas  76235  ME  7-4770 

Radiology 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 

Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers  Tel.  JAckson  9-3679 

Houston  25,  Texas  Res.  SUnset  2-1628 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

800  Rusk  street 

Amarillo,  Texas  79106  373-8324 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0356 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904%  E.  Southmore 

Houston,  Texas  77026  Pasadena,  Texas  77602 

JA  3-5675  GR  3-6488 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

MARCUS  L.  FINLEY,  M.D. 

CARL  R.  COERS,  III,  M.D. 

PLASTIC,  RECONSTRUCTIVE  & HAND 
SURGERY 

800  Fifth  Avenue  Fort  Worth  Texas  76104 

EDison  5-4751 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1001  West  Rosedale  Fort  Worth,  Texas 

ED  6-0446 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

Agnes  M.  Guthrie,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4648 

502  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate,  American  Board  of  Plastic  Surgery 

Practice  limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office : 272  Hermann  Prof.  Bldg. 

Houston,  Texas  77026  JA  8-2481 

Spring  Branch  Office:  9320  Westview 

Houston,  Texas  77055  JA  8-2481 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rotational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

846  Clarksville  St.  SU  4-4624  Paris,  Texas 
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Thoracic  Surgery 

Urology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2603 

Dallas,  Texas 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  limited  to 

UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7464  PE  8-4694 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D.  FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

DONALD  E.  JOHNSON,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

THE  UROLOGY  CLINIC 

1416  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urolomr 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D. 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  and 

PERIPHERAL  VASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Urology) 

Practice  limited  to 

UROLOGY 

612  University  Towers  Bldg.  1900  North  Oregon  St. 

El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4766 

Robert  R.  Shaw,  M.D.  John  L.  Kee,  Jr.,  M.D. 

DRS.  SHAW  AND  KEE 

THORACIC  SURGERY 

The  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas  76246 

TA  6-6184 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to 

UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bldg.  6011  Harry  Hines  Blvd. 

DaUas.  Tetxaa  75236  ME  7-4833 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 

UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7621  Houston,  Texas  77002 

ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

698  Westwood,  Suite  204  OR  7-2221 

Abilene,  Texas  79603 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2925  West  T.C.  Jester  Blvd.  Houston,  Texas 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

602  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  332-7879 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 

CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  1.  COX,  M.D. 

Diploma tes  American  Board  of  Urology 

CONFERENCE  ON  CONCEPTS  OF 

MEDICAL  SERVICE 

January  17,  1970  Austin 

Richard  H.  Harrison  III,  M.D.  John  M.  Baird,  M.D. 

F.A.C.S.,  D.A.B.U. 

DRS.  HARRISON  AND  BAIRD 

UROLOGY 

2721  Osier  Blvd.  823-0011  Bryan,  Texas  77801 
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Physicians  Wanted 

WANTED— A GENERAL  PRACTITIONER,  but  would  consider  in- 
temist;  to  become  salaried  associate  to  a six  man  clinic  firroup  who 
erate  an  accredited  hospital  under  same  roof  with  clinic  in  a central 
Texas  town  of  10,000;  would  be  on  salaried  basis  for  two  years  as  asso- 
ciate and  then  become  owner-partner.  Please  reply  to  Charles  A.  Garrett, 
M.D.,  216  CraiK  Street,  Hillsboro,  Texas. 

WANTED — M.D.'s  to  do  general  practice  with  surgery,  Houston  area. 
Present  doctors  netting  $4,000  to  $8,000  monthly  after  six  months  prac- 
tice. No  investment  required.  Send  resume  to  Ad-179,  Texat  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTICE — DALLAS.  Established  three  man  group.  Los- 
ing one  man.  General  medicine  and  obstetrics.  No  office  investment  need- 
ed. Beginning  salary  with  partnership  after  interval.  Regular  day  off  and 
annual  vacation  with  no  lost  income.  Write  Drs.  Smith  and  Teel,  221 
Pleasant  Grove  Shopping  Center,  Dallas,  Texas  75217. 

ORTHOPEDIC  SURGEON  A N^fw6~GPV  needed  by  19  doctor  group. 

100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas.  Texas  75216. 

GENERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford.  Texas.  The  community's  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals. 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  646,  Milford,  Texas  76670,  area  code  214,  493-2611. 

ANESTHESIOLOGY  RESIDENCIES  A V A I L a’BLE— FuUy  approved 
two  year  program  in  600  bed  general  hospital  includes  neurosurgery, 
thoracic,  and  cardiovascular  surgery.  Annual  anesthetics  administered — 
over  18,000.  Stipend — $8100  and  $9300.  Board  and  laundry.  A.  N.  Hein- 
richs, M.D.,  Director,  Department  of  Anesthesia,  Harris  Hospital,  1300 
West  Cannon,  Fort  Worth,  Texas  76104. 

“TAfHbL6GY”~RESIDEl^CIES“^ND  INTERNSHIPS  available  in  600 
bed  general  hospital.  FMlly  approved  four  year  program  in  anatomical 
and  clinical  Pathology.  Average  annual  specimens  and  tests — 348,687. 
Interns — $6300 ; residents — $8100  up.  Board  and  laundry*  Charles  B. 
Mitchell,  M.D.,  Director  of  Laboratories,  Harris  Hospital,  1300  West  Can- 
non, Fort  Worth,  Texas  76104. 

“DI^RMATOLOGIST^^  ^EENT  and  GENERAL  PRACTITIONER 
WANTED  to  associate  with  clinic  with  five  physicians,  two  dentists,  one 
orthodontist.  Also  complete  laboratory  and  x-ray  facilities.  Write  John  G. 
Compton,  Jr.,  M.D.,  Medical  Center  Clinic,  Waxahachie,  Texas  75165. 

INTERNIST,  board  certified  or  eligible  to  join  four  internists  in  15- 
doctor,  multi-specialty  clinic  in  West  Texas  city  of  36,000.  Life  and  mal- 
practice insurance,  disability  and  retirement  programs  provided.  Modern 
clinic  building  adjacent  to  accredited  hospital.  Starting  salary  $25,000. 
Contact  Jack  H.  Burnett,  Jr.,  M.D.,  Malone  and  Hogan  Clinic,  901  Main 
Street,  Big  Spring,  Texas  79720. 

EXCELLENT  OPPORTUNITY  FOR  PHYSICIANS  in  Carrizo 
Springs,  Texas.  Office  space  available  in  new  professional  building  ad- 
jacent to  hospital  and  nursing  home.  Excellent  schools  and  housing  in 
city.  One  general  practitioner  needed.  For  information  write  or  call  C. 
W.  Vandervoort,  600  North  Ist  Street,  Carrizo  Springs,  Texas  78834. 
Phone  876-2560. 

UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fnnge 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texaa  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

RADIOLOGIST,  Iroard  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  MedU 
cine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ORTHOPEDIC  SURGEON,  PEDIATRICIAN,  OBSTETRICIAN  AND 
TWO  GENERAL  PRACTITIONERS  needed  by  19  doctor-^up.  Salary 
open.  F\ill  partnership  in  one  year.  100-bed  fully  accredited  hospitah 
Many  fringe  benefits  including  tax-sheltered  retirement  plan.  For  addi- 
tional details  write  Chester  Clinic  and  Hospital  Association,  3330  South 
Lancaster  Road,  Dallas,  Texas  76216,  Attn:  John  B.  Chester,  M.D. 

DISTRICT  AND  EMERGENCY  ROOM  PHYSICIANS— The  Amarillo 
Hospital  District  has  positions  open  for  District  and  Emergency  Room 
physicians.  We  operate  a 275-bed  general  hospital  and  a 100-bed  adult 
psychiatric  hospital.  Compensation  is  open  and  may  be  engaged  on  a 
retainer  or  contractual  basis.  Contact:  Mr.  Don  Pipes,  Personnel  Dl- 
rector.  Northwest  Texas  Hospital.  P.O.  Box  1110,  Amarillo,  Texas  79105. 

WANTED  GENERAL  SURGEON  as  an  associate  with  GP  in_  small 
town  in  Central  Texas.  Have  privately  owned  combination  clinic  and 
hospital.  Beginning  salary  $4,000  per  month  or  may  rent  space  and  be 
on  own.  Dr.  M.  A.  Childress,  Goldthwaite,  Texas  76844.  Phone  648-2212. 

HOUSTON,  OB-GYN.  $20,000  guarantee  first  year  with  future  per- 
centage partnership.  Associate  with  two  OB-Gyn's.  Alternate  nights  and 
weekends.  Please  reply  to  Ad-247,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTITIONER  NEEDED  as  associate.  $22,500  first  year 
without  expense,  then  60/50  association  if  agreeable.  Good  hospital  facili- 
ties. Exceptional  clinic  personnel  and  equipment.  Minimum  O.B.  and  no 
major  surgery.  Pleasant  relaxed  working  arrangement  with  full  day  off 
midweek  and  rotate  weekend  call.  Fine  community — old  college  town  with 
good  schools,  new  college  campus,  new  lake,  new  airport,  new  18  hole 
golf  course.  60  minutes  from  downtown  Amarillo — 10  minutes  from  hunt- 
ing, boating,  skiing,  fishing  Northern  Pike  and  other  game  fish.  Share 
airplane  if  desired.  George  W.  Smith,  M.D.,  Clarendon,  Texas  79226. 
Phone  AC  806,  874-3531. 


PHYSICIANS  NEEDED:  Staff  physicians,  general  practitioners  and/ 
or  board  certified  specialists,  for  staff  of  Travis  State  School.  Fringe 
benefits  include  40  hour  work  week,  vacation  and  sick  leave.  Present  and 
projected  salary  increases  make  positions  attractive.  Contact  Medical  Di- 
rector, Travis  State  School,  P.O.  Box  430,  Austin,  Texas  78767. 


GENERAL  PRACTITIONER  OR  GP-SURGEON  WANTED  in  East 
Texas  community  of  Crockett  (Houston  County).  Office  space  available 
for  solo  practice  or  association  with  other  physicians  in  area — 106-bed 
new  hospital.  Center  for  industry,  farming,  livestock,  and  forestry  oi>era^ 
tions.  Excellent  schools,  churches,  and  recreational  facilities  available.  For 
additional  information  contact  Houston  County  Development  Foundation, 
P.O.  Box  307,  Crockett,  Texas  75835,  area  code  713,  544-2359. 


GENERAL  PRACTITIONER  NEEDED  for  North  Central  Texas  com- 
munity of  1600  located  only  50  miles  north  of  Dallas  in  the  growing  Sher- 
man-Denison  Metropolitan  Area.  Strong  agricultural  economy  is  balanced 
with  fast  growing  area  industry.  Modern  office  space  available  in  build- 
ing occupied  on  one  side  by  dentist.  For  full  details,  contact  Ned  Culp, 
D.D.S.,  P.O.  Box  308,  Howe,  Texas  75059. 


ANESTHESIOLOGY  RESIDENCIES — approved  two  and  three  year 
programs.  560-bed  university  hospital.  Stipend  $7600-$8700  per  year. 
Write  to  Howard  L.  Zauder.  M.D.,  Department  of  Anesthesiology,  The 
University  of  Texas  Medical  School,  San  Antonio,  Texas  78229. 


GENERAL  PRACTITIONER  NEEDED  to  associate  with  well-estab- 
lished physician  in  Dallas  area.  Contact:  Ben  Capote,  M.D.,  308  NW  2nd, 
Grand  Prairie,  Texas  75050. 


SHORTAGE  OF  DOCTORS : Recent  death  of  prominent  physician  in 
Monahans,  Texas,  affords  excellent  opportunity  to  energetic  GP-surgeon. 
Office  fully  equipped— qualified  office  staff  available.  Building  for  sale 
or  lease  with  option  to  buy.  For  further  details  write  to  P.  O.  Box  205, 
Monahans,  Texas  79756. 


HELLO  DOCTOR,  TIRED  OF  THE  RAT  RACE?  READ  THIS.  Gen- 
eral practitioner  wanted.  Our  medical  work  allows  for  home  life  and 
regular  hours ; small  community  in  beautiful  North  Texas  area ; inter- 
esting and  varied  work  : paid  vacation  and  other  fring  benefits ; salary 
range  depending  on  training  and  experience  from  $15,812  to  $21,598;  an 
equal  opportunity  employer.  Here  is  an  opportunity  to  escape  the  urban 
crush  for  an  idyllic  and  pastoral  environment.  Write  to  Chief  of  Staff, 
Veterans  Administration  Center,  Bonham,  Texas. 


ADMITTING  PHYSICIAN — Vacancy  in  staff  of  five  full-time  physi- 
cians. Certification  not  required.  1300-bed  teaching  hospital,  excellent 
facilities,  regular  scheduled  hours.  Write  Chief  of  Staff,  VA  Hospital, 
2002  Holcombe  Blvd.,  Houston,  Texas  77031. 


OPHTHALMOLOGIST  AND  OTOLARYNGOLOGIST  NEEDED  in 
South  Central  Texas  community  located  on  Hwy.  71  between  Austin  and 
Houston.  Seven  physicians  now  practice  in  the  community,  but  there  is  a 
definite  need  for  an  ophthalmologist  and  otolaryngologist.  New  million- 
dollar  60-bed  hospital.  Population  of  city  4,400,  service  area  population 
83,000.  Would  prefer  full-time  service,  but  would  consider  a part-time  ar- 
rangement. Contact  La  Grange  Chamber  of  Commerce,  P.O.  Box  70, 
La  Grange,  Texas  78945.  Telephone  area  code  713,  968-4756. 


OFFICE  SPACE  TO  RENT  TO  GENERAL  PRACTITIONER,  IN- 
TERNIST OR  SURGEON.  Fully  equipped  laboratory  and  x-ray  depart- 
ment. Two  well  established  GP’s  alternate  weekend  call.  No  cash  invest- 
ment required — opportunities  unlimited.  P.O.  Box  2278,  Texas  City,  Texas. 


EMERGENCY  ROOM  PHYSICIAN — Large  general  hospital  with  medi- 
cal school  affiliation  needs  full  or  part-time  Texas  licensed  physician. 
Hours  flexible  and  remuneration  open.  Excellent  opportunity  for  short  or 
long  term  contract.  North  Texas  area.  Send  resume  to  P.O.  Box  5999, 
Dallas,  Texas.  Attention : Mr.  Rhoades. 


GENERAL  PRACTITIONER  WANTED:  Excellent  location,  area  serv- 
ing 4,000.  First  class  well  equipped  hospital,  good  schools,  churches.  Hunt- 
ing, fishing  and  golf.  Can  make  $25,000-$30,000  first  year.  Retiring  due 
to  health.  J.  F.  Howell,  M.D.,  Box  396,  Sonora,  Texas  76950. 


GENERAL  PRACTICE  PHYSICIAN  WANTED  to  take  over  well  es- 
tablished 33  year  old  practice  in  Uvalde,  Texas.  Modern  building,  down- 
town, 20  miles  from  Garner  State  Park,  80  miles  from  San  Antonio, 
Texas.  Present  doctor  retiring  due  to  ill  health.  Please  contact  George  B. 
Cunningham,  M.D.,  126  West  Nopal  Street,  Uvalde,  Texas.  Telephone 
AC  512,  278-3255. 


PRIVATE  INDIVIDUAL  PRACTICE— $30,000  guaranteed  first  year 
with  little  or  no  practice  expense.  Second  year  potential  unlimited.  Maxi- 
mum leisure  time  with  family.  Suburban  medical  center  with  lovely  resi- 
dential area  five  minutes  away.  Sanford  Smith,  Northshore  Medical  Cen- 
ter, AC  713,  453-5454,  P.O.  Box  9836,  Houston,  Texas  77015. 


PSYCHIATRIC  RESIDENCY  in  approved  three  year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics,  and 
community  centers.  Outstanding  faculty,  and  programs.  Stipends  with 
Texas  license,  $13,000,  $14,000  and  $15,000  per  year.  NIMH  grants  avail- 
able. For  full  information  write:  Anthony  P.  Rouses,  M.D.,  Director  of 
Training,  Austin  State  Hospital,  Austin,  Texas  78761. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $6.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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WANTED  G’P,  PEDIATRICIAN,  OR  OBSTETRICIAN  to  join  well 
established  GP  and  surgeon  in  Schertz,  Texas,  adjacent  to  Randolph  Air 
Force  Base.  Approximately  20,000  people  within  a 5-mile  radius.  No  other 
physicians  available.  Santa  Rosa  and  Baptist  Hospitals  within  15  minutes 
via  freeway.  Contact  A.  W.  Mays,  M.D.,  Drawer  D,  Schertz,  Texas  78154. 
Phone  OL  8-3542. 


INDUSTRIAL  MEDICAL  CLINIC  LOCATED  IN  DALLAS  NEEDS 
A GENERAL  PRACTITIONER.  Fii'st  year  salary  guaranteed  and  is 
based  upon  experience  with  future  percentage  partnership.  Please  reply 
to  Charles  E.  Cook,  M.D.,  426  Medical  Arts  Building,  1719  Pacific  Avenue, 
telephone  747-3712,  or  650  Locke  Medical  Building,  6011  Harry  Hines 
Blvd.,  telephone  638-2730. 


Situations  Wanted 


MD  SEEKS  OPENING  in  state,  federal,  insurance,  industrial,  college 
or  relief  work.  Experienced  in  private  practice  and  industrial  and  insti- 
tutional work.  Part  time  or  locum  tenens.  Please  reply  to  Ad-195,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST-GASTROKNTEROLOGIST,  completing  training  in  uni- 
versity setting  July  1,  1970,  desires  association  with  multi-specialty  or 
internal  medicine  group  in  the  Houston  or  Dallas  metropolitan  area. 
Please  reply  to  Ad-258,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

MD  SEEKS  LOCATION  IN  HOUSTON  with  nearby  hospital  privi- 
leges. Some  handicap,  but  have  22  years  experience.  Would  consider  solo 
or  group  practice.  Now  employed  by  U.S.  Government.  Reply  to  Ad-261, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GROUP  ASSOCIATION — 35  year  old  married  solo  allergist  desires 
group  association.  One  year  of  mixed  allergy  training.  Board  certified  in 
pediatrics.  Six  years  of  solo  mixed  allergy  practice.  Please  reply  to  Ad- 
262,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OPHTHALMOLOGIST,  RETIRED.  Texas  license,  Spanish  speaking, 
desires  association  with  another  ophthalmologist  for  refraction,  contact 
lenses  and  minor  eye  surgery.  Rio  Grande  Valley  area  only.  To  start 
January  1970.  Reply  to  Ad-263,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


For  Sale  or  For  Rent 


OFFICES  AVAILABLE — Highly  prosperous  suburb,  Houston,  Texas. 
New  office  suites  available  with  established  physicians.  Area  needs  oto- 
laryngology, orthopedics,  pediatrics,  general  practice,  obstetrics  and  g3me- 
cology.  For  information  call  HO  4-1557  or  write  James  E.  Cook,  M.D., 
9320  Westview,  Houston,  Texas  77055.  All  new  physicians  in  this  area 
have  been  successful  in  very  short  period  of  time. 

HILL  COUNTRY  DREAM.  650  acres,  beautiful  live  oak  country,  close 
to  town,  lots  of  game.  29%  down,  owner  finance,  6%  for  15  years.  Also 
1600  acres,  ranch  land,  pecan  bottom,  running  creek.  Lots  of  deer  and 
turkey.  $150  per  acre.  29%  down,  owner  finance.  Contact  Bill  Flint,  Ken 
Offer  Real  Estate,  212  East  Main  Street,  Fredericksburg,  Texas.  Area 
code  512,  997-2522. 


OFFICE  FOR  SALE:  Downtown  office  building  and  lot,  plus  furniture 
and  equipment  of  recently  deceased  physician  in  Rio  Grande  Valley  city 
of  Mission.  Excellent  opportunity  for  a young  physician  beginning  prac- 
tice. For  additional  information,  please  contact  Mrs.  Pat  Riley,  703  East 
11th  Street,  Mission,  Texas  78572. 


FOR  SALE  BY  OWNER.  Best  ranch  in  Central  Texas.  563  acres.  One 
half  mile  highway  frontage.  Creek  runs  through  this  ranch.  Nice  rock 
home  and  good  improvements.  Lots  of  game.  30  minutes  from  downtown 
Austin.  F^or  additional  information  call  Georgetown,  area  code  512,  863- 
3753  or  Austin,  area  code  512,  454-7578. 

OPENING  FOR  PHYSICIAN  IN  GOLIAD,  TEXAS.  Recently  com- 
pleted professional  office  building,  ready  for  occupancy.  Goliad  is  a pro- 
gressive town  with  6,000  people  in  the  trade  area.  Goliad  has  an  excellent 
well-equipped  and  operated  county  hospital  and  modern  48-bed  nursing 
home.  For  further  information  call  collect  MI  .■5-3296  or  write  Drawer  S, 
Goliad  77963.  Don’t  miss  this  excellent  opportunity  ! 


FOR  SALE  : Excellent  opportunity  in  good  North  East  Texas  town  of 
6,000  with  large  drawing  territory.  Atlanta  is  located  in  Cass  County  in 
a triangle  formed  by  Texarkana,  Marshall  and  Shreveport.  Have  had  an 
established  practice  since  1935.  Am  having  to  retire  on  account  of  health 
and  wish  to  sell  well  equipped  clinic  of  ten  rooms.  New  hospital  to  be 
constructed  in  1970.  New  $75,000,000  industrial  plant  has  started  con- 
struction ten  miles  north.  E.xcellent  churches  and  schools.  New  high  school 
under  construction  at  present.  Excellent  hunting  and  fishing  nearby. 
Friendly  people  and  a progressive  town.  Contact  E.  W.  Grumbles,  M.D., 
Atlanta,  Texas.  Phone  796-2285. 


Miscellaneous 


SOUTHWEST  REGIONAL  POISON  CONTROL  CENTER.  Free  toxi- 
cological consultation  and  information  on  medicinal  and  comm^cial 
products  is  available  by  phone  when  your  patients  are  poisoned.  Center 
is  open  24  hours  each  day,  7 days  a week,  with  professionally  trained 
staff  present.  Call  area  code  713,  SO  5-1420,  SO  5-2408  or  765-1011.  The 
University  of  Texas  Medical  Branch,  Galveston,  Texas  77550.  Supported 
by  PHS-CPF-69-21. 


WANTED:  PHARMACY  LOCATION  in  clinic  with  18  or  more  doctors. 
Contact  Robert  Grantham,  Jr.,  P.O.  Box  13350,  Houston,  Texas  77019. 


AS  NEAR  AS  YOUR  MAILBOX  OR  TELEPHONE! 

TMA  MEMORIAL  LIBRARY 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
512  477-6704 


Charm  your  lady  this  Christmas! 


Give  her  an  official  Texas  Auxiliary  Charm 

Proceeds  from  your  order  will  benefit  AMA-ERF 


ACTUAL  SIZE 


ORDER  IT  TODAY  ON  THIS  HANDY  FORM 


TO:  Haltom  Manufacturing  Company 
c/o  Mr.  C.  D.  Mays 

603  E.  Belknap,  Fort  Worth,  Texas  76102 

Auxiliary  to  the 

$26.06 
$ 8.86 
$ 7.82 

Mail  charm  to: 

Name: , 


Please  send  me  the  following  “Lady’s  Head 
Texas  Medical  Association: 

14  Karat  Gold 

1/10  Karat  Gold  Fill 

Sterling  Silver 

Check  should  be  made 


charm,  the  official  charm  of  the  Woman's 

$25.00  plus  $1.06  State  Tax: 

$ 8.50  plus  $ .36  State  Tax: 

$ 7.50  plus  $ .32  State  Tax: 
payable  to  Haltom  Manufacturing  Company 


Address: 

street  or  Box  Number 


City  and  State 


Zip  Code 
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The  Apprehensive  Hypertensive 


WELL, YOU  HAVE  WHAT  WE  CALL 
MODERATE  HYPERTENSION- 
HIGH  BLOOD  PRESSURE.  NOW  I 
DON'T  WANT  YOU  TO  WORRY, 

BUT  WE  ARE  GOING  TO  HAVE  TO 
CHANGE  A FEW  LIVING  HABITS, 
FIRST  WE'RE  GOING  TO  HAVE  TO 
CUT  OUT  SMOKING-ALTOGETHER. 


THEN  WE  HAVE 
TO  LOSE  WEIGHT. 
20  POUNDS 
SHOULD  DO  IT... 
WE'LL  TALK  A LITTLEI 
LATER  ABOUT  THIS 
DIET  WE'RE  GOING 


Regroton'  to  lower  blood  pressun 


chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 


Regroton®:  chlorthalidone  50  mg.,  reserpine  U.S.P.  0.25  mg. 
Indications:  Hypertension.  Contraindications:  History  of  mental  depres- 
sion, hypersensitivity,  and  most  cases  of  severe  renal  or  hepatio  dis- 
eases. Warning:  With  the  administration  of  enteric-coated  potassium 
supplements,  which  should  be  used  only  when  adequate  dietary  sup- 
plementation is  not  practical,  the  possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and  perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  frequently  been  required  and  deaths  have 
occurred.  Discontinue  coated  potassium-containing  formulations  imme- 
diately if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointesti- 
nal bleeding  occur.  Discontinue  one  week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs.  Use  in  pregnancy:  Because 
chlorthalidone  may  cross  the  placental  barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in  breast  milk,  this  drug  should  be  used  with 
care  in  pregnant  patients  and  nursing  mothers.  When  used  in  women 
of  childbearing  age,  the  potential  benefits  of  the  drug  should  be 
weighed  against  the  possible  hazards  to  the  fetus.  Use  of  chlorthalidone 
may  result  in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly 


other  adverse  reactions  which  have  occurred  in  the  adult.  Increasa 
respiratory  secretions,  nasal  congestion,  cyanosis  and  anorexia  ma 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions:  Antihj 
pertensive  therapy  with  this  drug  should  always  be  initiated  cautious!' 
in  postsympathectomy  patients  and  in  patients  receiving  ganglionii 
blocking  agents,  other  potent  antihypertensive  drugs,  or  curare.  ReduD 
dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half. 'j 
avoid  hypotension  during  surgery,  discontinue  therapy  with  this  agen 
two  weeks  prior  to  elective  surgical  procedures.  In  emergency  surgery 
use,  if  needed,  anticholinergic  or  adrenergic  drugs  or  other  supportivi 
measures  as  indicated.  Because  of  the  possibility  of  progression  o 
renal  damage,  periodic  kidney  function  tests  are  indicated,  Discontinui 
if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  ma; 
be  precipitated.  Electrolyte  imbalance,  sodium  and/or  potassium  de 
pletion  may  occur.  If  potassium  depletion  should  occur  during  therapy 
the  drug  should  be  discontinued  and  potassium  supplements  given 
provided  the  patient  does  not  have  marked  oliguria.  Take  particular  cart 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients  receiving 
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Slorbett,  2futrbiw0S,  iKemonai  ^aspital 

A«&  ©nrb^tt  Clinic 


306  Coleman  Street  Carlin,  (Ecxas  Telephone:  WE  6-3561 

Post  Office  Box  60 


GENERAL  SURG^:RY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
n.  R.  Swet'.and,  M.D..  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley.  Jr.,  M.D. 

.Tames  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE.  EAR.  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


ALLERGY 

Walter  S.  Smith,  M.D.* 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison.  M.D.,  F.A.C.O.G. 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 

PATHOLOGY 
W.  W.  Klatt,  M.D. 

Ronald  E.  Henderson,  Jr.,  M.D. 
Kent  Smith,  M.D. 


UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator: 

J.  D.  Norris,  Jr. 

Superintendent  of  Nurses: 

Ruby  Lowrance,  R.N. 


Howard  O.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trusteeb,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


♦Expired  4-24-69. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Teleiihone  TA  3-4151 


♦Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diatrnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 
P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Dipiomate  American  Board  Pediatrics 
*G.  A.  Davidson,  B.S.,  M.D.,  Dermatology 
•Wm.  H.  Potts,  B.A.,  F.A.C.P.,  Internal  Medicine 
*Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 
Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 
Ilalcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics 
Dipiomate  American  Board  Pediatrics 
John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Dipiomate  American  Board  OB-GYN 
Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 
Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 
Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 
John  B.  Allen,  M.D.,  Internal  Medicine 

Dipiomate  American  Board  Internal  Medicine 
R.  M.  Burnside,  M.D.,  D.A.B.O.,  Ophthalmology 
Adam  D.  Green,  M.D.,  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Dipiomate  American  Board  Internal  Medicine 


B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Dipiomate  American  Board  Pediatrics 

D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics,  F.A.A.P., 

Dipiomate  American  Board  Pediatrics 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B.R.,  Radiology 
Terry  D.  Allen,  M.D.,  D.A.B.U.,  Urology 
J.  Boyd  Holiabaugh,  D.D.S.,  General  Dentistry 
George  P.  Fosmire,  M.D.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

Daniel  L.  Maddox,  D.D.S.,  General  Dentistry 
William  N.  New,  M.D.,  Dermatology 

Donald  A.  Sutherland,  M.D.,  Internal  Medicine  (Hematology) 
John  R.  Woodward,  M.D.,  Obstetrics  & Gynecology, 
Dipiomate  American  Board  OB-GYN 
Masashi  Kawasaki,  M.D.,  D.A.B.O.,  Otolaryngology,  Tumor 
and  Reconstructive  Surgery  of  the  Head  and  Neck 

Miss  Billye  J.  Norris,  R.N.,  Director  of  Nurses 

C.  H.  Rosamond,  Administrator 
Arthur  L.  Cook,  Business  Manager 


♦Inactive  status 


TERRELL’S  LARORATORIES 

T.  C.  TERRELL,  M.D.,  F.C.A.P.,  F.A.C.P.,  DIRECTOR 
JOHN  S.  TERRELL,  M.D.,  F.A.A.P.,  ASSISTANT  DIRECTOR 


FORT  WORTH,  TEXAS 
211  Medical  Arts  Building 


DEPARTMENT  OF  PATHOLOGY 
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CO  42  Carcinoma  of  the  Male 
Jj  Breast 
U 

jZ  Thomas  B.  Coopwood  is 
OC  chief  resident  in  general 
^ surgery,  Baylor  College 
O of  Medicine,  Houston.  He 
ii:  interned  at  Ben  Taub 
^ Hospital.  His  coauthor, 
uj  Paul  H.  Jordan,  Jr,  is  a 
Q general  surgeon  in  Houston 
and  professor  of  surgery 
at  Baylor  College  of 
Medicine. 


46  Successful  Therapy  for 
Wilms’  Tumor 

Margaret  P.  Sullivan  is 
associate  pediatrician  at 
The  University  of  Texas 
MD  Anderson  Hospital, 
Houston.  She  is  associate 
professor  of  pediatrics.  The 
University  of  Texas  Grad- 
uate School  of  Biomedical 
Sciences  at  Houston,  and 
serves  on  the  editorial 
board  of  the  Yearbook  of 
Cancer.  Her  coauthor, 

W.  W.  Sutow,  also  is 
with  the  MD  Anderson 
Department  of  Pediatrics. 


52  Chondromyxoid  Fibroma 
of  the  Ilium  with 
Postresection  Subluxation 
of  the  Hemipelvis 

Donald  E.  Pisar,  FACS,  is 
an  orthopedic  surgeon  at 
Scott  and  White  Clinic, 
Temple.  A diplomate  of  the 
American  Board  of  Ortho- 
pedic Surgery,  he  also 
is  a member  of  the 
American  Academy  of 
Orthopedic  Surgeons  and 
several  other  professional 
societies.  A graduate  of 
the  University  of  Nebraska 
College  of  Medicine,  he 
interned  at  Nebraska 
Methodist  Hospital, 

Omaha,  and  took  his 
residency  at  New  York’s 
Hospital  for  Special 
Surgery. 


56  A Moderate  Surgical 
Approach  to  Lung  Cancer 

Robert  H.  Holland  practices 
thoracic  surgery  in  Dallas 
and  is  a clinical  professor 
at  UT  Southwestern 
Medical  School.  He  is  a 
diplomate  of  the  American 
Board  of  Surgery  and 
American  Board  of 
Thoracic  Surgery.  Dr. 
Holland  lists  mountain 
climbing  as  his  hobby. 
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60  Cervical  Neoplasia:  The 
History  and  Impact  of  its 
Diagnostic  Sequence 

Paul  C.  Weinberg  is 
associate  professor,  De- 
partment of  Obstetrics  and 
Gynecology,  The  University 
of  Texas  Medical  School 
at  San  Antonio,  and  asso- 
ciate coordinator  of  the 
Regional  Medical  Program 
for  the  Eradication  of 
Cervical  Cancer  in  South 
Texas.  Dr.  Weinberg  is 
a diplomate  of  the  Ameri- 
can Board  of  Obstetrics 
and  Gynecology  and  a 
member  of  the  American 
College  of  Obstetricians 
and  Gynecologists. 

62  Clinicopathologic 
Conference 

This  month’s  CPC  is  from 
The  University  of  Texas 
Southwestern  Medical 
School  and  Parkland  Me- 
morial Hospital,  Dallas. 
Participants  are  Drs. 
Spencer  Shropshire,  chief 
resident  and  fellow  in 
internal  medicine;  William 
J.  Kilman,  assistant  pro- 
fessor of  radiology;  Gunnar 
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C.  Blomquist  and  Hugo  E. 
Jasin,  assistant  profes- 
sors of  internal  medicine; 

J.  Donald  Smiley,  asso- 
ciate professor  of  internal 
medicine;  Bruce  D.  Fallis, 
professor  of  pathology; 
and  Edwin  H.  Eigenbrodt, 
associate  professor  of 
pathology  and  guest  editor 
for  this  series. 
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The  photograph  of  Sir 
William  Osier  is  from  the 
collection  of  John  P. 
McGovern,  MD,  Davison 
Library,  Houston,  Texas. 

In  the  editorial  beginning 
on  page  13,  Dr.  McGovern 
and  Dr.  Grant  Taylor  pay 
tribute  to  Osier  on  the 
50th  anniversary  of  his 
death.  He  was  keenly 
interested  in  continuing 
education  for  the  physician, 
and  his  ideas  in  many 
areas  have  not  only  stood 
the  test  of  time,  but  have 
molded  what  transpired 
therein.  Today  no  one 
works  in  Osier’s  stead; 
perhaps  few  would  know 
that  he  touched  their  lives. 
Yet  his  influence  remains. 
Sir  William  Osier  was  a 
great  man,  and  we 
honor  him. 


NEXT  MONTH 


What’s  happening  in 
legislation  is  at  the  top  of 
January’s  editorial  spot; 
another  will  be  on  protein 
metabolism  and  athero- 
sclerosis. And  here’s  one 
for  your  New  Year’s 
resolution  list:  “I  will  not 
snicker  at  pruritus  ani.” 
There  will  be  two  articles 
on  drug  abuse,  one  on 
clinical  evaluation  of  the 
user  and  one  on  factors 
that  influence  drug  abuse 
in  young  people.  Other 
scheduled  articles  include 
care-induced  psychoses, 
vectorcardiography  in 
ischemic  heart  disease,  an 
EGG  screening  test  of 
cardiac  function,  present 
status  of  coronary 
arteriography,  and  a CPC. 
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He  is  a dia]>etic. 

He  is  middle-aged. 

When  he  needs  an  antibiotic 
he  may  be  a candidate  for 

DECLOSTATIN‘300 

Demelh>lchlorlelrarj<‘lincHCI  300  mg  1*1 
and  Njslatin  500.000  units  -■  ^-1 

CAPSLLE-SHAPED  TABI.ETS  Lfd.  rle  J J • J. • U.  • 


To  guard  susceptible  patients  against  intestinal  inonilial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
overgrowth. 

Effectiveness:  Because  its  antihacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  he  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  hy  antibiotic-resistant  fungal  overgrowth 
( particularly  monilia)  in  the  intestinal  tract. 

Contraindication : History  of  hypjersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Aarning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  comlitions.  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  .All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  RUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this  ) 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug  1 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo-  : 
[dasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapy,  , 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any  ; 
hone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
in  humans. 


.Average  Adult  Daily  Dosage:  150  mg  q.i.d,  or  300  mg  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  caJeium  content  drugs,  food."; 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  symptoms  have  subsided. 
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A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


If  you  were 
in  the  hospital- 
this  would  be 
your  finest 
Christmas  card! 


BLUE  CROSS®and  BLUE  SHIELD® 

Hospital  and  Health  Care  Coverage  Medical  and  Surgical  Benefits 

(GROUP  HOSPITAL  SERVICE.  INC.)  (GROUP  LIFE  & HEALTH  INSURANCE  COMPANY) 


OF  TEXAS 


MAIN  AT  NORTH  CENTRAL  EXPRESSWAY  ■ DALLAS,  TEXAS  75222 


® American  Hospital  Association 
®'National  Association  of  Blue  Shield  Plans 


Before  prescribing,  see  complete 
prescribing  information,  including 
symptoms  and  treatment  of  over- 
dosage, in  SK&F  literature  or 
PDR. 

Contraindications:  Patients  with 
glaucoma,  pyloric  obstruction, 
prostatic  hypertrophy,  bladder 
neck  obstruction,  obstructive  in- 
testinal lesions  and/or  ileus. 

Precautions:  Use  with  caution  in 
elderly  patients.  Discontinue  one 
week  prior  to  I‘"  uptake  and  PBI 
tests,  as  the  iodine  in  isopropamide 
iodide  may  alter  results.  Iodine 
skin  rash  may  occur  in  rare  in- 
stances. Caution  patients  about 
activities  requiring  mental  alert- 
ness (driving,  hazardous  occupa- 
tions). Use  in  pregnancy,  lactation, 
and  in  women  of  childbearing  age 
only  when  necessary. 

Adverse  Reactions:  Dry  mouth, 
blurred  vision,  dilated  pupils, 
photophobia,  constipation,  urinary 
retention  and  tachycardia.  Seen 
less  frequently  are:  palpitation, 
nausea,  dysphagia,  fever  and  nasal 
congestion. 

Supplied : 5 mg.  tablets,  in  bottles 
of  50. 


SK 

&F 

Smith  Kline  & French 

Laboratories 

Philadelphia 


Darbid 

brand  of 

isopropamide 


Anlisecrelory^  Anlispasmodic 
Inherent  long  action 
B.l.D.  dosage 
Economy 


HmO  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 

IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 


( LTR23 ) 


MI'i  j 

When  trauma  results  in  pain, 
try  Norgesic  first... 
your  patients  probably  won’t 
need  anything  stronger 

Sprains,  strains,  fractures ...  Norgesic  offers 
predictable  relief  in  the  great  majority  of  trau- 
matic injuries  where  both  pain  and  muscle 
spasm  are  involved.  Unlike  “pure”  analgesics 
or  muscle  relaxants,  Norgesic  affects  both  com- 
ponents of  musculo-skeletal  pain,  providing 
effective  analgesia  and  relief  of  associated 
muscle  spasm. 

Norgesic  works  quickly,  usually  producing  a 
high  level  of  analgesia  within  two  hours,  and 
relief  is  sustained  for  four  hours  or  longer. 
Thus,  when  trauma  results  in  pain,  try  Norgesic 
first. ..your  patients  probably  won’t  need  any- 
thing stronger. 

Indications:  Symptomatic  relief  of  mild  to  moderate  pain  of 
acute  musculo-skeletal  disorders.  Here,  Norgesic  demon- 
strated clinical  superiority  to  ARC  as  an  analgesic. 

Contraindications : Because  of  the  mild  anticholinergic 
effect  of  orphenadrine,  Norgesic  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction,  achalasia, 
prostatic  hypertrophy,  obstructions  at  the  bladder  neck,  myas- 
thenia gravis  and  in  patients  known  to  be  sensitive  to  aspirin, 
phenacetin  or  caffeine.  Do  not  use  propoxyphene  (Darvon®) 
concurrently. 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of 
this  preparation  in  pregnancy,  during  lactation,  or  in  the  child- 
bearing age  has  not  been  established,  use  of  the  drug  in  such 
patients  requires  that  the  potential  benefits  of  the  drug  be 
weighed  against  its  possible  hazard  to  the  mother  and  child. 
USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug 
in  children  has  not  been  established:  therefore,  the  physician 
must  weigh  the  benefits  against  the  potential  hazards. 

Precautions:  It  has  been  reported  that  prolonged  or  exces- 
sive use  of  phenacetin  may  result  in  nephrotoxicity.  Caution, 
therefore,  should  be  exercised  when  Norgesic  is  administered 
to  patients  with  renal  disorders. 

Adverse  Reactions:  Side  effects  of  Norgesic  are  those 
usually  associated  with  ARC  or  mild  anticholinergic  agents. 
These  may  include  tachycardia,  palpitation,  urinary  hesitancy 
or  retention,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil, 
increased  Intraocular  tension,  weakness,  nausea,  vomiting, 
headache,  dizziness,  constipation,  drowsiness,  and  rarely,  urti- 
caria and  other  dermatoses.  Infrequently,  some  degree  of 
confusion  in  the  elderly,  mild  central  excitation  and  occasional 
hallucinations.  These  mild  side  effects  are  usually  eliminated 
by  reduction  in  dosage.  One  case  of  aplastic  anemia,  with  no 
established  causal  relationship,  has  been  reported. 

Dosage  and  Administration:  Adults— 1 to  2 tablets  3 to  4 
times  daily. 

For  more  detailed  prescribing  information, 
see  Package  Circular  or  PDR. 


Available  V.A.  Supply  Depot-FSN6505-952-6762A 


NORGESIC 

(orphenadrine  citrate,  25  mg., 
aspirin,  225  mg.,  phenacetin,  160  mg., 
caffeine,  30  mg.) 


Riker  Laboratories,  Northridge,  California  91324 

Sponsors  ol  Riker  Service— 

the  complimentary  classified  service  for  physicians. 


Each  Cough  Calmer^'^  contains  the  same  active  ingredient: 
3s  d hdlf-ledspoonful  of  Robitussin-DM®:  Glyceryl  gudidco 
late,  50  mg  ; Dextromethorphan  hydrobromide,  7 5 mg 
A H,  Robins  Company,  Richmond,  Virginia  23220 


/1'H'[^OBINS 


Gotta  make  a 
pit  stop  to  take 
my  cough  syrup. 


Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  lor  6 to 
8 hours. 


r.  ROWE  PRICE 
6R0WTH  STOCK 
FUND,  IRC. 


Est.  1950 


I 

I 


A MO-LOAD  FUND 

Investing  in  stocks 
carefully  selected  for  long  term 
growth  possibilities 

Individuals  & institutions 
are  invited  to  request  free  prospectus 

MO  SALES  CHARGE 


T.  Rowe  Price  Growth  Stock  Fund,  Inc. 

One  Charles  Center,  Dept.  F-1 

Baltimore,  Md.  21201  Phone  (301)  539-1992 


Nime . 


Address 


Zip. 
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(thyroid-androgen)  tablets 

Effectiveness  confirmed  by  another  douliie  blind  study* 


l.SUMMARY 

ANDROID 

GOOD  TO  EXCELLENT  75% 

PLACEBO 

20% 

**‘Sexuat  impotence  treatment  with  methyl  testosterone  — thyroid  (ANDROID)  <t 
double  blind  study' ^ ~ Montesano,  Evangelista:  Clinical  Medicine^  April  1966. 

CONTRAINDICATIONS  — Methyl  testosterone  is  not  to  be  used  in  malignancy 
male,  coronary  heart  disease.  Thyroid  is  not  to  be  used  in  heart  disease, 
metabolic  rate  is  low. 

Choice  of  4 strengths 

Android  Android-HP  Android-X 


2.  Forty  cases  reported. 

3.  Cites  synergism  between  androgen  and  thyrdid* 

4.  No  side  effects  In  patients  treated. 

5.  Alleviation  of  fatigue  noted 

6.  Case  histories  on  4 patients. 

7.  Although  psychotherapy  still  needed,  role  of 
chemotherapy 

cannot  be  disputed,  oiso  available  with  ESTROGEN 


Each  yellow  tablet  contains: 
Methyl  Testosterone  . .2.5  mg. 
Thyroid  fit.  (1/6  gr.)  . .10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  Of  100,  500.  1000.  ' 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Eit.  (V2  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500.  1000. 


Write  for  literature  and  samples: 

THE  BROWN  PHARMACEUTICAL  CO. 

' 2500  W.  6th  St..  Los  Angeles.  Calil.  90057 


EXTRA  HIGH  POTEHCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext. (1  gr.)  ...  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 

REFER  TO 

PDR 


of  reproductive  organs  in 
, hypertension  unless  the 


Android-Plus 

WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablet  twice  daily. 
Available:  Bottles  of  60.  500. 


Android-E 


Each  Tablet  Contains: 

Methyl  Testosterone  2.5  mg. 

Ethinyl  Estradiol  0.02  mg. 

Thyroid  Ext.  (1/6  gr.)  10  mg. 

Thiamine  Hydrochloride  ....  10  mg. 

Glutamic  Acid 50  mg. 

INDICATIONS:  Advantage  is  taken  of  the 
anabolic  action  of  ANDROID  without  its 
virilizing  effect.  Estrogen  balances  the 
androgen  — only  steroid  effect  remains. 
Geriatrics,  post-operative  and  debilitat- 
ing disease,  osteoporosis.  DOSE:  One 
tablet  t.i.d.  Female  patients  should  have 
a rest  period  5 to  7 days  after  21  days 
of  medication.  SIDE  EFFECTS:  in  the 
female,  excessive  dosage  may  produce 
virilizing  effects  of  most  androgens: 
hoarseness,  hirsutism,  enlarged  clitoris. 
Symptoms  can  be  avoided  by  keeping  the 
dosage  below  300  mg.  of  testosterone 
per  month.  CONTR.A  INDICATIONS:  See 
Android.  Ethinyl  estradiol  is  not  to  be 
used  in  latent  malignancy  of  reproduc- 
tive organs  or  mammary  glands. 


For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 

capsules/elixir 


A Gentle  Cerebral  Stimulant  and  Vasodilator 


POOR  FAIR  GOOD 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrn!,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazoie.  1CX3  mg. 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCI 25  mg. 

1-Glutamic  Acid '. 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 

DOSAGE;  One  capsule  t.i.d.  or  as  prescribed  by  physician, 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  ellxirSoz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazoie  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction,  _ 
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Proven  Reliability 

in  pain  relief 

time-tested  effectiveness 
time-tested  performance 
time-tested  potency 


preparations  of 


propoxyphene 

hydrochloride 


USAGE  Potent  analgesia  plus 
added  anti-inflamma- 
tory and  antipyretic 
action . . . 

early  stages  of 
cancer,  during 
surgical  recovery, 
trauma. 


Analgesia,  pure  and 
simple  . . , B:  when- 
ever a single-entity 
drug  is  preferable,  as 
In  medical  care. 


Alternate  strength  of 
propoxyphene  plus 
added  anti-inflamma- 
tory and  antipyretic 
action  . . . B;  post- 
partum care  and 
following  minor 
surgical  procedures. 


PRODUCT 

FORM 


Darvon<^  Compound-65 

Each  Pulvule®  contains 
65  mg.  propoxyphene 
hydrochloride,  227  mg. 
aspirin,  162  mg. 
phenacetin,  and 
32.4  mg.  caffeine. 


Darvon® 

propoxyphene 
hydrochloride 
in  32  and  65-mg. 
Pulvules. 


Oarvon®  Compound 

Each  Pulvule  contains 
32  mg.  propoxyphene 
hydrochloride,  227  mg. 
aspirin,  162  mg. 
phenacetin,  and 
32.4  mg.  caffeine. 


Potent  analgesia  plus 
added  anti-inflamma- 
tory action  ...Bias 
an  adjunct  to  treat- 
ment of  U.R.I., 
arthritis,  fibrositis. 


Darvon®  with  A.S.A.® 

Each  Pulvule  contains 
65  mg.  propoxyphene 
hydrochloride  and 
325  mg.  aspirin. 


DOSAGE  1 Pulvule  3 or  4 times  32  mg.;  1 or  2 Pulvules  1 or  2 Pulvules 

a day.  3 or  4 times  a day.  3 or  4 times  a day. 

65  mg.:  1 Pulvule 
3 or  4 times  a day. 


1 Pulvule  3 or  4 times 
a day. 


Actions:  Propoxyphene  hydrochloride 
is  an  analgesic  in  the  potency  range  of 
codeine.  The  combination  of  propoxy- 
phene hydrochloride  with  aspirin  and/ 
or  phenacetin  results  in  greater  analge- 
sia than  that  achieved  by  either  drug 
administered  alone.  Propoxyphene  hy- 
drochloride is  structurally  related  to  the 
narcotic  analgesics  methadone  and 
isomethadone,  and  its  general  pharma- 
cologic properties  are  those  of  the 
narcotics  as  a group. 

Indications;  For  the  relief  of  mild  to 
moderate  pain. 

Contraindications;  Hypersensitivity  to 
propoxyphene  hydrochloride  or  to  the 
other  ingredients  (aspirin,  phenacetin, 
caffeine)  in  the  propoxyphene  hydro- 
chloride combination  products. 

Concomitant  administration  with 
orphenadrine-containing  compounds. 
Warnings:  Salicylates  should  be  used 
with  caution  in  the  presence  of  peptic 
ulcer. 

Phenacetin  may  damage  the  kid- 


neys when  used  in  large  amounts  or 
taken  over  a long  period  of  time. 

Use  in  Pregnancy— The  safety  of 
the  use  of  this  agent  during  pregnancy 
has  not  been  established.  The  potential 
hazards  of  the  drug  must  be  weighed 
against  the  possible  benefits. 

Use  in  Children— This  agent  should 
not  be  used  in  children,  since  adequate 
data  to  establish  safe  conditions  of  use 
are  lacking. 

Drug  Dependence— Tolerance, 
psychological  dependence,  and  physi- 
cal dependence  have  been  reported; 
the  abuse  liability  of  propoxyphene  hy- 
drochloride is  qualitatively  similar  to 
that  of  codeine  although  quantitatively 
less.  Darvon  will  not  support  morphine 
dependence. 

Precautions:  Patients  who  have  received 
narcotic  drugs  for  long  periods  of  time 
may  have  developed  physical  depend- 
ence, and  the  sudden  substitution  of 
ordinary  doses  of  propoxyphene  hydro- 
chloride may  result  in  an  acute  with- 


drawal syndrome.  These  symptoms  may 
be  avoided  by  gradually  reducing  the 
dose  of  the  prior  medication  as  pro- 
poxyphene hydrochloride  is  substituted. 

This  agent  may  impair  the  mental 
and/or  physical  abilities  required  for 
the  performance  of  potentially  hazard- 
ous tasks,  such  as  driving  a car  or 
operating  machinery,  especially  during 
the  first  few  days  of  therapy.  There- 
fore, the  patient  should  be  cautioned 
accordingly. 

Adverse  Reactions:  Dizziness,  head- 
ache, sedation,  somnolence,  paradox- 
ical excitement,  insomnia,  skin  rashes, 
and  gastro-intestinal  disturbances  (in- 
cluding nausea,  vomiting,  abdominal 
pain,  and  constipation)  may  occur  with 
the  recommended  doses  of  the  drug. 

Euphoria  may  occasionally  occur. 

For  complete  prescribing  informa- 
tion and  overdosage  treatment,  consult 
the  package  literature  or  PDR.  [o5i9S9l 
Additional  information  available  upon 
request.  soossa 


Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


despte  his  low  back  problem 
4)iHkise  >ou  checked  his  pain 
^Wth  this  time-tested 
analgesic  that’s  potent, 

’ versatile,  effective 

Darvori  Compound-65 


65  mg.  propoxyphene  hydrochloride,  227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg. caffeine. 


Please  turn  page  for  prescribing  information. 
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Editorial 


SIR  WILLIAM  OSIER 

We  mark  the  50th  anniversary  of 
Sir  William  Osier’s  death  on  Dec  29, 
1969.  During  his  long  professional 
life,  Osier  exerted  an  increasingly 
broad  influence,  and  one  of  the 
fascinations  of  the  man  is  the 
extent  to  which  that  influence 
continues  today. 

No  physician  has  emerged  since 
who  approaches  the  scholarly  and 
professional  position  of  leadership 
Osier  held.  Most  of  Osier’s  impact  on 
his  own  contemporaries  can  be 
explained  by  that  overworked 
word  “charisma.”  But  the  man  has 
been  dead  50  years;  he  made  no 
highly  scientific  discoveries;  he 
left  neither  family  nor  a personal 
“school”  or  professional  coterie. 
How,  then,  does  one  explain  the 
continued  interest  in  him  and  his 
thought?  Dean  Emeritus  Wilburt  C. 
Davison,  a former  Rhodes  scholar 
under  Osier  at  Oxford,  recently 
assessed  his  chief’s  accom- 
plishments.’^ He  proposed  seven 
major  categories  upon  which  that 
influence  rested;  physician, 
teacher,  scientist,  medical  reformer, 
medical  writer,  humanist,  and 
personality. 

Perhaps  half  a century  is  an 
inadequate  time  for  historical 
appraisal.  However,  current  medical 
educational  practices  are  built 
largely  around  concepts  Osier 
forcibly  advanced  and  ably  demon- 
strated at  the  turn  of  the  century. 
The  man  and  his  writings  have 
sparked  countless  literary  works 
allowing  his  thoughts,  philosophy,  and 
plans  to  permeate  the  training  of 
every  physician  in  the  United  States 


since  his  time.  The  role  Osier  and 
his  colleagues  played  in  advancing 
medical  educational  reforms  in 
our  country  is  undisputed. 

Osier  went  beyond  symbolizing 
the  standard  of  professional 
excellence  for  the  profession.  In  his 
words,  “By  the  ordinary  mortal, 
idealists  are  regarded  as  vague 
dreamers,  striving  after  the  impos- 
sible; but  in  the  history  of  the  world 
how  often  have  they  gradually 
moulded  to  their  will  conditions 
the  most  adverse  and  hopeless.” 

His  greatness  lay  partly  in  his 
astute  awareness  of  the  problems 
of  his  time,  a clear  picture  of  the 
steps  for  their  resolution,  a 
purposeful  and  vigorous  attack  on 
all  fronts  using  all  available 
resources,  and  an  unwavering 
confidence  in  the  nobility  of  his 
profession. 

Most  of  the  areas  which  Osier 
chose  to  dwell  upon  still  have 
contemporary  significance;  his 
advice  to  nurses,  medical  students, 
and  young  physicians  going  into 
practice  or  into  the  military  service; 
his  dream  of  the  role  for  organized 
medicine;  relationship  of  the 
hospital  and  the  medical  school; 
functions  of  a medical  school; 
full-time  clinical  teaching;  the 
library;  the  hospital's  influence  upon 
the  medical  profession  of  a com- 
munity; the  challenge,  the  privilege, 
and  the  responsibility  of  teaching; 
and  the  importance  of  post- 
graduate study. 

It  may  surprise  some  to 
learn  of  Osier’s  keen  interest  in 
the  physician’s  need  for 
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continuing  education.  In  1900,  he  spoke  on 
“The  Importance  of  Post  Graduate  Study”  at 
the  Museum  of  Medical  Graduates’  College 
and  Polyclinic  in  London. ^ Osier  began,  “If  the 
license  to  practice  meant  the  completion  of 
education  how  sad  it  would  be  for  the 
practitioner,  how  distressing  to  his  patients.” 

He  was  well  aware  of  the  adverse  forces 
of  remoteness  and  professional  loneliness  and 
sought  to  avoid  discontinuity  in  the  educa- 
tional process.  He  visualized  the  meetings 
of  the  medical  society  as  a school  for  its 
members,  charging  the  individual  physician 
with  the  responsibility  of  keeping  abreast 
of  the  advances  in  medicine.  For  Osier,  a 
patient  consultation  was  incomplete  unless 
time  was  taken  for  the  continuing  education  of 
the  referring  physician.  “I  have  never 
departed  from  my  ambition  to  be  first  of  all 
a servant  of  my  brethren,  willing  and  anxious 
to  do  everything  to  help  them,”  he  said  in  a 
farewell  address  given  before  the  Medical 
and  Chirurgical  Faculty  of  the  State  of 
Maryland  in  1905. 

No  individual  has  emerged  to  take  Osier’s 
place.  Times  have  changed  and  new  forces 
have  added  not  only  to  the  complexity  of 
society,  but  to  its  needs.  In  lieu  of  another 
Osier  we  now  have,  at  least  in  the  area  of 
continuing  education,  a consortium  of  diverse 
agencies  confronted  with  the  challenge  of 
working  together,  looking  at  this  complex 
problem,  and  providing  the  essential  leader- 
ship in  the  same  incisive  manner  used  by  Osier. 

The  Committee  on  Continuing  Education 
of  the  Texas  Medical  Association  has  chosen 
the  50th  anniversary  of  Osier’s  death  to 
initiate  plans  for  coordinated  programs  in 
continuing  education  for  the  physicians  of 
Texas.  The  President  of  the  Texas  Medical 
Association,  the  coordinator  for  the  Regional 
Medical  Program,  the  private  and  state 
medical  institutions,  hospitals,  specialty 
societies,  the  voluntary  health  agencies,  and 
their  respective  committees  are  to  be  con- 
gratulated on  the  cooperative  arrangements 
they  are  working  toward  to  implement 
regional  programs  for  physician  education. 

We  believe  that  Osier  would  applaud  these 
efforts.  As  we  continue  to  study  his  example 


and  his  teaching,  his  influence  remains  a 
lasting  legacy.  The  world  of  medicine 
continues  to  count  its  victories  and  defeats. 
How  fascinating  it  would  be  if  Osier  could 
return  and  keep  the  scores  once  again. 

Grant  Taylor,  MD,  and  John  P.  McGovern,  MD,  Houston. 
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SCHOOLS  FOR  MEDICAL  ASSISTANTS 

Being  present  when  the  AMA  House  of 
Delegates  approved  the  “Essentials  of  an 
Accredited  Educational  Program  for  Medical 
Assistants”  last  summer  was,  to  me,  the  most 
significant  event  of  my  year  as  AAMA  presi- 
dent. It  meant  that  medical  assistants  were 
on  their  way  toward  becoming  a professional 
part  of  the  health  care  team. 

The  AMA  Council  on  Medical  Education, 
in  cooperation  with  the  American  Association 
of  Medical  Assistants,  has  established 
minimal  standards  for  educational  programs 
for  medical  assistants,  but  they  will  still  be 
trained  to  work  under  the  supervision  of 
physicians  and  not  independently.  This  will  be 
a two-year  program  in  regionally  accredited 
colleges,  leading  to  an  associate  arts  degree 
in  medical  assisting. 

After  reviewing  the  course  outlines  of 
more  than  90  colleges,  teams  (one  physician 
and  one  medical  assistant)  surveyed  11 
schools.  Subjects  which  we  thought  would 
equip  a medical  assistant  to  handle  both 
clinical  and  administrative  duties  included 
anatomy,  physiology,  medical  terminology, 
medical  law  and  ethics,  economics,  psychology, 
administrative  procedures,  clinical  procedures, 
and  laboratory  orientation.  This  is  to  be 
followed  by  an  externship  in  offices  of 
physicians  or  accredited  hospitals.  We  also 
thought  that  study  of  the  humanities  and 
social  sciences  should  be  included. 

Only  1 of  the  11  schools  surveyed — San 
Antonio  College — met  all  the  essentials 
outlined.  In  September  1969  four  more, 
Cuyahoga  Community  College,  Cleveland, 
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Ohio;  Modesto  (Calif)  Junior  College; 

Pasadena  (Calif)  City  College;  and  West  Valley 
College,  Campbell,  Calif,  were  approved. 

AAMA  looks  forward  to  working  with  AMA  in 
expanding  the  number  of  approved  schools. 
With  the  growing  support  of  our  physicians,  we 
will  establish  a great  future  for  the  profession 
of  medical  assisting. 

We  of  AAMA  are  grateful  to  the  multitude 
of  people  who  have  contributed  to  the 
success  of  this  program.  Particular  apprecia- 
tion goes  to  the  members  of  the  Bexar 
County  Medical  Society,  who  worked  in 
conjunction  with  Bexar  County  Medical 
Assistants  Society  and  San  Antonio  College 
in  perfecting  its  medical  assisting  program. 

I hope  that  physicians  throughout  the  state 
will  encourage  the  development  of  comparable 
programs.  These  college  graduates  are  an 
extremely  valuable  addition  to  the  modern 
medical  team  in  caring  for  our  patient  load 
and  in  alleviating  the  shortage  of 
professional  personnel. 

Mrs.  Mildred  R.  Crawford,  CMA,  San  Antonio, 
Immediate  Past  President,  American  Association 
of  Medical  Assistants. 

WE  CAN  CONTROL  70%  OF  COSTS 

We  have  heard  all  of  the  admonitions  about 
what  we  must  and  must  not  do  in  order  to 
keep  a reasonably  tight  lid  on  medical 
care  costs.  But  our  first  responsibility  is, 
and  always  will  be,  to  give  our  patients  the  best 
medical  care  possible.  We  can  no  longer 
take  the  attitude  that  there  is  no  problem  and 
that  all  physicians  are  honest  and  pure; 
to  have  a majority  who  are  is  not  enough 
in  our  profession. 

Although  physicians’  fees  constitute  only 
20%  of  health  care  expenses,  services  initiated 
by  physicians  such  as  hospital  admissions, 
prescription  drugs,  nursing  and  related  service 
account  for  over  50%  of  the  expenses. 
Therefore,  70%  of  health  care  costs  are 
directly  due  to  or  initiated  by  physicians, 
and  so  we  do  have  considerable  responsibility 
in  controlling  them. 

These  are  some  of  the  things  we  can  do: 

(1)  Work  toward  usual  and  customary  fees; 


(2)  endorse  the  principle  of  peer  review 
committees,  and  implement  them;  (3)  famil- 
iarize ourselves  with  unit  costs  in  hospitals, 
and  learn  whether  unit  charges  relate 
directly  to  the  cost  of  service  to  patients; 

(4)  familiarize  ourselves  with  the  costs  for 
rooms,  diagnostic  services,  and  other 
mandatory  hospital  routines  so  that  we  may 
avoid  unnecessary  expenditures  for  our 
patients.  Question  operating  practices  that 
appear  to  increase  cost  without  commensurate 
gain  in  quality  care;  (5)  assess  hospital  costs 
and  determine  which  ones  should  be  borne 
by  the  patient,  and  which  more  properly 
would  be  a community  health  responsibility; 

(6)  encourage  third  party  payers  for  health 
care  to  change  contracts  so  that  more 
outpatient  services  and  diagnostic  procedures 
can  be  covered;  (7)  urge  third  party  payers 
of  health  care  to  include  coverage  for 
services  of  other  physicians  in  addition 
to  surgeons;  (8)  know  what  the  patient  has  to 
pay  for  pharmaceuticals  we  prescribe 
regularly,  and  help  him  avoid  unnecessary 
expenses;  (9)  involve  ourselves  in  promoting 
techniques  of  progressive  patient  care,  visiting 
nurse,  and  homemaking  services; 

(10)  take  part  in  regional  and  community 
health  planning,  particularly  where  luxury  ac- 
commodations and  facilities  will  definitely 
increase  health  care  costs,  or  where  institutions 
plan  features  that  are  expensive  to  maintain 
but  contribute  nothing  to  the  patient’s  care 
and  welfare;  (11)  avoid  spending  too  much 
time  in  planning  to  meet  a plan,  rather 
than  planning  to  meet  a community  need; 
avoid  spending  too  much  time  on  design  and 
construction  for  community  image  improve- 
ment rather  than  on  design  and  construction 
for  patient  health  care  needs. 

(12)  Ours  is  the  only  profession  that  provides 
no  formal  training  or  instruction  in  its 
economics,  and  we  ought  to  correct  this  edu- 
cational deficiency.  (13)  We  need  to  let  people 
know  what  they  themselves  can  do  to  help 
assure  that  their  health  care  dollars  are 
wisely  spent.  We  can  do  something  about  that 
70%  which  we  control. 

Russell  L.  Deter,  MD,  El  Paso. 
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There’s  a good  ehanee  your  patient  needs 
more  than  a non-preseription  analgesic  for  pain  relief. 
Especially  after  self-medication  has  failed. 

Because  continuing,  increased  pain  and  discomfort 
may  in  part  be  a rellection  of  anxiety, 

Equagesie  is  worthy  of  consideration.  In  a 

single,  non-narcotic  preparation,  it  helps  relieve  pain  . . . 

and  associated  anxiety  and  tension. 


Tablets 

Elquagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


IN  BRIEF 

Contraindications:  History  of  sensitivity  or  severe 
intolerance  to  aspirin,  meprobamate  or 
ethoheptazine  citrate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during 
pregnancy  or  lactation  has  not  been  established; 
therefore,  it  should  be  used  in  pregnant  patients  or 
\«omen  of  child-bearing  age  only  when  the  physician 
judges  its  use  essential  to  the  patient's  welfare. 
Precautions:  Keep  out  of  reach  of  children.  Not 
recommended  for  patients  12  years  old  or  less. 

Carefully  supervise  dose  and  amounts  prescribed, 
especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  in  susceptible 
persons— as  alcoholics,  ex-addicts,  severe 
psychoneurotics— has  resulted  in  dependence  or 
habituation.  Withdraw  gradually  after  prolonged 
excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients 
of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and 
coordination.  If  drowsiness,  ataxia  or  visual  disturbances 
(impairment  of  accommodation  and  visual  acuity) 
occur,  reduce  dose.  If  symptoms  persist,  patients 
should  not  operate  machinery  or  drive.  After 
meprobamate  overdose,  prompt  sleep,  reduction  of 
blood  pressure,  pulse  and  respiratory  rates  to  basal 
levels,  and  hyperventilation  are  reported.  Give 
cautiously  and  m small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria)  with  gastric  lavage  and  appropriate 
symptomatic  therapy  (CNS  stimulants  and  pressor 
amines  as  indicated).  Two  instances  of  accidental  or 
intentional  significant  overdosage  with  ethoheptazine 
and  aspirin  have  been  reported.  These  were 
accompanied  by  CNS  depression  (drowsiness  and 
lightheadedness)  but  resulted  in  uneventful  recovery. 

On  basis  of  pharmacologic  data,  CNS  stimulation  could 


be  anticipated,  with  nausea,  vomiting  and  salicylate 
intoxication  (requires  induced  vomiting  or  gastric  lavage, 
specific  parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  and  observation  for 
hypoprothrombinemic  hemorrhage  (usually  requires 
whole  blood  transfusions]). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may 
cause  nausea  with  or  without  vomiting  and  epigastric 
distress  in  a small  percentage  of  patients.  Dizziness  is 
rare  at  recommended  dosage.  Meprobamate  may 
cause  drowsiness,  ataxia  and  rarely  allergic  or 
idiosyncratic  reactions.  These  reactions,  sometimes 
severe,  can  develop  in  patients  receiving  only  1 to  4 
doses.  Such  patients  may  have  had  no  previous  contact 
with  meprobamate  and  may  or  may  not  have  an  allergic 
history.  Mild  reactions  are  characterized  by  urticarial 
or  erythematous  maculopapular  rash.  Acute 
nonthrombocytopenic  purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  If  allergic  reaction  occurs, 
discontinue  meprobamate;  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting 
spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomatitis 
and  proctitis  (1  case)  and  hyperthermia.  These  cases 
should  be  treated  symptomatically  including,  when 
indicated,  such  medication  as  epinephrine,  antihistamine 
and  possibly  hydrocortisone.  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  on  continuous 
use.  Rarely,  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported,  almost  always  in 
presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management 
of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg. 
ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 


Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 

SURGICAL  MECHANICAL  RESEARCH,  INC 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


Established  Over  iO  Years 


SMR  keeps  you 
and  your  patients' 
comfort  and  satisfac* 
tion  in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 


Factory  Direct  Sales 
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TEXAS  MEDICINE 


CHARin  BEGIHS  AT  HOME 


During  the  holiday  season  each 
year  many  physicians  consider 
additional  tax-deductible  donations 
before  the  year  ends.  Of  course  there 
are  many  worthy  causes  in  our 
communities,  but  I would  like  to 
identify  three  which  are  close  to  our 
profession  and  merit  our  signifi- 
cant support. 

The  American  Medical  Associa- 
tion’s AMA-ERF  fund  is  well  known 
to  us  all  for  the  financial  support 
it  has  provided  medical  students 
and  the  basic  research  it  makes 
possible. 

Operating  completely  within  our 
state  is  the  Medical  Research 
Foundation  of  Texas,  which  to  date 
has  produced  over  $600,000  for 
seed  grants  to  support  important 
research  at  medical  and  dental  schools 
in  Texas.  These  research  grants 
are  relatively  small  sums,  but  their 
great  flexibility  of  use  permits 
support  of  projects  during  early 
stages  when  support  money  from 
other  sources  is  difficult  to  obtain. 
Many  of  these  projects  have  produced 
significant  advances,  after  which 
money  was  obtained  from  other 
sources  to  continue  the  research. 

The  Medical  Research  Foundation 
of  Texas  furthers  research  in  this 
state,  and  deserves  the  full  support 
of  Texas’  physicians. 

Finally,  there  is  our  own  Physi- 
cians Benevolent  Fund  begun  in  1964 
by  our  beloved  Dr.  May  Owen, 
first  woman  President  of  the  Texas 
Medical  Association.  It  is  typical 
of  her  unselfish  life  that  she  would 


create  such  a fund  as  this,  the 
purpose  of  which  is  to  provide 
financial  assistance  to  needy 
physicians  and/or  their  families.  The 
story  of  the  fund  in  its  brief  existence 
is  inspiring.  The  number  of 
needy  individuals  has  not  been  great, 
but  the  need  in  many  instances  has 
been  acute.  In  three  instances, 
assistance  has  been  discontinued  at 
the  individual’s  request  when  the 
period  of  need  ended.  What  a 
contrast  to  the  way  welfare  seems 
to  work  at  the  government  levels ! 

May  we,  as  physicians  and  citizens, 
continue  to  support  every  worthy 
cause  in  our  communities  to  the 
extent  of  our  abilities,  but  especially 
let  us  not  forget  our  very  own. 


(kc.,  ^.7). 

Charles  Max  Cole,  MD,  President, 
Texas  Medical  Association. 
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When  disease  is  ruled  out 
and  psyehie  tension  is  implicated 

\hllllin®  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stifiF-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  Wheirused  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity  of 
seizures.  .A.dvise  against  simultaneous  ingestion  of 
alcohol  a d other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions : If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects : Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

L.ABORATORIES 


Division  of  Hoffmann-La  Roche  Iixo. 
Nutley,  New  Jersey  07110 


Brown  Schools 

...  a plan  of  construction  and  improvement  . . , 
in  living  facilities  and  services  ...  to  provide  the 
finest  care  and  treatment  for  the  retarded  and  the 
disturbed. 

This  new  dormitory  . . . one  of  17  new  buildings 
now  underway  ...  is  part  of  that  plan.  When 
completed  in  1969,  they  will  provide  a com- 
fortable, safe,  and  supportive  environment  to 
complement  the  work  of  an  experienced  pro- 
fessional staff. 

The  IMew  Brown  Schools  program  encompasses 
each  of  the  six  separate  residential  centers  and 
treatment  programs.  For  further  information 
on  the  expanding  facilities  and  services  of  the 
IXIew  Brown  Schools,  write  for  a catalogue  today. 


Registrar,  Dept.  K-1 
P.O.  Box  4008 
Austin.  Texas  78751 


THE  BROWN  SCHOOLS 


Paul  L.  White,  M.D., 
Medical  & Psychi- 
atric Director 


Jackson  R.  Day, 
M.D.,  Staff  Psy- 
chiatrist 


Six  Separate  Residence  Campuses 
Austin  and  San  Marcos,  Texas 
Established  1940 


offer  the  unique 
ehoiee  of  tangy  lime, 
delieious  orange 


each  effervescent  tablet  contains  2.5  Gm,  potassium  bicarbonate 
(25  mEq.  elemental  potassium),  2.1  Gm.  citric  acid,  and  cyclamic  acid 

sparkling,  effervescent 


With  its  two  citrus  flavors,  K-Lyte  offers  really 
special  taste  appeal  to  assure  long-term  accep- 
tance . . . patients  will  take  the  K-Lyte  you 
prescribe. 

Patients  like  the  special  convenience  of  K-Lyte. 
Each  effervescent  tablet  dissolves  quickly  and 
completely  in  3 to  4 ounces  of  cold  water.  Just 
two  tablets  daily  provide  50  mEq.  of  elemental 
potassium  to  help  prevent  or  correct  potassium 
deficiency.  K-Lyte  is  absorbed  rapidly  — and 
avoids  any  potential  hazards  of  potassium 
chloride  tablets. 

to  guide  you  in  prescribing  K-Lyte: 

Composition:  Each  taljlet  contains  potassium  bicarbon- 
ate (2.5  Gm.),  citric  acid  (2.1  Gm.),  cyclamic  acid,  arti- 
ficial flavor  and  color.  Contraindications:  ^Vhen  renal 
function  is  impaired,  or  if  the  patient  has  Addison's  dis- 
ease, potassium  supplementation  should  not  ordinarily 
be  instituted.  Precautions:  Should  not  be  used  in  patients 


with  low  urinary  output  unless  under  the  supervision  of 
a physician.  In  established  hypokalemia,  attention  should 
be  directed  toward  correction  of  frequently  associated 
hypochloremic  alkalosis  and  other  potential  electrolyte 
disturbances.  Patients  should  he  directed  to  dissolve 
tablet  in  stated  amount  of  water  to  assure  against  gastro- 
intestinal injury  associated  with  the  oral  ingestion  of 
concentrated  potassium  salt  preparations.  Side  Effects: 
While  natisea  has  been  reported  in  an  occasional  patient, 
K-Lyte  produces  no  serious  side  effects  when  given  in 
recommended  doses  to  patients  with  normal  renal  func- 
tion and  urinary  output.  Potassium  intoxication  causes 
listlessness,  mental  confusion,  tingling  of  the  extremities 
and  other  symptoms  associated  with  a high  concentration 
of  potassium  in  the  serum.  Administration  and  Dosage: 
K-Lyte  effervescent  tablets  must  be  dissolved  in  3 to  4 
ounces  of  water  before  taking.  Adults:  1 tablet  2 to  4 
times  daily,  depending  on  the  requirements  of  the  pa- 
tient. Two  tablets  (50  mEq.  of  elemental  potassium) 
supply  the  approximate  normal  adult  daily  requirement. 
How  Supplied:  Effervescent  tablets  — boxes  of  30  (orange 
or  lime). 

©1969  M£A0  JOHNSON  a COMPANY  • EVANSVILLE,  INDIANA  47721 


LABORATORI  ES 


64269 


, the 
thousandth 

teaspoonful 

Fteptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
and  ea^-to-take  as  the  first! 

Optimal  neutralization— provided  by  the  combination  of  aluminum  and  maa- 
nesium  hydroxides. 

Unfailing  good  taste-confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20.459  documented  days  on  Mylanta  Liquid  or  tablets.^ 

Concomitant  relief  of  G.  I.  gas  distress-provided  by  the  proven  antiflatulent 
action  of  simethicone.2 

3"°wed  to  dissolve  in  the  mouth);  one  or  two  teaspoonfuls 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

References:  1.  Danhof.  I.  E.:  Report  on  file.  2.  Hoon,  J.  R.:  Arch,  Surg.  93:467  (Sept)  1966 

Mylantd 

#LIOUID/TABLETS 

aluminum  and  magnesium  hydroxides  plus  simethicone 


Stuart 


Division/ATLAS  CHEMICAL  INDUSTRIES.  INC./Pasadena,  Calif,  91109 
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TEXAS  MEDICINE 


when  relief 
means  so  much 
in  keeping 
your  G.U. 
patient  comfortable 


URISED 


^ CCDNAL- 


Clinically 
effective 
for  G.  U.  Therapy 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy’’  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands.  R.X.:  New  York  St.  J.  Med.  61:2598-2602, 
1961:  (2)  Renner,  M.J.,  et  al.:  Hosp.  Topics  39:71-73,  1961;  (3)  Haas, 
Jr..  J.,  and  Kay,  L.  L.:  Southwest  Med.  42:30-32,1961;  (4)  Marshall,  W.: 
CItn.  Med.  7:499-502,  1960;  (5)  Strauss  B.:  Clin.  Med.  4:307-310,  1957. 


Each  Blue-Coated  Tablet  contains  Active: 
Atropine  Sulfate  0.03  mg.  Methylene  Blue 

Hyoscyamine  0.03  mg.  Phenyl  Salicylate 

Methenamine  40.8  mg.  Benzoic  Acid 


5.4  mg. 
18.1  mg. 

4.5  mg. 


PRECAUTIONS;  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE;  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 


PMAPMAC6UTICALS,  INC 


C M 


MANUFACTURERS  OF  URICEUTICAL®  SPECIALTIES 


Printed  in  U.S.A. 


I C A G o . 


ILLINOIS  eosao 


ANESTACON®  • CYSTOSPAZ®  • MANDACOnTM  . URISED® 
URISEDAMINE®  • UTRASUL®  Tablets  and  Suspension 


MAR.  1968 


Ornade*  Spansule 

EachTapsule  contains  8 mg.  of  Teldrin-®  (brand  of  chlorpheniramine  maleate)  : 50  mg.  of 
phenylpropanolamine  hydrochloride:  2.5  mg.  of  isopropamide,  as  the  iodide. 


brand  of 

sustained  release  capsules 


Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  PDR 
Contraindications;  Glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction.  ^ 

Precautions:  Use  cautiously  in  the  presence  of  hypertension,  hyperthyroidism,  coronary  artery  disease, 
warn  vehicle  or  machine  operators  of  possible  drowsiness.  , , l 

Usage  in  Pregnancy:  Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only  when 
potential  benefits  have  been  weighed  against  possible  hazards. 

Note:  The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  I'-"  uptake; 
discontinue  Ornade'  one  week  before  these  tests. 

Adverse  Reactions : Drowsiness ; excessive  dryness  of  nose,  throat  or  mouth  : nervousness : insomnia. 
Other  known  possible  adverse  reactions  of  the  individual  ingredients;  nausea,  vomiting,  diarrhea,  rash, 
dizziness  fatigue  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia,  headache,  incoordination, 
tremor,  difficulty  in  urination.  Thrombocytopenia,  leukopenia  and  convulsions  have  been  reported. 
Supplied;  Bottles  of  50  capsules. 

One  capsule  q12h  for  round-the-clock  relief 
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PARTICIPATE  IN  YOUR  MEETING 

Texas  Medical  Association 
1970  Annual  Session 
April  30-May  3,  Dallas 

PRESENT  A SCIENTIFIC  EXHIBIT 

Exhibits  are  an  important  part  of  the  scientific  pro- 
gram of  the  Texas  Medical  Association's  Annual 
Session.  There  is  no  charge  for  space.  Exhibits  will  be 
located  in  the  scientific  session  headquarters,  the 
Fairmont  Hotel. 


OR  DISPLAY  YOUR  ART 

TMA  members  or  wives  are  invited  to  display  oil  and 
water  color  paintings,  sketches,  sculpture  and  pho- 
tography. The  Physicians  and  Wives  Art  Exhibition 
will  be  located  In  the  Fairmont  Hotel. 


For  Additional  Information  and  Applications  Write: 
Exhibits 

Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


TMA  CONFERENCE  ON  MEDICAL  SERVICE 

Four  principal  speakers,  a panel  session,  and  round  table  dis- 
cussions will  focus  on  concepts  of  medical  seiwice,  legislation, 
political  action,  and  insurance  problems  at  the  Texas  Medical 
Association’s  1970  Conference  on  Medical  Service  to  be  held 
Jan.  17,  1970,  at  the  Headquarters  Building’  in  Austin. 

Featured  speakers  include  Dr.  Charles  Max  Cole  of  Dallas,  Pres- 
ident, Texas  Medical  Association;  Dr.  H.  Phillip  Hampton  of 
Tampa,  Fla.,  member.  Council  on  Legislative  Activities,  Ameri- 
can Medical  Association;  Dr.  James  H.  Sammons  of  Baytown, 
chairman.  Board  of  Directors,  American  Political  Action  Com- 
mittee; and  Dr.  John  M.  Rumsey  of  San  Diego,  Calif.,  chairman. 
Council  on  Medical  Sei’vice,  American  Medical  Association. 

Other  conference  weekend  events  include  sessions  on  “Concepts 
in  Medical  Practice”  and  “Doctors,  Patients,  Insurers  and  Their 
Beefs”;  an  Orientation  Program  for  new  and  transfer  TMA 
members;  meetings  of  committees,  councils,  and  boards;  lunch- 
eon; and  hospitality  hour.  A complete  program  of  the  conference 
appears  on  pp.  87-88,  and  a detailed  article  concerning  confer- 
ence events  appears  on  p.  85.  C.  Lincoln  Williston,  1801  N.  La- 
mar Blvd.,  Austin  78701,  is  association  executive  secretary. 


TEXAS  RADIOLOGICAL  SOCIETY 

The  Flagship  Hotel  on  the  Pier  at  Galveston  will  be  the  site 
Jan.  30-31,  1970,  of  the  57th  annual  meeting  of  the  Texas  Radio- 
logical Society,  a chapter  of  The  American  College  of  Radiology. 
Guest  speaker  for  the  luncheon  session  will  be  Dr.  J.  Prank 
Walker,  president  of  The  American  College  of  Radiology, 
Atlanta,  Ga.  Two  papers  by  Texas  residents  in  radiology  will  be 
presented.  A cocktail  party,  banquet,  entertainment,  and  dance 
are  planned;  and  entertainment  for  physicians’  wives  includes  a 
coffee,  a bus  trip  to  restored  historical  Galveston  homes,  and  a 
luncheon  at  the  Galveston  Ai-tillery  Club. 

Registration  fee  is  $25  for  nonmembers,  and  there  is  no  fee  for 
radiological  residents  and  military  personnel.  For  further  details, 
write  to  Dr.  Herman  C.  Sehested,  Room  100,  Medical  Tower, 
1550  W.  Rosedale  St.,  Fort  Worth  76104,  secretary. 

INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS 

Eighteen  leading  medical  authorities  from  the  United  States, 
Canada,  and  Mexico  will  convene  in  San  Antonio  on  Jan.  26-28, 
1970,  to  address  the  34th  annual  medical  science  meeting  of  the 
International  Medical  Assembly  of  Southwest  Texas.  Program 
topics  include  allergy,  cardiology,  gastroenterology,  general 
practice,  internal  medicine,  neui’osurgery,  obstetrics  and  gyne- 
cology, ophthalmology,  orthopedic  surgery,  otolaryngology,  path- 
ology, pediatrics,  psychiatry,  radiology,  surgery,  thoracic  sur- 
gery, and  urology. 

Headquarters  hotel  for  the  assembly  will  be  the  Hilton  Palacio 
Del  Rio,  and  scientific  sections  and  exhibits  will  be  located  in 
San  Antonio’s  new  convention  center.  A Friendship  Party,  a 
ladies’  brunch  and  style  show,  a Gala  Dinner  Dance,  a golf 
tournament,  and  other  social  activities  fill  the  entertainment 
schedule.  A post  convention  trip  to  Acapulco  has  been  planned 
following  the  San  Antonio  meeting,  and  brief  scientific  sessions 
will  bo  held  there. 

A $30  registration  fee  is  required,  and  it  will  be  refunded  to 
those  who  preregister  but  are  unable  to  attend.  S.  E.  Cockrell, 
Jr.,  202  W.  French  Place,  San  Antonio  78212,  executive  director, 
will  provide  further  information  and  registration  applications. 


CURRENT  MEETING  IN  TEXAS 

FIFTH  DISTRICT  MEDICAL  SOCIETY  of 
the  Texas  Medical  Association  will  hold  its 
annual  meeting  Jan.  28,  1970,  at  the  San  An- 
tonio Convention  Center.  Main  objective  of  the 
meeting  will  be  the  election  of  new  officers. 
Also  to  be  considered  is  the  best  application  of 
the  district’s  funds.  Contact  Dr.  A.  Fletcher 
Clark,  Jr.,  3F  Med.  Prof.  Bldg.,  San  Antonio 
78212,  secretary-treasurer,  for  additional  infor- 
mation. 


CURRENT  NATIONAL  MEETINGS 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC 
SURGEONS  will  host  its  37th  Annual  Meeting 
Jan.  17-22,  1970,  at  the  Palmer  House  in  Chi- 
cago. Cosponsoring  the  scientific  pi'ogram  will 
be  the  Orthopaedic  Research  Society,  which 
will  hold  sessions  on  bone  matrix,  reactions  to 
bone,  electron  microscopy,  hormones,  biome- 
chanics, and  cartilage.  In  addition  to  the  sci- 
entific program,  symposia,  audiovisual  pro- 
grams. sound-slide  programs,  instructional 
courses,  committee  meetings,  business  meetings, 
and  scientific  exhibits  will  be  included  during 
the  six-day  meeting.  Also,  alumni  reunions,  a 
President’s  Cocktail  Party,  a banquet,  and  a 
dance  will  be  featured  entertainment.  There  is 
no  registration  fee  for  members  in  good  stand- 
ing or  for  official  guests.  For  any  further  in- 
formation. contact  John  K.  Hart,  American 
Academy  of  Orthopaedic  Surgeons,  430  N. 
Michigan  Ave.,  Chicago  60611,  executive  sec- 
retary. 


AMERICAN  SOCIETY  FOR  SURGERY  OF 
THE  HAND,  in  coordination  with  the  annual 
meeting  of  the  American  Academy  of  Ortho- 
paedic Surgeons,  will  sponsor  its  25th  anniver- 
sary meeting  Jan.  16-17,  1970,  at  the  Palmer 
House  in  Chicago.  Scientific  sessions  will  fea- 
ture addresses  by  two  essay  prize  winners  as 
well  as  the  presidential  address  by  Dr.  J. 
Leonard  Goldner  and  the  Founders  Lecture  by 
Dr.  Vernon  B.  Mountcastle,  Jr.  Panel  discus- 
sions and  speakers  on  a variety  of  subjects 
related  to  surgery  of  the  hand  are  also  sched- 
uled. There  will  be  no  preregistration  for  non- 
members, residents,  or  members.  Registration 
fee  is  $25  for  nonmembers  and  is  $10  for  resi- 
dents with  proper  credentials. 
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MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 

■ Denotes  Texas  meetings. 


ALSO  IN  DECEMBER 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs. 
Va.,  December,  1969.  Dr.  David  C.  SabUton,  Jr.,  Duke 
University  Medical  Center,  Durham,  N.C.  27706.  Sec. 


ALSO  IN  JANUARY 

■ BLUE  CROSS-BLUE  SHIELD  SYMPOSIUM,  Houston. 
Jan.  27,  1970.  Tom  L.  Beauchamp,  Jr.,  Blue  Cross  Bldg., 
Main  at  N.  Central  Expressway,  Dallas  75222,  Pres. 

SOCIETY  FOR  CRYOSURGERY,  Hollywood,  Fla.,  Jan. 
4-9,  1970.  Dr.  John  G.  Bellows,  30  N.  Michigan  Ave., 
Chicago  60602,  Sec. 

■ SOUTHERN  PROFESSORS  OF  PSYCHIATRY,  Dallas, 
January,  1970.  Dr.  Robert  Stubblefield,  6323  Harry  Hines 
Blvd.,  Dallas  76236,  Chm. 

■ TEXAS  ASSOCIATION  FOR  MENTAL  HEALTH. 
Austin,  January,  1970.  Fred  Bell.  107  Lantern  Lane, 
Austin  78731,  Exec.  Dir. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC.,  San 
Antonio,  Jan.  24-25,  1970.  Dr.  Jack  L.  Smith,  3166  Stagg 
Dr.,  Beaumont  77701,  Sec. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  Fort  Worth,  January,  1970.  Wally  Christensen, 
1010  Lavaca,  Austin  78701,  Exec.  Officer. 


FEBRUARY 

AMERICAN  ACADEMY  OF  ALLERGY,  New  Orleans, 
Feb.  14-18,  1970.  James  O.  Kelley,  766  N.  Milwaukee  St.. 
Milwaukee.  Wis.  63202,  Exec.  Sec. 

AMERICAN  BOARD  OF  FAMILY  PRACTICE,  INC., 
examination  for  certification,  Feb.  28-March  1,  1970.  Dr. 
Nicholas  J.  Pisacano,  American  Board  of  Family  Prac- 
tice, Inc.,  University  of  Kentucky  Medical  Center,  Annex 
#2,  Room  229,  Lexington  40506,  Sec. 

AMERICAN  COLLEGE  OF  CARDIOLOGY,  New  Or- 
leans, Feb.  25-March  1,  1970.  William  D.  Nelligan,  9650 
Rockville  Pike,  Bethesda,  Md.  20014.  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS.  Portland,  Ore., 
Feb.  2-4,  1970:  St.  Paul,  Minn.,  Feb.  16-18,  1970.  Dr. 
John  Paul  North,  65  E.  Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC.,  Atlanta,  Ga.,  Feb.  8-10,  1970.  Dr.  Simon 
Fredericks,  1103  Medical  Towers,  Houston  77025,  Sec. 

■ AMERICAN  SOCIETY  OF  CLINICAL  PATHOLO- 
GISTS and  COLLEGE  OF  AMERICAN  PATHOLOGISTS, 
Houston,  Feb.  23-28,  1970.  Albert  G.  Boeck,  710  S.  Wol- 
cott. Chicago,  Exec.  Dir. 

■ SOUTHWEST  ALLERGY  FORUM,  Corpus  Christi, 
Feb.  2-4,  1970.  Dr.  Wallace  A.  Crozier.  2530  Morgan, 
Corpus  Christi  78405,  Pres. 


■ SOUTHWESTERN  MEDICAL  ASSOCIATION,  El 
Paso,  Feb.  12-14,  1970.  Bob  Reid,  723  Mills  Bldg.,  El 
Paso  79902,  Exec.  Sec. 

■ TEIXAS  PUBLIC  HEALTH  ASSOCIATION,  Austin, 
Feb.  22-25,  1970.  Joseph  N.  Murphy,  Jr.,  Box  6192,  Aus- 
tin 78703,  Exec.  Officer. 

■ TEXAS  UROLOGICAL  SOCIETY,  Corpus  Christi,  Feb. 
26-28,  1970.  Dr.  James  1.  Tyree,  1208  Santa  Fe,  Corpus 
Christi  78404,  Sec. 


MARCH 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Chicago, 
March  31-April  3,  1970.  Dr.  Russell  T.  Woodbume  (PhD), 
Department  of  Anatomy,  The  University  of  Michigan, 
East  Medical  Building,  Ann  Arbor,  Mich.  48104,  Sec.- 
Treas. 

AMERICAN  COLLEGE  OF  ALLERGISTS,  Bal  Harbour, 
Miami  Beach,  Fla.,  March  16-19,  1970.  Eloi  Bauers,  2100 

Dain  Tower,  Minneapolis,  Minn.  55402.  Exec.  Vice  Pres, 
and  Counsel. 

■ AMERICAN  COLLEGE  OF  RADIOLOGY,  Dallas, 
March  3-4,  1970.  William  C.  Stronach,  20  N.  Wacker  Dr., 
Chicago  60606,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  Washington, 
D.  C.,  March  16-18,  1970.  Dr.  John  Paul  North,  65  E. 
Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Boca 
Raton,  Fla.,  March  19-24,  1970.  Dr.  Charles  Barrett  Ken- 
nedy, 1642  Tulane  Ave.,  New  Orleans  70116,  Elxec.  Sec. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  16-18,  1970.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  76201,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  2-5,  1970.  Mrs.  Irma  B.  Sherwood, 
1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

■ NINTH  DISTRICT  MEDICAL  SOCIETY,  Pasadena, 
Tex.,  March  19,  1970.  Dr.  William  H.  Bridges,  1106  Deck- 
er Dr.,  Baytown,  Tex.  77620,  Sec. 

■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Houston,  March  11,  1970.  Mrs.  Elsie  Howard, 
2109  Commerce  St.,  Dallas  75201,  Exec.  Sec. 

SOUTHWESTERN  SOCIETY  OF  NUCLEAR  MEDI- 
CINE, Oklahoma  City,  March  13-16,  1970.  Dr.  Herbert  C. 
Allen,  Jr.,  100  Hermann  Professional  Bldg.,  Houston 
77026,  Sec. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  A 
GYNECOLOGISTS,  Houston,  March  6-7,  1970.  Dr.  J.  L. 
Jinkins,  Jr.,  200  University  Blvd.,  Suite  921,  Galveston 
77660,  Sec. 

US-MEXICO  BORDER  PUBLIC  HEALTH  ASSOCIA- 
TION, Mexicali,  Baja  Calif.,  March  16-20,  1970.  Dr.  Jorge 
Jimenez-Gandica,  Sec. 
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APRIL 

AEROSPACE  MEDICAL  ASSOCIATION,  St.  Louis,  Mo., 
April  27-30,  1970.  Dr.  Merrill  H.  Goodman,  Washington 
National  Airport,  Washington,  D.C.,  Exec.  Vice  Pres, 
and  Sec. 

AMERICAN  ACADEMY  OF  NEUROLOGY,  Miami 
Beach,  Fla.,  April  27-May  2,  1970.  Stanley  A.  Nelson, 
4006  W.  65th  St.,  Minneapolis  65435,  Exec.  Officer. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Washington, 
D.C.,  April  13-16,  1970.  Dr.  Robert  G.  Frazier.  1801  Hin- 
man  Ave.,  Evanston,  111.  60204,  Exec.  Dir. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Washington,  D.C.,  April  6-8,  1970.  Miss  Ada 
Hanvey,  7710  Carondelet  Ave.,  St.  Louis,  Mo.  63105,  Exec. 
Officer. 

■ AMERICAN  COLLEGE  OF  ALLERGISTS,  seminar  on 
allergy  and  immunology.  Children’s  Medical  Center,  Dal- 
las, April  10-12,  1070.  Dr.  John  D.  Gillaspie,  The  Amer- 
ican College  of  Allergists,  2141  14th  St.,  Boulder,  Colo. 
80302,  Exec.  Sec.  and  Treas. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS.  New  York  City.  April  12-18,  1970. 
Dr.  Michael  Newton,  79  W.  Monroe  St.,  Chicago  60603, 
Exec.  Officer. 

AMERICAN  MEDICAL  ASSOCIATION.  23rd  National 
Conference  on  Rural  Health,  Milwaukee,  Wis.,  April  9-10, 
1970.  Dr.  Bond  L.  Bible  (PhD),  Council  on  Rural  Health, 
American  Medical  Association,  535  N.  Dearborn  St.,  Chi- 
cago 60610,  Sec. 

AMERICAN  PEDIATRIC  SOCIETY,  Atlantic  City,  N.J., 
April  29-May  2,  1970.  Dr.  Charles  D.  Cook,  333  Cedar  St., 
New  Haven,  Conn.  06610,  Exec.  Sec. 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION: 
TEXAS  CHAPTER,  Corpus  Christi,  April  25-26,  1970. 
Hilda  McKethan,  4162  Monaco  Dr.,  Corpus  Christi  78411, 
Chm. 

AMERICAN  PROCTOLOGIC  SOCIETY,  HoUywood,  Fla., 
April  12-16,  1970.  Dr.  John  E.  Ray,  320  W.  Lafayette. 
Detroit,  Mich.,  Sec. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS.  INC.,  House  of  Delegates,  Chicago,  April 
3-4,  1970.  Frank  K.  Woolley,  230  N.  Michigan  Ave.,  Chi- 
cago 60601,  Exec.  Dir. 

■ EIGHTH  DISTRICT  MEDICAL  SOCIETY.  Lake  Jack- 
son,  Tex.,  April,  1970.  Dr.  Clinton  E.  Woodson,  2100  N. 
Pulton  St.,  Wharton,  Tex.  77488,  Sec. 

■ FORT  WORTH  CLINICAL  SYMPOSIUM,  Fort  Worth, 
April,  1970.  Dr.  John  S.  Alexander,  1217  W.  Cannon, 
Fort  Worth  76104,  Sec. 

INDUSTRIAL  MEDICAL  ASSOCIATION  and  AMERI- 
CAN ASSOCIATION  OF  INDUSTRIAL  NURSES,  Amer- 
ican Industrial  Health  Conference.  Chicago,  April  13-16, 
1970.  Howard  N.  Schulz,  55  E.  Washington  St.,  Chicago 
60602,  Exec.  Dir. 

■ SANTA  ROSA  MEDICAL  CENTER,  THE  CHIL- 
DREN’S HOSPITAL,  Eighth  Annual  Teaching  Confer- 
ence, San  Antonio,  April  4-5,  1970.  Chairman,  Depart- 
ment of  Pediatrics,  The  Children’s  Hospital,  Santa  Rosa 
Medical  Center,  San  Antonio  78207. 

■ SOUTHWESTERN  SURGICAL  CONGRESS,  Dallas, 
April  20-23,  1970.  Dr.  Jack  A.  Barney,  301  Pasteur  Bldg., 
Oklahoma  City  73103,  Sec.-Treas. 

■ TEXAS  DENTAL  ASSOCIA’TION,  Fort  Worth,  April 
26-29,  1970.  Bill  B.  Howard,  3707  Gaston  Ave.,  Dallas 
75246,  Exec.  Sec. 

■ TEXAS  INDUS’TRIAL  MEDICAL  ASSOCIATION, 
Dallas,  April,  1970.  Dr.  Carolyn  K.  Veatch,  4837  Merri- 
mac.  Corpus  Christi  78416,  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  Annual  Session, 
Dallas,  April  30-May  3,  1970.  C.  Lincoln  Williston,  1801 
N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

■ TE3AS  PROCTOLOGIC  SOCIETY,  Dallas,  April,  1970. 
Dr.  James  t(.  Hampton,  448  Hermann  Professional  Bldg., 
Houston  77025,  Sec.-Treas. 


■ TEXAS  SURGICAL  SOCIETY,  Austin,  April  .5-7,  1970. 
Dr.  Jesse  E.  Thompson,  3434  Swiss  Ave.,  Dallas  75204, 
Sec. 

■ 13TH  DISTRICT  MEDICAL  SOCIETY,  WichiU  Falls, 
Tex.,  April  11,  1970.  Dr.  William  H.  Neil,  800  Fifth  Ave., 
Fort  Worth  76104,  Sec. 

UNITED  STATES  PHARMACOPEIAL  CONVENTION, 
INC.,  Washington,  D.C.,  April  8-10,  1970.  Dr.  Arthur  C. 
DeGraff,  4630  Montgomery  Ave.,  Bethesda,  Md.  20014, 
pres. 


MAY 

■ AMERICAN  ACADEMY  OF  PEDIATRICS,  TEXAS 
CHAPTER,  Dallas,  May  1,  1970.  Dr.  William  S.  Conkling, 
500  E.  Washington,  Navasota  77868,  Sec. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER,  May  16,  1970.  Dr.  Ernest  Poulos, 
6140  Sherry  Lane,  Dallas  76226,  Sec.-Treas. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  San  Fran- 
cisco, May  11-16,  1970.  Dr.  Walter  E.  Barton,  1700  18th 
St.  NW.,  Washington,  D.C.  20009,  Exec.  Officer. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION,  TEXAS 
DISTRICT  BRANCH,  Dallas,  May,  1970.  Mrs.  Iris  Wen- 
zel, 1801  N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

AMERICAN  THORACIC  SOCIETTf,  Cleveland,  May  24, 
1970.  Robert  G.  Weymueller,  1790  Broadway,  New  York 
10019,  Exec.  Officer. 

AMERICAN  UROLOGICAL  ASSOCIATION,  PhUadel- 
phia.  May  11-14,  1970.  Richard  J.  Hannigan,  1120  N. 
Charles  St.,  Baltimore,  Exec.  Officer. 

■ CONFERENCE  OF  CITY  AND  COUNTY  HEALTH 
OFFICERS,  Dallas,  May,  1970.  Dr.  J.  E.  Peavy,  1100  W. 
49th  St.,  Austin  78756,  Texas  State  Commissioner  of 
Health. 

■ INTERNATIONAL  CANCER  CONGRESS,  Houston, 
May  22-29,  1970.  Dr.  Murray  M.  Copeland,  Office  of  the 
Secretariat,  Tenth  International  Cancer  Congress,  P.O. 

Box  20465,  Astrodome  Station.  Houston  77025,  Sec.  Gen- 
eral. 

■ ST.  LUKE’S  EPISCOPAL  SYMPOSIUM,  Houston, 
May  14-16,  1970.  Dr.  Donald  T.  Lazarz,  1817  Dryden, 
Houston  77025,  Pres. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATION, 
Philadelphia,  May  6-9,  1970.  Russell  F.  Staudacher,  2635 
Flossmoor  Rd.,  Flossmoor,  111.  60422,  Exec.  Dir. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  Dallas,  May  2, 
1970.  Dr.  C.  F.  Miller,  Box  1338,  Waco  76703,  Sec. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Houston,  May 
17-20,  1970.  O.  Ray  Hurst,  P.  O.  Box  4663,  Austin  78761, 
Exec.  Vice  Pres. 

■ TEXAS  MEDICAL  ASSISTANTS  ASSOCIATION, 
Baytown,  May  21-24,  1970.  Faye  Gibson.  5401  41st  St., 
Lubbock,  Sec. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  Dal- 
las.  May  1,  1970.  Dr.  John  C.  Kuppinger,  1515  Ed  Carey 
Dr.,  Harlingen  78660,  Sec. 

■ TEXAS  ORTHOPAEDIC  ASSOCIA’ITON,  Dallaa, 
May  2,  1970.  Dr.  John  J.  Hinchey,  lA  Medici  Profea- 
sional  Bldg.,  San  Antonio  78212,  Exec.  Officer, 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION, 
Dallas,  May,  1970.  Dr.  James  L.  Baldwin,  712  N.  Wash- 
ington, Dallas  75246,  See. 

■ TEXAS  SOCIETY  OP  PLASTIC  SURGEONS,  DaUas. 
May  2,  1970.  Dr.  E.  Frank  Dunton,  3434  Swiss  Ave.. 
Suite  104,  Dallas  75204,  Sec. 


JUNE 

■ TEXAS  ACADEMY  OF  GENERAL  PRACTICE,  Fort 
Worth,  June  7-10,  1970.  Donald  C.  Jackson.  1905  Lamar, 
Austin,  Exec.  Officer. 


Volume  65,  December,  1969 


31 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psycho- 
therapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social  ser- 
vice  work  with  families,  family  therapy,  and  an  extensive  and  well  organized  activities  program,  including  occu- 
pational therapy,  art  therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The 
treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may 
be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School  Pro- 
gram is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact.  Mrs,  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-254-3201 


^ajomUt 

(ANTIHISTAMINIC) 

VASOCONSTRICTOR,  NASAL 
DECONGESTANT  AND  LOCAL 
ANTIHISTAMINIC 

Active  Ingredients : 

Phenylephrine  Hcl  0.2S% 

Phenylpropanolamine  Hcl  . . . 0.60% 

Chiorobutanol  0.16% 

Tripelennamine  Hcl  0.60% 

In  Isotonic  Solution 


^aiomUt 

(PLAIN) 

VASOCONSTRICTOR  AND 
NASAL  DECONGESTANT 

Active  In^edients : 

Phenylephrine  Hcl  0.26% 

Phenylpropanolamine  Hcl  ...0.60% 

Chiorobutanol  0.16% 

In  Isotonic  Solution 

USE:  Temporary  relief  of  nasal 
congestion  due  to  colds  and  hay 
fever. 

DIRECTIONS : Adults  and  Chil- 
dren : Instill  two  or  three  drops  into 
each  nostril,  using  no  more  than 
needed  to  provide  relief.  Repeat 
every  three  to  four  hours  as  needed 
but  not  oftener. 

AVAILABILITY 

In  plastic  squeeze  bottles  contain- 
ing  % fluid  oz,  and  in  dropper 
bottles  containing  1 fluid  os. 

HUMCO  LABORATORY 

TEXARKANA.  ARK.-TEX. 
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TEXAS  MEDICINE 


Laboratory  Training:  A series  of  labora 
tory  training  courses  are  being  present- 
ed by  the  Laboratory  Division  of  the 
National  Communicable  Disease  Center 
in  Atlanta,  Ga.  “Laboratory  Methods  in 
General  Medical  Bacteriology”  and 
"Laboratory  Methods  in  Arbovirology” 
will  be  offered  Feb.  23-March  6,  1970. 
Registration  for  both  of  these  courses 
will  end  Dec.  29,  1969.  “Isolation  and 
Preliminary  Identification  of  Enteric 
Bacteria”  will  be  offered  March  16-20, 
1970,  and  registration  will  close  Jan. 
19,  1970.  “Laboratory  Methods  in  En- 
teric Bacteriology”  and  “Basic  Labora- 
tory Methods  in  Virology”  will  be  of- 
fered March  23-April  3 and  March  23- 
April  2,  1970,  respectively.  Registration 
for  these  courses  will  close  Jan.  26, 
1970. 

Information  and  application  forms 
may  be  obtained  from  the  Training  Of- 
fice, Laboratory  Division,  National  Com- 
municable Disease  Center,  Atlanta 
30333. 

Gastroenterology:  The  Americana  Hotel 
at  Bal  Harbour,  Fla.,  will  be  the  site  of 
a five-day  postgraduate  course  on  the 
function  and  dysfunction  of  the  gastro- 
intestinal tract  Jan.  2-6,  1970,  spon- 
sored by  the  Americal  College  of  Physi- 
cians. Held  in  cooperation  with  the  Uni- 
versity of  Miami  School  of  Medicine, 
the  course  will  concentrate  on  recent 
advances  in  gastroenterology  that  relate 
to  normal  and  abnormal  function,  par- 
ticularly in  regard  to  gastrointestinal 
secretions  and  absorptions.  Panel  dis- 
cussions will  be  concerned  with  diag- 
nostic and  therapeutic  controversies 
and  will  be  held  daily.  Self-assessment 
examinations  will  be  available  for  those 
internists  who  wish  to  take  them.  Con- 
tact Stephen  T.  Donohue,  420  Lexing- 
ton Ave.,  New  York  10017,  for  further 
information. 

Cancer:  Postgraduate  fellowships  in 
cancer  will  be  offered  by  The  Univer- 
sity of  Texas  Medical  School  at  San 
Antonio  for  practicing  physicians  who 
wish  to  spend  a period  of  one  or  two 
weeks,  fulltime,  in  the  medical  school 
and  adjacent  teaching  hospital  working 
with  the  faculty  and  staff  in  the  care 
and  management  of  cancer  patients. 
Such  programs  will  be  available  in 
most  of  the  clinical  fields  such  as  sur- 
gery, radiotherapy,  medicine,  pediatrics, 
obstetrics-gynecology,  and  pathology 
and  will  be  tailored  to  meet  the  desires 
of  the  individual  physician.  An  optional 
per  diem  allowance  of  as  much  as  $17 
per  day  will  be  available.  Any  inquiries 
may  be  addressed  to  Dr.  J.  B.  Aust, 
chairman.  Cancer  Committee,  7703 
Floyd  Curl  Drive,  San  Antonio  78229. 


POSTGRADUATE 

COURSES 


Surgery:  A postgraduate  course  on  sur- 
gery of  the  hand  will  be  held  Feb.  17- 
20,  1970,  in  Denver,  Colo.  Sponsored 
by  the  University  of  Colorado  School  of 
Medicine,  this  four-day  course  will  cover 
various  aspects  of  trauma  to  the  hand 
including  reconstructive  surgery.  Spe- 
cific subjects  in  the  fields  of  rheuma- 
toid arthritis,  Dupuytren’s  contracture, 
and  congenital  defects  are  also  fea- 
tured. 

All  sessions  will  take  place  in  the 
Humphreys  Postgraduate  Center  in  the 
Denison  Library  Building.  A buffet 
luncheon  will  be  served  each  day  in 
the  center,  and  the  cost  of  the  lunch- 
eons is  included  in  the  tuition,  which 
is  $80. 

Guest  faculty  will  include  Drs.  John 
A.  Boswick,  director.  Hand  Surgical 
Service,  Cook  County  Hospital,  Chicago; 
J.  Leonard  Goldner,  professor.  Division 
of  Orthopedic  Surgery,  Duke  University 
School  of  Medicine,  Durham,  N.C.; 
George  E.  Omer,  Col.,  MC,  chief.  Ortho- 
pedic Service,  Brooks  General  Hospital, 
Fort  Sam  Houston,  San  Antonio;  Daniel 
C.  Riordan,  associate  professor  of  or- 
thopedic surgery,  Tulane  University 
School  of  Medicine,  New  Orleans. 

For  further  information  and  detailed 
programs,  write  to  the  Office  of  Post- 
graduate Medical  Education,  University 
of  Colorado  School  of  Medicine,  4200 
E.  Ninth  Ave.,  Denver  80220. 

Pediatrics:  The  University  of  Texas 
Medical  Branch  at  Galveston  will  host 
an  annual  postgraduate  course  in  pe- 
diatrics March  12-13,  1970.  The  course 
will  emphasize  practical  pediatrics  with 
guest  lecturers  including  Dr.  Anke  Eck- 
hardt  (PhD),  Dr.  Henry  G.  Cramblett, 
Dr.  Stanley  Crawford,  and  Dr.  Ted 
Knicker.  Registration  fee  will  be  $50, 
and  there  will  be  no  charge  for  interns, 
residents,  or  military  physicians.  Addi- 
tional information  will  be  provided  by 
Dr.  L.  H.  Lockhart,  chairman.  Pediatric 
Postgraduate  Committee,  The  Univer- 
sity of  Texas  Medical  Branch,  Galveston 
77550. 

Various  Subjects:  The  American  College 
of  Physicians  will  sponsor  a series  of 
postgraduate  courses  on  the  following 
subjects:  medicine  and  law,  Jan.  2-4, 
1970,  Los  Angeles;  function  and  dys- 
function of  the  gastrointestinal  tract, 
Jan.  2-6,  1970,  Miami,  Fla.;  practical 


approach  to  selected  clinical  problems, 
Jan.  26-29,  1970,  New  Orleans;  and 
gastroenterology  for  teachers,  Feb.  23- 
27,  1970,  Ann  Arbor,  Mich.  Lectures, 
demonstrations,  panel  discussions,  and 
question  and  answer  periods  will  be 
included. 

Tuition  is  $60  for  members  and 
$100  for  nonmembers  for  each  of  the 
courses.  Write  Dr.  Edward  C.  Rosenow, 
Jr.,  Executive  Director,  American  Col- 
lege of  Physicians,  4200  Pine  St.,  Phila- 
delphia 19104,  for  additional  informa- 
tion and  registration  forms. 

General  Practice:  Denver  will  be  the 
site  of  a general  practice  review  Jan. 
18-24,  1970.  The  16th  annual  post- 
graduate course  designed  especially  for 
the  general  practitioner  will  consider  an 
important  area  of  practice  each  day  of 
the  week.  Subjects  to  be  included  are 
medicine;  pediatrics;  dermatology;  sur- 
gery and  trauma;  obstetrics  and  gyne- 
cology; fluid  and  electrolyte  balance; 
and  metabolic  potpourri,  a symposium 
presented  by  the  Colorado  Academy  of 
General  Practice. 

For  further  information  and  detailed 
programs,  write  to  The  Office  of  Post- 
graduate Medical  Education,  University 
of  Colorado  School  of  Medicine,  4200 
E.  Ninth  Ave.,  Denver,  Colo. 

Allergy:  The  American  Academy  of  Al- 
lergy will  present  a two-day  postgradu- 
ate course  in  connection  with  its  26th 
annual  meeting,  Feb.  14-18,  1970,  at 
the  Jung  Hotel  in  New  Orleans.  The 
program  will  offer  subjects  of  timely 
interest  in  allergy,  immunology,  and  re- 
lated fields.  Topics  include  pulmonary 
diseases  and  asthma,  developments  in 
medicine  relating  to  allergy,  clinical  im- 
munology, and  organ  transplantation. 
Scientific  session  will  convene  Feb.  16 
and  will  feature  presentations  of  new 
research  in  allergy. 

Details  of  the  program  may  be  ob- 
tained by  contacting  the  American 
Academy  of  Allergy  Executive  Office, 
756  N.  Milwaukee  St.,  Milwaukee,  Wis. 
53202. 

Neuropathology:  The  Department  of 
Psychiatry  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas 
announces  a continuing  course  in  neu- 
ropathology for  psychiatrists  from  7 to 
9 p.m.  on  Thursdays,  Jan.  8,  15,  22, 
29,  and  Feb.  5,  1970.  Instructor  for  the 
course  will  be  Dr.  A.  N.  D’Agostino,  as- 
sociate professor  of  pathology  at  South- 
western. Additional  information  is  avail- 
able from  the  Department  of  Postgrad- 
uate Education.  The  University  of  Texas 
Southwestern  Medical  School,  5323 
Harry  Hines  Blvd.,  Dallas  75235. 
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Drive  around  the  block. 

It’s  a great  way  to  have  an  unusual  and  exciting  vacation. 

All  across  America  you’ll  discover  magnificent  monuments,  mountains, 

deserts,  cities— even  a canyon  that’s  “Grand.” 

So,  if  you  really  want  to  broaden  your  horizons  try  your  own  backyard. 

This  year.  Discover  America. 


DISCOVER  AMERICA 


rrs  SOME  BACKYARD 


heavenly  relief 
for  unearthly  cough 


Benyliri 

EXPECTORANT 


ARTR 


Each  fluidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BEN Y LIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like  action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


Appearances  may  be  deceiving 


It  may  be  tetracycline 


but  it’s  not  ACHROMYCIN  V 

Tetracycline  HCI 

unless  it  bears  this  signature. 


260  mg.  and  100  mg,  capsules 


Contraindications:  Hypersensitivity  to  tetracyclines. 

Warning:  In  renal  impairment,  since  liver  toxicity  is  possible, 
lower  doses  are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations.  Photodynamic 
reaction  to  sunlight  may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  exposure; 
discontinue  treatment  if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and  may 
cause  dental  staining  during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy,  early  childhood). 


Side  Effects:  Gasfro/nfesf/na/— anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  S/(/n— maculopapular  and  erythematous  rashes 
exfoliative  dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  K/dney— dose-related  rise  in  BUN. 
Hypersensitivity  reactions— urticana,  angioneurotic  edema, 
anaphylaxis.  /nfracran/a/-bulging  fontanels  in  young 
infants.  Teeth— yellow-brown  staining;  enamel  hypoplasia, 
e/ood— anemia,  thrombocytopenic  purpura,  neutropenia, 
eosinophilia.  Liver — cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


symptoms  of  mixed  anxiety-depression  are  rareiy  Giear-cut. 
but  they  are  often  a ciear  indication  for 

Mellarir 

(thioridazine) 

25  mg.  t.i.d. 

effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  Information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 

Contraindications;  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 

Warnings:  Adrninister  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g. 
bl9od  dyscrasias,  jaundice)  to  phenothiazines.  Pheno’- 
thiazines  are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recorrimended  lirnits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 
be  used  only  in  severe  neuropsychiatric  conditions. 


Adverse  Reactions;  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
System— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  S/cm— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other- A single  A 
case  described  as  parotid  swelling. 

SANDOZ  PHARMACEUTICALS,  HANOVER,  N.J.  SANDOZ  69-384 


Tile  e«iicoi*t  »as  just  iiiMlei*»ay, 

» lien  to  the  eonduetor's  dismay 
Cramps  and  tliarrhea, 

Did  so c|uiekly  appear. 

The  maestro  no  lonj^er  eouUI  sta>. 


When  diarrhea  separates 
a man  from  his  jol>...  1)<  INNAGLL 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
like  at  the  most  inopportune  time,  it  takes  a comprehensive  agent  to  treat  the 
,tal  diarrheal  syndrome  and  help  get  the  patient  hack  on  the  job  1 hat  s why 
')  many  physicians  rely  on  Donnagel,  especially  during  the  fall  and  wmtei 
lonths  when  “flu”  and  viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin  combination, 
t also  contains  the  belladonna  alkaloids  to  calm  GI  hypermotility  and  he  p 
elieve  the  distressing  discomforts  which  so  often  accompany  diarrhea.  Certainly 
t’s  less  expensive  and  more  convenient  than  taking  two  medications  And  the 
osage  is  lower  too.  Available  in  the  handy  4-oz.  plastic  bottle  at  pharmacies 
verywhere  on  your  prescrijition  or  recommendation. 


or  Diarrhea  and  its  Discomforts 


or  uiarrncci  aiiu  ns 

Donnagel 

Each  fluid  ounce  contains:  Kaolin,  6 Gm.;  Pectin,  142.8  1 

0.1037  mg.;  Atropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg., 
Sodium  benzoate  (preservative),  60  mg.;  Alcohol,  3.8%. 


/i'H'DOBINS  A.  H.  Robins  Company,  1407  Cummings  Drive,  Richmond,  Va.  23220 
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THERE’S  A ROBITUSSIN  EOR  EVERY  COUGHING  NEED 


TRACT! 


All  the  Robitussins  contain  gylceryl 
guaiacolate,  an  outstanding  expec- 
torant agent  that  greatly  increases 
the  output  of  lower  respiratory  tract 
fluid.  Increased  RTF  volume  exerts  a 
demulcent  effect  on  the  tracheo- 
bronchial mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated 
mucus  less  viscid  and  easierto  raise. 

For  coughs  of  colds  and  “flu" 
ROBITUSSIN® 
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Glyceryl  guaiacolate  . . 100.0  mg. 
Alcohol,  3.5% 
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Codeine  phosphate  . . . 10.0  mg. 
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Alcohol,  3.5% 
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stuffiness  as  it  relieves  cough 
ROBITUSSIN-PE® 
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Glyceryl  guaiacolate  . . 100.0  mg. 
Phenylephrine 

hydrochloride 10.0  mg. 

Alcohol,  1 .4% 
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hydrobromide  ....  7.5  mg. 
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During  the  past  18  years,  20  men  have 
been  treated  for  breast  cancer;  the  dis- 
ease was  bilateral  in  1 patient.  Radical 
mastectomy  with  or  without  radiation, 
depending  on  presence  or  absence  of 
axillary  node  involvement,  gave  the  best 
results  when  there  were  no  known  distal 
metastases.  When  metastases  are  pres- 
ent, ablative  endocrine  surgery  may  be 
helpful,  but  the  results  are  unpredict- 
able. No  hormone  treatment  or  chemo- 
therapy was  used. 

CARCINOMA  OF  THE  MALE  breast  has  been 
recognized  at  least  since  1883  when  Pouier  re- 
ported that  it  occurred  in  the  second  half  of  life 
as  a small,  painless,  limited  area  of  induration 
under  or  near  the  nipple.®  Since  that  time,  there 
have  been  several  comprehensive  reports  on 
this  subject. Our  report  was  prompted 
by  the  unusual  experience  of  seeing  seven  pa- 
tients with  this  disease  in  three  years.  This  led 
us  to  review  the  experience  at  the  Veterans  Ad- 
ministration Hospital  and  the  Ben  Taub  Hos- 
pital from  1951  and  1963  respectively.  Twenty- 
one  cases  in  20  patients  were  available  for 
study  (Table  1). 


Epidemiology:  The  average  age  of  patients  has 
gradually  increased  from  52  years  (Wain- 
wright's  series,  1927)  to  67  years  (Liechty’s 
series,  1967).  This  increase  is  commensurate 
with  extended  life  expectancy.  In  our  series,  age 
at  recognition  of  breast  cancer  ranged  from  40 
to  84  years.  Fourteen  of  the  20  patients  were 
in  the  sixth  and  seventh  decades  of  life.  The 
average  age  at  which  the  patients  sought  medi- 
cal attention  for  their  tumor  was  63.5  years, 
which  is  comparable  to  the  average  age  of  67 
reported  by  Liechty.  While  this  disease  is  pri- 
marily one  of  older  men,  it  has  been  observed 
in  a patient  23  years  old.® 

In  our  series,  12  patients  were  Caucasians  and 
8 were  Negroes,  which  is  consistent  with  other 
reports  suggesting  that  Caucasians  are  more 
susceptible  than  Negroes.'^  The  left  breast  was 
involved  in  13  patients,  the  right  breast  in  6 
and  both  breasts  in  1.  Wainwright,  Gilbert,  and 
Sachs  all  reported  a predominance  of  left  breast 
involvement,  while  Leichty  and  associates  re- 
ported that  the  right  breast  was  more  frequently 
involved.  Although  the  left  breast  appears  to  be 
more  frequently  involved  with  carcinoma  than 
the  right  breast,  the  reason  for  this  is  not  ap- 
parent. The  reported  incidence  of  bilateral  car- 
cinoma is  low,  and  its  presence  in  one  of  our 
patients  is  unusual. 
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Table  1. 


A mass  in  the  breast  was  the  most  frequent 
presenting  symptom  and  occurred  in  17  of  our 
cases.  Ulceration  of  the  breast  in  the  nipple 
area  occurred  in  2 patients  without  masses, 
and  the  clinical  history  was  unavailable  in  2 
patients  who  were  operated  on  elsewhere.  Asso- 
ciated symptoms  included  pain  in  5 patients 
and  bleeding  in  2.  No  instances  of  trauma  to 
the  breast  were  described  by  the  patients,  al- 
though other  authors  have  suggested  trauma 
as  an  etiological  factor.'^’®  The  average  duration 
of  symptoms  prior  to  seeking  medical  treat- 
ment was  5.2  months,  and  the  range  was  one 
month  to  three  years.  Nine  patients  had  symp- 
toms for  four  months  or  less,  and  4 had  symp- 
toms longer  than  one  year.  This  represents  an 
improvement  over  the  IV2  years  reported  by 
Sachs  and  the  average  lag  between  recognition 
and  treatment  of  2.4  years  reported  earlier.® 
The  patient  with  evidence  of  tumor  for  three 
years  before  treatment  had  a fungating  lesion 
with  bone  metastases  when  first  seen.  He  un- 
derwent simple  mastectomy  without  ancillary 
radiation.  He  lived  for  two  years. 

Treatment  and  Results:  According  to  Haagen- 
son’s®  classification,  of  the  21  breast  cancers 
3 were  stage  A (lesion  confined  to  the  breast), 
7 were  stage  B (axillary  nodes  present  but  none 
of  the  five  grave  signs  of  breast  carcinoma  were 
present),  7 were  stage  C (axillary  nodes  present 


with  one  or  more  of  the  grave  signs  present), 
3 were  stage  D (evidence  of  distant  metasta- 
ses), and  1 was  unknown.  Follow-up  was  com- 
plete in  all  cases  and  was  current  within  three 
months  of  the  time  of  writing. 

Various  forms  of  therapy  were  used  in  the  treat- 
ment of  our  patients:  biopsy  and  radiation,  1 
case;  simple  mastectomy,  4 cases;  radical  mas- 
tectomy, 3 cases;  simple  mastectomy  with  radi- 
ation, 2 cases;  and  radical  mastectomy  with 
radiation,  11  cases.  The  patient  treated  by  bi- 
opsy and  radiation  was  managed  in  this  man- 
ner because  he  was  84  years  old  and  had  severe 
cardiac  decompensation.  He  died  11  months 
after  diagnosis  was  made.  Patients  underwent 
simple  mastectomy  because  they  either  had 
widespread  disease,  were  in  poor  general  health, 
or  refused  radical  surgery.  Three  of  the  patients 
died  at  1,  2,  and  23  months,  respectively,  and 
one  patient  was  living  and  well  26  months  post- 
operatively.  In  the  latter  patient,  there  was  no 
evidence  of  axillary  node  involvement  at  the 
time  of  operation.  Of  the  two  patients  treated 
with  simple  mastectomy  and  radiation,  one  died 
after  four  months  and  one,  who  had  bilateral 
carcinoma,  lived  more  than  51/2  years.  He  died 
of  severe  pulmonary  fibrosis  and  heart  failure. 
Chest  roentgenograms  prior  to  death  showed 
changes  compatible  with  post-radiation  fibrosis 
or  metastatic  disease.  Autopsy  was  not  allowed.® 
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Of  the  three  patients  treated  with  radical  mas- 
tectomy without  radiotherapy,  all  are  living  and 
well,  three  to  six  years  postoperatively.  One 
case  was  clinical  stage  A,  one  stage  C and  one 
was  unknown.  In  the  stage  C case,  the  patient 
was  thought  to  have  pulmonary  metastases  at 
surgery,  and  orchiectomy  was  done.  There  has 
been  no  change  in  chest  roentgenogram  or  pul- 
monary symptoms.  Therefore,  we  think  that  he 
probably  does  not  have  pulmonary  metastases. 
Of  the  11  patients  treated  with  radical  mastec- 
tomy and  radiotherapy,  4 have  died.  One  died 
at  31/2  years  with  metastatic  disease  to  skin, 
mediastinal  lymph  nodes,  lung,  and  adrenals: 
another  died  76  months  postoperatively  with 
similar  metastatic  involvement.  The  other  2 pa- 
tients underwent  endocrine  ablative  surgery; 
1 died  two  months  after  bilateral  adrenalectomy 
and  orchiectomy  and  five  years  after  radical 
mastectomy  and  radiotherapy.  This  patient  was 
thought  to  have  had  metastatic  disease  in  the 
cervical  vertebrae  although  it  was  not  identified 
at  autopsy.  Death  was  thought  to  be  the  result 
of  chronic  pulmonary  disease  and  complications 
of  adrenalectomy.  The  second  patient  died  six 
years  after  radical  mastectomy  and  radiother- 
apy, three  years  after  bilateral  orchiectomy,  and 
two  years  after  hypophysectomy.  No  autopsy 
was  performed  but  he  was  thought  to  have  pel- 
vic metastases.  Seven  patients  are  living  and 
well,  without  evidence  of  recurrence,  six  months 
to  12  years  postoperatively.  Five  of  these  cases 
were  either  clinical  stage  A or  B. 

The  causes  of  death  in  the  nine  patients  are  as 


follows:  Seven  died  of  widespread  carcinoma  of 
the  breast.  One  died  of  active  tuberculosis  and 
lower  nephron  nephrosis  but  had  metastases  to 
the  lungs,  kidneys,  and  hypophysis.  One  died 
of  pulmonary  fibrosis  but  had  no  autopsy. 

Discussion:  Reported  observations  suggest  that 
ablative  endocrine  surgery  is  beneficial.  Mc- 
Laughlin and  others®  reported  recalcification  of 
osteolytic  lesions,  resorption  of  pulmonary  effu- 
sions, and  resolution  of  pulmonary  metastases 
in  two  patients  treated  by  endocrine  ablative 
surgery.  The  results  in  our  patient  undergoing 
orchiectomy  and  hypophysectomy  provide  ob- 
jective evidence  in  one  of  two  patients  that  this 
type  of  surgery  does  have  a beneficial  effect  in 
the  treatment  of  breast  cancer  in  males,  but  it 
probably  is  as  unpredictable  in  males  as  in  fe- 
males as  to  which  patients  will  respond  favor- 
ably. 

In  our  cases,  five  modes  of  therapy  were  ap- 
plied. Combined  radical  mastectomy  and  super- 
voltage radiation  to  the  chest  and  supraclavicu- 
lar area  gave  most  satisfactory  results,  which  is 
in  contrast  to  a recent  report  that  simple  mas- 
tectomy gave  slightly  better  results  than  radical 
mastectomy.  For  many  elderly  patients  and  for 
those  that  have  severe  medical  problems,  sim- 
ple mastectomy  and  radiation  may  be  the  treat- 
ment of  choice.  During  the  latter  part  of  this 
review,  we  have  utilized  the  same  criteria  for 
selection  of  therapy  for  male  patients  with  car- 
cinoma of  the  breast  that  we  have  used  for 
female  patients  with  breast  cancer. 
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Of  nine  patients  (ten  cases)  with  stage  A or  B 
disease,  two  patients  are  dead  and  seven  are 
living  without  known  disease.  The  prognosis  for 
carcinoma  of  the  male  breast  appears  to  be  the 
same  as  for  the  female,  but  our  series  is  small. 

It  has  been  suggested  that  carcinoma  of  the 
male  breast  may  be  caused  by  stilbestrol  ther- 
apy." In  our  series,  none  of  the  patients  had 
carcinoma  of  the  prostate  and  none  had  re- 
ceived hormonal  therapy.  This  is  similar  to  the 
findings  reported  by  Liechty  and  others.  Neither 
was  the  association  of  carcinoma  of  the  breast 
and  Klinefelter’s  syndrome,  as  reported  by  oth- 
ers,"*  observed  in  our  series.  In  only  one  case 
was  gynecomastia  present  prior  to  recognition 
of  carcinoma  of  the  breast.  This  is  in  contrast 
to  reports  by  Liechty  and  associates  who 
thought  that  this  was  a common  antecedent 
finding.  History  of  trauma  was  absent  in  our  pa- 
tients and  was  not  considered  as  a possible 
precursor  of  carcinoma. 

Summary:  Twenty-one  cases  of  carcinoma  of 
the  male  breast  in  20  patients  have  been  treat- 
ed during  the  past  18  years,  and  7 of  these 
cases  were  seen  within  the  past  3 years.  Radi- 
cal mastectomy  with  or  without  radiation,  de- 
pending on  the  presence  or  absence  of  axillary 
nodes,  appears  to  be  the  treatment  of  choice 
for  those  cases  without  known  distal  metasta- 
ses.  Ablative  endocrine  therapy  may  be  indicat- 
ed in  cases  of  symptomatic  distant  metastases. 
We  have  had  no  experience  with  hormonal  ther- 
apy or  chemotherapy. 
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Surgery,  dactinomycin,  and  radiation  in 
primary  treatment  of  Wilms’  tumor  with- 
out metastases  has  resulted  in  63%  two- 
year  survival.  Substitution  of  vincristine 
sulfate  for  dactinomycin  raised  this  to 
82%.  A national  study  will  test  whether 
or  not  initial  use  of  both  drugs,  plus  sur- 
gery and  radiation,  will  improve  results. 
The  potential  of  several  treatment  sched- 
ules will  be  explored. 

TO  APPRECIATE  THE  poten- 
tial of  combination  chemo- 
therapy in  Wilms’  tumor,  one 
should  review  the  results  of 
other  forms  of  therapy.  Using 
surgical  techniques  alone,  ex- 
perienced pediatric  surgeons 
at  the  Boston  Children’s  Hos- 
pital achieved  a cure  rate  of 
40%;  with  the  addition  of 
locally  administered  radio- 
therapy, cure  rates  were  in- 
creased to  60%. 1 In  1954,  dactinomycin  be- 
came available  to  the  Boston  Children’s  Hos- 
pital for  antitumor  testing.  Later  that  year, 
following  animal  and  toxicity  studies,  a patient 
with  far  advanced  Wilms’  tumor  was  given  the 
drug.  Although  the  child  died,  the  postmortem 
examination  showed  no  viable  tumor.  The  me- 
tastases which  had  been  demonstrable  by  x-ray 
had  disappeared,  or  necrosed,  or  had  been  re- 
placed by  a homogenous,  collagenous  mate- 
rial. Subsequently,  a treatment  plan  was  de- 
veloped for  Wilms’  tumor  which  included  dac- 
tinomycin at  the  time  of  nephrectomy,  and 
local  radiotherapy  followed  by  intermittent 
courses  of  dactinomycin.  Throughout  the  United 
States  this  became  standard  or  conventional 
therapy.  The  results  of  treatment  at  Boston 
Children’s  Hospital  demonstrate  the  full  poten- 
tial of  the  regimen.  Among  53  patients  with  no 
demonstrable  metastases  at  the  time  of  diagno- 
sis, 89%  lived  more  than  two  years  with  no 
evidence  of  disease.  In  the  group  of  54  children 
whose  primary  therapy  was  initiated  outside 
Boston  Children’s  Hospital,  the  two-year  sur- 
vival rate  fell  from  89%  to  39%.  The  presence 
of  metastases  at  the  time  of  diagnosis  was  not 
as  deleterious  as  “outside  therapy;’’  8 of  15 


children  (53%)  with  metastatic  disease  at  the 
time  of  initial  therapy  achieved  two-year  sur- 
vival with  no  evidence  of  disease.  Among  59 
children  developing  metastatic  disease  after 
completing  primary  therapy,  vigorous  retreat- 
ment with  local  radiation  and  dactinomycin 
resulted  in  31%  two-year  survival  with  no  evi- 
dence of  disease.  As  with  primary  therapy,  there 
was  a large  percentage  factor  favoring  those 
children  who  received  all  of  their  therapy  at  the 
Boston  Children’s  Hospital. 

The  increases  in  survival  which  have  been  ob- 
tained are  remarkable,  but  a substantial  failure 
rate  remains  in  children  not 
treated  entirely  by  the  most 
expert,  and  in  children  with 
metastatic  disease.  For  those 
children  resistant  to  dactino- 
mycin, effective  chemothera- 
peutic agents  are  most  ur- 
gently needed. 

Vincristine  Sulfate:  As  a part 
of  the  screening  program  for 
new  chemotherapeutic  agents 
for  tumors  of  the  children  at  the  University  of 
Texas  M D Anderson  Hospital  and  Tumor  Insti- 
tute at  Houston,  vincristine  sulfate  was  given, 
beginning  Dec  3,  1961,  to  a 2-year-old  boy 
whose  pulmonary  metastases  from  Wilms’  tumor 
had  recurred  following  a radiation-dactinomycin 
regimen.  The  vincristine  sulfate  dosage  was 
0.02  mg/kg  of  body  weight,  intravenously,  daily 
for  five  days,  followed  by  0.05  mg/kg  of  body 
weight,  intravenously  weekly  for  11  weeks. 
Marked  regression  of  tumor  occurred  which  was 
maintained  for  2V2  months  (Figs  1 and  2). 

With  the  cooperation  of  the  Southwest  Cancer 
Chemotherapy  Study  Group,  a pilot  study  was 
undertaken,  and  complete  regression  of  metas- 
tatic masses  from  Wilms’  tumor  was  demon- 
strated in  67%,  or  8 of  12  patients,  given  vin- 
cristine sulfate.  An  additional  child  showed  a 
partial  response. ^ The  onset  of  antitumor  effect 
occurred  before  the  third  week  in  75%  of  the 
children.  The  duration  of  the  response  ranged 
from  3 to  28  weeks  (median  8 weeks). 

Vincristine  sulfate  was  thus  identified  as  a po- 
tent antitumor  agent  for  the  treatment  of  Wilms’ 
tumor.  Myelosuppressive  effects  were  minimal. 
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and  no  cross  resistance  was  found  with  the 
other  agents  (dactinomycin  and  irradiation) 
known  to  be  effective  in  Wilms’  tumor.  It  was 
also  apparent  that  vincristine  sulfate,  when  used 
alone  in  treating  visible  metastases,  would  ef- 
fect only  temporary  control.  The  need  for  sur- 
gical intervention  and/or  irradiation  therapy  at 
the  peak  of  drug  action  was  obvious,  and  com- 
bination or  multimodal  treatment  plans  were 
explored  in  various  clinical  situations. 

Pulmonary  metastases:  A more  definitive  group 
study  was  then  undertaken,  and  combination 
therapy  employing  radiation  and  vincristine  was 
shown  to  produce  a 77%  response  rate  when 
used  in  treating  pulmonary  metastases. ^ Vin- 
cristine sulfate  was  given  weekly  for  a minimum 
of  eight  weeks.  Radiation  therapy  was  given 
daily  to  the  total  thorax  through  each  of  two 
parallel  opposed  fields  at  a dose  rate  of  150 
rads  daily  for  a total  tumor  dose  of  1,200-1,500 
rads.  Although  the  response  rate  and  the  me- 
dian duration  of  response  are  similar  to  that 
obtained  with  vincristine  alone,  significant  num- 
bers of  possible  cures,  for  example  long-term 
remissions,  are  obtained  only  with  the  combina- 
tion. This  study  has  now  been  expanded  and  all 
patients  have  been  followed  for  more  than  two 
years  following  therapy.  Among  the  children 
with  only  pulmonary  metastases,  53%  survive 
more  than  two  years  with  no  evidence  of  dis- 
ease.^ Pretreatment  and  follow-up  radiographs 
of  a girl  in  her  fourth  post-therapy  year  are 
shown  in  Figs  3 and  4.  Treatment  of  osseous, 
hepatic  and  abdominal  node  metastases  is 
much  less  satisfactory  and  must  be  individual- 
ized because  of  the  variation  in  the  clinical  pat- 
tern with  metastases  in  these  sites. 

Primary  therapy:  The  M D Anderson  Hospital 
primary  therapy  regimen  for  children  with  no 
evidence  of  metastases  called  for  (1)  nephrec- 
tomy, (2)  radiation  of  the  tumor  bed  with  tumor 
doses  varying  from  2,500-4,500  rads,  and  (3) 
vincristine  sulfate  given  intravenously  in  stan- 
dard doses  of  0.05  mg/kg  of  body  weight  week- 
ly for  12  weeks.  The  series  which  was  reported 
in  1965  now  contains  11  patients.^  Many  of  the 
children  had  nephrectomy  prior  to  referral  to 
this  hospital,  and  several  had  already  received 
their  radiation  therapy.  Nine  of  the  11  children 


Supported  in  part  by  USPHS  grant  CA-3713. 


Fig  I.  Massive  metastatic  disease  from  Wilms’  tumor. 


Radiograph  dated  12-11-61  was  made  eight  days 
following  initiation  of  vincristine  sulfate  therapy 
when  the  patient  was  sufficiently  improved  to  be 
removed  from  the  oxygen  tent. 


Fig  2.  Radiograph  of  the  same  patient,  1-19-62. 
Maximum  improvement  has  been  obtained  with 
vincristine  sulfate  therapy. 
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Fig  3.  In  this  case,  radiograph  dated  7-16-65  shows 
metastatic  Wilms’  tumor  upon  initiation  of  therapy 
with  vincristine  sulfate  and  total  thorax  radiation. 


Fig  4.  Radiograph  of  the  same  patient  on  11-25-68 
shows  the  chest  three  years  following  vincristine 
sulfate  therapy  and  total  thorax  radiation. 


(82%)  remain  free  of  neoplastic  disease.  One 
child  died  of  pulmonary  and  hepatic  metastases 
14  months  following  nephrectomy;  the  second 
developed  a new  primary  tumor  in  her  remain- 
ing kidney  when  well  beyond  the  “period-of- 
risk,”  and  died  four  years  and  seven  months 
after  nephrectomy.  The  survival  time  of  the 
living  children  ranges  from  12  months  to  6 
years  11  months  (median  5 years  3 months). 
The  survival  in  this  group  is  particularly  im- 
pressive as  the  following  unfavorable  factors 
were  found  singly  or  in  combination  in  each  of 
the  children;  age  over  two  years,  invasion  of 
blood  vessels,  invasion  of  adjacently  nonresect- 
able  organs  or  structures,  metastases  in  lym- 
phatic channels  or  in  lymph  nodes,  invasion  of 
the  renal  pelvis  and/or  ureter,  rupture  of  tumor 
capsule,  invasion  of  adjacent  resectable  organs, 
metastases  to  bone  marrow,  and  multiple  nod- 
ules in  the  resected  kidney. 

The  primary  therapy  regimen  for  children  with 
metastatic  disease  at  the  time  of  diagnosis  was 
modified  to  include  local  radiation  for  the  me- 
tastases. In  the  case  of  pulmonary  nodules,  ra- 
diation therapy  was  given  according  to  the  treat- 
ment schedule  previously  described.  The  three 
children  with  pulmonary  metastases  at  the  time 
of  primary  therapy  all  survived  more  than  two 
years  with  no  evidence  of  disease.  One  of  the 
children,  however,  developed  recurrent  pulmon- 
ary nodules  which  were  surgically  excised  six 
years  after  nephrectomy. 

The  “inoperable”  primary:  Six  children  have  had 
“inoperable”  tumors  on  admission  to  the  M D 
Anderson  Hospital  because  of  tumor  size,  pos- 
terior fixation,  or  adherence  to  other  organs. 
These  children  were  given  two  to  four  doses  of 
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Chemotherapy 

Clinical  Situation,  Number  and  % of  Patients  Surviving 

Over  2 Years  with  No  Evidence  of  Disease 

1%  Therapy 

(No  Metastases) 

1%  Therapy 

(Metastases  Present) 

Late  Metastatic 

Disease 

Dactinomycin 

68/107  (63%) 

8/15  (53%) 

21/59  (31%) 

Vincristine  sulfate 

9/11  (82%) 

3/3  (100%) 

5/13  (38%) 

Dactinomycin  and 

vincristine  sulfate 

93% 

— 

57% 

(Calculated) 

(Calculated) 

Table  1.  Two-year  survival  rates  for  Wilms’  tumor  following  radiation  and  adjuvant  dactinomycin,  vincristine  sulfate, 
and  combination  drug  therapy. 


vincristine  sulfate  in  lieu  of  conventional  pre- 
operative irradiation  therapy. 

In  four  of  the  six  patients,  striking  tumor  re- 
gression occurred,®  as  illustrated  in  Fig  5.  Sur- 
gical removal  of  the  tumors  ^as  accomplished 
v/ith  ease  in  each  of  these  4 children.  Follov/ing 
nephrectomy,  irradiation  was  given  to  the  ab- 
dominal tumor  bed  and  the  series  of  12  weekly 
vincristine  sulfate  injections  was  completed. 
Survival  time  of  these  children  now  ranges  from 
29  to  44  months. 

Two  children  showed  no  apparent  response  to 
vincristine  sulfate  administration;  dactinomycin 
and  radiation  were  added  to  their  preoperative 
regimens.  In  one  instance  the  tumor  failed  to 
regress  significantly,  but  when  examined  histo- 
logically was  found  to  contain  no  viable  tumor 
and  extremely  large  amounts  of  fibrous  tissue 
which  apparently  prevented  any  marked  de- 
crease in  tumor  size.  Preoperative  therapy  had 
no  significant  effect  on  the  size  of  the  second 
child’s  tumor  as  judged  by  palpation.  Histologic 
examination  showed  a cellular  tumor  which  ap- 
peared quite  viable.  The  response  rate  of  “in- 
operable” tumors  thus  appears  to  be  similar  to 
that  obtained  in  treating  metastatic  disease. 

Expectations  of  combination  therapy:  Both  sur- 
gery and  radiation  now  appear  to  be  making  the 
maximum  possible  contribution  to  survival  in 
Wilms’  tumor.  Further  improvement  in  thera- 
peutic results  probably  will  come  from  chemo- 
therapy and  manipulation  of  the  various  ele- 
ments of  multimodal  therapy.  As  dactinomycin 
and  vincristine  sulfate  have  different  toxicities, 
their  use  in  combination  treatment  programs  is 
feasible.  When  the  response  rates  (RR)  to  two 
agents  (A,  B)  used  independently  are  known. 


Fig  5.  Same  patient  as  in  Figs  3 and  4;  shown  is 
outline  of  palpable  tumor,  following  injections 
of  vincristine  sulfate,  on  7-15-65  and  7-20-65.* 


*From  Sullivan,  M P,  et  al:  Vincristine  Sulfate  in  Man- 
agement of  Wilms’  Tumor,  JAMA  202:381  (Oct  30) 
1967. 
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Fig  6.  Radiograph  of  chest,  1-27-69,  before 
treatment. 


the  expected  response  to  the  combination 
(A-|-B)  is  calculated  as  follows:  RRa  + b = RRa 
(100-  RRa)/^ 

+ RRb  As  shown  in  Table  1, 

100 

this  formula  has  been  applied  to  all  data  on 
primary  therapy  which  incorporated  dactinomy- 
cin  from  the  Boston  Children’s  Hospital,  and 
data  on  primary  therapy  incorporating  vincris- 
tine sulfate  from  the  M D Anderson  Hospital 
and  Tumor  Institute.  The  calculated  two-year 
survival  following  primary  therapy  using  the 
drugs  in  combination  is  93%.  A two-year  sur- 
vival with  no  evidence  of  disease  rate  of  57% 
would  be  expected  following  intensive  therapy 
of  metastases  with  radiation  and  drug  combina- 
tion. The  remarkable  tumor  regression  which 
may  be  obtained  with  the  drug  combination  and 
radiation  is  illustrated  in  Figs  6-8. 

Optimum  combination  dosage  schedules  are 
currently  being  explored  by  pediatric  coopera- 
tive study  groups.  A National  Wilms’  Tumor 
Study  Group  has  been  formed  to  facilitate  the 
accumulation  of  case  material.  This  study  group 
enjoys  the  support  of  the  American  Academy  of 
Pediatrics  and  its  surgical  and  urologic  subsec- 
tions, and  the  Society  for  Pediatric  Radiology. 
Five  clinical  groups  have  been  established  de- 
pending on  (1)  the  presence  of  distant  metas- 
tases, (2)  the  findings  at  nephrectomy,  and  (3) 
histologic  appearance  of  the  tumor.  Patients  in 
clinical  group  1 who  have  small,  localized  tu- 
mors are  to  be  randomized  between  regimens 
employing  (1)  surgery  + radiation  -j-  dactino- 
mycin,  and  (2)  surgery  -f  dactinomycin.  Re- 
sults of  this  study  would  demonstrate  whether 
radiation  is  required  in  the  treatment  of  small, 
localized  tumors.  Patients  with  regional  dis- 
ease, completely  resected,  or  with  residual  dis- 
ease following  nephrectomy,  clinical  groups  2 
and  3,  will  be  randomized  among  regimens 
using  (1)  surgery  + radiation  + dactinomycin, 
(2)  surgery  -f  radiation  + vincristine,  and  (3) 
surgery  -f-  radiation  -j-  dactinomycin  + vincris- 
tine. This  study  will  determine  whether  one  of 
the  drugs  alone  or  the  drugs  in  combination 
constitute  the  best  adjuvant  therapy.  All  chil- 
dren in  clinical  group  4,  hematogenously  spread 
disease,  will  receive  radiation  and  both  drugs 
postoperatively.  The  randomization  in  this  clini- 
cal situation  will  be  for  preoperative  vincristine 
or  no  preoperative  drug.  Clinical  observations, 
particularly  those  of  the  surgeons,  will  be  used 
to  determine  the  desirability  of  preoperative  vin- 
cristine in  all  children  in  whom  there  is  a pre- 
sumptive diagnosis  of  Wilms’  tumor.  Clinical 

*See  Blood,  18:438  (Oct)  1961. 
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I'ifi  7.  Same  paricnt  as  in  Fif;  6. 
Radiograph  of  chesl,  2-4-69,  was  daring 
radiation  therapy  with  adjuvant 
drug  combination. 

Fig  (S’.  Lower  right.  Same  patient  as  in  Figs 
6,  7.  The  radiograph.  2-11-69,  shows 
further  improvement  during  radiation 
therapy  with  adjuvant  drug  combination. 
At  present,  the  chest  appears  normal 
radiographically. 


group  5,  bilateral  Wilms’  tumor,  will  not  be  in- 
cluded in  this  study.  Results  of  the  study  will  be 
most  anxiously  awaited,  as  there  is  clinical  and 
theoretical  basis  for  expecting  that  Wilms’  tu- 
mor will  be  curable  in  more  than  90%  of  the 
cases. 

Summary:  1.  Primary  therapy  for  Wilms’  tumor 
which  employs  surgery,  dactinomycin,  and  radi- 
ation has  resulted  in  63%  survival  for  more 
than  two  years  with  no  evidence  of  disease.  Use 
of  the  dactinomycin  and  radiation  in  treating 
late  metastases  had  produced  31%  two-year 
survival  with  no  evidence  of  disease. 

2.  Primary  therapy  for  Wilms’  tumor  which  em- 
ploys surgery,  vincristine  sulfate,  and  radiation 
achieves  an  82%  two-year  survival  with  no  evi- 
dence of  disease.  When  late  metastases  in  any 
site  are  treated,  with  the  agent  and  radiation  a 
38%  two-year  survival  is  attained. 

3.  With  the  use  of  both  drugs,  surgery,  and 
radiation  in  primary  therapy,  a calculated  two- 
year  survival  of  90%  is  obtained.  Radiation  and 
both  drugs  used  in  treating  late  metastases 
should  produce  a two-year  survival  of  57%. 

4.  A national  study  is  now  being  organized  in 
an  effort  to  test  the  hypothesis  of  additive  effect 
with  combination  therapy  in  Wilms’  tumor,  and 
to  explore  the  potential  of  various  treatment 
schedules. 
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Fig  1.  Roentgenogram  of  the  pelvis  shows  the  tumor 
which  was  originally  diagnosed  as  a bone  cyst, 
possible  giant  cell  tumor,  and  later  recognized 
as  a chondromyxoid  fibroma  in  the  ilium. 


postresection 
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DONALD  E.  PISAR,  MD 


Eleven  years  after  a large  chondromyxoid 
fibroma  was  removed  from  her  right 
ilium,  the  patient  was  found  to  have  sub- 
luxation of  the  ipsilateral  hemipelvis 
without  associated  trauma.  Twenty  years 
after  surgery,  the  subluxation  was  un- 
changed. This  is  the  first  report  of  such 
a case. 

CASE  REPORT:  In  June  1946,  a Caucasian 
woman,  age  35,  was  seen  at  Scott  and  White 
Clinic  because  of  pain  in  her  back.  This  aching 
pain  was  centered  over  the  right  posterior  su- 
perior iliac  spine,  radiated  downward  to  the 
right  gluteal  region  and,  occasionally,  down  the 
back  of  the  thigh  to  the  middle  of  the  calf.  The 
discomfort  was  not  aggravated  by  coughing, 
sneezing,  change  of  position,  or  normal  exer- 
cise and  activity.  Heat  applied  to  the  right  side 
of  her  back  relieved  the  pain,  but  a corset  and 
a back  brace  had  failed  to  alter  her  symptoms. 
She  had  never  injured  her  back.  Her  health  had 
been  excellent  except  for  her  current  complaint. 

The  patient  was  5 feet,  4 inches  tall  and 
weighed  136  lb.  Positive  physical  findings  in- 
cluded mild  tenderness  over  the  lumbosacral 
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Fig  2a.  Roentgenogram 
made  11  years  postopera- 
tively  (June  1957),  showing 
the  resected  ilium  and 
cephalad  subluxation  of  the 
right  hemipelvis. 


2b.  Roentgenogram  (almost 
identical  to  2a)  obtained 
20  years  after  resection 
of  tumor. 
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area  and  posterior  iliac  crests,  and  bilateral 
hallux  valgus  and  bunion  deformities  with  mod- 
erate flattening  of  the  longitudinal  arches.  The 
results  of  hematologic  studies,  basal  metabolic 
rate,  serology,  and  urinalysis  were  within  the 
normal  range.  A roentgenogram  of  the  pelvis 
showed  a 4 by  6 cm  multiloculated  lesion  in  the 
right  ilium  (Fig  1).  Resection  of  the  lesion  was 
recommended. 

The  patient  returned  to  her  home  town  where 
the  tumor  was  resected  (1946).  The  original 
pathologic  diagnosis  was  a bone  cyst,  possibly 
a giant  cell  tumor.  Eleven  years  later  (June 
1957),  she  returned  to  this  Clinic  because  of 
chronic  pain  in  her  back  that  she  described  as 
a different  kind  of  a dull,  low-back  ache.  This 
started  when  she  began  to  walk  following  sur- 
gical excision  of  the  tumor.  The  pain  was  never 
severe  and  remained  localized  to  the  right  sac- 
roiliac region.  Roentgenograms  did  not  indicate 
recurrence  of  the  lesion,  but  did  reveal  cephalad 
displacement  of  the  right  hemipelvis  with  sub- 
luxation of  the  sacroiliac  joint  and  symphysis 
pubis  (Fig  2a).  At  this  time,  the  patient  wore 
a corset  which  relieved  the  back  pain. 

In  December  1966,  the  patient  was  reexamined 
and  roentgenograms  showed  the  subluxation  to 
be  unchanged  (Fig  2b).  Twenty  years  had 
passed  since  her  operation.  The  surgical  inci- 
sion over  the  ilium  remained  well  healed.  Per- 
cussion of  her  back  and  motion  of  her  hips  and 
back  did  not  produce  pain.  The  patient  works 
as  a librarian  in  the  public  schools,  climbs 
stairs  daily,  and  does  not  restrict  her  activities. 

Discussion:  Two  years  after  resection  of  this 
patient’s  tumor,  Jaffe  and  Lichtenstein^  pub- 
lished the  original  description  of  chondromyxoid 
fibroma  (1948).  When  permanent  sections  of 
the  tumor  were  reviewed  (1966),  the  diagnosis 
was  changed  to  chondromyxoid  fibroma  (Fig 


3).  Although  chondromyxoid  fibroma  usually  is 
found  in  a bone  of  the  lower  limb  (most  often 
the  tibia),  Jaffe^  observed  that  the  tumor  oc- 
curred sporadically  in  the  ilium.  Coley’s  text- 
book^ contains  one  illustration  of  chondromyx- 
oid fibroma  in  the  iliac  crest.  Dahlin^  reported 
that  two  of  the  11  lesions  in  his  series  occurred 
in  the  pelvis,  and  a table  concerning  17  previ- 
ously reported  tumors  did  not  include  a tumor 
located  in  the  pelvis. 

A violent  injury  to  the  pelvis  usually  is  the  cause 
of  subluxation  of  the  sacroiliac  joints.  This  sub- 
luxation generally  is  associated  with  a fracture 
of  the  pelvis  or  diastasis  of  the  symphysis  pubis 
which  allows  the  iliac  wings  to  spread.  Licht- 
blau^  reported  the  first  instance  of  sacroiliac 
subluxation  secondary  to  removal  of  a bone 
graft.  In  his  patient,  stress  fracture  occurred 
in  both  pubic  rami  of  the  opposite  side. 

In  our  case,  the  patient’s  symphysis  pubis  and 
sacroiliac  joint  showed  displacement  without 
any  evidence  of  stress  fracture  of  the  pelvis. 
This  subluxation  apparently  occurred  when  the 
patient  started  walking  after  her  operation  in 
1946.  Roentgenograms  of  the  pelvis  made  20 
years  after  resection  were  similar  to  those  ob- 
tained nine  years  earlier.  The  woman  has  been 
asymptomatic  for  the  past  ten  years. 
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Fig  3.  Photomicrograph  showing  the  myxoid  and  chondroid  areas  characteristic  of  this  lesion. 
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Some  patients  with  lung  cancer  can  be  cured 
even  when  the  tumor  has  metastasized  to  hilar 
and  lower  mediastinal  lymph  nodes.  In  this 
series,  96  patients  lived  from  3 to  21  years 
after  bronchogenic  carcinoma  was  diagnosed. 
Of  these,  26  had  hilar  or  lower  mediastinal 
lymph  node  involvement,  or  both.  The  current 
trend  toward  an  all-out  preoperative  workup, 
including  mediastinal  biopsy  of  the  hilar  and 
lower  mediastinal  lymph  nodes,  may  have  ex- 
cluded many  of  these  patients  from  curative 
resection.  Accordingly,  where  there  is  a reason- 
able chance  for  a cure,  a moderate  approach 
would  be  to  err  in  the  direction  of  a thoracot- 
omy and  pulmonary  resection  rather  than  con- 
sign the  patient  to  palliative  treatment  with 
radiation  or  chemotherapy. 

THE  PENDULUM  HAS  SWUNG  from  the  more 
radical  extirpations  of  bronchogenic  carcinoma 
in  the  1904s  and  1950s  to  our  present  ultra- 
conservative position.  Indeed,  an  intensive  pre- 
operative workup  today  may  include  many  or 
all  of  the  following  procedures:  pulmonary  an- 
giography;!  mediastinoscopy;^  exploratory  lapa- 
rotomy,^ radioisotope  scans  of  the  lungs, ^ 
liver, 5 and  brain;®  and  the  routine  radiographic, 
laboratory  and  bronchoscopic  studies.  Undoubt- 
edly, this  complete  battery  of  tests  will  prevent 
some  unnecessary  thoracotomies;  however, 
there  is  no  substitute  for  a direct  inspection  of 
the  primary  cancer  to  determine  its  resecta- 
bility. 

Basically,  a thorough  history  and  physical  ex- 
amination are  the  best  indicators  of  metastases 
in  the  central  nervous  system,  bone,  and  liver. 
The  routine  laboratory  and  radiological  studies 
may  also  indicate  a possible  focus,  but  rela- 
tively few  metastases  are  totally  silent.  On  the 
other  hand,  when  the  tumor  has  spread  to  other 


areas  in  the  lung  or  mediastinum,  it  can  gen- 
erally be  visualized  on  laminograms  which  (as 
our  high  incidence  of  negative  mediastinoscop- 
ies will  attest)  are  generally  overread.  However, 
we  do  not  attempt  to  biopsy  lower  mediastinal 
and  hilar  lymph  nodes  when  all  other  studies 
suggest  that  the  primary  carcinoma  and  its 
regional  nodes  can  be  resected  with  a reason- 
able chance  of  a cure. 

Material:  This  study  includes  96  men,  all  of 
whom  lived  three  or  more  years  following  a 
tissue  diagnosis  of  lung  cancer  and  treatment 
in  the  Veterans  Administration  Hospital,  Mc- 
Kinney, Texas,  1948-1955,  and  in  the  VA  Hos- 
pital, Dallas,  Texas,  1955-July,  1966.  All  have 
been  followed  until  they  died,  or  were  last  seen 
in  May,  June,  or  July  of  1969.  Pulmonary  re- 
sections were  done  in  95  cases;  one  elderly 
patient  had  only  a bronchoscopic  excisional  bi- 
opsy of  an  exophytic  lesion  followed  by  radio- 
therapy. 

Every  patient  smoked  cigarettes,  and  62  (65%) 
had  chronic  cough.  In  36  patients,  the  lesions 
were  discovered  on  routine  chest  x-rays  (seven 
were  being  followed  for  residual  tuberculosis 
lesions),  and  the  remainder  had  enough  symp- 
toms to  seek  medical  assistance.  Preoperative 
radiotherapy  with  3,000-3,600  roentgens  was 
employed  in  most  lesions  involving  the  chest 
wall  and  occasionally  to  reduce  the  size  of  a 
large  tumor  or  open  an  occluded  mainstem 
bronchus.  Thoracotomies  were  performed  on 
419  patients  and  278  (67%)  had  pulmonary 
resections  which  included  130  pneumonecto- 
mies, 11  bilobectomies,  119  lobectomies,  and 
18  segmental  resections.  All  adjacent,  hilar, 
subcarnial,  and  mediastinal  lymph  nodes  were 
removed  with  a block  dissection  and  labelled. 
When  the  tumor  lay  near  the  line  of  bronchial 
resection,  a frozen  section  of  the  proximal  cuff 
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Survivors 

3 Years  5 Years 

Parietal  pleura  only 

3 3 

Intercostal  muscle  and  bone 

1 2 

The  two  five-year  survivors  with  extension  beyond  the  parietal 
pleura  had  superior  sulcus  tumors  and  received  radiotherapy,  3,000 
R,  preoperatively. 

Table  7.  Chest  wall  extension  of  bronchogenic  carcinoma. 


was  examined;  if  residual  tumor  was  found  the 
resection  was  extended  whenever  feasible.  If 
residual  tumor  was  thought  to  be  present,  post- 
operative radiation  in  the  3,000-3,600  range 
was  utilized.  Six  patients  in  this  series  were  in 
the  VA  Cooperative  Study  group  which  received 
chemotherapy  or  a placebo  in  the  immediate 
postoperative  period. 

Results:  The  patients  who  survived  three  or 
more  years  with  hilar  or  mediastinal  lymph 
nodes,  or  both,  containing  metastatic  broncho- 
genic carcinoma  are  particularly  instructive. 
Fig  1 illustrates  the  location  of  the  primary  tu- 
mors and  the  lymph  nodes  containing  metas- 
tatic tumor.  Sixteen  patients  had  metastatic 
carcinoma  in  the  hilar  lymph  nodes,  seven  in 
the  hilar  and  mediastinal  nodes,  and  three  in 
the  mediastinal  nodes  alone.  The  diagnosis  was 
confirmed  by  examination  of  either  frozen  or 
permanent  histologic  sections. 

The  subazygos  lymph  node  in  the  right  lower 
mediastinum  was  involved  in  six  cases,  making 
this  area  vulnerable  to  enbloc  surgical  dissection 

A MODERATE  SURGICAL  APPROACH 


with  a relatively  high  expectation  of  cure.  Also, 
in  left  upper  lobe  lesions  where  one  or  two 
supra-aortic  mediastinal  nodes  are  involved 
near  the  primary  tumor,  one  can  expect  a few 
survivors.  The  large  number  of  cases  with  me- 
tastatic carcinoma  in  the  hilar  lymph  nodes  (11 
right  and  5 left)  attests  to  the  efficacy  of  re- 
secting the  nodes  along  with  the  primary  tumor 
as  suggested  by  Jones  and  others.'^  This  series 
also  tends  to  confirm  Baird’s  observations  that 
irrespective  of  the  primary  site,  the  lymphatic 
spread  of  lung  cancer  is  predominantly  ipsilat- 
eral  and  cephalad.® 

Cure  or  palliation  also  is  possible  in  some  cases 
when  the  primary  tumor  has  extended  to  the 
chest  wall.  Table  1 shows  our  three-  and  five- 
year  survivors  who  had  parietal  pleura  and  in- 
tercostal muscle  or  bone  involvement,  or  both. 
Six  of  these  survivors  received  preoperative  and 
three  postoperative  radiotherapy  with  3,000- 
4,000  R. 

The  histological  types  again  support  Jones  and 
associates'  findings  that  the  large  cell  undiffer- 

ROBERT  H.  HOLLAND,  MD 


Volume  65,  December,  1969 


57 


entiated  tumors  do  have  a good  prognosis  fol- 
lowing resection.7  Table  2 lists  the  histological 
types  of  tumors  and  the  number  of  survivors  of 
each. 


Squamous  cell  (epidermoid) 

73 

Adenocarcinoma 

8 

Bronchiolar 

2 

Undifferentiated: 

Large  cell 

12 

Small  cell 

1 

Table  2.  Bronchogenic  carcinoma,  histology. 


Fig  1.  The  number  and  location  of  the 
primary  bronchogenic  carcinomas  and  their 
most  cephalad  lymph  node  metastases 
are  shown.  Not  illustrated  are  two  primary 
tumors  that  arose  in  the  left  mainstem 
bronchus  and  two  in  the  right  intermediate 
bronchus  (total  96).  The  primary 
carcinomas  in  five  of  the  six  subazygos 
metastases  were  located  in  the  right  upper 
lobe  and  the  other  one  arose  in  the 
right  middle  lobe. 


The  types  of  resections,  ages,  and  operative 
mortality  are  shown  in  Table  3.  Lobectomy  was 
the  operation  of  choice  for  the  past  12  years, 
and  pneumonectomy  was  reserved  for  the  larg- 
er, more  proximal  lesions  and  for  those  with 
hilar  lymph  node  metastases.  Segmental  resec- 
tion was  performed  if  there  was  a small  peri- 
pheral lesion  involving  the  chest  wall,  or  if  the 
patient  had  respiratory  insufficiency. 

The  relatively  low  mortality  in  this  series  is  a 
tribute  to  the  resident  staff  who  performed 
72%  of  the  operative  procedures  and  were 
responsible  for  most  of  the  preoperative  and 
postoperative  care.  Seven  of  the  18  segmental 
procedures  were  accompanied  by  chest  wall  re- 
section, and  most  of  the  bilobectomies  were 
performed  because  of  a compromised  respira- 
tory reserve.  It  is  evident,  therefore,  that  the 
operative  mortality  was  more  closely  related  to 
the  operative  procedures  and  condition  of  the 
patient  than  to  his  age. 

Table  4 shows  the  number  of  patients  who  sur- 
vived 3,  5,  8,  10,  and  15  years,  and  their  ages 
at  the  time  of  surgery.  Of  the  235  patients  who 
had  resections  prior  to  July,  1964,  70  survived 
for  five  years  or  more  for  an  observed  survival 
rate  of  30%  and  a relative  survival  rate  of 
32%.  The  relative  survival  rate  eliminates  pa- 
tients who  would  have  died  of  causes  other  than 
cancer  from  the  cancer  mortality.  In  278  re- 
sections there  were  96  three-year  or  more  sur- 
vivors for  an  observed  survival  rate  of  35% 
and  a relative  survival  rate  of  38%.  Both 
groups  include  the  operative  mortalities.  The 
three-year  plus  survivors  were  interesting  in 
that  only  two  died  of  residual  cancers.  Two 
others  died  from  a second  primary  broncho- 
genic carcinoma,  and  four  died  from  a second 
primary  carcinoma  in  another  organ.  Thirteen 
are  living  and  free  of  cancer  and  one,  who  has 
lived  four  years,  had  a second  primary  bron- 
chogenic carcinoma  treated  with  radiotherapy. 

Of  those  who  survived  five  years  or  more,  none 
died  of  residual  carcinoma  and  only  one  de- 
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Segmental 

Lobectomy 

Bilobectomy 

Pneumonectomy 

Totals 

Age 

Mortality 

Mortality 

Mortality 

Mortality 

Mortality 

Under  30 

1-0 

1-0 

30-39 

4-0 

2-0 

6-0 

40-49 

2-0 

20-0 

1-1 

14-0 

37-1 

50-59 

4-0 

32-2 

3-0 

53-2 

92-4 

60-69 

11-1 

47-2 

4-1 

53-7 

115-11 

70-79 

1-1 

15-1 

3-0 

8-0 

27-2 

Totals 

18-2 

119-5 

11-2 

130-9 

278-18 

Mortality 

12% 

4% 

18% 

7% 

6% 

Table  3.  Types  of  resection,  age,  and  operative  mortality. 


veloped  a second  primary  bronchogenic  can- 
cer. Five  also  had  carcinomas  of  the  larynx  and 
14  had  at  least  two  other  primary  cancers.  One 
of  these  patients  had  five  distinct  primary  ma- 
lignancies. 

Conclusions:  This  series  includes  all  patients 
who  lived  three  or  more  years  following  a tissue 
diagnosis  of  lung  cancer;  95  had  pulmonary 
resections  and  1 had  an  excisional  biopsy  and 
radiotherapy. 

Hilar  or  lower  mediastinal  lymph  node  involve- 
ment or  both  with  metastatic  carcinoma  was 
present  in  26  of  these  patients.  Therefore,  the 
mediastinoscopy  and  pulmonary  angiography 
findings  should  not  be  the  sole  factors  in  de- 
termining operability  in  many  of  these  patients. 

The  operative  mortality  and  morbidity  were 
relatively  low,  and  were  determined  more  by 
the  extent  of  the  procedure  than  by  the  patient’s 
age. 

Every  patient  was  followed  to  May-July  of  1969 
or  until  he  died.  Of  those  who  had  residual 
cancer,  only  two  lived  more  than  three  years 
and  none  lived  more  than  five  years. 


Age  at 
Operation 

' 3 

Years  + 

5 

Years  -|- 

- Survival  ■ 
8 

Years  + 

10 

Years  -f 

15 

Years  - 

Under  40 

1 

3 

40-49 

4 

4 

2 

1 

50-59 

9 

15 

4 

9 

5 

60-69 

8 

13 

6 

3 

70-79 

5 

3 

1 

Totals 

26 

35 

13 

13 

9 

Table  4.  Survivors  of  bronchogenic  carcinoma. 
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Cytology  and  colposcopy  are  unquestionably 
valuable  aids  in  early  diagnosis  of  cervical  neo- 
plasia, and  early  treatment  does  reduce  the 
mortality.  Nevertheless,  there  Is  a need  to  make 
more  use  of  cytologic  screening  among  high- 
risk  populations.  The  problem  is  how  to  reach 
people  who  rarely  seek  medical  care. 

NEOPLASIA  OF  THE  UTERINE  cervix  is  the  first 
model  of  human  cancer  to  have  its  life  history 
catalogued  from  a benign  form  through  nonin- 
vasive  to  a lethal  invasive  lesion.  The  nonin- 
vasive  pattern  at  the  margin  of  an  invasive  le- 
sion was  first  described  in  1900  by  Cullen.^  Its 
significance  as  a precursor  of  invasive  cancer 
was  first  suggested  by  Rubin  in  1919.2  The 
term  “carcinoma-in-situ”  was  introduced  by 
Broders  in  1932.®  Patients  with  invasive  carci- 
noma who  had  previous  biopsy  material  show- 
ing in  situ  changes,  when  studied  in  retrospect, 
were  first  reported  in  1929  by  Pemberton  and 
Smith. ^ 

With  an  awakening  awareness  of  the  import  of 
these  early  premalignant  microscopically  iden- 
tifiable lesions,  attempts  were  made  to  identify 
them  prospectively,  clinically.  In  1925  Hinsel- 
mann^  introduced  the  colposcope,  a magnify- 
ing, illuminating  lens  system  to  visualize  the 
cervix  with  greater  clarity.  The  instrument 
gained  wide  acceptance  in  Europe  because  it 
enabled  more  rapid  identification  of  early  epi- 
thelial and  vascular  changes  of  neoplasia. 

Schiller®  reported  his  iodine  glycogen  staining 
technique  in  1933,  and  this  method  of  identi- 
fying areas  for  biopsy  and  tissue  study  is  still 
of  great  clinical  value.  In  this  country  colpo- 
scopy was  little  utilized.  Diagnosis  of  early  ma- 
lignancy by  cellular  rather  than  tissue  sampling 
was  introduced  in  America  with  the  classic 
monograph  of  Papanicolaou  and  Traut  in  1943.’^ 
After  their  report,  as  before,  colposcopy  in 


Europe  and  cytology  here  evolved  as  parallel 
disciplines;  only  recently  has  there  been  an 
understanding  of  the  complementary  use  of 
these  two  methods  of  early  diagnosis. 

The  value  of  these  procedures  for  early  diagno- 
sis is  founded  upon  the  following  premises;  (1) 
cytology  and  colposcopy  are  of  value  in  diag- 
nosing cervical  neoplasia  before  it  becomes 
grossly  evident,  and  (2)  mortality  and  mor- 
bidity from  cervical  cancer  can  be  reduced  by 
treatment  in  early  or  preclinical  stages  of  the 
disease. 

Although  no  one  doubts  the  value  of  cytology 
and  colposcopy  in  diagnosis  of  lesions  in  pre- 
clinical stages,  some  have  questioned  the  pre- 
mise that  enough  of  these  lesions  progress  to 
invasive  disease  to  substantially  reduce  mor- 
tality and  morbidity  from  invasive  cancer  with 
early  treatment.  The  answer  has  taken  approxi- 
mately ten  years — the  mean  interval  for  pre- 
invasive  disease  to  become  invasive.  Reported 
experience  supports  both  premises. 

Average  survival  statistics  show  that  patients 
with  in  situ  and  microinvasive  cancer  have  vir- 
tually a 100%  survival  rate;  if  it  progresses  to 
overtly  invasive  stage  1 cancer,  the  patient 
loses  10-20%  of  her  chance  of  cure;  and  if  it 
progresses  to  stage  2 invasive  cancer,  the  pa- 
tient loses  20-30%  of  her  chance  of  five-year 
survival.  Admittedly,  these  are  average  figures 
and  some  lesions  may  progress  to  active  inva- 
sion quite  rapidly.  There  is  substantial  evi- 
dence that  this  is,  in  fact,  an  infrequent  oc- 
currence. 

A study  in  Shelby  County,  Tenn®  showed,  on 
first  screening,  a prevalence  of  0.36%  of  in  situ 
lesions  and  0.31%  invasive  lesions.  Cytologic 
screening  of  the  same  population  one  year  later 
revealed  0.22%  in  situ  and  0.03%  invasive 
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lesions.  Adequate  treatment  instituted  in  this 
population  removed  the  risk  of  invasive  cancer 
of  the  cervix  in  later  years. 

The  large  study  in  British  Columbia,®  in  which 
75%  of  the  female  population  was  screened 
one  or  more  times,  showed  a decrease  in  inci- 
dence of  invasive  cancer  from  28.4/100,000 
to  13.6/100,000  in  a period  of  11  years.  In 
the  screened  population  there  was  an  incidence 
of  only  4.8/100,000  cases  of  invasive  cancer 
during  the  period  from  1958  to  1966.  The  mor- 
tality from  cancer  of  the  cervix  was  decreased 
from  11.4/100,000  to  7.8/100,000.  With  bet- 
ter follow-up  and  repeat  cytology  tests  in  that 
segment  of  the  population  at  high  risk,  these 
figures  could  be  improved  further.  Ideally,  the 
incidence  of  invasive  disease  could  approach 
zero. 

It  has  been  difficult  to  reach  the  population  at 
high  risk  with  cytologic  screening.  We  physi- 
cians have  not  utilized  adequately  one  excellent 
opportunity  to  reach  this  group:  They  do  come 
to  hospitals  for  episodic  inpatient  or  outpatient 
medical  care.  This,  for  this  high-risk  group,  fre- 
quently is  the  only  time  of  physician  contact. 
The  experience  at  Metropolitan  Hospital  Center 
in  New  York  is  typical.^®  Before  instituting  a 
cytology  screening  program  for  both  inpatient 
and  outpatient  services,  only  18.1%  of  the  cer- 
vical cancer  cases  admitted  were  in  a clinically 
preinvasive  stage.  After  six  years  of  an  intensive 
program  of  cytologic  screening  of  their  hospi- 
tal population,  the  figure  rose  to  74%.  This 
experience  shows  the  value  of  screening  and 
detection  of  preinvasive  cancer  of  the  cervix. 

The  indigent  population  of  South  Texas  is,  by 
most  criteria,  at  high  risk.  Lower  socioeconomic 
status,  early  coitus  and  marriage,  early  preg- 
nancy, and  uncircumcised  spouses  all  correlate 
positively  with  what  we  know  as  the  epidemio- 


logic high-risk  factors  in  cervical  cancer.  We 
are  instituting  a program  to  try  to  reach  this 
population  with  cytology;  due  to  the  efforts  of 
Dr.  John  Simpson,  satellite  clinics  have  been 
instituted.  Now  109  clinics  in  20  South  Texas 
counties  are  cooperating  in  the  program.  An 
active  in-hospital  program  has  been  instituted 
to  reach  the  hospital  district  population. 

In  spite  of  such  programs,  still  only  26%  of  the 
female  population  of  this  country  has  been 
screened. With  improved  awareness  and  co- 
operation of  the  population  and  profession,  we 
must  do  better — 14,000  women  still  die  of 
uterine  cancer  every  year. 
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A 61-year-old  Negro  woman  had  a two-week 
history  of  arm  and  shoulder  muscle  weakness 
and  pain  which  subsided  during  her  brief  hos- 
pitalization. A muscle  biopsy  specimen  showed 
“nodular  myositis,”  and  the  clinical  diagnosis 
was  mild  systemic  lupus  erythematosus.  On 
the  day  of  discharge  the  patient  died  at  home. 


CASE  PRESENTATION:  Dr.  Shropshire:  The  pa- 
tient, a 61 -year-old  Negro  woman,  worked  as  a 
cook.  For  the  previous  two  weeks,  arm  weak- 
ness and  shoulder  pains  had  been  severe 
enough  to  keep  her  from  combing  her  hair. 
She  had  never  had  joint  pains  before,  and  her 
weakness  had  not  affected  her  walking,  climb- 
ing stairs,  swallowing,  or  breathing. 

Eight  months  previously  she  had  bumped  her 
left  shin  and  a painful  ulcer  had  developed  and 
remained  unhealed. 

For  about  a month  before  admission  she  had 
suffered  burning  pains  on  the  sole  of  her  left 
foot.  She  mentioned  that  she  had  lost  20  lb. 

Eight  years  ago  at  another  hospital  she  under- 
went total  abdominal  hysterectomy  for  “tumor 
of  the  womb;”  in  the  same  year  she  had  suf- 
fered an  attack  of  pleurisy.  A number  of  years 
ago,  her  personal  physician  told  her  that  she 
had  high  blood  pressure.  A comprehensive  sys- 
tematic review  was  unproductive;  specifically 
she  denied  any  prior  joint  difficulties  or  skin 
changes,  and  had  had  no  signs  or  symptoms  of 
congestive  heart  failure. 

Physical  Examination:  She  was  alert  and  in  no 
distress.  Her  blood  pressure  was  180/100  mm 


Hg,  pulse  rate  68  and  regular,  respirations  16, 
and  temperature  normal.  There  was  minimal 
hair  loss  in  the  parietal  areas  of  the  scalp. 
Small  scattered  exudates  were  present  in  the 
fundus  of  the  right  eye,  and  both  eyes  showed 
fundic  vessel  narrowing.  The  lungs  were  clear 
to  percussion  and  auscultation  and  there  were 
no  pleural  friction  rubs.  The  heart  was  en- 
larged to  the  anterior  axillary  line,  and  a grade 
2 systolic  ejection  murmur  was  present  along 
the  left  sternal  border;  no  gallops  or  rubs  were 
noted.  There  was  no  abdominal  organomegaly, 
and  pelvic  and  rectal  examination  showed  no 
abnormalities.  A stool  guaiac  test  for  occult 
blood  was  negative.  A shallow,  dry,  3 by  5 cm 
ulcer  was  present  in  the  medial  aspect  of  the 
left  leg. 

There  was  tenderness  and  weakness  bilaterally 
in  the  deltoid,  biceps,  and  triceps  muscle 
groups  and  bilateral  weakness,  greater  on  the 
left  than  the  right.  Moderate  quadriceps  weak- 
ness was  noted,  but  there  was  no  other  muscle 
impairment.  Sensation  and  deep  tendon  reflexes 
were  intact,  and  there  were  no  pathologic  re- 
flexes. 

A chest  roentgenogram  revealed  a left  ventricu- 
lar predominance.  An  electrocardiogram  showed 
left  ventricular  hypertrophy  and  premature  ven- 
tricular contractions.  An  electromyogram  of  in- 
volved muscle  groups  revealed  scattered  small 
polyphasics  with  diminished  amplitude,  pos- 
sibly compatible  with  early  polymyositis.  Con- 
duction times  in  the  median  and  perineal  nerves 
were  within  normal  limits.  A muscle  biopsy 
specimen  showed  changes  indicative  of  nodular 
myositis. 
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The  patient  did  well  while  in  the  hospital,  but 
complained  of  periodic  aching  in  her  shoulders. 
On  the  sixth  day  she  was  discharged.  Naqua 
and  allopurinol  were  prescribed.  The  ward  diag- 
nosis was  connective  tissue  disorder  of  unde- 
termined type.  On  the  day  of  discharge,  the 
patient  died  suddenly  at  home  during  a bowel 
movement. 

Radiological  Findings;  Dr.  Kilman:  A chest  roent- 
genogram made  on  the  day  of  admission  showed 
an  enlarged  heart,  and  I believe  this  was  pre- 
dominantly left  ventricular  enlargement.  Some 
degree  of  pulmonary  venous  hypertension  was 
evident.  No  parenchymal  infiltrates  were  seen 
in  either  lung  field.  Results  of  an  excretory 
urogram  obtained  on  the  third  day  were  within 
normal  limits.  A barium  enema  done  on  the 
same  day  showed  no  abnormality.  A gastroin- 
testinal series  showed  spontaneous  gastroeso- 
phageal reflux  without  evidence  of  a hiatus 
hernia. 

EGG  Findings:  Dr.  Blomquist:  Two  ECGs  on  this 
patient  were  similar.  The  basic  rhythm  was 
sinus  bradycardia,  53  beats/minute,  with  pre- 
mature beats  from  ectopic  atrial  (Vi),  nodal  (II) 
and  ventricular  (V3)  pacemakers.  Left  axis  devi- 
ation of  —30°  or  more  is  no  longer  regarded 
as  a minor  abnormality  commonly  associated 
with  left  ventricular  hypertrophy.  This  degree  of 
left  axis  deviation  is  almost  always  caused  by 
lesions  near  the  anterior-superior  radiation  of 
the  left  bundle;  in  other  words,  this  deviation 
results  from  a left  superior  intraventricular 
block  or  a left  anterior  hemi-block.  Diffuse  or 
discrete  fibrosis  associated  with  coronary  artery 
disease  or  hypertensive  heart  disease  is  most 


common,  but  any  myocardial  disease  may  pro- 
duce left  axis  deviation.  The  arrhythmia  is  also 
a nonspecific  abnormality. 

Clinical  Discussion:  Dr.  Smiley:  At  first,  I was 
not  impressed  with  the  severity  of  any  arthritis 
in  this  patient,  although  she  did  have  muscle 
pains.  However,  I learned  some  things  from  her 
daughter  that  are  not  in  the  protocol.  Eight 
years  previously,  when  the  patient  had  pleurisy, 
she  mowed  her  yard  and  red,  hot  swelling  de- 
veloped in  one  ankle.  She  assumed  that  she 
had  turned  it,  but  there  was  no  known  trauma 
to  explain  why  the  inflammation  was  so  severe 
that  the  ankle  was  kept  in  a cast  for  six  weeks. 
It  is  possible  that  this  was  the  onset  of  arthritis 
related  to  her  underlying  disease. 

In  discussing  this  patient,  I will  concentrate  on 
four  areas:  (1)  the  differential  diagnosis  of 
collagen  disease,  although  she  didn’t  show 
changes  typical  of  any  single  disease;  (2)  some 
of  the  clinical  implications  of  variations  in  the 
antinuclear  fluorescent  test,  since  the  patient 
had  a positive  speckled  staining  pattern;  (3) 
the  association  of  renal  disease  with  systemic 
lupus  erythematosus  (SLE),  since  this  patient 
did  not  have  clinical  renal  disease  which  would 
detract  from  a diagnosis  of  SLE;  and  (4)  the 
possible  cause  of  her  sudden  death. 

She  complained  of  muscle  and  joint  pain  in 
both  shoulders.  On  the  day  of  discharge  she 
had  pain  in  the  left  olecranon  bursa  suggesting 
minimal  arthritis,  but  no  muscle  tenderness. 
The  muscle  tenderness  began  about  two  weeks 
before  admission,  and  her  serum  glutamic  oxa- 
loacetic transaminase  (SCOT)  level  fell  from  84 
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to  33  units,  suggesting  that  the  muscle  changes 
were  a variable  finding.  One  month  before  ad- 
mission she  had  burning  pains  on  the  sole  of 
one  foot,  which  raises  the  possibility  of  peri- 
pheral neuropathy.  Also  in  the  weeks  before 
admission,  minor  trauma  resulted  in  an  ulcer 
which  gradually  enlarged;  arteritis  or  a related 
process  might  have  interfered  with  healing. 
About  the  same  time,  her  appetite  decreased 
and  she  lost  20  lbs.  Eight  years  ago  she  had 
pleurisy  and  had  hypertension  from  that  same 
time.  The  enlargement  of  the  pulmonary  ves- 
sels suggests  that  she  also  may  have  had  pul- 
monary hypertension.  The  old  exudates  in  the 
eyegrounds  also  raise  the  possibility  of  arteritis. 
The  minimal  frontal  balding  might  represent 
alopecia,  although  many  older  women  lose  hair 
in  this  area.  The  muscle  tenderness,  the  posi- 
tive electromyogram,  and  the  muscle  tissue 
findings  of  myositis  deserve  comment  because 
they  suggest  polymyositis.  Rare  polymyositis 
patients  have  arthritis,  and  some  also  have  de- 
monstrable antinuclear  antibodies.  Of  the  36 
polymyositis  patients  seen  in  the  past  ten  years 
at  Parkland  Hospital,  24  had  classical  poly- 
myositis without  associated  disease,  and  12  had 
some  other  disease.  Four  of  these  patients  had 
clear-cut  SLE  with  renal  disease  and  positive 
antinuclear  factors.  Thus,  patients  with  SLE 
may  occasionally  show  the  proximal  muscle 
weakness  of  polymyositis. 

Of  the  different  collagen  diseases  mentioned, 
SLE  or  polymyositis,  or  both,  are  the  best  pos- 
sibilities. Polyarteritis  is  less  likely.  The  patient 
had  peripheral  neuropathy  in  the  left  foot  and 
a slow-healing  ulcer,  but  little  else  to  suggest 
polyarteritis.  She  had  no  abdominal  pain  or 
elevated  white  blood  count  as  do  most  polyarte- 
ritis patients.  Rheumatoid  arteritis  is  also  un- 
likely, although  she  had  a history  of  inflamma- 
tory arthritis  and  had  a positive  latex  fixation 
test  response. 

How  often  is  SLE  seen  in  patients  61  years  of 
age,  and  how  frequently  is  the  disease  so  mild 
that  the  symptoms  precede  severe  illness  by 
five  or  six  years?  SLE  may  present  a complete 
spectrum  of  clinical  intensity.  Most  patients 


have  severe  disease  and  a short  life  expectancy. 
However,  occasional  patients  have  abnormali- 
ties compatible  with  SLE  for  more  than  ten 
years,  with  little  joint  damage  or  renal  disease. 
Dr.  Eric  Hurd,  of  our  department,  collected  26 
cases  of  SLE  in  which  renal  biopsies  were  eval- 
uated by  light  and  electron  microscopy.  In  8 
cases  there  was  no  clinical  renal  disease.  Elec- 
tron microscopic  examination  showed  minimal 
mesangial  hypercellularity  and  abnormal  glom- 
erular capillary  deposits  in  6 of  the  8 cases. 
(“No  clinical  evidence”  of  renal  disease  means 
that  values  for  blood  urea  nitrogen,  urinalysis, 
creatinine  clearance,  and  24-hour  urinary  pro- 
tein are  normal.)  Follow-up  for  several  years 
showed  that  severe  renal  disease  developed  in 
3 of  the  8 cases,  indicating  that  the  initial  ab- 
sence of  renal  disease  in  SLE  will  not  preclude 
its  subsequent  appearance. 

I think  that  this  patient  had  a mild  form  of  SLE 
with  arthritis,  pleurisy,  and  myositis.  Her  gam- 
ma globulin  level  was  elevated.  She  may  have 
had  minimal  renal  changes  since  one  urinalysis 
showed  protein  300  mg/100  ml,  although  the 
24-hour  urine  showed  a normal  protein  value. 

Some  of  the  major  findings  usually  seen  with 
SLE  were  absent;  the  patient  did  not  have  skin 
rash,  as  do  two-thirds  of  the  patients,  or  fever, 
as  seen  in  84%  of  patients.  Lupus  erythema- 
tosus cells,  seen  in  76%  of  patients,  were  not 
found,  nor  did  this  patient  have  lymphadeno- 
pathy,  anemia,  leukopenia,  or  thrombocytope- 
nia, all  of  which  may  be  seen  in  SLE. 

This  patient  showed  a speckled  reaction  of  anti- 
nuclear factor  test.  Because  considerable  new 
information  regarding  the  clinical  implications 
of  this  test  has  been  obtained,^  the  differential 
staining  patterns  of  the  various  antinuclear 
factors  are  worth  discussion.  There  are  four 
patterns  of  fluorescence  with  the  antinuclear 
stains:  peripheral  or  shaggy  staining,  diffuse 
staining  over  the  whole  nucleus,  nucleolar  stain- 
ing, and  the  speckled  pattern  which  this  patient 
showed.  It  has  been  shown^  that  most  patients 
with  active  SLE  have  the  peripheral  pattern,  and 
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that  one  can  block  this  staining  with  DNA  anti- 
body. Patients  with  inactive  SLE,  and  15%  of 
patients  with  rheumatoid  arthritis,  show  the 
homogeneous  or  diffuse  pattern.  Although  the 
other  two  patterns  can  be  seen  in  SLE,  there  is 
no  particular  correlation  with  clinical  activity, 
and  they  are  often  seen  in  patients  who  do  not 
have  SLE.  Thus,  the  pattern  seen  in  this  patient 
doesn’t  provide  much  clinical  information.  The 
antinuclear  factor  test  is  not  always  diagnostic 
of  SLE.  An  interesting  prospective  study  has 
just  been  published.-  Sixteen  patients  being 
treated  with  procaine  amide  were  studied  with 
serial  antinuclear  factor  tests.  While  taking  the 
drug,  8 of  the  16  patients  began  showing  posi- 
tive antinuclear  factor  reactions,  and  in  2 of 
these  8 patients  vague  arthralgia  and  other 
complaints  resembling  SLE  developed.  Since 
demonstrable  antinuclear  factors  develop  in 
such  a high  percentage  of  patients  taking  pro- 
caine amide,  the  test  results  obviously  should 
be  interpreted  with  caution.  A number  of  other 
drugs  may  also  produce  antinuclear  factors 
which  disappear  when  the  drugs  are  withdrawn. 

As  to  the  cause  of  death,  my  first  choice  would 
be  an  arrhythmia,  since  an  ECG  showed  some 
premature  ventricular  contractions.  However, 
the  history  suggests  some  other  less  likely  pos- 
sibilities. Her  left  arm  was  weaker  than  her 
right,  which  might  suggest  an  incipient  cere- 
bral vascular  accident  which  may  have  extended 
and  caused  her  sudden  death.  That  she  died 
while  having  a bowel  movement  might  suggest 
a pulmonary  embolism. 

Dr.  Jasin:  There  is  no  doubt  that  this  patient 
had  a polymyositic  component.  The  question  is, 
did  she  have  polymyositis?  This  is  difficult  to 
answer.  A fairly  large  percentage  of  patients 
with  SLE  have  a myositic  component;  on  the 
other  hand,  many  patients  with  polymyositis 
have  a collagen  disease  as  a main  feature.  The 
polymyositis  is,  therefore,  part  of  the  overall 
picture  of  collagen  disease.  Polymyositis  was 
transient  in  this  case;  the  patient  was  admitted 
with  weakness  and  muscle  tenderness,  and  by 
the  time  she  was  discharged  two  weeks  later. 


there  was  no  evidence  of  muscle  disease.  This 
is  unusual  in  polymyositis  alone.  She  also  had 
hypergammaglobulinemia,  which  is  a constant 
feature  of  SLE;  however,  many  patients  with 
dermatomyositis  or  polymyositis  have  normal 
gamma  globulin  levels. 

Pathological  Findings:  Dr.  Fallis:  At  necropsy, 
the  only  unusual  external  feature  was  the  non- 
specific cutaneous  leg  ulcer. 

The  major  anatomic  changes  were  in  the  heart, 
although  lesions  were  found  in  a number  of  the 
viscera.  The  heart  weighed  420  gm,  and  its  ex- 
cess weight  was  largely  the  result  of  left  ven- 
tricular hypertrophy  of  the  degree  to  be  ex- 
pected in  a patient  with  essential  hypertension. 
There  was  a modest  degree  of  generalized  athe- 
rosclerosis in  most  sites,  but  it  was  severe  in 
the  cerebral  and  coronary  arteries.  The  coro- 
nary arteries  were  narrowed  at  several  points, 
but  there  was  no  frank  complete  occlusion  and 
certainly  no  foci  of  fresh  occlusion.  On  the  cut 
surface  of  the  myocardium  the  outstanding 
gross  features  were  small,  grayish-white,  fibrous 
scars  in  an  irregularly  scattered,  plaque-like 
pattern.  This  focal  myocardial  fibrosis  in  a hy- 
pertensive hypertrophic  heart,  the  seat  of  severe 
coronary  narrowing,  led  us  to  assume  that  this 
was  indeed  an  example  of  coronary  heart  dis- 
ease. 

However,  when  microscopic  study  was  done 
through  the  myocardium,  a different  interpre- 
tation was  necessary.  There  was  granulomatous 
inflammation  located  in  small,  scattered  nod- 
ules which  were  irregularly  distributed  within 
the  myocardium.  The  nodules  were  composed 
mostly  of  large,  macrophage-type  cells  or  epi- 
thelioid cells,  with  some  multinucleate  giant 
cells  and  a fair  number  of  lymphocytes.  There 
also  were  areas  of  considerable  destruction  of 
myocardium  and  replacement  by  scar  tissue. 
Some  of  the  epithelioid  cells  had  large  nuclei, 
resembling  the  so-called  Anitschkow  cells  of 
rheumatic  myocarditis,  but  the  majority  were 
much  more  nonspecific  and  resembled  those 
seen  in  any  type  of  granulomatous  tubercle. 
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F/.g  7.  Low-power  microscopic  view  of  myocardium 
shows  granulomatous  myocarditis  composed 
largely  of  epithelioid  cells  with  a few  lymphocytes. 


Fig  2.  Low-power  microscopic  view  of  lung 
shows  early,  noncaseating  granuloma  containing 
numerous  giant  cells. 


The  question  immediately  arises,  are  these  le- 
sions of  active  rheumatic  fever,  or  of  the  myo- 
carditis that  occurs  in  SLE?  They  are  somewhat 
atypical  of  either.  They  do  not  show  the  small 
fibrinoid  patches  so  characteristic  of  the  As- 
choff body  of  rheumatic  fever.  The  lesions  are 
much  more  prolific  and  numerous  than  would 
be  anticipated  in  the  usual  relatively  minimal 
myocarditis  that  is  occasionally  seen  in  SLE. 
There  were  no  fresh  heart  valve  or  endocardial 
vegetations  such  as  are  seen  in  Libman-Sacks 
disease.  Our  conclusion  was  that  the  patient 
had  granulomatous  myocarditis,  and  that  in  all 
likelihood  the  immediate  cause  of  death  was, 
as  postulated  by  Dr.  Smiley,  sudden  cardiac 
arrest  or  arrhythmia.  The  etiology  of  this  granu- 
lomatous myocarditis  became  more  apparent 
during  examination  of  the  remaining  tissues. 

The  lungs  weighed  1,380  gm.  There  was  con- 
siderable acute  pulmonary  congestion  and  ede- 
ma. Both  the  hilar  and  mediastinal  lymph  nodes 
and  the  lungs  were  involved  with  the  noncaseat- 
ing granulomas  of  sarcoidosis.  The  granulomas 
of  the  mediastinal  lymph  nodes  were  older;  the 
mediastinum  is  the  most  common  site  of  the 
lesions  of  sarcoidosis.  In  addition,  there  were 


small,  epithelioid  tubercles  within  the  spleen 
and  the  liver,  but  they  were  sparse.  Our  con- 
clusion then  was  that  the  granulomatous  myo- 
carditis, associated  with  the  lesions  in  other 
tissues,  represented  sarcoidosis  with  myocard- 
ial involvement.  The  sparse  lesions  of  the  skele- 
tal muscle  apparently  were  manifestations  of 
sarcoid-induced  myositis.  Surprisingly  slight 
histologic  degrees  of  myositis  may  produce 
striking  clinical  features.  Having  seen  the  sec- 
tions from  multiple  muscles  taken  at  necropsy, 
I think  that  the  person  who  performed  the  initial 
muscle  biopsy  was  quite  lucky  to  have  gotten 
the  lesion.  The  cells  did  not  form  discrete  gran- 
ulomas such  as  those  found  in  the  other  organs. 
However,  all  the  cell  types  were  present  and  the 
skeletal  muscle  lesion  was  compatible  with 
sarcoidosis.  Without  the  additional  knowledge 
gained  at  necropsy,  the  best  diagnosis  which 
could  have  been  made  initially  was  nodular 
myositis.  The  brain  weighed  1,350  gm.  In  the 
right  external  capsule  there  was  a small,  old 
focus  of  cerebral  hemorrhage.  Although  it  did 
not  involve  the  internal  capsule,  this  lesion 
may  have  been  at  least  partly  responsible  for 
the  dominance  of  weakness  on  the  left  side  of 
the  body.  The  kidneys  were  entirely  normal. 
There  was  no  evidence  of  hypertensive  vascular 
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Fig  3.  Low-power  microscopic  view 
of  a mediastinal  lymph  node  shows,  in  the 
left  upper  corner,  several  old  and 
partially  hyalinized  granulomas. 


disease,  which  suggests  a relatively  short  ill- 
ness. There  was  no  evidence  of  SLE.  We  have 
seen  a number  of  cases  here  in  which  necropsy 
showed  that  sarcoid  involvement  of  the  heart 
caused  sudden  death  of  patients  who  were  pre- 
sumably in  reasonably  good  health.  In  one  case 
an  adolescent,  who  was  on  the  football  team  at 
the  time,  simply  fell  dead. 

The  cause  of  death  was  sarcoidosis  involving 
the  heart,  lungs,  mediastinal  nodes,  spleen, 
liver,  and  skeletal  muscles.  The  immediate 
cause  of  death  probably  was  cardiac  arrhythmia 
secondary  to  extensive  sarcoid  granulomatous 
myocarditis. 

Editor's  Note:  Shortly  after  this  conference  was 
held,  a pertinent  review  article  appeared.  See 
Silverstein,  A,  and  Siltzbach,  L E;  Muscle  In- 
volvement in  Sarcoidosis,  Arch  Neurol  21:235 
(Sept)  1969. 
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lyjMd^jngDil  pharmaceuticals  created  for  your  specialized  clinical  needs 


helps  break  the  emergins  habit  pattern 
of  nonorganic  primary  dysmenorrhea. 

Early  relief  of  primary  dysmenorrhea  in  the  adolescent  may  lessen 
its  tendency  to  become  a habit  pattern  “which  is  very  difficult  to 
interrupt. Dydrosesterone  proves  to  be  “...an  extremely  satisfac- 
tory drus...the  most  conservative  type  of  progestational  agent... 
for  relief  of  severe  and  incapacitating  dysmenorrhea  in  adolescents. 

Gynorest  provides  these  distinct  advantages 

normal  cycles  usually  undisturbed...  no  inhi  bition 

of  ovulation. ..occasional  breakthrough  bleeding  can  usuallybe 
controlled  by  dosage  adjustment 

mild,  infrequent  side  effects..  .withdrawal  is  seldom  requ  ired 
freedom  from  estrogenic  and  androgenic  effects... 

progestational  in  action 


MealliliTMin 

labor  at O R I E S 


• j-  M • Ovnorest  have  been  reported  and  there  are  no  known  contraindications  to  its  use. 

which  on  occasion  may  result  n f P' have  rarely  been  reported,  but  have  not  necessitated  withdrawal 

Mi  d S^strointestinal  complaints  such  as  nausea  dia^^^^^  nrasculinization  of  a female  fetus,  virilization  of  a female  patient,  or 

of  the  drug.  There  have  been  no  ^7°^'  B^kthrouqh  bleeding  can  usually  be  controlled  by  increasing  the  dosage 

White  Scored  Tablets,  bottles  of  100,  or  5 mg.  White  Scored  Tablets,  bottles  of  50. 

*Jones,  Georgeanna  S.:  Maryland  Med.  J.  1_^45,  1967. 
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OPINIONS  & VIEWS 


The  Truth  about  “Retirement”  Plans 
for  the  Self-Employed  Physician 

-or- 

Which  Shell  Is  the  Pea  Under? 

R.  S.  CLAYTON,  MD 


WOULD  YOU  LIKE  TO  submit  your  savings  pro- 
gram to  federal  government  control,  lose  some 
of  your  independence,  and  make  free  gifts  of 
spendable  income  to  your  employees  without 
benefitting  your  practice  perceptibly?  And  would 
you  like  to  stop  practicing  medicine  to  lower 
your  tax  bracket,  thereby  severely  reducing  your 
spendable  income  and  drastically  lowering  your 
scale  of  living,  just  for  a chance  to  save  a ques- 
tionable amount  of  federal  income  taxes? 

You  may  have  those  “privileges”  by  signing  up 
under  the  Keogh  plan  or  by  forming  an  Asso- 
ciation and  setting  up  a corporation-type  retire- 
ment plan. 

Just  how  much  would  you  really  “save”  under 
the  tax-deferred,  government-controlled  plans? 
If  you  did  slow  down,  or  stop  practicing  to  lower 
your  taxable  income,  would  the  reduction  in 
taxes  be  more  or  less  than  the  loss  of  spend- 
able income?  How  well  and  for  how  long  could 
you  and  your  wife  live  on  a retirement  fund  and 
social  security  payments?  Are  you  willing  to  live 
on  about  $1,250  per  month,  before  taxes,  to 
get  into  the  25%  top  tax  bracket?  Will  you  ever 
really  want  to  retire  voluntarily  from  the  prac- 
tice of  medicine?  Have  you  ever  wondered  why 
it  seems  so  difficult  to  get  a complete  analysis 
of  the  withdrawal  phase  of  proposed  retirement 
plans,  in  terms  you  can  understand? 

This  article  is  intended  to  help  you  answer 
these  questions. 


The  question  of  approval  of  professional  asso- 
ciations by  the  Internal  Revenue  Service  misses 
the  most  important  points  about  retirement 
plans  as  they  apply  to  the  self-employed  phy- 
sician. 

Only  part  of  the  full  story  of  retirement  plans  is 
presented  by  some  management  consultants, 
attorneys,  and  accountants,  in  publications  di- 
rected at  physicians  or  their  advisors.  Those 
authors,  almost  without  exception,  have  a profit 
motive  in  encouraging  physicians  to  sign  up  for 
retirement  plans.  I am  sure  they  do  not  delib- 
erately hide  information.  But  they  are,  under- 
standably, not  strongly  motivated  to  emphasize 
with  equal  fervor  the  disadvantages  of  retire- 
ment plans  as  related  to  the  self-employed  phy- 
sician. Their  articles  are  worded  carefully  to 
imply  that  large  savings  may  be  realized  by 
deferring  taxes  until  you  are  “in  a lower  tax 
bracket.”  It  can  be  shown  that  the  anticipated 
“saving”  likely  will  prove  to  be  a considerable 
loss  instead. 

There  are  some  serious  omissions  in  the  cur- 
rent rash  of  articles  suggesting  that  this  may 
be  the  time  for  the  physician  to  set  up  a gov- 
ernment-controlled retirement  plan.^-^®  The 
most  serious  omissions  are: 

1.  Failure  to  consider  whether  a government- 
controlled  retirement  plan  has  any  relevance 
for  the  self-employed  physician  in  the  private 
practice  of  medicine. 

2.  Failure  to  mention  the  fact  that  the  spend- 
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able  income  (grocery  money)  loss  which  results 
from  lowering  gross  income  is  always  substan- 
tially larger  than  the  reduction  in  taxes  antici- 
pated under  the  government-controlled  plans. 

3.  Failure  to  consider  that  the  physician’s  con- 
tribution to  an  employees'  retirement  plan  is 
nothing  more  than  a gift  of  spendable  income 
taken  from  the  doctor’s  family. 

4.  Failure  to  consider  realistically  the  substan- 
tial income  the  older  physician  and  his  wife 
must  have  to  maintain  a scale  of  living  com- 
parable to  that  of  their  friends  and  colleagues, 
and  the  adverse  effect  such  an  income  would 
have  on  the  expected  reduction  in  taxes. 

Relevance  of  Retirement  Plans:  Only  a small 
percentage  of  self-employed  physicians  retire 
while  in  good  health,  regardless  of  age.^  If  you 
doubt  this,  look  around  your  community  and 
see  how  few  physicians  voluntarily  stop  the 
practice  of  medicine.  This  is  not  true  of  salaried 
physicians  in  industry,  the  federal  services,  or 
other  positions.  Those  doctors  agreed  to  retire 
under  the  terms  of  their  employment,  and  they 
have  no  choice  when  they  reach  the  stipulated 
age.  Even  some  of  those,  principally  physicians 
providing  patient  care  in  the  military  services, 
enter  private  practice  after  retirement  from  the 
service,  and  continue  to  practice  as  long  as 
they  are  able. 

This  article  is  concerned  solely  with  the  self-em- 
ployed physician.  The  majority  of  these  doctors 
practice  medicine  because  they  love  it,  and 
would  be  unhappy  doing  anything  else,  or 
nothing. 

The  doctor  and  his  wife  are  accustomed  to  a 
comfortable  scale  of  living  and  will  not  lower 
it  voluntarily  to  any  significant  degree.  In  eval- 
uating the  “lower  tax  bracket’’  glibly  referred 
to  by  retirement  plan  advocates,  the  physician 
should  take  a hard  look  at  the  federal  income 
tax  tables.  He  will  find  that,  to  live  as  he  wants 
to,  the  income  he  will  need  will  keep  him  in  a 
tax  bracket  not  much  lower  than  the  one  he  is 
in  while  practicing  full  time. 

Many  doctors  do  not  manage  their  incomes 
wisely  during  their  most  productive  years  and 


do  not  retire  because  their  assets  would  be  in- 
sufficient to  maintain  the  scale  of  living  they 
desire.  Failure  to  save  for  old  age  has  been 
used  as  an  argument  in  favor  of  the  compulsory 
savings  feature  of  government-controlled  retire- 
ment plans.  We  shall  show  later  that  these  are 
expensive  “savings.”  An  automatic  self-budget 
bank  account  withdrawal  plan  is  just  as  com- 
pulsory as  a government-controlled  plan,  as 
either  can  be  cancelled.  Too,  a physician  who 
is  unable  to  initiate  and  maintain  his  own  sav- 
ings plan  is  likely  to  fritter  away  the  retirement 
fund  when  he  has  access  to  it  at  age  59V2- 

Retirement  plan  funds  are  assets  in  the  event 
of  total  disability  or  death.  So,  too,  are  privately 
accumulated  funds.  But  if  a retirement  plan  is 
entered  into  with  the  purpose  of  increasing  dis- 
ability or  death  benefits,  then  the  purpose 
should  be  recognized  as  such  and  it  should  not 
be  called  a retirement  plan.  This  article  is  con- 
cerned only  with  retirement  plans. 

For  these  reasons,  government-controlled  retire- 
ment plans  have  no  relevance  whatever  for  the 
more  than  98%  of  self-employed  physicians 
who  will  never  retire  voluntarily  in  the  ordinary 
sense  of  the  word.  The  typical  self-employed 
doctor  needs  a government-controlled  retire- 
ment plan  about  as  little  as  a pig  needs  a 
sidesaddle. 

Tax  “Savings”  vs  Spendable  Income  Loss:  Pros- 
pective savings  by  deferring  taxes  are  based  on 
(1)  an  expected  lower  tax  bracket  at  the  time 
the  funds  are  withdrawn,  compared  to  the 
bracket  at  the  time  deposits  to  the  plan  were 
being  made,  and  (2)  increased  earnings  from 
investment  of  the  deferred  taxes.  If  there  is  to 
be  any  significant  reduction  in  taxes  eventually 
paid,  the  tax  bracket  on  withdrawal  must  be 
considerably  lower  than  at  the  time  of  deposits. 
A portion  of  the  anticipated  reduction  in  taxes 
is  automatically  cancelled  by  the  gift  of  spend- 
able income  the  doctor  had  to  make  to  his  em- 
ployees’ retirement  plan.  In  a widely  read  com- 
parison of  Keogh  and  self-saving  plans,  the  gift 
of  spendable  income  under  the  Keogh  plan, 
$448  a year,  cancels  half  of  the  $900  in  tax 
deferred  each  year.^  Then,  only  if  the  tax  rate 
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on  withdrawal  is  even  lower  can  there  be  any 
“savings”  for  the  doctor  himself. 

Taxable  income  can  be  reduced  by  two  princi- 
pal methods:  (1)  reducing  gross  income  by  de- 
creasing practice  volume  or  elimination  of  in- 
vestment income,  or  both,  or,  (2)  an  increase  in 
allowable  deductions. 

First,  let’s  consider  whether  it  is  possible  to 
“save”  by  reducing  gross  income  in  order  to 
lower  taxes.  Current  tax  tables  show  that  as 
gross  (and  thus  taxable)  income  is  reduced, 
spendable  income  falls  far  faster  than  taxes. 
For  two  examples,  refer  to  federal  income  tax 
tables  for  1968,  schedule  II.  A reduction  of  tax- 
able income  from  $52,000  to  $12,000  lowers 
taxes  from  $18,060  to  $2,260,  a decrease  of 
$15,800,  surtax  not  considered.  However, 
spendable  income  is  reduced  from  $33,940  to 
$9,740,  a decrease  of  $24,200.  Spendable  in- 
come fell  $8,400  more  than  taxes,  or  about 
50%  more. 

Let’s  take  another  look.  On  a taxable  income  of 
$28,000,  federal  income  tax  would  be  $7,100. 
Reducing  taxable  income  to  $4,000  would  re- 
duce the  tax  to  $620,  a difference  of  $6,480  in 
tax.  But  spendable  income  fell  from  $20,900  to 
$3,380,  a decrease  of  $17,520.  Spendable  in- 
come fell  $11,040,  or  about  70%  more  than 
taxes. 

Thus,  the  deliberate  reduction  of  gross  income 
to  reduce  taxes  seems  a strange  way  to  “save.” 
In  addition,  the  physician  would  be  giving  up 
some,  or  all,  of  the  satisfaction  of  practicing 
medicine. 

Now  let  us  consider  whether  it  is  possible  to 
“save”  by  increasing  deductions.  Some  doctors 
seem  to  feel  that  deductions  are  subtracted 
from  taxes,  rather  than  only  effecting  a reduc- 
tion of  taxable  income.  It  is  seldom  emphasized 
that  a portion  of  every  deduction  is  spendable 
income  (grocery  money)  which  the  physician 
would  have  if  he  had  not  spent,  or  contributed, 
the  money  representing  the  deduction.  Whether 
paid  to  the  IRS  or  deposited  to  an  employees’ 
retirement  fund,  the  tax  portion  of  a deduction 
is  a loss  to  the  physician.  The  spendable  in- 


come portion  of  such  contributions  also  is  a 
net  loss,  a gift,  and  can  never  be  offset  by  any 
means.  On  a gross  basis,  for  a physician  in  a 
40%  tax  bracket,  a contribution  of  $10,000, 
over  a period  of  years,  to  an  employees’  retire- 
ment plan  is  made  up  of  $4,000  in  taxes  di- 
verted to  that  plan,  and  $6,000  of  spendable 
income. 

Many  advocates  of  government-controlled  plans 
emphasize  the  effect  of  increased  deductions 
in  reducing  taxes  by  lowering  taxable  income. 
The  lower  the  tax  bracket  the  doctor  is  in,  the 
larger  is  the  portion  of  every  deduction  which 
is  spendable  income.  . 

Thus,  there  is  no  way  to  save,  or  even  to  break 
even,  by  creating  unnecessary  deductions. 

A representative  calculation  will  illustrate  the 
fallacy  of  tax  “savings”  for  the  physician  who 
stops  practicing  entirely.  Assume  $60,000  an- 
nual taxable  income,  a top  tax  bracket  of  50%, 
4%  annual  contribution  to  a retirement  plan, 
10%  annual  yield  on  investment,  and  qualify- 
ing employees  with  total  salaries  of  $15,000 
per  year.  The  annual  contributions  to  such  a 
plan  would  be  $2,400  for  the  physician  and 
$600  for  his  employees.  After  20  years,  the 
physician  will  have  accumulated  $144,332.96, 
and  will  have  contributed  $12,000  to  his  em- 
ployees’ plan.  Half  of  this  contribution,  $6,000, 
was  spendable  income  he  had  to  give  to  the 
employees’  fund  to  qualify  for  tax  deferment  in 
his  own  interest. 

Let  us  assume  that  taxes  of  about  $36,000,  or 
25%,  will  be  paid  on  withdrawal  by  the  doctor, 
leaving  an  apparent  net  fund  of  $108,000. 
However,  the  doctor  should  remember  that  he 
incurred  a nonrecoverable  loss  of  $6,000  dur- 
ing the  20  years,  in  accumulating  the  $108,000. 

But  the  physician  must  stop  practicing,  and 
have  no  significant  income  from  investments, 
in  order  to  pay  the  minimum  in  taxes.  From  a 
taxable  income  of  $60,000  per  year  he  should 
have  realized  a spendable  income  of  about  $37,- 
000.  The  loss  of  this  amount  of  spendable  in- 
come for  only  three  years  would  equal  the  en- 
tire net  fund  of  $108,000,  without  even  con- 
sidering the  $6,000  loss  to  the  employees’  plan. 
But  the  doctor  actually  becomes  a guaranteed 
loser  only  22  months  after  he  retires,  as  will  be 
shown. 

What  could  the  physician  have  done  with  an 
equal  amount  of  income  had  he  set  up  his 
own  savings  program?  Total  contributions 

Continued  on  page  77 
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Let’s  be  specific  about  Campbell’s  Soups... 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


TABlgTS/ttOUlO 


tablet  and  each  5 cc.  of  liquid  contain: 

fs^pfei.^^'fp^’etioxylate  hydrochloride  2.5  mg. 

"J^!i4.f4®'''(Warning:  May  be  habit  forming) 
^^j!i!?^’a;tropine  Sulfate,  0.025  mg.  (i/2,400  grain) 


body  fluids 


patients  from  exhaustion 


Lomotil  acts  promptly  and  directly  to  lower  the 
excessive  intestinal  motility  of  diarrhea. 

This  therapeutic  restraint  on  the  overactive  bowel 
allows  a normal  or  more  nearly  normal 
reabsorption  of  water  and  electrolytes. 

The  proficiency  of  Lomotil  in  conserving  body  fluids 
and  electrolytes  often  saves  patients  from  the 
exhaustion  that  accompanies  prolonged  diarrhea. 
Lomotil  acts  to  control  the  intestinal  mechanisms 
of  diarrhea;  therefore,  It  is  highly  useful  In 
controtting  diarrhea  associated  with: 


gastroenteritis  • acute  infections  • functional  hypermotili 
irritable  bowel  • ileostomy  • drug-induced  diarrhea 


Warnings  Lomotil  should  be  used  with  caution  in  patients  taking 
barbiturates  and  with  caution,  if  not  contraindicated,  in  patients 
with  cirrhosis,  advanced  liver  disease  or  impaired  liver  function. 
Precautions:  Lomotil  is  a Federally  exemipt  narcotic  with  theoreti- 
cally possible  addictive  potential  at  high  dosage;  this  is  not  ordi- 
narily a clinical  problem.  Use  LomiOtit  with  considerable  caution  in 
patients  receiving  addicting  drugs.  Recommended  dosages  should 
not  be  exceeded,  and  medication  should  be  kept  out  of  reach  of 
children.  Should  accidental  overdosage  occur,  signs  may  include 
severe  respiratory  depression,  flushing,  lethargy  or  coma,  hypotonic 
reflexes,  nystagmus,  pinpoint  pupils,  tachycardia;  continuous  obser- 
vation is  necessary.  The  subtherapeutic  amount  of  atropine  sulfate 
IS  added  to  discourage  deliberate  overdosage. 

Adverse  fteactions'  Side  effects  reported  with  Lomotil  therapy  In- 
clude nausea,  sedation,  dizziness,  vomiting,  pruritus,  restlessness, 
abdominal  discomfort,  headache,  angioneurotic  edema,  giant  urti- 
caria, lethargy,  anorexia,  numbness  of  the  extremities,  atropine 
effects,  swelling  of  the  gums,  euphoria,  depression  and  malaise. 
Respiratory  depression  and  coma  may  occur  with  overdosage. 
Dosage:  The  recommended  initial  daily  dosages,  given  in  divided 
doses  until  diarrhea  is  controlled,  are  as  follows: 

CMidrem  Total  Daily  Dosags 

3-6  mo,  tap.*  t.i.d,  (3  mg.) 

6-12  mo V2  tsp.  q.i.d.  (4  friig.) 

1- 2  yr Vz  tsp.  5 times  daily  (6  mg.) 

2- 5  yr , , .1  tsp.  t.i.d.  (6  mg.) 

S-8  yr.  1 tsp.  q.i.d.  (8  mg.) 

8-12  yr  1 tsp,  5 times  daily  (10'  mg,) 

^ V Adults: 2 tsp,  5 times  daily  (20  m:g.) 

y’-. , or  2 tablets  q,i.d. 

' l^'J^ased  on  4 cc,  per  teaspoonful. 

Ma,intenance  dosage  may  bi  aa  low  as  one-fourth  the  Initial  daily 
dosage. 
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in  clironic  cutaneous  ulcers... 

EI3S6  Ointment 

(fibiolysin  and  desoxyribonuclease, 
combined, [bovine]  ointment) 


PARKE-DAVIS 


FIRST  APPLICATION 

ELASE  Ointment  Is  applied  to  a deep  ulceration  of  a finger.. 


EIGHTEEN  DAYS  LATER 

Healing  has  progressed  rapidly  without  interruption  or 
interference  from  any  accumulated  purulence  or 
necrotic  tissue.  Greatiy  reduced  size  of  lesion  and 
minimal  scar  tissue  indicate  quaiity  and  vigor  of 
healing  which  is  aimost  complete. 


By  helping  to  remove  dead  tissue  and  debris  from  the  ulcer’s 
surface,  ELASE  Ointment  creates  a better  environment  for  the 
elimination  of  infection,  for  healthy  granulation.,  .for  healing. 

Its  lytic  enzymes  effectively  break  down  DNA  in  dead  leuko- 
cytes and  other  debris... the  fibrin  in  blood  clots,  serum,  and 
purulent  exudates . . , and  the  denatured  proteins  in  necrotic 
tissue.  Protein  elements  of  living  tissue  are  relatively  un- 
affected. ELASE  Ointment  is  indicated  in  stasis  ulcers  and  in 
other  infected  or  inflamed  ulcers  caused  by  circulatory  distur- 
bances. In  cases  requiring  skin  grafting,  it  is  used  preoperatively 
for  debridement.  For  ambulatory  patients  debridement  with 
ELASE  Ointment  is  a convenient  therapy  and  a regimen  likely 
to  be  followed.  Precautions:  Observe  usual  precautions  against 
allergic  reactions,  particularly  in  persons  with  a history  of 
sensitivity  to  materials  of  bovine  origin  or  to  mercury  com- 
pounds. Adverse  Reactions:  Side  effects  attributable  to  the 
enzymes  have  not  been  a problem  at  the  dose  and  for  the 
indications  recommended.  Discussion:  Successful  use  of 
enzymatic  debridement  depends  on  several  factors:  (1)  dense, 
dry  eschar,  if  present,  should  be  removed  surgically  before 
enzymatic  debridement  is  attempted;  (2)  the  enzyme  must  be  in 
constant  contact  with  the  substrate;  (3)  accumulated  necrotic 
debris  must  be  periodically  removed;  (4)  the  enzyme  must  be 
replenished  at  least  once  daily;  and  (5)  secondary  closure  or 
skin  grafting  must  be  employed  as  soon  as  possible  after 
optimal  debridement  has  been  attained.  It  is  further  essential 
that  wound-dressing  techniques  be  performed  carefully  under 
aseptic  conditions  and  that  appropriate  systemically  acting 
antibiotics  be  administered  concomitantly  if,  in  the  opinion  of 
the  physician,  they  are  indicated.  Available:  ELASE  Ointment  is 
supplied  in  30-Gm.  tubes  containing  30  units  (Loomis)  of 
fibrinolysin  and  20,000  units  of  desoxyribonuclease  with 
0.12  mg.  thimerosal  (mercury  derivative);  and  in  10-Gm.  tubes 
containing  1 0 units  of  fibrinolysin  and  6,666  units  of  desoxy- 
ribonuclease with  0.04  mg.  thimerosal.  ELASE  Ointment  has  a 
special  base  of  liquid  petrolatum  and  polyethylene;  contains 
sodium  chloride  and  sucrose  used  during  manufacture;  is 
stable  at  room  temperature  through  the  expiration  date  stated 
on  the  package. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 
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for  the  physician  and  his  employees  under  the 
government-controlled  plan  were  $3,000  per 
year.  After  paying  half  of  this  in  taxes,  he  could 
deposit  $1,500  each  year  to  his  savings  pro- 
gram. Assuming  the  same  10%  annual  growth 
rate,  and  treating  it  all  as  income,  results  in  an 
annual  net  growth  rate  of  5%.  After  20  years, 
$50,837.96  will  have  accumulated,  all  taxes 
paid.  The  withdrawal  of  any  part  or  all  of  this 
fund  involves  no  taxes  whatever,  whether  or  not 
he  continues  to  practice  or  has  other  invest- 
ment income.  As  it  was  accumulating,  this  fund 
would  be  available  in  event  of  partial  disability 
or  financial  emergency.  The  fund  under  govern- 
ment-controlled plans  is  available  only  in  event 
of  total  and  permanent  disability  or  death,  until 
age  591/2. 

A comparison  of  funds  accumulated  under  gov- 
ernment-controlled and  self-budget  plans  is  now 
in  order.  For  the  moment,  let’s  ignore  the 
$6,000  loss.  The  government  plan  net  fund  is 
$58,000  larger  than  the  self-budget  fund.  But 
the  physician  has  to  stop  practicing  completely, 
and  rid  himself  of  any  significant  investment 
income,  to  obtain  the  minimum  tax  treatment 
responsible  in  part  for  the  apparent  advantage 
of  the  government  plan.  The  loss  of  $37,000  in 
spendable  income  each  year  w’ould  erase  com- 
pletely the  apparent  advantage  of  the  government 
plan  after  only  1.8  years,  or  about  22  months. 
In  other  words,  the  spendable  income  loss  over 
22  months  would  equal  the  $58,000.  There- 
after, the  physician  is  a guaranteed  loser. 

Consider  that  the  physician  reaching  retirement 
age  realizes  that  he  and  his  wife  will  not  be  able 
to  live  very  well  for  very  long  on  the  fund  ac- 
cumulated under  the  government  plan,  and  so 
he  continues  to  practice.  First,  social  security 
payments  will  be  lost.  Next,  by  referring  to  the 
federal  income  tax  tables,  one  notes  that  a top 
tax  bracket  of  25%  is  reached  at  a taxable  in- 
come of  about  $15,000  per  year.  Withdrawals 
from  a government  plan  go  on  top  of  current 
income,  pushing  the  top  tax  bracket  upward  or 
even  above  the  bracket  in  effect  when  deposits 
to  the  plan  were  being  made.  This  progressively 
erodes  the  apparent  advantage  of  a government 
plan. 

Suppose  the  retiring  doctor  could  have  prac- 
ticed full  time  for  five  more  years.  He  would 
earn  about  $185,000  in  spendable  income. 
Then  suppose  he  could  have  practiced  half  time 
for  an  additional  five  years.  He  would  earn  an 
additional  $110,000,  or  a total  of  $295,000  of 
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spendable  income  over  the  ten  years.  This,  plus 
the  $50,000  self-budget  fund,  would  provide 
him  and  his  wife  with  $345,000  in  spendable 
funds.  Then,  when  he  ceased  to  practice,  or 
reached  age  72,  social  security  payments  would 
begin. 

By  the  government  plan  route,  he  would  have 
whatever  annuity  the  $108,000  would  purchase, 
plus  social  security  payments,  to  last  him  and 
his  wife  for  the  rest  of  their  lives. 

Discussion:  The  typical  physician,  being  some- 
what human,  is  highly  susceptible  to  any  idea 
which  seems  to  offer  an  opportunity  to  pay  less 
taxes.  He  is  impressed  by  such  high-sounding 
terms  as  “profiting  by  forfeiture  provisions  of 
corporate  retirement  plans,’’  “capital  gains 
treatment,’’  “conservation  of  wealth,’’  “advan- 
tages of  corporate  management,’’  and  so  on.  If 
these  techniques  really  will  be  profitable  for 
the  physician,  they  should  stand  up  under  fair 
but  rigorous  examination.  The  problem  seems 
to  be  how  to  get  such  an  examination  from  his 
advisors.  Many  accountants  and  tax  attorneys 
lack  insight  into  how  the  self-employed  physi- 
cian thinks,  and  how  necessary  it  is  to  explain 
their  analyses  in  terms  the  doctor  can  under- 
stand. The  same  communication  problem  exists 
when  the  doctor  undertakes  to  explain  a diffi- 
cult medical  problem  to  the  accountant  or  law- 
yer. The  critically  important  point  is  that  the 
doctor  and  his  advisors  should  work  closely 
together,  contributing  sufficient  time  and 
thought  to  the  problems  so  that  the  physician 
obtains  the  information  he  needs,  and  in  a form 
he  can  follow.  Many  physicians  are  too  proud 
to  admit  that  they  are  somewhat  confused  by 
their  advisors,  or  by  accountants’  rapid  calcu- 
lations, and  do  not  understand  what  is  happen- 
ing to  the  pea  being  moved  about  under  the 
three  shells,  as  it  were.  The  physician  should 
insist  on  a slow,  step-by-step  analysis,  in  terms 
he  understands. 

Accountants  frequently  make  two  mistakes  in 
analyzing  proposed  retirement  plans  for  their 
physician  clients.  First,  they  include  the  tax  por- 
tion of  the  contribution  to  the  employees’  plan 
with  the  tax  portion  of  the  deposits  made  to  the 
physician’s  account,  and  dub  the  total  “tax  sav- 
ings.’’ In  neither  case  is  the  tax  saved.  For  the 
physician,  the  tax  is  only  deferred  on  the  de- 
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posits  to  his  account,  in  anticipation  of  a lower 
tax  rate  on  withdrawal.  The  tax  portion  of  the 
contribution  to  the  employees’  fund  is  just  as 
complete  a loss  as  if  it  were  paid  to  the  IRS. 

Second,  accountants  often  fail  to  consider  the 
spendable  income  loss  in  contributions  to  the 
employees’  fund,  and  in  the  expenses  involved 
in  setting  up  and  operating  a government-con- 
trolled plan.  In  considering  the  “net”  fund  ac- 
cumulated under  government  plans,  the  physi- 
cian should  mentally  subtract  the  total  spend- 
able income  loss  across  the  years  and  arrive  at 
an  actual  net  figure. 

Many  doctors  have  sensed  the  fact  that  spend- 
able income  falls  faster  than  taxes,  when  collec- 
tions decline  or  expenses  rise.  At  first  the  doctor 
is  comforted  by  the  thought  that  he  will  pay  less 
taxes,  then  he  is  startled  to  discover  how  much 
less  spendable  income  is  left.  Often  his  wife 
comments  on  this  before  he  does. 

The  opportunities  to  realize  substantial  savings 
through  legal  manipulation  of  the  tax  laws 
(loopholes)  in  the  area  of  retirement  plans  for 
the  self-employed  have  long  since  been  elimi- 
nated. Even  as  this  is  being  written,  the  IRS  has 
just  conceded  defeat  in  the  legal  battle  over 
professional  associations,  and  already  the  con- 
gress has  under  study  a proposal  to  change  the 
provisions  of  corporation  type  plans  to  approxi- 
mate those  of  the  Keogh  plan. 

Paradoxically,  the  doctor  with  the  lowest  in- 
come makes,  proportionately,  the  largest  gift  of 
spendable  income  to  his  employee’s  retirement 
plan,  and  defers  the  smallest  amount  of  tax 
relative  to  spendable  income.  The  physician  in 
the  highest  tax  bracket  apparently  stands  to 
gain  the  most  from  the  government-controlled 
plans,  but  he  is  precisely  the  one  who  is  least 
likely  to  accept  voluntarily  the  drastically  lower 
scale  of  living  the  “lower  tax  bracket”  income 
would  provide. 

In  the  enthusiasm  generated  by  tax  avoidance 
schemes,  it  is  easy  to  make  substantial  errors. 
In  a widely  circulated  series  of  two  articles  com- 
paring the  Keogh  plan  with  a self-budget  ap- 
proach,^ the  basic  comparison  contains  two 
serious  errors.  Both  errors  have  the  effect  of 
making  the  Keogh  plan  appear  more  attractive 
than  it  actually  is.  The  author  concludes  that  the 
hynothetical  physician  would  be  $17,000  better 
off  under  a Keogh  plan,  when  in  fact  he  would 
be  a loser  by  $3,700.  The  two  errors  are  (1) 
failure  to  include  the  spendable  income  portion 
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of  the  contribution  to  the  employees’  plan  in 
calculating  the  physician’s  fund  under  the  self- 
budget plan,  and  (2)  failure  to  consider  the  loss 
of  $8,960  in  spendable  income  contributed  to 
the  employees’  fund  under  the  Keogh  plan. 

Since  both  errors  are  in  the  direction  of  making 
the  Keogh  plan  appear  more  attractive,  the 
total  error  is  $21,011.  Table  1 presents  the 
comparative  data. 

The  almost  hysterical  rush  to  form  associations 
at  this  time  is  based  principally  on  the  expecta- 
tion of  capital  gains  treatment  on  withdrawal  of 
the  retirement  fund,  instead  of  the  income  av- 
eraging allowed  under  the  Keogh  plan.  Provid- 
ed the  doctor  acts  as  have  almost  all  of  his  col- 
leagues to  date,  it  is  not  likely  that  he  will  be 
allowed  capital  gains  treatment,  for  he  will 
continue  to  practice.  To  qualify  for  capital  gains 
treatment,  the  physician  must  divest  himself 
of  all  connection  with  the  association.  He  can- 
not render  services  of  any  kind,  even  without 
pay.^®  To  cure  this  problem,  management  con- 
sultants have  suggested  that  the  physician  “re- 
tire,” withdraw  his  benefits  in  lump  sum  and 
obtain  capital  gains  treatment,  then  return  to 
work  for  the  association  as  a “consultant.”  I 
am  told  by  personnel  of  the  IRS  that  this  will 
subject  the  doctor  to  a charge  of  sham  retire- 
ment, and  to  a tax  lien.  As  an  alternative,  it 
has  been  suggested  that  the  doctor  start  an- 
other practice,  or  join  another  group.  For  the 
private  practice  physician  these  transitions  at 
age  65  are  more  difficult  than  for  a business- 
man. Whether  starting  another  practice  or  join- 
ing a new  group,  there  is  likely  to  be  a substan- 
tial reduction  of  income  for  a time.  The  spend- 
able income  lost  thereby  is  likely  to  be  much 
greater  than  the  reduction  in  taxes  under  the 
capital  gains  treatment. 

Potential  benefits  of  forfeiture,  deductible  in- 
surance premiums,  deductible  employee  death 
benefits,  and  so  on,  are  relatively  minor  con- 
siderations compared  to  the  principal  factors 
already  discussed. 

The  physician  should  be  clearly  aware  that  he 
is  not  being  treated  equally  with  his  employees 
under  government-controlled  plans.  First,  he 
has  to  make  all  the  contributions,  both  for  him- 
self and  for  his  employees.  Second,  he  is  not 
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OPINIONS  & VIEWS 


Self-Budget  Plan 


Published 

Correct 

Figures' 

Figures 

Annual  allocation  for  investment 

$ 2,500 

$ 3,200 

Less  income  tax  (36%) 

900 

1,152 

Spendable  income  deposited 

1,600 

2,048 

Compound  retirement  factor 

X 26.9 

X 26.9 

Fund  at  age  65 

43,040 

55,091 

Error 

$12,051 

Keogh  Plan 

Annual  investment 

$ 2,500 

Compound  retirement  factor 

X 29.8 

Gross  fund  at  age  65 

74,500 

Less  estimated  tax  at  $6, 000/year 

— 14,155 

Net  fund 

60,345 

Less  spendable  income  loss 

8,960 

Final  Net 

$51,385 

Estimated  advantage,  published  data 

$17,305 

Net  loss,  correct  data 

3,706 

Total  error 

$21,011 

Table  1. 


treated  equally  on  withdrawal  of  the  retirement 
funds. - 

The  self-employed  physician  should  have  dis- 
ability and  death  insurance  unless  his  net  fi- 
nancial worth  makes  such  insurance  unneces- 
sary. He  should  have  a personal  savings  pro- 
gram for  his  old  age.  The  important  point  in 
saving  is  that  the  typical  self-employed  physi- 
cian will  be  a great  deal  better  off  with  his  own 
self-budget  savings  plan. 

The  physician  is  entitled  to  a straightforward, 
complete  analysis  of  all  aspects  of  government- 
controlled  “retirement”  plans  before  he  enters 
into  a “marriage”  with  the  federal  government, 
for  that  is  about  what  it  amounts  to.  True,  he 
can  get  a “divorce”  later,  should  he  desire,  but 
it  will  be  troublesome  and  expensive,  much  as  a 
regular  divorce. 

Conclusions:  1.  The  typical  self-employed  physi- 
cian can  only  lose,  financially,  under  a govern- 
ment-controlled retirement  plan,  compared  to  a 
self-budget  savings  program.  If  he  continues  to 
practice,  as  he  usually  will,  he  will  not  be  in  a 
significantly  lower  tax  bracket,  and  he  may  even 
pay  more  taxes  than  he  deferred.  If  he  does 
stop  practicing,  and  eliminates  all  other  taxable 
income,  the  loss  of  spendable  income  will  far 
exceed  the  reduction  in  tax. 

2.  If  a physician  is  determined  to  retire  from 
the  practice  of  medicine,  and  does  so,  the  re- 
duction in  tax  under  government-controlled 


plans  will  partially  offset  the  loss  of  spendable 
income. 

3.  Since  it  is  highly  unlikely  that  the  self-em- 
ployed physician  will  retire  voluntarily,  in  the 
usual  sense  of  retirement,  government-control- 
led  retirement  plans  have  no  relevance  for  him. 

4.  Any  physician  can  have  a substantial  reserve 
fund  for  old  age  if  he  initiates  and  maintains  a 
regular,  automatic  savings  program  for  20  to 
30  years,  whether  self-budget  or  government- 
controlled.  One  route  is  just  as  compulsory  as 
the  other,  for  either  can  be  cancelled. 

5.  Federal  income  tax  can  be  reduced  by  re- 
ducing taxable  income  or  by  increasing  deduc- 
tions. In  either  case,  spendable  income  loss  will 
exceed  the  reduction  in  tax. 

6.  The  typical  self-employed  physician  usually 
will  be  much  better  off  under  a self-budget, 
self-controlled  savings  program. 

7.  Many  promoters  of  government-controlled 
plans  prefer  to  talk  in  generalities  and  to  avoid 
detailed  studies.  The  average  physician  should 
never  make  decisions  on  the  basis  of  generali- 
ties. Insist  on  a step-by-step  detailed  projection, 
and  think  it  through  yourself. 

8.  Often  accountants  and  tax  attorneys  shift 
the  “savings”  (the  pea)  around  so  fast  they 
sometimes  fool  themselves.  It  is  easy  to  con- 
clude that  you  are  winning  when  in  fact  you 
may  be  losing. 

9.  When  it  appears  the  federal  government  is 
allowing  the  self-employed  physician  a signifi- 
cant tax  saving,  stop,  look,  and  listen.  Usually, 
the  self-employed  physician  will  profit  little,  and 
may  even  lose  substantially. 
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TEXAS  MEDICINE 


Dec.  31  Charter  Enrollment 


AM  Texas  Medical  Association  mem- 
bers are  urged  to  evaluate  closely  their 
status  in  relation  to  the  Association’s 
new  Group  Insurance  Programs  offered 
by  The  Prudential  Insurance  Company 
of  America.  Dr.  Joseph  T.  Painter,  chair- 
man, Committee  on  Association  Insur- 
ance Programs,  issued  this  reminder  as 
the  Dec.  31  closing  of  the  extended 
Charter  Enrollment  Period  approaches. 

Members  under  age  60  may  apply 
for  disability  income,  major  medical, 
and  personal  accident  insurance  by 
completing  the  simplified  enrollment 
forms  in  their  possession.  If  members 
apply  for  office  overhead  or  life  insur- 
ance, they  must  complete  and  attach 
form  TMA-3,  Statements  Relating  to 
Insurability,  since  the  minimum  parti- 
cipation requirements  for  these  plans 
have  not  been  attained.  Members 
should  take  time  to  consider  carefully 
these  plans  in  view  of  the  excellent  cov- 
erage offered,  the  low  participation  re- 
quirement, and  the  fact  that  all  mem- 
bers will  be  insured  regardless  of  medi- 
cal history  if  enough  applications  are 
submitted. 

Dr.  Painter  also  mentioned  that  until 
Dec.  31  the  Prudential  Insurance  Com- 
pany has  agreed  to  allow  members 
under  age  70  to  apply  for  office  over- 
head insurance.  When  this  group  plan 
was  first  offered  by  the  company  in 
September,  only  members  under  age 
60  could  enroll.  However,  since  all 
members  under  age  70  have  had  the 
opportunity  since  1955  to  apply  in 
other  TMA  group  plans  during  their 
charter  enrollment  periods.  Prudential 
was  pleased  to  offer  similar  privileges 
under  the  office  overhead  plan. 

A further  concession  has  been  made 
to  members  under  age  70  who  desire 
to  obtain  accidental  death  insurance  to 
compensate  for  their  loss  of  the  $5,000 
benefit  under  the  old  disability  income 
plan.  Such  members  may  apply  for 
$10,000  under  the  new  personal  acci- 
dent plan  prior  to  Feb.  1,  1970.  The 
benefits  under  the  new  plan  are  much 
broader  and  the  cost  per  thousand  dol- 
lars is  considerably  less  than  the 
amount  charged  under  the  old  plan. 


Deadline  Approaches 

Enrollment  in  the  new  disability  and 
personal  accident  plans  through  the 
Prudential  Insurance  Company  has  al- 
ready surpassed  by  a sizeable  margin 
the  number  enrolled  in  the  old  plans. 
A similar  attainment  is  anticipated 
prior  to  Dec.  31  for  the  new  major  med- 
ical program.  After  reviewing  enroll- 
ment figures  to  date  a member  of  the 
Committee  on  Association  Insurance 
Programs  stated  that  TMA  members  are 
obviously  pleased  with  the  new  pro- 
grams as  approved  by  the  House  of 
Delegates  on  Aug.  10. 

Not  only  do  Prudential’s  programs 
of  long-term  disability,  personal  acci- 
dent, office  overhead,  major  medical, 
and  life  insurance  represent  in  the 
opinion  of  the  House  of  Delegates  and 
the  officers  of  TMA  the  finest  group  in- 
surance program  available  to  physi- 
cians in  the  state,  but  also  Prudential’s 
premium  rates,  benefit  structure,  and 
coverages  are  equal  to  or  better  than 
those  contained  in  the  Association’s 
previously  approved  program. 

The  new  program  underwritten  by 
Prudential  will  provide  a greater  return 
in  benefits  to  the  physician  for  the 
premium  dollar,  primarily  through  a 
substantial  reduction  in  the  cost  of 
underwriting  and  servicing  the  insur- 
ance program.  The  Charles  0.  Finley 
Company  received  a commission  of 
15%  of  each  premium  dollar,  amount- 
ing to  approximately  $200,000  annual- 
ly. The  Committee  on  Association  In- 
surance Programs  found  that  these 
costs  were  excessive  and  noncompeti- 
tive. The  operating  costs  of  Prudential 
and  the  Texas  Medical  Association 
should  be  a minimum  of  ten  per  cent 
less  than  had  been  charged  by  The 
Charles  O.  Finley  Company  and  Lum- 
bermens Mutual  Casualty  Company. 

Another  factor  in  the  decision  by  the 
House  of  Delegates  to  select  Pruden- 
tial is  the  fact  that  should  the  policy 
terminate  on  an  anniversary  date,  any 
unused  portion  of  the  claim  stabiliza- 
tion reserve  is  released  to  the  policy- 
holder in  the  final  dividend  calculation. 
Prudential  will  also  pay  5.5%  interest 
on  reserves — almost  twice  as  much  as 
has  been  paid  in  the  past. 


Senate  Kills  Threat 
To  Retirement  Plans 

The  United  States  Senate  voted  Dec. 
9 to  kill  the  Senate  Finance  Commit- 
tee’s attempt  to  place  limitations  on 
retirement  plans  of  professional  asso- 
ciations and  corporations. 

Under  the  Committee’s  proposal, 
physicians  and  others  who  are  mem- 
bers of  professional  associations  would 
have  had  to  conform  to  the  restrictions 
of  Keogh  Act  (H.R.  10)  retirement 
plans.  Usually,  those  plans  limit  cur- 
rent distributions  to  pension  and  prof- 
it-sharing plans  to  no  more  than  ten 
percent  of  the  self-employed  person’s 
earnings  from  a business  up  to  a max- 
imum of  $2,500  in  any  one  year.  This 
would  mean  that  only  ten  percent  of 
earnings,  up  to  $2,500  in  a year,  could 
be  tax  deductible. 

As  a result  of  the  Senate’s  vote,  65 
to  25,  to  kill  the  Committee’s  proposal, 
there  will  be  no  legal  restrictions  this 
year,  nor  any  legislation  until  after  the 
US  Treasury  Department  prepares  rec- 
ommendations to  equalize  tax  treat- 
ment of  all  pension  plans.  At  the  earli- 
est, Congress  is  not  expected  to  act 
finally  on  this  issue  until  late  next  year. 

Texas  physicians  were  pleased  with 
the  response  from  Texas  Senators  John 
Tower  and  Ralph  Yarborough,  who  vot- 
ed to  kill  the  Committee’s  proposal. 
Senator  Tower  co-sponsored  the  motion 
to  kill  the  provision. 

Two  other  recommendations  of  the 
Committee,  if  adopted,  could  affect 
physicians  adversely.  These  items  in- 
clude calling  for  (1)  physicians  to  re- 
port to  the  federal  tax  collector  any 
payments  made  by  the  private  medical 
insurance  companies  if  they  add  up  to 
$600  or  more  during  the  year,  and  (2) 
taxation  of  income  from  advertising  and 
similar  activities  of  non-profit  organiza- 
tions as  unrelated  income. 

In  addition  to  recommending  report- 
ing of  Medicare  and  Medicaid  pay- 
ments, the  Committee  planned  to  re- 
quire that  the  Department  of  Health, 
Education,  and  Welfare  record  transac- 
tions with  respect  to  these  programs  on 
the  basis  of  the  individual’s  Social  Se- 
curity number.  The  payments  which 
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must  be  reported  include  those  made 
directly  to  the  health  care  practitioner 
who  accepts  an  assignment  from  his 
patient  and  those  for  which  a patient 
submits  bills  and  is  paid  for  services 
rendered  by  the  health  care  practition- 
er. The  amendment  also  would  require 
that  the  Secretary  of  Health,  Education, 
and  Welfare  submit  an  annual  report  to 
the  Finance  Committee  and  to  the  Ways 
and  Means  Committee,  identifying  each 
person  who  has  paid  a total  of  $25,000 
or  more  under  Medicare  or  Medicaid. 

The  Committee  adopted  the  language 
of  the  House  bill  on  unrelated  income 
which  would  provide  that  the  income 
from  advertising  and  similar  activities 
would  be  included  as  unrelated  busi- 
ness income  even  though  the  advertis- 
ing is  carried  on  in  connection  with 
activities  related  to  the  exempt  pur- 
pose. The  Committee  instructed  the 
staff  to  review  the  language  of  the 
House  bill  to  limit  it  to  the  matter  spe- 
cifically covered  in  Treasury  Depart- 
ment regulations.  The  Committee’s  ac- 
tions thus  would  permit  the  Treasury 
Department  to  proceed  with  its  original 
regulations  which  would  impose  a tax 
on  unrelated  income  of  non-profit  or- 
ganizations. 

The  Texas  Medical  Association’s 
Board  of  Trustees  reviewed  the  Tax 
Reform  Act  at  its  Fall  meetings  and 
noted  that  the  financial  affairs  of  the 
Association’s  journal,  Texas  Medicine, 
were  in  good  order  and  that  the  Asso- 
ciation did  not  anticipate  paying  taxes 
on  the  journal.  “We  do  not  operate  our 
journal  to  make  money,  or  to  obtain  in- 
come to  underwrite  other  Association 
services,”  the  Trustees  reported  to  the 
Executive  Board.  “Even  with  our  large 
advertising  income,  the  cost  of  pub- 
lishing the  journal  still  is  exceeding 
revenues  by  some  $8,000.” 

Physicians  have  been  asked  to  write 
their  senators  and  representatives  re- 
garding their  opinions  of  the  Commit- 
tee’s proposals. 

Big  Influenza  Epidemic 
Not  Predicted  for  Texas 

A large  epidemic  of  influenza  is  not 
predicted  for  Texas  this  winter,  accord- 
ing to  Dr.  M.  S.  Dickerson,  chief  of  the 
Communicable  Disease  Services  at  the 
Texas  State  Department  of  Health. 
Those  cases  of  influenza  which  do  oc- 
cur are  expected  to  be  most  numerous 
during  December  and  January,  the  peak 
months  for  respiratory  illnesses. 

In  a recent  communication,  the  US 
Public  Health  Service  Advisory  Com- 
mittee on  Immunization  Practices  re- 
ported that  “it  is  unlikely  that  there 
will  be  more  than  sporadic  cases  of  in- 
fluenza due  to  Ao  strains  in  the  1969- 
1970  season.  Type  B influenza  may  ap- 


pear in  areas  where  it  did  not  occur  in 
1968-1969.”  Texas  was  plagued  by  the 
influenza  epidemic  of  1968-1969,  but 
most  of  the  strains  recovered  at  the 
State  Health  Department  laboratories 
were  influenza  A^  Hong  Kong  68.  A gen- 
eral immunity  to  this  strain  of  influ- 
enza is  thus  implied^  and  only  sporadic 
cases  are  expected  to  occur.  Since  only 
a few  cases  of  influenza  type  B were 
detected  by  serological  tests,  the  risk 
of  this  strain  occurring  in  Texas  is  a 
reality.  However,  because  type  B in- 
fluenza usually  occurs  in  sporadic  out- 
breaks, epidemic  proportions  of  this 
strain  are  not  likely  to  be  reached  in 
Texas. 

Realizing  its  limited  effectiveness, 
vaccine  should  be  considered  only  for 
persons  of  any  age  with  chronic  de- 
bilitating conditions  such  as  rheumatic 
heart  disease,  arteriosclerotic  heart  dis- 
ease with  hypertension  and  cardiac  in- 
sufficiency, chronic  bronchopulmonary 
diseases,  diabetes  mellitus,  or  Addi- 
son’s disease. 


Basic  Sciences  Board 
Elects  New  Officers 

New  officers  have  been  elected  to 
serve  the  Texas  State  Board  of  Exam- 
iners in  the  Basic  Sciences  following 
the  resignation  effective  Sept.  30,  1969, 
of  Dr.  Henry  B.  Hardt  (PhD),  one  of  the 
original  members  of  the  board  and  its 
president  since  his  appointment  in 
1949. 

Board  president  is  now  Dr.  Paul  C. 
Witt  (PhD),  professor  of  chemistry, 
Abilene  Christian  College;  and  the  new 
vice  president  is  Dr.  Everett  D.  Wilson 
(PhDX  dean.  School  of  Science,  Sam 
Houston  State  University,  Huntsville. 
Secretary-treasurer  is  Dr.  Eb  C.  Girvin 
(PhD),  professor  of  biology.  South- 
western University,  Georgetown. 

Dr.  Hardt  resigned  from  his  position 
on  the  board  to  accept  new  duties  with 
the  Texas  College  of  Osteopathic  Medi- 
cine, presently  being  established  in 
Fort  Worth.  As  associate  dean  of  the 
college,  he  will  work  with  the  curricu- 
lum committee,  negotiating  for  faculty 
members  and  interviewing  student  ap- 
plicants. A successor  to  Dr.  Hardt  on 
the  board  has  not  yet  been  appointed. 


UTIVIB  Plans  New 
Heating  Plant 

Regents  of  The  University  of  Texas 
System  have  contracted  for  the  con- 
struction and  operation  of  a central 
heating  and  chilled  water  plant  on  the 
campus  of  the  UT  Medical  Branch  at 
Galveston. 

In  awarding  the  contract  to  a Dallas 
corporation,  the  Regents  entered  into 


agreement  to  sell  the  existing  Galveston 
plant  facilities  to  the  firm  for  $1,- 
750,000.  In  return,  the  firm  agreed  to 
construct  an  addition  to  the  central 
plant  to  provide  chilled  water  and 
steam  to  serve  the  expanded  require- 
ments of  the  Medical  Branch.  The  pri- 
mary term  of  the  agreement  ends  Aug. 
31,  1996,  and  all  improvements  will 
revert  to  the  Medical  Branch.  The  cen- 
tral plant  expansion  will  be  in  opera- 
tion by  March  1,  1971. 

Lester  Palmer,  executive  director  of 
the  UT  System’s  Office  of  Facilities 
Planning  and  Construction,  explained 
that  servicing  the  buildings  under  con- 
struction at  the  Medical  Branch  would 
require  enlarging  present  heating  and 
chilling  facilities  at  a cost  of  approxi- 
mately $3  million.  Those  funds  thus 
can  be  diverted  to  other  uses,  such  as 
the  construction  of  academic  buildings, 
he  pointed  out. 

Similar  arrangements  for  heating  and 
chilling  facilities  have  been  made  by 
the  UT  System  Regents  for  The  Univer- 
sity of  Texas  at  El  Paso  campus  and 
The  University  of  Texas  Medical  School 
at  San  Antonio. 

Medical  School  Wins 
Grant  to  Aid  Study 

A Public  Health  Service  grant  of 
$24,021  has  been  awarded  to  The  Uni- 
versity of  Texas  Medical  School  at  San 
Antonio. 

The  grant  will  be  used  to  study  the 
progress  of  cell  proliferation  and  in- 
jured nerve  tissue.  Director  of  the  re- 
search project  is  Dr.  Erie  K.  Adrian,  Jr. 

UT  Board  Authorizes 
Academic  Programs 

A number  of  academic  programs  for 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas  have  been 
authorized  by  the  Board  of  Regents  of 
the  UT  System. 

Receiving  the  Board’s  approval  were 
the  following: 

— Establishment  of  a Division  of 
Neurophysiology  within  the  Department 
of  Physiology  and  the  appointment  of 
Dr.  William  Willis,  professor  of  anat- 
omy, as  chairman  of  the  new  unit. 

— Baccalaureate  degree  programs  in 
physical  therapy,  medical  technology, 
rehabilitation  science,  and  instructional 
media  technology  in  the  School  of  Al- 
lied Health  Professions. 

— A certificate  program  in  dietetic 
internship  in  the  School  of  Allied  Health 
Professions. 

The  degree  and  certificate  programs 
will  be  submitted  to  the  Coordinating 
Board,  Texas  College  and  University 
System,  for  approval. 
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FIRST  LADY 
OF  THE  LAND. 


So  noble.  So  majestic. 
And/ she’s  got  a risht  to  be. 
She  gives  Nature’s  finest. 
Pure,  whole  milk. 

Milk  to  grow  on.  Milk 
to  stay  strong  on.  Real  milk. 
Nature’s  most  hea  Ithful 
food. 

You  may  think  most 
people  know  all  about  milk. 
Unfortunately,  many  don  t. 

They  don’t  know  that 
milk  contains  all  the 
nutrients  known  to  be 
needed  by  humans.  Essential 
amino  acids  and  essential  - 
fatty  acids.  And,  too,  milk 
contains  over  140  fatty 
acids,  and  is  easily  digestible. 

Someone  should  explain 
milk’s  vital  role  in  a balanced 
diet  of  meat,  breads  and 
cereals,  fruits  and  vegetables 
and  dairy  foods. 

We  hope  you  will  do 
the  explaining.  As  a 
professional,  people  will 
listen  to  you. 

We’d  like  to  help  you 
with  the  facts.  We  have 
complete  materials  available 
for  you  to  read  or  let 
others  read.  They’re  all  free. 

If  you  have  a free  minute, 
send  for  them. 


^eal  Milk  Sto,y 

DAIRY  COUNCIL,  INC. 

101  1 N.W.  LOOP  410 
SAN  ANTONIO,  TEXAS  78213 

Name 

Position . 

Address 
City. 

State 


Zip 


Enroll  Now  to  Assure  Yourself  of  Coverage  Under 
the  TMA’s  New: 


* GROUP  LIFE,  LONG-TERM  DISABILITY  AND 
OFFICE  OVERHEAD  PLANS 

AND 

'CONTINUOUS,  UNINTERRUPTED  MAJOR 
MEDICAL  AND  PERSONAL  ACCIDENT 
INSURANCE  COVERAGE. 

Medical  Evidence  Will  Not  Be  Required  For  Major 
Medical  And  Long  Term  Disability  Insurance  If  You 
Apply  Before  January  1, 1970. 


The  New  Texas  Medical  Association  Group  Plans 
Were  Created  Especially  For  TMA  Members 

by 


Prudential 

SOUTHWESTERN  HOME  OFFICE  HOUSTON,  TEXAS 

LIFE  INSURANCE  . HEALTH  INSURANCE  • ANNUITIES  • GROUP  INSURANCE  • GROUP  PENSIONS 
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ASSOCIATION  NEWS 


CONFERENCE  TO  EMPHASIZE  MEDICAL  SERVICE  CONCEPTS. 
LEGISLATIVE  IMPORTANCE  OF  MEDICINE,  INSURANCE  PROBLEMS 


Concepts  of  medical  service,  legisla- 
tion, political  action,  and  insurance 
problems  will  be  discussed  Jan.  17, 
1970,  when  Texas  physicians  gather 
in  Austin  for  the  Texas  Medical  Asso- 
ciation’s 1970  Conference  on  Medical 
Service. 

Four  principal  speakers  will  focus 
attention  on  medical  service  and  legis- 
lation in  the  election  year  of  1970. 
These  speakers  will  be  Dr.  Charles  Max 
Cole  of  Dallas,  President,  Texas  Medical 
Association;  Dr.  H.  Phillip  Hampton  of 
Tampa,  Fla.,  member.  Council  on  Legis- 
lative Activities,  American  Medical  As- 
sociation; Dr.  James  H.  Sammons  of 
Baytown,  chairman.  Board  of  Directors, 
American  Political  Action  Committee; 
and  Dr.  John  M.  Rumsey  of  San  Diego, 
Calif.,  chairman.  Council  on  Medical 
Service,  American  Medical  Association. 
Dr.  Hampton  will  address  his  audience 
on  medical  legislation  in  Congress,  and 
Dr,  Sammons’  topic  will  be  "1970 — 
A Vitally  Important  Election  Year.’’ 
Charges  for  physician’s  services,  billing 
procedures,  and  development  of  physi- 
cians’ fee  profiles  will  be  discussed  by 
Dr.  Rumsey. 

In  addition  to  the  four  main  speak- 
ers, subjects  including  peer  review; 
usual,  customary,  and  reasonable  fees; 
direct  billing;  and  the  physician’s  and 
medical  society’s  role  in  evaluating 
charges  and  utilization  of  services  will 
be  featured  in  a session  on  concepts 
in  medical  practice  at  the  Jan.  17  meet- 
ing. Speakers  and  their  topics  at  this 
session  include  Dr.  Walter  Walthall  of 
San  Antonio,  President-elect,  Texas 
Medical  Association,  "The  Advantages 
of  Direct  Billing’’;  Dr.  Elgin  W.  Ware, 
Jr.,  of  Dallas,  chairman.  Committee  on 
Usual,  Customary,  and  Reasonable 
Fees,  Texas  Medical  Association,  "The 
Concept  of  Usual,  Customary,  and  Rea- 
sonable Fees’’;  Dr.  Joseph  T.  Painter  of 


Houston,  president-elect,  American  So- 
ciety of  Internal  Medicine,  “Utilization 
Considerations  in  Medical  Practice’’; 
and  Dr,  Dewey  W.  Johnston  of  Fort 
Worth,  chairman.  Committee  on  Liaison 
with  Blue  Shield,  Texas  Medical  Asso- 
ciation, "Peer  Review — The  Role  of  the 
Physician  and  the  Medical  Society  in 
Evaluating  Charges  and  Utilization  of 
Services.’’  Round  table  discussions  on 
direct  billing;  usual,  customary,  and 
reasonable  fees;  utilization  of  services; 
and  review  mechanisms  in  large,  me- 
dium-size, and  small  county  medical 
societies  will  follow  the  speakers’  pres- 
entations. 

A morning  panel  session  and  the 
regularly  scheduled  Orientation  Pro- 
gram for  new  and  transfer  TMA  mem- 
bers are  also  planned  for  the  annual 
winter  conference.  Moderated  by  Dr. 
Maurice  E.  Rougraff  of  Houston,  medi- 
cal director.  Great  Southern  Life  In- 
surance Company,  the  panel  will  be 
entitled  "Doctors,  Patients,  Insurers, 
and  Their  Beefs”  and  will  be  followed 
by  a question  and  answer  period.  Pre- 
siding over  the  morning  session  of  the 
Orientation  Program  will  be  Dr.  Wen- 
dell H.  Hamrick  of  Houston,  Speaker, 
House  of  Delegates,  TMA.  Speakers  and 
their  subjects  will  be  Dr.  James  A.  Hall- 
mark of  Fort  Worth,  member.  Board  of 
Trustees,  TMA,  "An  Accounting  of 
Stewardship;  What  Happens  to  Your 
Dues”;  Dr.  S.  Braswell  Locker  of  Brown- 
wood,  chairman.  Board  of  Councilors, 
TMA,  "Medical  Ethics — Obligations  of 
the  Physician  to  his  Colleagues”;  and 
C.  Lincoln  Williston  of  Austin,  executive 
secretary,  TMA,  "The  Role  of  Texas 
Medicine  in  Influencing  Federal  Medical 
Service  Programs.”  Moderator  for  the 
afternoon  session  of  the  Orientation 
Program  will  be  Dr.  Jack  B.  Lee  of  San 
Antonio,  Vice-Speaker,  House  of  Dele- 
gates, TMA.  Speakers  and  their  topics 
will  be  Donald  M.  Anderson  of  Austin, 


assistant  executive  secretary,  TMA, 
"Serving  the  Doctors  of  Texas”;  Dr. 
Robert  Mayo  Tenery  of  Waxahachie, 
past  President,  TMA,  and  chairman. 
Council  on  Constitution  and  By-Laws, 
TMA,  "Doctor-Patient  Relations”;  and 
Philip  R.  Overton,  LLB,  of  Austin,  gen- 
eral counsel,  TMA,  “Legal  Aspects  of 
Medical  Practice;  Malpractice — How  to 
Avoid  it.” 

Other  events  to  take  place  during  the 
conference  weekend  include  a noon 
luncheon  on  Saturday  compliments  of 
TMA  and  business  meetings  of  most 
TMA  committees,  councils,  and  boards, 
culminating  in  the  Executive  Board 
meeting  at  9 a.m.,  Sunday,  Jan.  18.  A 
hospitality  hour  sponsored  by  Texas 
Employers’  Insurance  Association  is  set 
for  6 p.m.  Saturday  at  the  Sheraton 
Crest  Inn. 

Hotel  reservations  for  the  conference 
may  be  made  at  the  Villa  Capri  Motor 
Hotel,  Sheraton  Crest  Inn,  Terrace  Mo- 
tor Hotel,  Ramada  Gondolier  Hotel, 
Stephen  F.  Austin  Hotel,  The  Chariot 
Inn,  Downtowner  Motor  Inn,  Holiday 
Inn  of  Austin — South,  or  Howard  John- 
son’s Motor  Lodge.  TMA  will  provide 
free  bus  transportation  to  the  Head- 
quarters Building  from  the  Terrace  Mo- 
tor Hotel,  Sheraton  Crest  Inn,  and  Com- 
modore Perry  Hotel. 

Annual  Session  Forums 
On  Research  Scheduled 

A new  feature  of  interest  to  those 
involved  in  original  research  in  the 
basic  medical  sciences  and  in  clinical 
medicine  will  be  offered  at  the  1970 
Annual  Session  of  the  Texas  Medical 
Association. 

To  enhance  the  scientific  program, 
the  Council  on  Annual  Session  will 
sponsor  a Forum  of  Original  Research 
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during  the  103rd  Annual  Session  to  be 
held  April  30  May  3 in  Dallas.  The  for- 
um will  offer  researchers  and  clinicians 
an  opportunity  to  present  highlights  of 
their  work  and  to  discuss  points  with 
colleagues.  Ten-minute  presentations 
will  be  given  continuously  Friday,  May 
1,  from  9:30  a.m.  to  noon  and  from 
1 to  4 p.m.  at  the  Fairmont  Hotel.  Each 
presentation  will  be  followed  by  a three- 
minute  discussion  period. 

Presentations  will  be  grouped  into 
major  areas  of  the  basic  sciences,  in- 
cluding anatomy,  bacteriology,  biomed- 
ical engineering,  biophysics,  genetics, 
microbiology,  pathology,  pharmacology, 
physiology,  and  psychology,  and  of  clin- 
ical medicine,  such  as  administrative 
medicine,  allergy,  anesthesiology,  avia- 
tion medicine,  cardiovascular  disease, 
child  psychiatry,  child  development, 
colon  and  rectal  surgery,  dermatology, 
diagnostic  roentgenology,  forensic  path- 
ology, gastroenterology,  general  prac- 
tice, general  preventive  medicine,  gen- 
eral surgery,  internal  medicine,  neuro- 
logical surgery,  neurology,  obstetrics 
and  gynecology,  occupational  medicine, 
ophthalmology,  pathology,  pediatrics, 
pediatric  allergy,  pediatric  cardiology, 
physical  medicine  and  rehabilitation, 
plastic  surgery,  psychiatry,  public 
health,  pulmonary  diseases,  radiology, 
therapeutic  radiology,  thoracic  surgery, 
and  urology.  Papers  in  any  science 
basic  to  medicine  and  in  pertinent  clin- 
ical work  are  suitable,  however. 

Deans  of  medical  schools  of  Texas, 
presidents  of  colleges  with  premedical 
programs,  presidents  of  county  medical 
societies,  directors  of  research  insti- 
tutes, and  program  directors  of  Texas 
hospitals  are  being  contacted  to  en- 
courage prospective  essayists  to  parti- 
cipate in  the  forum.  While  it  is  antici- 
pated that  physicians  will  comprise  a 
large  portion  of  the  authors  submitting 
papers,  others  in  allied  fields,  such  as 
medical  students,  teachers,  and  re- 
searchers in  the  various  basic  sciences, 
are  invited  to  participate.  Manuscripts 
should  be  submitted  for  review  to  Dr. 
Thomas  M.  Runge,  Forum  Coordinator, 
Texas  Medical  Association,  1801  N. 
Lamar  Blvd.,  Austin  78701,  prior  to 
Jan.  10,  1970.  A listing  of  the  author's 
name,  title  of  paper,  time  and  place  of 
presentation,  and  a synopsis  of  the  pa- 
per will  appear  in  the  final  program 
booklet  of  the  Annual  Session. 

Since  the  last  publication  of  the  out- 
of-state  guest  speakers  in  Texas  Medi- 
cine, 15  additional  speakers  have  ac- 
cepted invitations  to  speak  at  the  An- 
nual Session,  bringing  the  total  of 
scheduled  guest  speakers  to  date  to  30. 
The  additional  guest  speakers  are  Dr. 
John  Adrian!,  associate  director.  Charity 
Hospital  of  Louisiana  at  New  Orleans; 


Dr.  Kurt  Benirschke,  professor  of  path- 
ology, Dartmouth  Medical  School,  Han- 
over, N.H.;  Dr.  William  J.  Brown,  chief. 
Venereal  Disease  Branch,  Department 
of  Health,  Education,  and  Welfare,  Na- 
tional Communicable  Disease  Center, 
Atlanta,  Ga.;  Dr.  Philip  P.  Ellis,  profes- 
sor and  head,  division  of  ophthalmol- 
ogy, University  of  Colorado  Medical 
Center,  Denver;  Dr.  Carl  V.  Granger,  Jr., 
professor  and  chairman,  department  of 
physical  and  rehabilitation  medicine. 
Tufts  University  School  of  Medicine, 
Boston;  Dr.  Thomas  J.  Kirby,  Jr.,  con- 
sultant ophthalmologist,  Mayo  Clinic, 
Rochester,  Minn.;  and  Dr.  Barbara  M. 
Korsch,  professor  of  pediatrics,  Chil- 
dren’s Hospital  of  Los  Angeles,  Los  An- 
geles, Calif. 

Also  scheduled  to  speak  are  Dr.  John 
L.  Lewis,  Jr.,  chief  of  gynecology  ser- 
vice, Memorial  Hospital  for  Cancer  and 
Allied  Diseases,  associate  professor  of 
obstetrics  and  gynecology,  Cornell  Uni- 
versity Medical  College,  New  York;  Dr. 
Ross  L.  McLean,  deputy  coordinator, 
Regional  Medical  Program  of  Texas, 
Austin;  Maj.  Gen.  J.  B.  Medaris,  USA 
(Ret.),  Medaris  Management,  Inc.,  Win- 
ter Park,  Fla.;  Dr.  Delbert  Oberteuffer 
(PhD),  editor.  The  Journal  of  School 
Health,  The  Ohio  State  University,  Co- 
lumbus; Dr.  George  P.  Rosemond,  pro- 
fessor and  chairman,  department  and 
division  of  surgery.  Temple  University, 
Health  Sciences  Center,  Philadelphia; 
Dr.  Maynard  I.  Shapiro,  immediate  past 
president,  American  Academy  of  Gen- 
eral Practice,  Chicago;  Dr.  Marvin  Stein, 
professor  and  chairman,  department  of 
psychiatry.  State  University  of  New 
York  Downstate  Medical  Center,  Brook- 
lyn; and  Dr.  Frank  L.  Weakley,  Cleve- 
land Clinic  Hospital,  department  of 
colon  and  rectal  surgery,  Cleveland, 
Ohio.  Previously  obtained  speakers 
were  listed  in  the  October  issue  of 
Texas  Medicine. 

In  addition  to  the  scientific  program 
offerings  at  the  Annual  Session,  physi- 
cians and  their  wives  will  be  able  to 
enjoy  on  May  2 a "Saturday  Night  at 


the  Fairmont,”  a cocktail  party,  dinner, 
and  dance  in  the  Regency  Ballroom  of 
the  Fairmont  Hotel.  The  semi-formal 
occasion  will  get  underway  with  the 
cocktail  party  at  8 p.m.  Dinner  will  be 
served  at  8:30  p.m.,  and  an  orchestra 
will  play  from  9 p.m.  to  12:30  a.m. 
Dress  for  the  evening  will  be  optional. 
Total  cost  per  person  for  cocktails,  din- 
ner, setups,  and  dance  will  be  $17.25, 
including  tax  and  gratuity,  or  $34.50 
F>er  couple.  Those  attending  will  be  in- 
vited to  bring  their  own  liquor. 


Physicians  Now  Eiigibie 
For  Disabiiity  Benefits 

An  important  social  security  mile- 
stone was  reached  by  many  self-em- 
ployed physicians  this  October.  With 
their  earnings  covered  since  1965,  they 
have  now  contributed  to  social  security 
long  enough  to  be  insured  for  disability. 

Social  security  disability  benefits  can 
be  paid  to  an  insured  person  under  65 
who  has  a physical  or  mental  impair- 
ment severe  enough  to  prevent  him 
from  doing  any  substantial  work  for  a 
year  or  longer.  Payments  begin  after  a 
waiting  period  of  six  calendar  months. 

Benefits  can  be  as  much  as  $218  a 
month  for  a disabled  individual  and  up 
to  $434.40  a month  for  a family.  Self- 
employed  physicians  disabled  in  the 
immediate  future,  however,  would  prob- 
ably not  yet  be  eligible  for  these  maxi- 
mums  since  their  earnings  have  been 
covered  by  social  security  for  a rela- 
tively short  time.  Benefits  are  figured 
from  a person's  average  covered  earn- 
ings over  a period  of  years. 

“This  disability  protection  can  be  a 
valuable  supplement  to  the  physician’s 
private  insurance,”  said  Bernard  Pop- 
ick,  director  of  the  disability  program. 
"It  is  part  of  the  total  social  security 
package  of  protection — disability,  re- 
tirement, survivors,  and  health  insur- 
ance— ^toward  which  the  physician  has 
been  contributing.” 


UNIT  VALUES  FOR  TMA  MEMBERS  RETIREMENT  PLAN  AND  TRUST 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to 
physicians  interested  in  enrolling  in  the  program,  comparative  values  for 
investment  media  are  published  regularly  in  Texas  Medicine.  Figures  shown 
are  the  latest  available  at  press  deadline  and  are  for  comparison  purposes 
only.  Most  daily  newspapers  list  up-to-the-minute  values  on  mutual  funds.) 


Investment  Media 

9-30-68 

9-30-69 

10-30-69 

Mercantile  National  Bank  Stock  Fund 

$10.25 

$ 8.62 

$10.09 

Loomis-Sayles  Capital  Development  Fund 

14.20 

11.47 

12.29 

T.  Rowe  Price  Growth  Stock  Fund 

25.93 

24.96 

26.50 

Loomis-Sayles  Mutual  Fund 

16.82 

14.72 

15.14 

Stein-Roe  & Farnham  Balanced  Fund 

23.34 

20.70 

21.32 

Mercantile  Bank  Fixed  Income  Fund 

10.00 

9.19 

9.45 
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Texas  Medical  Association 

1970  Conference  On  Medical  Service 

HEADQUARTERS  BUILDING 
Saturday,  Jan.  17,  1970,  Austin 


OPENING  SESSION 
SAM  THOMPSON  ROOM 


CLOSING  SESSION 
SAM  THOMPSON  ROOM 


8:30  a.m.  REGISTRATION  AND  COFFEE 


9:00  a.m.  WELCOME  AND  OPENING  REMARKS 
JOE  T.  NELSON,  MD,  Weatherford 

Chairman 

Council  on  Medical  Jurisprudence 
Texas  Medical  Association 


9:15  a.m.  THE  1970s;  NEW  VISTAS  AND 

CHALLENGES  FOR  TEXAS  MEDICINE 
CHARLES  MAX  COLE,  MD,  Dallas 

President 

Texas  Medical  Association 

9:35  a.m.  NATIONAL  COMPULSORY  HEALTH  CARE 
—THE  GATHERING  STORM;  A POSITIVE 
APPROACH  FOR  AMERICAN  MEDICINE 

H.  PHILLIP  HAMPTON,  MD,  Tampa,  Ra. 
Council  on  Legislative  Activities 
American  Medical  Association 


10:05  a.m.  1970— A VITALLY  IMPORTANT 
ELECTION  YEAR 

JAMES  H.  SAMMONS,  MD,  Baytown 

Chairman,  Board  of  Directors 

American  Medical  Political  Action  Committee 

10:35  a.m.  COFFEE  BREAK 


MORNING  PANEL  SESSION 
SAM  THOMPSON  ROOM 

10:45  a.m.  PANEU  DOCTORS,  PATIENTS, 
INSURERS  AND  THEIR  BEEFS 
PRESIDING: 

MAURICE  E.  ROUGRAFF,  MD,  Houston 
Medical  Director 

Great  Southern  Life  Insurance  Company 
QUESTIONS  AND  ANSWERS 

12:15  p.m.  LUNCHEON— BASEMENT 

Compliments  of  Texas  Medical 
Association 


PRESIDING: 

JAMES  D.  MURPHY,  MD,  Fort  Worth 
Past  President  TMA 
Chairman,  Committee  on  Government 
Health  Programs 
Texas  Medical  Association 

1:15  p.m.  CHARGES  FOR  PHYSICIANS'  SERVICES, 
BILLING  PROCEDURES,  DEVELOPMENT 
OF  PHYSICIANS’  FEE  PROFILES 

JOHN  M.  RUMSEY,  MD,  San  Diego,  Calif. 
Chairman,  Council  on  Medical  Service 
American  Medical  Association 

1:45  p.m.  CONCEPTS  IN  MEDICAL  PRACTICE 

1.  THE  ADVANTAGES  OF  DIRECT 
BILLING 

WALTER  WALTHALL,  MD,  San  Antonio 

President-elect 

Texas  Medical  Association 

2.  THE  CONCEPT  OF  USUAL,  CUSTOM- 
ARY, AND  REASONABLE  FEES 

ELGIN  W.  WARE.  JR,  MD,  Dallas 
Chairman,  Committee  on  Usual,  Custom- 
ary, and  Reasonable  Fees 
Texas  Medical  Association 

3.  UTILIZATION  CONSIDERATIONS  IN 
MEDICAL  PRACTICE 

JOSEPH  T.  PAINTER,  MD,  Houston 
President-elect 

American  Society  of  Internal  Medicine 

4.  PEER  REVIEW— THE  ROLE  OF  THE 
PHYSICIAN  AND  THE  MEDICAL 
SOCIETY  IN  EVALUATING  CHARGES 
AND  UTILIZATION  OF  SERVICES 
DEWEY  W.  JOHNSTON,  MD, 

Fort  Worth 

Chairman,  Committee  on  Liaison  with 
Blue  Shield 

Texas  Medical  Association 

2:30  p.m.  COFFEE  BREAK 

2:45  p.m.  ROUND  TABLE  DISCUSSIONS 
DIRECT  BILLING 
USUAL,  CUSTOMARY,  AND 
REASONABLE  FEES 
UTILIZATION  OF  SERVICES 
REVIEW  MECHANISMS 

1.  Large  County  Medical  Societies 

2.  Medium-size  County  Medical  Societies 

3.  Small  County  Medical  Societies 

4:30  p.m.  ADJOURNMENT 
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SECOND  MORNING  SESSION 
LIBRARY  STACK  AREA 

PRESIDING: 

WENDELL  H.  HAMRICK,  MD,  Houston 
Speaker,  House  of  Delegates 
Texas  Medical  Association 

10:45  a.m.  AN  ACCOUNTING  OF  STEWARDSHIP; 
WHAT  HAPPENS  TO  YOUR  DUES 
JAMES  A.  HALLMARK,  MD,  Fort  Worth 

Member,  Board  of  Trustees 
Texas  Medical  Association 

11:05  a.m.  MEDICAL  ETHICS— OBLIGATIONS  OF 
THE  PHYSICIAN  TO  HIS  COLLEAGUES 
AND  TO  THE  MEDICAL  PROFESSION 

S.  BRASWELL  LOCKER,  MD,  Brownwood 
Chairman,  Board  of  Councilors 
Texas  Medical  Association 

11:25  a.m.  THE  ROLE  OF  TEXAS  MEDICINE  IN 
INFLUENCING  FEDERAL  MQIICAL 
SERVICE  PROGRAMS 
C.  LINCOLN  WILLISTON,  Austin 

Executive  Secretary 
Texas  Medical  Association 

12:00  Noon  LUNCHEON— BASEMENT 

Compliments  of  the  Texas  Medical 
Association 


SECOND  AFTERNOON  SESSION 
SAM  THOMPSON  ROOM 

PRESIDING: 

JACK  B.  LEE,  MD,  San  Antonio 
Vice-Speaker,  House  of  Delegates 
Texas  Medical  Association 

2:45  p.m.  SERVING  THE  DOCTORS  OF  TEXAS 
DONALD  M.  ANDERSON,  Austin 
Assistant  Executive  Secretary 
Texas  Medical  Association 

3:05  p.m.  DOCTOR-PATIENT  REUTIONS 

ROBERT  MAYO  TENERY,  MD,  Waxahachle 
Past  President  TMA 

Chairman,  Council  on  Constitution  and  By-Laws 
Texas  Medical  Association 

3:25  p.m.  LEGAL  ASPECTS  OF  MEDICAL  PRACTICE; 
MALPRACTICE— HOW  TO  AVOID  IT 
PHILIP  R.  OVERTON.  LLB,  Austin 

General  Counsel 
Texas  Medical  Association 

QUESTIONS  AND  ANSWERS 

4:15  p.m.  ADJOURNMENT 


EVENING  ENTERTAINMENT 

6:00  p.m.  HOSPITALITY  HOUR 

Texas  Employers’  Insurance  Association 
Smith  Pettigrew  and  Jim  Christian,  Hosts 
Sheraton  Crest  Inn 
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TEXAS  MEDICINE 


Inner  Sites... 


In  Cystitis. ..Azo  Gantanol® 
focuses  analgesic-antibacterial 
activity  where  it  counts 


The  mucosa: 
specific  analgesia 
usually  within  30  minutes 


Azo  (phenazopyridine  HCl)  ef- 
fects specific  mucosal  analgesia, 
relieving  the  dysuria,  discomfort 
and  burning  which  are  virtually 
always  a part  of  acute  urinary 
tract  infections. 


Blood  and  urine: 
therapeutic  antibacterial 
levels  within  2 hours 
for  up  to  12  hours 


Gantanol  (sulfamethoxazole)  pro- 
duces prompt  and  prolonged 
therapeutic  levels,  in  both  blood 
and  urine,  with  convenient  b.i.d. 
dosage.  Clinical  response  is  usu- 
ally obtained  within  24  to  48 
hours.  The  wide  antibacterial 
spectrum  of  Gantanol  includes 
E.  coli  and  a variety  of  other 
susceptible  gram-negative  and 
gram-positive  pathogens  in  uri- 
nary tract  infections. 


Interstitial  fluids: 
ready  diffusion  of 
antibacterial 


Gantanol  (sulfamethoxazole)  is 
readily  diffused  into  interstitial 
fluids  to  provide  efficient  anti- 
bacterial activity  at  foci  of  infec- 
tion. This  distribution,  plus  con- 
tinuous antibacterial  levels  in 
blood  and  urine,  has  afforded 
effectiveness  in  the  majority  of 
infections  in  which  it  has  been 
used. 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Urinary  tract  infections  with 
associated  pain  or  discomfort  when  due 
to  susceptible  organisms;  prophylacti- 
cally  in  urologic  surgery,  catheterization 
and  instrumentation. 

Contraindicated  in  sulfonamide-sensitive 
patients,  pregnant  females  at  term,  pre- 
mature infants,  newborn  infants  during 
the  first  three  months  of  life,  glomerular 


Roche 

LABORATORIES 

Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


nephritis,  severe  hepatitis,  uremia  and 
pyelonephritis  of  pregnancy  with  gastro- 
intestinal disturbances. 

Warnings:  Use  only  after  critical  appraisal 
in  patients  with  liver  damage,  renal  dam- 
age, urinary  obstruction  or  blood  dys- 
crasias.  If  toxic  or  hypersensitivity 
reactions  or  blood  dyscrasias  occur,  dis- 
continue therapy.  In  closely  intermittent 
or  prolonged  therapy,  blood  counts  and 
liver  and  kidney  function  tests  should  be 
performed. 

Precautions:  Observe  usual  sulfonamide 
therapy  precautions  including  mainte- 
nance of  an  adequate  fluid  intake.  Use 
with  caution  in  patients  with  histories  of 
allergies  and/or  asthma.  Patients  with 
impaired  renal  function  should  be  fol- 
lowed closely  since  renal  impairment 


may  cause  excessive  drug  accumulation. 
Occasional  failures  may  occur  due  to 
resistant  microorganisms.  Not  effective 
in  virus  and  rickettsial  infections. 

Adverse  Reactions:  Headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis, 
pancreatitis,  blood  dyscrasias,  neurop- 
athy, drug  fever,  skin  rash,  Stevens- 
Johnson  syndrome,  injection  of  the  con- 
junctiva and  sclera,  petechiae,  purpura, 
hematuria  or  crystalluria  may  occur,  in 
which  case  the  dosage  should  be  de- 
creased or  the  drug  withdrawn. 

Azo  Gantanol" 

(Each  tablet  contains  0.5  Cm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCl.) 


Roniacol  Timespan  (nicotinyl  alcohol  tartrate) 
can  make  a significant  contribution  to  effective 
treatment  of  peripheral  vascular  disorders.  It  is 
directed  specifically  toward  improvement  of 
peripheral  blood  flow,  relief  of  ischemic  symp- 
toms, and  the  long-term  management  of  these 
conditions. 

Specific  pharmacologic  action— Roniacol  (nico- 
tinyl alcohol)  acts  selectively  by  relaxing 
smooth  muscle  of  peripheral  blood  vessels. 
Onset  of  action  is  smooth  and  gradual,  rarely 
causing  severeflushing. 

Relative  freedom  from  side  effects— Side  effects 


that  may  occur  occasionally  with  Roniacol  i 
seldom  require  discontinuation  of  therapy.  1 

Prolonged,  continuous  drug  release— Pro-  | j 
longed  peripheral  vasodilation  is  provided  by 
sustained-release  Roniacol  Timespan  (nicotim 
alcohol  tartrate)  Tablets.  Part  of  the  drug  be-i 
comes  available  immediately,  the  remainder 
continuously  over  a period  of  up  to  12  hour^ 
and  dilation  of  constricted  peripheral  vessels!: 
usually  maintained.  Thus,  with  a single  dose*i 
medication,  patients  can  enjoy  the  benefits  of 
increased  peripheral  blood  flow  in  ischemic! 
extremities  for  up  to‘12  hours. 


|Smooth  peripheral  vasodilation  from  initial 

dosage... extended  with 

simple,  well-tolerated,  b.i.d.  dosage 

The  prolonged  action  of  Roniacol  Timespan 
(nicotinyl  alcohol  tartrate)  together  with  its 
other  benefits  offer  a therapeutically  practical 
measure  in  the  long-term  management  of 
peripheral  vascular  disease-advantages 
especially  important  for  older  patients. 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Conditions  associated  with 
deficient  circulation;  e.g.,  peripheral  vascular 
disease,  vascular  spasm,  varicose  ulcers, 
decubital  ulcers,  chilblains,  Meniere's  syn- 
drome and  vertigo. 


Caution:  Roche  Laboratories  endorses  caution 
in  the  administration  of  any  therapeutic  agent 
to  pregnant  patients. 

Side  Effects:  Transient  flushing,  gastric 
disturbances,  minor  skin  rashes  and  allergies 
may  occur  in  some  patients,  seldom  requiring 
discontinuation  of  the  drug. 

Dosage:  1 or  2 Timespan  Tablets— 150  mg 
nicotinyl  alcohol  in  the  form  of  the  tartrate 
salt— bottles  of  50  and  500. 

Roche 

LABORATORIES 
Division  of  Hoffmann  - La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Art  is  a conception  of  peripheral  vasodilation. 


A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  reliev 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 

to  pain 
relief 


‘Empirin’’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains; 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1/2. 

keeps  the  promise 
of  pain  relief 


'B.W.  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  are  available  on  oral 

prescription,  where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
T\ickahoe,  N.Y. 


1969  TMA  ART  EXHIBITION 

Texas  Medical  Association’s  Second 
Annual  Art  Exhibition,  held  May  1-4,  1969, 
in  San  Antonio,  drew  entries  in  each  of 
four  categories:  (1)  painting  (oils); 

(2)  watercolor  (including  drawing  and 
graphics);  (3)  sculpture;  and  (4) 
photography.  Some  of  the  entries  that  could 
be  photographed  satisfactorily  under 
lighting  conditions  at  the  San  Antonio 
exhibit  hall  have  been  selected  for 
publication,  although  they  are  not 
necessarily  winners  in  their  categories. 
Counterclockwise  from  top  right  are  “Una 
Puebla  Mexicana,’’  oil,  (Mrs.  Bernard  T.) 
Vera  Fein,  San  Antonio;  “Yacht  Harbor,’’ 
oil,  (Mrs.  Albert  F.)  Virginia  Vickers,  Austin; 
“Mission  de  la  Concepcion,’’  oil.  Dr.  Glen 
E.  Journeay,  Austin;  “Austin  Laguna,’’ 
second  place  oil,  Mrs.  George  M.  Decherd, 
Austin;  “Old  Scar  Face,’’  first  place 
sculpture.  Dr.  William  L.  DeGinder,  Austin; 
and  “Omega,”  first  place  oil.  Best  of  Show, 
Dr.  Henry  H.  Moore,  Jr.,  Seguin.  Deadline 
for  entries  in  the  Third  Annual  Art 
Exhibition,  to  be  held  April  30-May  3,  1970, 
in  Dallas,  is  April  1,  1970.  All  members 
of  the  Association  and  their  wives 
are  eligible  to  enter. 


Hobby  provides  proof  son  needs - 
(Yes,  there  really  [s  a Santa  Claus) 


Editor’s  note: 

Third  in  a series  of  features  on 
physicians’  hobbies  is  the  following 
article  by  Dallas  allergist  Dr.  Fred 
G.  Popkess,  who  began  woodwork- 
ing almost  accidentally  and  has  de- 
veloped his  craft  over  the  years  into 
a practical  and  productive,  as  well 
as  recreational,  pastime.  His  perse- 
verance and  enthusiasm  enabled 
him  to  weather  the  initial  trials  of 
inexperience  and  lack  of  equipment 
until,  if  asked  today  to  show  his 
wares,  he  could  display  items  rang- 
ing from  test  tube  racks  for  his  of- 
fice to  an  electric  train  board  for 
his  son  to  decorative  pieces  for  his 
home.  His  skills  have  produced 
artistic,  serviceable,  and  “just  for 
fun”  creations  and  have  been  a 
longtime  source  of  relaxation. 


Simplicity  enhances  the  beauty  of 
this  larf’e,  smoothly  finished  vase. 


f 


FRED  G.  POPKESS,  M.D. 

“With  the  proper  tools,  any  job 
is  better  done,”  I thought,  while 
looking  discontentedly  at  a board  I 
had  just  sawed  in  two  with  a hand 
saw.  Carrying  the  two  wooden 
pieces  next  door  to  a neighbor  who 
was  quite  adept  at  woodworking, 
I asked  his  advice  about  power 
tools.  He  ignored  my  question,  how- 
ever, and  just  stood  there  for  30 
minutes,  shaking  his  head  with  an 
incredulous  look  on  his  face  and 
trying  to  figure  out  my  secret 
method  of  cutting  a zig  zag  line 
with  a straight  saw.  When  he  finally 
concluded  that  I was  either  unwilling 
or  unable  to  offer  an  explanation, 
we  got  back  to  the  subject  of  vari- 
ous power  tools  available.  He  sug- 
gested a certain  multi-purpose  tool 

This  sleek  figurine  and  squat, 
rounded  vase  exemplify  the  variety 
of  form  and  line  in  Dr. 

Popkess’  woodworking  style. 


that  might  be  a good  choice  for  me 
since  space  in  our  garage  for  my 
hobby-to-be  was  limited. 

A few  weeks  and  several  hundred 
dollars  later,  I enthusiastically  be- 
gan my  first  project  — making 
frames  for  several  diplomas.  Start- 
ing with  something  simple  seemed 
sensible.  It  soon  became  evident, 
however,  that  making  picture  frames 
was  an  advanced  stage  of  carpen- 
try, undoubtedly  (or  so  it  seemed 
to  me)  far  more  difficult  for  the 
beginner  than  building  a house 
would  be  for  a more  experienced 
craftsman.  With  a large  supply  of 
time,  lumber,  perseverance,  and  in- 
vectives, I finally  produced  six 
frames  that  still  hang  in  my  exam- 
ining room,  providing  asymmetrical 

Intricately  designed  swag  lamp 
serves  as  “production  model”  for 
other  lamp  designs  by  Dr.  Popkess 
and  his  wife. 
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evidence  of  the  beginning  of  a hobby. 

My  wife  generously  donated  her 
time  in  computing  the  unit  cost  for 
my  initial  effort  and  provided  the 
unsolicited  information  that  my  val- 
uable diplomas  were  now  housed  in 
frames  costing  approximately  $135 
each,  figuring  my  time  at  25  cents 
per  hour  and  adding  the  cost  of 
materials  and  tools.  I detected  a 
note  of  sarcasm  when  she  added 
that  this  cost  might  be  lowered  by 
$35  per  frame  if  an  outlet  could  be 
found  for  the  sale  of  the  sawdust 
piled  three  feet  deep  over  most  of 
the  garage  floor. 

Somewhat  shaken  by  this  first 
venture,  I dropped  back  to  more  of 
a beginner’s  level  and  made  test 
tube  racks  for  the  office  lab,  key- 
hanging boards,  shoe  racks  for  clos- 
ets, and  other  similar,  simple,  two- 
or  three-week  projects.  With  increas- 
ing confidence,  if  not  skill,  I even 
made  a lead-lined  screen  to  place  in 
front  of  the  x-ray  control  panel  in 
my  office.  I then  proudly  took  my 
accountant  on  a tour  so  that  he 
could  see  for  himself  the  justifica- 
tion for  claiming  huge  amounts  of 
depreciation  for  the  tools  and  the 
self-made  office  items,  but  he  tact- 
fully suggested  that  I dismiss  the 
idea  of  taking  any  deduction  at  all 
and  that  I enjoy  the  hobby  purely  as 
recreation.  He  jokingly  added  that 
the  IRS  might  contend  only  that  I 
had  been  prowling  and  pilfering  the 
local  junk  yards.  Nevertheless,  my 
interest  was  not  that  easily  squelch- 
ed; and  I knew  that  I was  making 
some  progress  when  an  item  from  a 
book  called  One-Evening  Projects 
was  finished  in  one  week  instead  of 
three  weeks. 

One  July  approximately  15  years 
ago,  I decided  that  my  six-year-old 
son  should  have  an  electric  train 
for  Christmas  and  that  I would 
mount  the  track  and  numerous  ac- 
cessories on  a large  sheet  of  ply- 
wood in  the  garage.  As  Christmas 
Day  approached,  a rather  interest- 
ing twist  developed  in  this  much  be- 
labored project.  I worked  faithfully 
on  the  train  board,  or,  more  truth- 
fully, on  a series  of  train  boards, 
right  up  to  Christmas  eve,  barely 
finishing  in  time.  My  son,  just  be 


ginning  to  have  his  doubts  about 
Santa,  had  figured  out  a sure-fire 
way  to  determine  whether  to  believe 
his  enlightened  friends  or  his  trust- 
worthy parents.  Just  before  going  to 
bed  on  Christmas  eve,  he  wrote  a 
note  to  Santa  saying  that  all  he 
wanted  was  a Lionel  electric  train. 
He  had  never  before  mentioned  a 
word  about  a train.  Since  a peep- 
hole in  the  garage  door  had  been 
plugged  securely  and  the  utmost 
secrecy  had  been  taken,  I knew  his 
last-minute  wish  was  just  a strange 
coincidence.  You  can  imagine  how 
his  eyes  popped  out  the  next  morn- 
ing when  he  saw  the  train  setup 
(fortunately,  Lionel).  His  belief  in 
Santa  Claus  was  so  firmly  reestab- 
lished that  even  now,  at  age  twenty- 
one,  I believe  he  still  wonders  a 
little. 

Only  one  long  lull  in  the  pursuit 
of  my  hobby,  following  the  one  and 
only  injury,  has  occurred.  A mixture 
of  hard  wood,  stupidity,  and  care- 
lessness resulted  in  splitting  the  end 
of  my  index  finger  with  a dado 
blade.  However,  the  wound  seemed 
to  offer  the  ultimate  in  do-it-your- 
selfism,  so  I decided  to  suture  the 
finger  back  together  myself.  But  my 
wife,  accompanying  me  to  the  office, 
could  not  stand  the  sight  of  blood — 
of  my  blood,  anyway — enough  to 
help;  and  I realized  that  I could  not 
tie  the  knots  well  enough  with  one 
hand.  Disgruntled,  I telephoned  a 
nearby  surgeon  friend  who  was  also 
a woodworker,  feeling  that  his  em- 
pathy for  a dado  blade  would  out- 
weigh his  dislike  of  being  called 
away  from  home  at  night.  He  skill- 
fully put  the  pieces  back  together, 
delivering  a lecture  on  safety  mea- 
sures with  power  tools  as  he  worked. 
After  a long  period  of  idleness,  the 
tools  were  put  to  some  use  again, 
although  with  a good  deal  more 
caution  than  was  exercised  before. 

Last  year  my  wife  and  I bought  a 
swag  lamp  kit  from  a hobby  store 
and  assembled  it.  In  the  process  of 
putting  it  together,  she  made  sev- 
eral derogatory  remarks  about  the 
crushed  glass  sides,  indicating  that 
she  could  design  a much  prettier 
lamp  siding  than  the  manufactured 
one.  I chimed  in  with  some  rather 


snide  comments  about  the  quality 
of  the  walnut  frame,  adding  that  I 
could  design  and  construct  a much 
better  frame.  Thus  was  conceived 
the  idea  of  making  two  swag  lamps 
for  Christmas  gifts  to  our  parents. 
Unfortunately,  however,  we  spent  so 
much  time  and  money  making  the 
lamps  that  we  decided  to  keep  them 
ourselves;  for  we  could  not  afford 
to  give  such  expensive  Christmas 
gifts.  Actually,  we  rationalized  that 
these  originals  could  serve  as  pro- 
duction models;  and  we  liked  the 
lamps  so  well  that  we  undertook  to 
make  a few  for  sale.  After  nearly  a 
year  of  work,  ten  lamps  are  almost 
completed  and  ready  to  flood  the 
market. 

As  I look  back  on  the  years  spent 
dabbling  with  this  interesting  hobby, 
one  of  the  high  points  was  the  com- 
pletion of  the  first  project  (several 
years  after  the  fundamental  tools 
were  bought)  which  did  not  require 
the  purchase  of  additional  tools. 
Having  everything  needed  for  the 
job  already  on  hand  gave  me  a tri- 
umphant feeling  of  self-sufficiency — 
a feeling  that  has  been  repeated 
very  few  times  since! 


Mental  Health  Manpower 
Subject  of  Recent  Book 

Developing  manpower  to  keep 
pace  with  the  rapidly  growing  field 
of  mental  health  is  the  subject  of  a 
recently  published  book.  Manpower 
for  Mental  Health,  edited  by  Drs. 
Franklyn  N.  Arnhoff  and  Eli  A.  Ru- 
binstein of  the  National  Institute  of 
Mental  Health  and  Joseph  C.  Speis- 
man  of  Boston  University. 

An  outgrovrth  of  a National  In- 
stitute of  Mental  Health  symposium, 
this  book  includes  papers  by  well- 
known  behavioral  scientists  and  so- 
cial scientists  who  explore  the  de- 
velopment of  mental  health  man- 
power, reassess  current  manpower 
policy,  and  delineate  the  principles 
that  must  be  reflected  in  programs 
designed  to  lessen  mental  health 
manpower  shortages. 
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Hospitals  Still  Strong 
On  Nursing  Education 

Most  hospitals  which  have  closed 
their  diploma  nursing  schools  continue 
to  be  involved  in  nursing  education, 
according  to  a report  just  issued  by  the 
National  League  for  Nursing,  New  York. 

The  league  recently  surveyed  221 
diploma  nursing  programs  which  closed 
between  1959  and  1968.  It  found  that 
63%  now  offer  clinical  facilities  for 
practical  nursing  programs,  49%  for 
associate  degree  programs  (usually  in 
junior  and  community  colleges),  31% 
for  baccalaureate  degree  programs  in 
senior  colleges  and  universities,  and 
11%  for  other  diploma  programs. 

The  study  points  out  that  in  1959 
there  were  918  diploma  programs  grad- 
uating 59%  of  the  basic  nursing  stu- 
dents. By  1968  the  number  of  pro- 
grams had  dropped  to  728  with  a com- 
mensurate decline  in  graduations  to 
39%.  It  reflects  the  fact  that,  although 
hospitals  continue  to  supply  the  essen- 
tial ingredient  of  nursing  education — 
that  is,  clinical  contact  with  patients — 
the  control  of  nursing  education  is 
gradually  shifting  away  from  them  to 
institutions  of  higher  education. 

Hospitals  also  reported  that  they  en- 
gaged in  educational  activities  for  para- 
medical and  ancillary  personnel  and 
for  students  in  other  disciplines,  such 
as  nursing  aides,  ward  clerks,  inhala- 
tion therapists,  and  technicians  for  op- 
erating room  and  obstetric  depart- 
ments. 

Entitled  “Present  Involvement  in 
Nursing  Education  of  Institutions 
Whose  Diploma  Programs  Closed,  1959- 
1968,”  the  report  is  available  from  the 
National  League  for  Nursing,  10  Co- 
lumbus Circle,  New  York,  N.Y.  10019 
for  750  a copy. 

Foundation  Gift  to  Aid 
Hospital  Expansion  Plan 

A gift  to  The  University  of  Texas 
Medical  Branch  at  Galveston  from  the 
Sealy  and  Smith  Foundation  which  may 
total  more  than  $25  million  has  been 
accepted  by  the  Board  of  Regents  of 
the  UT  System,  Frank  C.  Erwin,  Jr., 
chairman  of  the  board,  recently  an- 
nounced. 

The  gift  will  be  used  for  the  further 
expansion  and  building  program  of  the 
John  Sealy  Hospital  at  the  UT  Medical 
Branch.  The  tentatively  scheduled  pro- 
gram includes  acquisition  of  additional 
land;  construction  of  an  addition  or  an- 
nex to  the  main  John  Sealy  Hospital; 
construction  of  a high-rise  apartment 
for  housing  nurses,  medical  students, 
interns,  residents  and  others  connected 
with  the  medical  complex;  and  con- 


struction of  a large,  modern  Children’s 
Care  Center.  Because  of  the  magnitude 
of  the  project,  it  will  be  a number  of 
years  before  it  is  completed.  However, 
preliminary  studies  are  now  in  process, 
and  actual  construction  may  get  under 
way  next  year. 

Money  initially  earmarked  for  this 
project  by  the  Sealy  and  Smith  foun- 
dation amounts  to  approximately  15 
million  dollars  but  matching  funds  for 
a substantial  amount  and  interest  ac- 
crued on  the  principal  will  bring  the 
total  program  to  approximately  $25 
million.  This  contribution  brings  to  ap- 
proximately $45  million  the  total 
amount,  since  its  inception  in  1922,  of 
the  foundation’s  support  of  the  UT 
Medical  Branch. 

Medical  Assistants  Sell 
MD’s  Book  as  Project 

Selling  copies  of  Bottoms  Up  With  A 
Rear  Admiral  by  proctologist  E.  Aubrey 
Cox  of  Wichita  Falls  is  the  new  project 
of  the  Texas  Medical  Assistants  Asso- 
ciation. The  book  is  a humorous  ac- 
count of  some  of  Dr.  Cox’s  cases,  as 
well  as  some  sound,  basic  information 
about  his  specialization. 

Through  an  agreement  with  Dr.  Cox, 
Moore  Publishing  Company,  and  TMAA, 
the  association  will  receive  a 50% 
profit  on  all  sales  it  makes  of  the  book. 
Orders  for  the  book,  which  sells  for 
$4.95  a copy,  may  be  placed  with  Mrs. 
Billy  Jo  Patton,  chairman,  TMAA  Ways 
and  Means,  3331  Fallen  Leaf  Lane, 
San  Antonio  78230. 

UT  Regents  Approve 
School  Building  Plans 

The  University  of  Texas  System 
Board  of  Regents  recently  approved 
preliminary  plans  for  a building  to  pro- 
vide initially  needed  space  for  the 
UT  School  of  Public  Health  at  Houston. 

The  Phase  1 building  for  the  Public 
Health  School  will  be  a two-story  brick 
and  steel  frame  structure  of  approxi- 
mately 35,000  gross  square  feet  of 
space.  At  a gross  project  cost  of  $1,- 
200,000,  the  structure  is  being  de- 
signed by  the  Houston  architectural 
firm  of  Joiner,  Coburn  and  King  and 
will  be  located  adjacent  to  the  previ- 
ously announced  Phase  2 structure  for 
the  Public  Health  School. 

Phase  2 of  the  building  program  is 
envisioned  as  a structure  of  10  floors 
and  a basement,  with  a total  of  197,- 
730  gross  square  feet  of  space.  The 
project  cost  for  that  building  has  been 
set  at  $10  million. 

Both  buildings  will  be  located  in  the 
Texas  Medical  Center  across  from  the 
university’s  M.  D.  Anderson  Hospital 
and  Tumor  Institute. 


Psychiatric  Library  To 
Honor  Late  Physician 

The  late  Dr.  Titus  H.  Harris,  who 
died  April  22,  1969,  will  be  posthu- 
mously honored  with  the  establishment 
of  the  Titus  Harris  Memorial  Library  by 
the  Department  of  Neurology  and  Psy- 
chiatry at  The  University  of  Texas  Med- 
ical Branch  at  Galveston.  Dr.  Harris 
was  instrumental  in  the  founding  of  the 
department  and  served  as  its  chairman 
for  36  years. 

The  Memorial  Library  was  made  pos- 
sible when  UT  Chancellor  Harry  Ran- 
som was  able  to  hold  an  option  on  the 
Norman  Library  of  Psychiatry  and  Psy- 
chology in  California.  This  library  of 
books  and  papers  in  the  history  of  psy- 
chiatry and  psychology  is  the  largest 
and  most  comprehensive  collection 
held  privately  in  the  United  States.  It 
is  the  outcome  of  30  years  of  collect- 
ing and  includes  books  from  every  pe- 
riod (ancient.  Renaissance,  and  mod- 
ern). The  library  cannot  be  duplicated 
in  the  future,  and  it  should  attract 
scholars  on  a national  and  international 
level.  An  appropriate  room  in  the  new 
Moody  Memorial  Library  (now  under 
construction)  will  be  set  aside  to  house 
this  library. 

In  order  to  obtain  the  Norman  li- 
brary, however,  UTMB  President  Tru- 
man Blocker  has  announced  that  $300,- 
000  in  commitments  will  have  to  be 
raised  by  Feb.  1,  1970,  when  the  cur- 
rent option  being  held  by  Chancellor 
Ransom  expires.  Current  commitments 
from  Dr.  Harris’  family,  friends,  and  as- 
sociates for  the  purchase  of  this  library 
amount  to  approximately  $170,000. 
Those  who  would  like  to  participate  in 
the  planned  commemoration  may  con- 
tribute a lump  sum  or  a pledge  for  an 
amount  to  be  contributed  over  a five 
year  period.  All  contributions  will  be 
income  tax  deductible.  Checks  should 
be  made  payable  to  the  Department  of 
Neurology  and  Psychiatry,  UT  Medical 
Branch,  with  the  check  earmarked  for 
the  Titus  Harris  Memorial  Library.  They 
may  be  mailed  to  The  Titus  Harris 
Clinic,  Sealy  and  Smith  Professional 
Building,  200  University  Blvd.,  Suite 
620,  Galveston  77550. 

Medical  Student  Wins 
Academic  Scholarship 

A $1,000  scholarship  for  the  1969- 
1970  school  year  has  been  awarded  to 
Odis  L.  Avant  of  Lamesa,  Tex.,  by  The 
University  of  Texas  Medical  School  at 
San  Antonio,  Dean  F.  C.  Pannill  has  re- 
cently announced.  The  scholarship  was 
made  available  by  Pfizer  Laboratories. 

A 1966  graduate  of  Texas  Tech  Uni- 
versity, Avant  is  a member  of  the  class 
of  1970  at  the  UT  Medical  School. 
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HOPE  Makes  History 
With  ^Tirst’’  for  Laredo 

Project  HOPE  is  on  the  move  and 
has  recently  launched  the  first  univer- 
sity graduate  level  course  in  Laredo's 
history  at  Laredo  Junior  College.  The 
course  is  required  of  all  trainees  en- 
rolled in  Project  HOPE’S  paramedical 
curriculum. 

Entitled  "Cultural  Heritage  of  the 
Spanish  South\west,'’  the  course  in  Lat- 
in American  history  was  organized  in 
response  to  a request  by  HOPE  offi- 
cials that  a special  course  “defining 
the  cultural  heritage”  of  HOPE  trainees 
who  were  born  in  the  Spanish-speaking 
area  of  the  Southwest  be  taught  in 
Laredo. 


Project  Grants  Awarded 
To  38  Texas  Institutions 

Thirty-eight  Texas  institutions  are  re- 
ceiving project  grants  for  health  ser- 
vices development  under  Section  314 
(e)  of  The  Comprehensive  Health  Plan- 
ning and  Health  Services  Act.  This  act 
established  in  1966  the  Partnership  for 
Health  program,  which  introduced  the 
concept  of  comprehensive  health  plan- 
ning as  a mechanism  through  which 
the  planning  activities  of  all  the  health 
and  related  elements  can  be  linked  to- 
gether. 

Section  314  (e)  of  the  act  provides 
for  special  grants  “to  any  public  or 
private  non-profit  agency,  institution,  or 
organization  to  cover  part  of  the  cost 
of  (1)  providing  services  (including  re- 
lated training)  to  meet  health  needs  of 
limited  geographic  scope  or  of  special- 
ized regional  or  national  significance, 
or  (2)  developing  and  supporting  for 
an  initial  period  new  programs  of  health 
services  (including  related  training).” 
In  implementing  this  section,  the  De- 
partment of  Health,  Education,  and 
Welfare  and  the  US  Public  Health  Ser- 
vice have  placed  the  higher  priority  on 
the  development  of  comprehensive 
health  service  projects  for  population 
groups  with  the  greatest  need,  espe- 
cially the  urban  and  rural  poor.  HEW 
encourages  innovation  in  the  delivery 
of  organized  primary  care  services, 
supports  wherever  possible  new  or  im- 
proved health  care  systems  that  in- 
crease efficiency  and  reduce  costs,  and 
seeks  active  consumer  and  provider 
participation  in  the  development  and 
operation  of  comprehensive  health  ser- 
vice projects. 

In  keeping  with  the  intent  of  the 
Partnership  for  Health  Program,  health 
services  supported  by  grants  under  Sec- 
tion 314  (e)  must  be  provided  in  ac- 
cordance with  plans  developed  by  the 
state  or  territorial  comprehensive  health 


planning  agency.  Up  to  one  percent  of 
the  total  grants  awarded  under  this 
part  of  the  program  are  available  to 
the  HEW  Secretary  for  evaluation  of 
these  health  services  development 
projects. 

Those  institutions  receiving  grants 
are  the  following:  R.  E.  Thomason  Gen- 
eral Hospital,  El  Paso,  cervical  cancer 
detection  program,  $26,035;  Texas  De- 
partment of  Mental  Health  and  Mental 
Retardation,  Austin,  a cooperative  re- 
gional approach  to  day-care  programs, 
$65,623,  a demonstration  project  to 
foster  physical  education  and  recrea- 
tion programs  for  the  mentally  retard- 
ed, $72,107,  the  development  and  im- 
plementation of  an  information-educa- 
tion and  referral  system  for  the  State 
of  Texas  program  in  mental  retarda- 
tion, $88,445,  and  $81,521;  Texas  State 
Department  of  Health,  Austin,  venereal 
disease  casefinding,  $294,522,  venere- 
al disease  control  aspects,  $331,560, 
State  of  Texas  immunization  program, 
$500,658,  leprosy  control,  $55,288;  The 
University  of  Texas  MD  Anderson  Hos- 
pital and  Tumor  Institute,  Houston, 
mammography  training  and  thermog- 
raphy research  in  breast  diseases  and 
other  tumor  entities,  $49,029,  and 
$53,263,  cancer  control  senior  clinical 
traineeship,  $9,000,  $9,500,  $43,500, 
$30,000,  and  $12,000,  correlative 
mammographic-histopathologic  study  of 
breast  cancer,  $19,649,  cytotechnology 
training,  $38,500,  choriocarcinoma  and 
related  trophoblastic  tumors,  $35,296; 
The  University  of  Texas  Medical  Branch, 
Houston,  renal  disease  in  school  chil- 
dren, $173,938;  Abilene  State  School, 
developmental  recreation  program  for 
mental  retardates,  $82,717;  City  of  Dal- 
las Health  Department,  a comprehen- 
sive health  plan  for  the  crossroads 
community  center,  $151,315;  Bexar 
County  Hospital  District,  San  Antonio, 
clinical  training  and  educational  cancer 
control  program  for  the  Bexar  County 
Hospital  District,  $22,791,  and  com- 
munity cancer  demonstration  grant, 
$61,939;  Dallas  County  Hospital  Dis- 
trict, to  provide  cervical  cancer  exam- 
ination for  hospital  patients,  $105,850; 
Baylor  College  of  Medicine,  Houston, 
control  of  cervical  cancer  in  Houston 
and  Harris  counties,  $59,900;  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston,  cervical  cancer  screening  in 
a state  university  hospital  population, 
$55,352,  and  family  planning  program 
for  Galveston  County,  $45,571;  Callier 
Hearing  and  Speech  Center,  Dallas,  de- 
velopment and  expansion  of  services 
in  audiology  and  speech  pathology, 
$38,134;  Harris  County  Center  for  the 
Retarded  Inc.,  Houston,  a community 
approach  in  the  management  of  dental 
disease  among  the  mentally  retarded, 
$60,215;  Worden  School  of  Social  Ser- 
vice, San  Antonio,  graduate  social  work 


student  training  project  in  mental  re- 
tardation, $45,479;  Maverick  County 
Hospital  District,  Eagle  Pass,  develop 
ment  grant  for  planning  a comprehen- 
sive health  services  project,  $24,508; 
City  of  Houston  Health  Department, 
city  wide  venereal  disease  education 
programs,  $3,500,  immunization  proj- 
ect, $117,695,  and  project  to  increase 
tuberculosis  services  in  Houston  and 
Harris  Counties,  $236,877;  San  An- 
tonio Metropolitan  Health  District,  ru- 
bella control  program,  $109,995,  and 
intensified  tuberculosis  control  pro- 
gram, $114,006;  and  Radiation  Center, 
Fort  Worth,  nuclear  medicine  technology 
training  school  (cancer),  $5,184. 

UTSMS  Names  Senior 
Employee  as  Historian 

Dean  Charles  Sprague  of  The  Univer- 
sity of  Texas  Southwestern  Medical 
School  at  Dallas  has  announced  the 
appointment  of  his  executive  assist- 
ant, Miss  Catharine  Schulze,  as  school 
historian  and  assistant  to  the  dean.  In 
her  new  position  she  will  prepare  a 
comprehensive  history  of  the  25-year- 
old  institution,  founded  during  World 
War  II. 

Having  joined  the  staff  at  UTSMS  in 
1948  when  it  was  five  years  old.  Miss 
Schulze  has  been  secretarial  assistant 
to  the  four  deans  the  school  has  since 
had  and  is  now  the  senior  employee  at 
Southwestern. 

Unsafe  Work  Practices 
Cause  Accidental  Injuries 

Records  compiled  by  the  National 
Safety  Council  show  that  nearly  one- 
fourth  of  all  serious  occupational  in- 
juries result  from  the  manual  handling 
of  materials. 

The  council,  which  has  been  involved 
with  the  prevention  of  industrial  acci- 
dents for  more  than  50  years,  lists  the 
following  unsafe  work  practices  that 
have  led  to  manual  handling  injuries: 
placing  fingers  or  hands  at  pinch  points 
while  moving  objects;  gripping  objects 
improperly,  allowing  them  to  fall  or 
slip;  carrying  too  heavy  a load;  failing 
to  wear  safety  shoes;  lifting  in  an  awk- 
ward position,  or  lifting  with  the  back 
instead  of  using  the  leg  muscles;  failing 
to  use  cranes,  hoists,  and  elevators 
provided  for  the  job;  failing  to  wear 
proper  protective  gloves  or  to  use  hand 
guards  for  sharp-edged  items;  loosening 
coils  or  cutting  taut  binding  wire,  metal 
straps,  or  cable  without  wearing  face 
protection;  and  working  in  cluttered, 
cramped  quarters. 
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PROFESSIONAL  LIABILITY  INSURANCE 

C6  a Li^L  mat'L  didtinctioyi 


Professional  Protection  Exclusively  since  1899 


AUSTIN  OFFICE:  Robert  F.  Reiman,  Representative 

3201  Clearview,  Austin  78703  Telephone:  512-472-9603 

DALLAS  OFFICE:  Gayle  Nelson  and  Arthur  F.  Ennis,  Jr.,  Representatives 
816  Medical  Arts  Building,  Dallas  75201  Telephone:  214-742-4980 

HOUSTON  OFFICE:  William  A.  Orsburn,  Representative 

1525  Hermann  Professional  Bldg.,  Houston  77025  Telephone:  713-523-1127 


Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

DELPHIN  von  BRIESEN,  M.D. 
JEANNE  TURNER  BOWMAN,  M.D. 


Maniin  JC-Ucuf.  G4td 

ll,cut444rmQU4tia 

3601  Gaston  Ave.  Dallas,  Texas 
ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosia  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 
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MEDICINE  IN  LITERATURE 


Pamphlet  Providing  Guidelines  for  Book  Reviewers  Now  Available 


A pamphlet  entitled  “Texas  Medi- 
cine Guidelines  for  Book  Reviewers" 
has  recently  been  prepared  for  the  use 
of  those  physicians  who  agree  to  pre- 
pare a book  review  for  possible  publi- 
cation in  Texas  Medicine. 

The  pamphlet  contains  practical  sug- 
gestions to  aid  the  reviewer  in  evalu- 
ating the  book  and  in  writing  a review. 
They  include  the  following: 

1.  Books  should  be  evaluated  with 
particular  attention  to  (a)  scientific  or 
other  value:  (b)  their  audience,  that  is, 
the  entire  medical  profession,  a spe- 
cialty group,  the  lay  public,  etc.;  (c) 
actual  scope  of  content;  and  (d)  the 
author’s  goals  and  how  well  he  accom- 
plishes them. 

2.  Reviewer’s  comments  on  a given 
subject  should  be  included  in  the  re- 
view only  as  these  comments  relate  to 
the  book  under  consideration. 

3.  A book  review  may  be  approxi- 
mately 100  to  300  words  long,  depend- 
ing upon  the  length  and  scope  of  the 
book. 

4.  The  review  should  be  typed  dou- 
ble-spaced with  ample  margins  on  firm 
paper.  The  author  should  keep  a copy. 

5.  The  text  should  be  narrative  with 
complete  sentences  and  few  abbrevia- 
tions. If  quotations  from  the  book  are 
used,  the  page  number  should  be  in- 
cluded. 

6.  All  material  that  appears  in  Texas 
Medicine  is  subjected  to  editing  for 
style,  grammar,  and  to  fit  available 
space. 

7.  The  book  and  the  review  should 
be  returned,  one  month  after  the  re- 
viewer receives  the  book,  to:  Memorial 
Library — Book  Reviews,  Texas  Medical 
Association,  1801  N.  Lamar  Blvd.,  Aus- 
tin 78701.  Book  and  review  should  be 
mailed  separately,  with  the  enclosed 
addressed  slip  appearing  on  the  wrap- 
per of  the  book  package. 

8.  The  following  book  review  is  one 
example  of  a good  review  for  Texas 
Medicine  readers. 

Medical  Pharmacology,  ed.  7,  John 
Jones,  750  pp.,  illus.,  Austin, 
The  C.  V.  Doakes  Co.,  1969, 
$12.50. 


“THE  PRACTITIONER  and  the  un- 
dergraduate will  make  more  use 
of  this  book  than  will  the  pharma- 
cologist, for  whom  the  extent  of 
detailed  information  may  be  in- 
sufficient. 

The  book  places  drugs  into  true 
chemical  and  pharmacologic  rela- 
tion within  their  groups.  Conse- 
quently, when  an  advertiser  repre- 
sents a drug  as  “new  and  unlike 
any  other  available  competitive 
drug,”  the  physician  can  deter- 
mine the  drug’s  actual  relative  im- 
portance by  consulting  this  source. 
The  doctor,  who  must  gain  infor- 
mation quickly,  will  appreciate  this 
considerable  service. 

Basic  principles  are  discussed 
first  in  the  book:  drug  mechan- 
isms, drug  metabolism,  enzyme  in- 
duction, drug  safety  and  effective- 
ness, and  basic  groups  such  as 
cholinergic  and  adrenergic  drugs. 

Drugs  in  everyday  use  are  pre- 
sented. Trade  names  accompany 
generic  terms  frequently  enough 
for  the  reader  to  maintain  a grasp 
of  what  he  is  reading. 

The  book’s  poison-antidote  sec- 
tion is  particularly  helpful.  Most 
books  on  the  subject  contain  too 
many  seemingly  unrelated  details, 
but  this  text  presents  an  excellent 
outline  of  the  basic  problems  in- 
volved in  poisonings. 

The  section  on  prescription  writ- 
ing and  the  compendia  are  unne- 
cessary for  most  physicians.  A 
section  on  neoplastic  chemother- 
apy is  worthwhile  for  reference 
purposes.  The  index  is  long  and 
detailed  and,  therefore,  as  usable 
as  one  could  wish. 

This  concise  and  practical  book 
serves  as  an  excellent  antidote  for 
the  current  “information”  explo- 
sion on  available  drugs. 

Reviewer’s  name 
and  hometown.” 

Copies  of  this  pamphlet  are  available 
upon  request  from  Memorial  Library  or 
from  the  Texas  Medicine  editorial  office, 
1801  N.  Lamar  Blvd.,  Austin  78701. 


Pictorial  History  of  Psychology  and  Psy- 
chiatry, A.  A.  Roback  and  Thomas 

Kiernan,  294  pp.,  illus..  New  York, 

Philosophical  Library,  1969,  $12.50. 

NOT  INTENDED  as  a complete  history, 
this  recently  published  book  of  almost 
300  pages  brings  out  historical  aspects 
in  written  sketches  of  the  contributions 
of  more  than  140  individuals  whom  the 
authors  consider  pioneers  and  origina- 
tors rather  than  elaborators.  To  re- 
frain from  becoming  encyclopedic, 
however,  the  authors  include  a few  liv- 
ing, eminent  psychologists  and  psychi- 
atrists. 

The  first  half  of  the  book  deals  with 
general  psychology  under  the  heading 
of  “The  Roots  and  Trunk,”  beginning 
with  Plato  and  Aristotle  and  concluding 
with  Karl  Buhler,  but  including  inter- 
vening philosophers,  physicians,  psy- 
chologists, and  scholars.  The  remainder 
of  the  first  half  is  termed  “Ethnic 
Branches”  and  is  generally  limited  to 
European  and  American  psychologists. 

The  latter  half  of  the  volume  deals 
with  abnormal  and  medical  psychology 
from  early  Greek  and  Roman  “psychi- 
atry” through  the  centuries  up  to  and 
beyond  the  “Psychogenic  Era”  of 
Prince  and  Freud,  Adolph  Meyer,  Jung, 
Adler,  Rank,  et  al.  The  rise  and  influ- 
ence of  Arabic  medicine  in  the  ninth 
and  tenth  centuries  and  “demonism” 
and  the  compendium  “The  Witches 
Hammer”  with  its  influence  for  two 
centuries  are  examples  of  interesting 
historical  material  presented.  The  vol- 
ume concludes  with  a few  pages  of 
reference  to  animal  psychology. 

Numerous  illustrations  are  included 
throughout  and  are  interesting,  al- 
though not  always  germane  to  the  sub- 
ject matter.  Presentation  of  material  is 
not  too  well  organized,  but  in  view  of 
the  immensity  of  the  task  and  the  ob- 
vious amount  of  research  and  reading 
done  by  the  authors,  this  shortcoming 
may  be  partially  overlooked.  Finally,  the 
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book  is  of  interest  to  those  who  would 
like  more  knowledge  of  contributions 
by  less  well-known  psychologists  and 
to  those  of  us  who  believe  the  state- 
ment by  Goethe:  “The  history  of  sci- 
ence is  the  science  itself.” 

JAMES  KREIMEYER,  M.D., 
Big  Spring. 

The  Knee  in  Sports:  Conditioning,  In- 
jury Prevention,  Rehabilitation  and 
Studies  Related  to  the  Knee,  Karl  K. 
Klein  and  Fred  L.  Allman,  Jr.,  177 
pp.,  illus.,  Austin,  The  Pemberton 
Press,  1969. 

A SIGNIFICANT  CONTRIBUTION  to 
sports  medicine  is  this  monograph  on 
the  injuries  to  the  knee,  in  which  the 
authors  have  outlined  problems  from 
the  standpoint  of  etiology,  anatomy, 
prevention,  treatment,  and  rehabilita- 
tion. Moreover,  the  book  is  easily  un- 
derstood by  those  involved  in  treating 
athletes  who  have  knee  injuries. 

Rehabilitation  of  the  post-injured  or 
postoperative  knee  is  emphasized.  For 
this  reason,  the  book  should  be  espe- 
cially valuable  to  team  physicians, 
coaches,  trainers,  and  physical  thera- 
pists who  are  faced  with  such  prob- 
lems. Clear  illustrations  of  technique 
and  specific  directions  for  application 
of  each  phase  of  the  exercise  program 
will  allow  the  reader  to  set  up  locally 
an  excellent  rehabilitation  program 
using  simple  equipment. 

A final  chapter  on  “Research  Related 
to  Problems  of  the  Knee”  is  especially 
interesting.  Anyone  deeply  interested 
in  sports  medicine  will  find  real  “food 
for  thought”  in  this  chapter. 

LAMAR  P.  COLLIE,  JR.,  M.D., 
San  Antonio. 

Frank  Billings,  Edwin  F.  Hirsch,  144 
pp.,  Chicago,  University  of  Chicago, 
1966,  $6.50. 

WRITTEN  BY  ONE  of  Dr.  Billings’  in- 
terns, this  excellent,  brief  biography 
makes  an  excellent  evening  of  reading. 
The  physician’s  life,  encompassing  the 
early  period  of  Chicago  history  from 
1854  to  1932,  is  an  inspiration  to  any- 
one practicing  medicine.  His  unselfish 
devotion  to  humanity  and  the  examples 
he  set  are  certainly  a guide  for  us  to 
follow  during  the  busy,  scientific  times 
in  which  we  are  now  living.  That  Dr. 
Billings  was  Dr.  Hirsch’s  hero  is  obvi- 
ous from  reading  the  book,  but  his 
admiration  is  not  unfounded. 

An  extra  dividend  of  the  book  is  the 
inclusion  of  separate  chapters  by  other 


early  Chicago  greats,  such  as  “Early 
Pathology  in  Chicago  and  Christian 
Fenger”  by  Ludvig  Hektoen,  “Christian 
Fenger  as  I Knew  Him”  by  James  B. 
Herrick,  and  “Ludvig  Hektoen”  by 
James  B.  Herrick.  These  are  all  well 
written  and  add  greatly  to  the  book. 

The  complete  memorial  service  for 
Dr.  Billings  on  Oct.  30,  1932,  in  the 
University  Chapel,  with  eulogies  by 
Robert  Maynard  Hutchins,  Dallas  B. 
Phemister,  and  James  B.  Herrick,  is  in- 
cluded and  is  very  appropriate.  The 
printing  and  paper  is  good,  the  illus- 
trations are  also  appropriate  and  well 
situated,  and  the  binding  is  satisfac- 
tory. 

This  book  is  a must  for  anyone  living 
in  the  Chicago  area.  For  medical  histor- 
ians, students,  and  practitioners,  it  is 
exemplary. 

WM.  M.  CRAWFORD,  M.D., 
Fort  Worth. 

Morris  Fishbein,  M.D.,  An  Autobiogra- 
phy, 505  pp..  Garden  City,  N.Y.,  Dou- 
bleday and  Co.,  1969,  $10. 

A MASTERPIECE  of  name-dropping,  this 
book  is  not  a masterpiece  in  any  other 
category. 

Dr.  Fishbein  was  a teacher  of  this 
reviewer  40  years  ago  at  Rush  Medical 
College,  and  I have  been  an  avid  reader 
of  his  editorials  and  other  articles  since 
that  time.  1 have  agreed  with  most  of 
his  viewpoints;  however,  in  my  opinion, 
this  book  does  not  measure  up  to  his 
usual  standards.  It  is  disconnected 
chronologically,  geographically,  and  by 
subject  matter;  and  thus  it  is  difficult 
to  read.  There  are  four  errors  in  the 
text;  for  example,  the  statement  on 
page  279  that  the  American  Academy 
of  General  Practice  was  founded  by 
Mac  Cahal  is  not  accurate. 

Dr.  Fishbein  worked  for  the  AMA  for 
37  years,  and  was  editor  of  its  journal 
from  1924  to  1949.  His  long  tenure  and 
his  facility  in  writing,  reading,  and  pub- 
lic speaking  have  made  him  a very 
prominent  personality.  He  has  often 
been  called  the  spokesman  of  American 
medicine.  Yet,  he  has  been  a contro- 
versial figure  as  well;  if  only  for  that 
reason,  his  book  might  make  interest- 
ing reading  for  some. 

Also,  to  us  “old-timers”  who  are  in- 
terested in  the  history  of  the  AMA  in 
the  first  half  of  this  century,  the  book 
is  worth  reading;  but  it  would  probably 
not  appeal  to  the  average  younger  man. 

LYMAN  C.  BLAIR,  M.D., 
Houston. 


NEW  BOOKS 
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Bates,  R.  C.:  The  Fine  Art  of  Under- 
standing Patients,  Oradell,  N.J.,  Medi- 
cal Economics  Book  Division,  1968. 

Benziger,  B.  F.:  The  Prison  of  My  Mind, 
New  York,  Walker,  1969. 

Bondy,  P.  K.,  & Rosenberg,  L.  E.  (eds.): 
Duncan’s  Diseases  of  Metabolism,  ed. 
6,  vol.  1,  Genetics  and  Metabolism; 
vol.  2,  Endocrinology  and  Nutrition, 
Philadelphia,  W.  B.  Saunders  Co., 
1969. 

Scheie,  H.  G.,  & Albert,  D.  M.:  Adler’s 
Textbook  of  Ophthalmology,  ed.  8, 
Philadelphia,  W.  B.  Saunders  Co., 
1969. 

Wilson,  C.  0.,  & Jones,  T.  E.:  American 
Drug  Index  1969,  Philadelphia,  J.  B. 
Lippincott  Co.,  1969. 


PAMPHLETS 


The  American  Medical  Association 
announces  two  new  “Timely  Tips” 
pamphlets — Building  a Better  Mouse- 
trap and  Two  in  Every  Hundred — as  a 
continuing  part  of  its  successful  health 
education  program.  These  single  page 
leaflets  are  excellent  enclosures  in  phy- 
sicians’ monthly  statements  and  for 
distribution  at  schools,  fairs,  and  other 
public  gatherings. 

Building  a Better  Mousetrap  discusses 
the  three  dangerous  “domestic”  ro- 
dents in  the  US  which  cause  at  least  a 
billion  dollars  of  damage  annually.  The 
tip  describes  each  type  of  rodent,  points 
out  how  to  detect  them,  and  provides 
information  on  exterminating  them. 

Two  in  Every  Hundred  points  out 
that  at  least  two  people  in  every  hun- 
dred have  diabetes,  but  only  one  of 
them  is  aware  he  has  the  disease.  In 
describing  diabetes  as  the  eighth-rank- 
ing cause  of  death  and  the  third-ranking 
cause  of  blindness,  the  tip  explains  the 
nature  of  the  disease  and  describes  its 
warning  signals.  It  advises  that  the  clue 
to  successful  control  is  early  detection. 

Both  pamphlets  are  available  in 
quantities  of  100  for  20  cents  from 
the  AMA  Order  Department,  535  N. 
Dearborn  St.,  Chicago  60610. 

Why  do  an  estimated  40  million 
Americans  continue  to  endanger  their 
health  by  smoking,  despite  many 
studies  linking  cigarette  smoking  with 
cancer,  heart  attacks,  strokes,  and  res- 
piratory diseases?  What  can  be  done 
about  it?  These  two  questions  are  dis- 
cussed concisely  in  Cigarettes — Ameri- 
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ca's  No.  1 Public  Health  Problem  by 
Maxwell  S.  Stewart.  This  new  Public 
Affairs  Pamphlet  is  available  for  25 
cents  from  the  Public  Affairs  Commit- 
tee, 381  Park  Ave.  S.,  New  York  10016. 

By  now,  the  harmful  effects  of  smok- 
ing seem  undeniable,  and  millions  of 
people  do  periodically  try  to  quit.  The 
problem  is  persistent,  however,  for  even 
many  people  convinced  of  the  danger 
of  continued  smoking  have  found  it 
difficult  to  stop.  Stewart  summarizes 
efforts  to  lessen  the  health  hazards  of 
smoking  under  four  different  approach- 
es. He  concludes  with  comments  on 
what  government  has  done  and  can  do 
to  help  curtail  cigarette  smoking.  In 
addition  to  public  measure,  he  under- 
scores the  need  for  redoubled  efforts  to 
persuade  young  people  not  to  start 
smoking  and  confirmed  smokers  ‘‘to 
make  a substantial  effort  to  break  the 
cigarette  habit.” 


Guidance  is  offered  to  parents  by  Dr. 
Millard  J.  Bienvenu,  Sr.,  (PhD),  in  Par- 
ent-Teenager Communication:  Bridging 
the  Generation  Gap,  a new  Public  Af- 
fairs pamphlet.  As  specific  examples  of 
how  to  communicate  with  young  peo- 
ple, Dr.  Bienvenu  discusses  three  areas 
of  frequent  conflict  between  the  gener- 
ations— sex,  money,  and  religion.  He 
gives  specific  suggestions  for  helping  to 
work  out  reasonable  rules  for  behavior 
of  adolescents  and  for  learning  how  to 
listen  to  teenagers  and  to  encourage 
expression  of  their  feelings.  To  see  how 
families  measure  up,  he  includes  an 
exercise  for  teenagers  that  can  help 
them  and  their  parents  find  out  how 
well  they  communicate  and  how  to  im- 
prove their  relationship. 

Dr.  Bienvenu  is  head  of  the  depart- 
ment of  sociology  at  Northwestern  State 
College  of  Louisiana  and  the  author  of 
several  other  Public  Affairs  pamphlets. 
Parent-Teenager  Communication  is  avail- 
able for  25  cents  from  the  Public  Af- 
fairs Committee,  381  Park  Ave.  S.,  New 
York  10016. 


A pamphlet  on  improving  the  seman- 
tic habits  of  physicians,  nurses,  and 
others  in  the  medical  field  is  now  avail- 
able from  the  International  Society  for 
General  Semantics.  Because  the  words 
with  which  doctors  and  nurses  com- 
municate may  also  affect  the  thoughts 
and  feelings  of  the  patient.  The  Lan- 
guage of  the  Hospital  and  its  Effects  on 
the  Patient  will  be  helpful  to  those  on 
the  lookout  for  ways  of  improving  the 
uses  made  of  language  in  the  hospital 
situation. 

Sample  copies  of  this  pamphlet  will 
be  mailed  upon  request.  Contact  Inter- 
national Society  for  General  Semantics, 
540  Powell  St,  San  Francisco  94108. 


PERSONALS 


Dr.  Richard  F.  Timmer  (MD)  (PhD)  of 
Denver,  Colo.,  has  joined  the  staff  of 
The  University  of  Texas  Medical  Branch 
at  Galveston  as  associate  dean  of  medi- 
cine and  coordinator  of  curricular  af- 
fairs. Dr.  Timmer,  a UTMB  alumnus, 
will  also  be  an  associate  professor  in 
the  department  of  anatomy. 

State  Health  Commissioner  and  execu- 
tive chief  of  the  Texas  State  Depart- 
ment of  Health,  Dr.  James  E.  Peavy  of 
Austin,  participated  Dec.  3-5  in  a White 
House  Conference  on  Food,  Nutrition, 
and  Health.  Dr.  Peavy,  president  of  the 
Association  of  State  and  Territorial 
Health  Officers,  represented  that  group 
on  the  State  and  Local  Governments 
panel,  one  of  26  panels  at  the  confer- 
ence, which  was  designed  to  ‘‘end  hun- 
ger in  America  for  all  times.” 

Gov.  Preston  Smith  recently  reappoint- 
ed Dr.  John  M.  Smith,  Jr.,  of  San  An- 
tonio to  the  State  Board  of  Health.  Dr. 
M.  G.  Holcomb  (DO)  of  El  Paso  was 
also  appointed  to  the  board. 

Elected  president  of  the  National  Reha- 
bilitation Association  at  the  annual 
meeting  of  that  organization  at  New 
York  in  November  was  Dr.  Richard  D. 
Burk  of  Dallas.  Dr.  Burk  is  the  first 
physician  to  be  elected  president  of 
the  association. 

Dr.  William  W.  Miller,  who  joined  the 
faculty  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas 
in  September  as  associate  professor  of 
pediatrics,  received  the  Young  Investi- 
gator’s Award  of  the  section  on  cardi- 
ology of  the  American  Academy  of  Pe- 
diatrics. The  annual  award,  including  a 
$500  cash  prize,  was  presented  recent- 
ly at  the  38th  annual  meeting  of  the 
academy  in  Chicago.  Dr.  Miller  won  the 
recognition  for  studies  of  the  body  me- 
chanism which  controls  the  release  of 
oxygen  from  the  blood. 

Dr.  Harry  A.  Tubbs  of  Post  entered  a 
scientific  exhibit  on  ‘‘Oral  Glucose  Tol- 
erance Test — Results  at  Various  Adult 
Ages”  which  was  one  of  six  exhibits 
cited  for  excellence  out  of  151  entered 
at  the  recent  meeting  of  the  American 
Academy  of  General  Practice  at  Phila- 
delphia. He  was  presented  an  award  at 
the  membership  luncheon. 

Houston  physician  Dr.  Harris  M.  Haus- 
er has  recently  been  elected  president 
of  the  Southern  Electroencephalogram 
Society  for  1971. 


Dr.  I.  D.  Ellis 

Dr.  Ira  David  Ellis,  91,  of  Troy,  Tex., 
died  Oct.  6,  1969,  at  a Temple  nursing 
home  after  a long  illness.  Cause  of 
death  was  cardiac  arrest. 

Born  on  Aug.  4,  1878,  in  Moffat, 
Tex.,  Dr.  Ellis  was  the  son  of  Robert  A. 
and  Mary  Grimes  Ellis.  He  was  gradu- 
ated from  The  University  of  Texas  and 
received  his  MD  degree  in  1900  from 
St.  Louis  College  of  Physicians  and 
Surgeons.  He  began  his  practice  in 
Troy  just  22  days  after  receiving  his 
medical  degree  and  had  been  in  gen- 
eral practice  there  until  he  retired  in 
1963. 

A member  of  Bell  County  Medical 
Society  and  American  Medical  Associa- 
tion, Dr.  Ellis  was  elected  to  honorary 
membership  in  Texas  Medical  Associa- 
tion in  1955.  He  belonged  to  the  Ma- 
sonic Lodge,  Knights  of  Pythias,  and 
First  Methodist  Church  of  Troy. 

Dr.  Ellis  was  preceded  in  death  in 
1953  by  his  wife,  the  former  Ethel 
Bowers.  Survivors  include  two  sons,  V. 
Lorenz  Ellis  of  Lubbock  and  Ira  D.  Ellis, 
Jr.,  of  Lafayette,  La.;  and  a half  broth- 
er, Owen  Ellis  of  Abilene. 


Dr.  B.  A.  Knickerbocker 

Dallas  pediatrician  Dr.  Bruce  Alexan- 
der Knickerbocker,  67,  died  Oct.  21, 
1969,  in  Dallas.  He  was  chief  of  staff 
of  Richmond  Freeman  Memorial  Clinic 
and  a member  of  the  executive  board 
of  the  Children's  Medical  Center. 

The  son  of  the  late  Reverend  Hubert 
Delaney  and  Julia  Katherine  Opden- 
weyer  Knickerbocker,  and  the  brother  of 
the  late  H.  R.  Knickerbocker,  a Pulitzer 
Prize  winner.  Dr.  Knickerbocker  was 
born  June  25,  1902,  in  Temple,  Tex. 
He  attended  Southwestern  University 
at  Georgetown  and  was  graduated  from 
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Southern  Methodist  University  at  Dal- 
las in  1924  with  a BA  degree.  He  re- 
ceived his  MD  degree  from  Vanderbilt 
University  School  of  Medicine  in  1930 
and  his  MA  degree  for  special  research 
in  pediatrics  in  1933  from  the  Univer- 
sity of  Cincinnati.  He  served  internship 
and  was  chief  resident  in  pediatrics  at 
Cincinnati  General  Hospital  until  1933. 
During  World  War  II,  he  served  in  the 
US  Air  Force  Medical  Corps  and  at- 
tained the  rank  of  major. 

Dr.  Knickerbocker  was  a former  pres- 
ident of  the  Dallas  Pediatric  Society 
and  of  the  Texas  Pediatric  Society.  He 
was  a member  of  the  Dallas  Southern 
Clinical  Society,  American  Medical  As- 
sociation, Texas  Medical  Association, 
Dallas  County  Medical  Society,  and 
American  Academy  of  Pediatrics  and 
was  certified  by  the  American  Board  of 
Pediatrics.  A member  of  Kappa  Alpha 
social  fraternity.  Alpha  Kappa  Kappa 
medical  fraternity,  and  Park  Cities  Ro- 
tary Club,  he  was  on  the  board  of  stew- 
ards of  Highland  Park  Methodist  Church 
and  was  a charter  member  of  the 
Northwood  Club.  He  was  editor  of  the 
first  SMU  Alumni  Bulletin  in  1922  and 
had  served  on  the  SMU  Sustentation 
Fund  annual  drive. 

Surviving  Dr.  Knickerbocker  are  his 
wife,  the  former  Anna  Louise  Bleibler 
of  Dallas;  four  daughters.  Miss  Kay 
Knickerbocker  of  Austin,  Mrs.  W.  0. 
Jones,  III,  of  Denton,  Mrs.  Sue  Bailey 
and  Mrs.  Scott  McDonald,  Jr.,  both  of 
Dallas;  two  brothers.  Dr.  Kenneth  L. 
Knickerbocker  of  Knoxville,  Tenn.,  and 
Ronald  C.  Knickerbocker  of  Dallas;  and 
a sister,  Mrs.  David  MacPherson  of 
Wichita  Falls. 


Dr.  D.  S.  Goggans 

Dr.  Diane  Sartor  Goggans,  45,  of 
Fort  Worth  died  Sept.  7,  1969,  in  Dal- 
las. She  had  been  an  associate  patholo- 
gist at  Harris  Hospital  in  Fort  Worth 
for  four  years. 

Born  in  Alto,  La.,  on  March  20,  1924, 
Dr.  Goggans  was  the  daughter  of  D.  R. 
and  Lucy  Hubbs  Sartor  of  Alto.  She 
was  graduated  with  honors  from  Loui- 
siana State  University  at  Baton  Rouge, 
and  she  received  her  MD  degree  with 
honors  from  the  LSU  School  of  Medi- 
cine at  New  Orleans  in  1947.  After  in- 
terning at  Charity  Hospital  of  Louisiana 


at  New  Orleans,  she  served  with  the  US 
Public  Health  Service  in  Mississippi  and 
Louisiana.  She  then  served  residencies 
in  pathology  at  St.  Joseph  and  Harris 
hospitals  in  Fort  Worth.  She  lived  in 
Fort  Worth  nearly  20  years. 

A member  of  Tarrant  County  Medi- 
cal Society,  Texas  Medical  Association, 
and  American  Medical  Association,  Dr. 
Goggans  also  belonged  to  the  American 
Society  of  Clinical  Pathologists  and  the 
Texas  Society  of  Pathologists,  Inc.  She 
was  a diplomate  of  the  American  Board 
of  Pathology  and  a fellow  of  the  Col- 
lege of  American  Pathologists.  She 
was  a member  of  All  Saints  Episcopal 
Church. 

Surviving  Dr.  Goggans  are  her  hus- 
band, Dr.  Albert  M.  Goggans;  a son, 
Rick;  and  a daughter.  Tinker,  all  of  Fort 
Worth;  her  parents;  and  a brother,  D. 
R.  Sartor,  Jr.,  of  Monroe,  La. 


Dr.  D.  R.  Reilly 

Dr.  Daniel  Robert  Reilly  of  San  An- 
gelo, died  Sept.  26,  1969,  in  a San  An- 
gelo hospital.  He  was  83. 

The  son  of  Dan  and  Lenora  Ready 
Reilly,  Dr.  Reilly  was  born  Nov.  11, 
1885,  in  Cortland,  N.Y.  He  received  his 
MD  degree  from  Cornell  University  Med- 
ical College  in  New  York  in  1907.  He 
interned  at  St.  Catharine's  Hospital  in 
Brooklyn.  From  1908  to  1912  he  was 
attending  surgeon  at  Long  Island  Col- 
lege Hospital  in  Brooklyn,  moving  to 
the  same  post  in  the  Cortland  Memorial 
Hospital  in  his  home  town  in  1912.  He 
held  the  position  there  until  1929  ex- 
cept for  two  years  spent  as  a captain 
in  the  US  Army  Medical  Corps  during 
World  War  I,  when  he  was  attached  to 
the  British  Expeditionary  Forces.  In 
1931  he  received  the  master  of  public 
health  degree  from  Johns  Hopkins  Uni- 
versity in  Baltimore,  Md.  During  the 
years  1930  to  1935  he  was  commis- 
sioner of  health  for  Cortland  County 
and  established  the  first  rural  full-time 
health  department  in  New  York  state. 
He  returned  to  the  Cortland  Memorial 
Hospital  from  1935  to  1948,  moving  in 
1949  to  the  Sherman-Denison  area  of 
Texas.  He  became  director  of  the  City- 
County  Health  Department  in  San  An- 
gelo in  1952. 

Dr.  Reilly,  a Sacred  Heart  Cathedral 


parishioner,  was  a past  secretary  of  the 
Serra  Club  in  San  Angelo.  He  was  the 
first  commander  of  the  American  Le- 
gion Post  at  Cortland  and  was  a past 
official  of  the  Veterans  of  Foreign  Wars 
“40  and  8“  unit.  He  also  was  a past 
ruler  and  an  honorary  life  member  of 
the  Elks  Lodge  at  Cortland.  His  profes- 
sional affiliations  included  memberships 
in  the  Tom  Green  Eight  Counties  Medi- 
cal Society;  Texas,  Southern,  and  Amer- 
ican Medical  associations;  American 
Public  Health  Association;  Alpha  Kap- 
pa Kappa  medical  fraternity;  and  Delta 
Omega  honorary  public  health  frater- 
nity. He  was  a charter  member  of  the 
American  Association  of  Public  Health 
Physicians  and  a past  president  and 
honorary  life  member  of  the  Texas  Pub- 
lic Health  Association.  He  was  a former 
president  of  Cortland  County  Medical 
Society  and  was  elected  to  honorary 
membership  in  TMA  in  1967. 

Survived  by  his  wife,  the  former 
Florence  Harris,  who  is  coordinator  of 
volunteer  services  for  San  Angelo  Cen- 
ter, Dr.  Reilly  is  also  survived  by  one 
niece,  Mrs.  Jay  Peck  of  Cortland. 


Dr.  O.  W.  Wilson 

Wichita  Falls  eye,  ear,  nose,  and 
throat  specialist.  Dr.  Oscar  Word  Wil- 
son, 83,  died  Sept.  1,  1969,  in  Wichita 
Falls  after  a short  illness. 

The  son  of  J.  H.  and  Elizabeth  Hall 
Wilson,  Dr.  Wilson  was  born  in  Oxford, 
Ala.,  on  Jan.  20,  1886.  He  received  his 
pre-medical  education  at  Vanderbilt 
University  and  his  MD  degree  from  the 
Medical  College  of  Alabama  at  Birming- 
ham in  1910.  He  served  an  internship 
at  the  Copeland-Solomon-Turner  Private 
Infirmary  in  Birmingham  in  1909-1910, 
and  then  practiced  in  Collingsworth, 
Young,  and  Wichita  counties  from  1910 
to  1917.  During  World  War  I,  he  served 
as  a captain  in  the  US  Army  Medical 
Corps  in  France.  In  1919-1920  he  took 
postgraduate  work  at  the  Chicago  Eye, 
Ear,  Nose  & Throat  Hospital. 

Dr.  Wilson  was  instrumental  in  start- 
ing the  North  Texas  Rehabilitation  Cen- 
ter, Inc.,  in  Wichita  Falls,  the  Wichita 
Health  Unit,  and  the  Oil  Bowl  football 
games  between  Texas  and  Oklahoma 
high  school  football  standouts.  He  was 
active  as  the  physician  for  the  Wichita 
Falls  High  School  Coyote  football  team 
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anorectal 

disorders” 


This  Rectopath  Model 

may  help  you  explain 
certain  anorectal  disorders 
to  some  of  your  patients. 

It  is  yours  on  request. 


See  next  page  for  details. 


“anorectal 

disorder” 


includes  a range  of  problems: 
For  symptomatic  relief  ’ 
in  some  of  these  disorders 
consider  a member  of 
the  Anusol  Family. . . 


One  suppository  morning 
and  evening  and  after 
each  bowel  movement. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUSOU 

soothing,  palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 

Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  ( 1 .7.5%),  benzyl  benzoate 
(1.2%),  Peruvian  balsam  (1.8%),  zinc  oxide  ( 1 1.0%),  and  boric 
acid  (5.0%).  plus  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 

ANUSOL-HC* 

prompt  reduction  of  inflammation  plus  the 
soothing  effects  of  regular  Anusol. 

Each  ANUSOL-HC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula,  10  mg.  hydrocortisone  acetate. 

Precautions:  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 

ANUGESIC^ 

when  severe  pain  requires  prompt  relief, 
pramoxine  HCl  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains:  61  mg.  bismuth  sub- 
gallate, 47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate,  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients:  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil,  and  certified  coloring  in  a cacao  butter  base. 

Precautions:  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 

Also  available:  anusol®  ointment  and  anugesic®  ointment 


Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J. 


The  Rectopath  Mociel 
is  available  from  your 
Warner-Chilcott  repre- 
sentative or  upon  request 
from  Warner-Chilcott 
Labs.,  Morris  Plains, 
New  Jersey  07950. 


resulting  froadi  measles,  pulmon^  tuberculosis,  bronchiectasis, 
and  bronchogenic  carcinoma. 


Rochester, 


coughing 
is  not  a harmless 


privilege-c 


— Current  Therapy  1967,  ed.  by  Conn,  H.  F.,  P.  88 


purpose 


, . . it  works 

(usually 
for  10  to  12 
hours*) 


T%^NEX suspension/tablets:  Each  teaspoonful  (5  cc.)  or 


M^y  be  habit-forming)  and  10  mg.  phenyltoloxamine,  both  as  cation 
exchange  resin  complexes  of  sulfonated  polystyrene. 

Class  B parcotic  — oral  Rx  where  state  laws  permit, 

mDiCATk>NSi.  Coughs  associated  with  respiratory  infections 


, *feosAGEr^d«Zifs;  1 teaspoonful  (5  cc.)  dr  tablet  every  8-12  hours. 
" j ■ Chiidren.  VndeT  1 year:  1/4  teaspoonful  every  12  hours. 

From  1-5  years:  1/2  teaspoonful  every  12  hours.  Over  5 years: 

I teaspoonfulevepr  12hours. 

ly.  sSm  EFPEfcTs  :■  JilayjMclUde  mild  constipation,  nausea,  facial 
-;||fUtJtUsvotdroA^^ 


hdndub  InlKidul 

His  heart  tells  him  hes  an  invalid. 

You  know  he’s  not. 


Photograph  professionally  posed. 
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Contraindications:  History  of  sensitivity  to  meprobamate. 


Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  infermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


Anxiety  is  expectetd  in  the  cartdiovascular  patient, 
^ little  may  even  be  (desirable. 

3ut  when  anxiety  is  exaggeratetd  . . . when  it 
nterferes  with  sleep  . . . when  it  aggravates 
:ar(diovascular  symptoms,  your  help  may 
De  neetdecd. 

'Naturally,  you’ll  want  to  reassure  the  patient. 

^ntd  perhaps  prescribe  Equanil  (meprobamate) 
as  acdjunctive  therapy.  It  helps  relieve  anxiety 
and  tension  specifically,  yet  gently. 

Mmost  15  years'  use  has  shown  that  Equanil 
s usually  well  tolerated  as  well  as  effective. 

Side  effects  are  generally  limited  to  transient 
drowsiness:  serious,  therapy-interrupting 
side  effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia  usually 
fransient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets^  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack),  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 

Equanir 

(meprobamate) 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uio-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 
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for  more  than  40  years  until  his  retire- 
ment in  1966.  He  was  a 32nd  degree 
Scottish  Rite  Mason,  a member  of  Mas- 
kat  Temple  Shrine,  and  was  active  in 
Order  of  Demolay  work.  A past  presi- 
dent of  the  Pat  Carrigan  Post  of  the 
American  Legion,  of  the  Kiwanis  Club, 
and  of  the  Wichita  County  Medical  So- 
ciety, he  was  a staff  member  of  Wichita 
General  Hospital  and  Bethania  Hospi- 
tal in  Wichita  Falls.  He  was  a member 
of  Texas,  Southern,  and  American  Med- 
ical associations:  Texas  Society  of  Oph- 
thalmology and  Otolaryngology;  and 
First  Presbyterian  Church.  In  1967  he 
was  elected  to  honorary  membership  in 
TMA. 

Surviving  Dr.  Wilson  are  his  wife,  the 
former  Ninna  Horn,  of  Wichita  Falls; 
two  brothers,  Karl  Wilson  and  C.  E. 
Wilson,  both  of  Anniston,  Ala.;  and  a 
sister,  Rosa  Wilson  of  Oxford,  Ala. 


Dr.  W.  A.  Chernosky 

Temple  physician  and  surgeon  for 
more  than  50  years.  Dr.  William  A. 
Chernosky,  died  Sept.  15,  1969,  in  a 
Temple  hospital.  He  was  79.  Cause  of 
death  was  myocardial  infarction. 

Dr.  Chernosky  was  born  Oct.  24, 
1889,  in  Kinney,  Tex.,  the  son  of  Jo- 
seph and  Frances  Chernosky.  He  at- 
tended The  University  of  Texas  at  Aus- 
tin and  was  graduated  from  the  UT 
Medical  Branch  at  Galveston  in  1911 
with  an  MD  degree.  He  served  a two- 
year  internship  at  St.  Joseph  Hospital 
in  Chicago,  and  he  took  special  train- 
ing at  St.  Vincent’s  Infant  Hospital  in 
Chicago.  In  1913  he  returned  to  Texas 
and  entered  private  practice  for  three 
years  before  the  outbreak  of  World  War 
I.  He  then  enlisted  in  the  US  Army  and 
was  commissioned  as  commander  of 
an  ambulance  company  at  a field  hos- 
pital in  France.  He  returned  to  the 
United  States  and  Temple  July  1,  1919, 
and  began  his  surgical  practice. 

An  original  organizer  of  the  King’s 
Daughters  Hospital  in  1928,  Dr.  Cher- 
nosky was  an  active  member  of  the 
clinic’s  surgical  staff  until  he  retired 
July  31,  1966.  He  was  a member  of 
both  the  Texas  and  American  Medical 
associations  through  the  Bell  County 
Medical  Society,  of  which  he  was  a 
former  president.  He  also  was  past 
president  of  12th  District  Medical  So- 


Dr.  Chernosky 


ciety  of  TMA.  Elected  to  honorary  mem- 
bership in  TMA  in  1963,  he  was  a fellow 
of  the  American  College  of  Surgeons. 
In  1933,  he  was  elected  president  of 
the  Temple  Chamber  of  Commerce,  and 
he  was  a member  of  the  Temple  School 
Board  for  seven  years.  He  served  as 
school  board  president  in  1936  and 
1937.  He  was  also  past  president  of 
the  Temple  Kiwanis  Club  and  of  the 
Temple  American  Legion  Post  and  was 
a member  of  the  Lions  Club.  He  re- 
ceived the  Old  Monarch  Award  in  rec- 
ognition of  more  than  20  years  of  “un- 
selfish community  services.”  He  served 
as  chief  medical  examiner  for  SPJST 
Life  Insurance  Co.  from  1941  through 
1945.  A member  of  First  United  Method- 
ist Church,  he  was  a 50-year  Mason 
and  member  of  Karem-Temple  Shrine 
of  Waco.  He  was  past  patron  of  Vashti 
Chapter  32,  Order  of  the  Eastern  Star. 

Survivors  include  his  wife,  the  for- 
mer Christine  Machalek,  of  Temple;  a 
daughter,  Mrs.  Woody  Logan  Baker  of 
Fort  Worth;  a sister,  Mrs.  Julia  C.  Bese- 
da  of  Bryan;  and  two  brothers,  A.  A. 
Chernosky  of  Arlington  and  J.  L.  Cher- 
nosky of  Rosebud,  Tex. 


Dr.  C.  J.  Panzarella 

A Humble,  Tex.,  general  practitioner 
for  more  than  25  years.  Dr.  Carlo  J. 
Panzarella,  died  Sept.  9,  1969,  in  a 
Houston  hospital.  He  was  58. 

A native  of  Palermo,  Sicily,  Dr.  Pan- 
zarella was  born  Dec.  13,  1910,  the 
son  of  John  and  Paula  Dolce  Panza- 
rella. He  was  graduated  from  Loyola 
University  in  Chicago  and  from  the  Uni- 
versity of  Chicago  School  of  Medicine 
with  an  MD  degree  in  1936.  He  interned 
at  St.  Therese  Hospital  in  Beaumont, 
Tex.,  from  1936  to  1937;  and  he  was 
resident  physician  at  St.  Joseph’s  In- 
firmary in  Houston  from  1937  to  1938. 
From  1938  to  1939  he  was  house  phy- 
sician at  Pasadena  Hospital  and  Clinic 
in  Pasadena,  Tex.  He  practiced  medi- 
cine at  Stafford,  Tex.,  from  1939  until 
1942  when  he  moved  to  Humble.  He 
served  as  part-time  county  physician 
from  1944  to  1945. 

Dr.  Panzarella  was  a member  of  the 
American  Medical  Association,  Southern 
Medical  Association,  Texas  Medical  As- 
sociation, and  Harris  County  Medical 
Society.  Immediate  past  president  of 
the  Humble  Lions  Club,  he  also  served 
on  the  Board  of  Directors  of  the  Hum- 
ble Chamber  of  Commerce,  belonged  to 
Unico  International,  and  was  a fourth 
degree  member  of  the  Knights  of  Co- 
lumbus. 

Surviving  Dr.  Panzarella  are  his  wife, 
the  former  Louise  Brizzolara;  a daugh- 
ter, Mrs.  Sandra  Lowry  of  Houston; 
three  sons,  John  of  Lake  Jackson,  Tex.; 
Carl  of  Memphis,  Tenn.,  and  Bobby  of 


Humble;  his  mother,  Mrs.  John  Pan- 
zarella; a brother,  Sare  Panzarella;  and 
two  sisters,  Mrs.  Tina  Brown  and  Mrs. 
Josephine  Kotcher,  all  of  Chicago. 


Dr.  L.  R.  Barnes,  Jr. 

Dr.  Louis  Roberts  Barnes,  Jr.,  44, 
Lubbock  psychiatrist,  died  Sept.  24, 
1969,  at  his  home.  He  had  been 
stabbed  in  the  chest,  and  the  justice  of 
the  peace  ruled  that  he  was  apparently 
murdered. 

The  son  of  Louis  R.  and  Anna  Wil- 
kinson Barnes,  Sr.,  Dr.  Barnes  was 
born  Nov.  2,  1925,  in  Nashville,  Tenn. 
During  World  War  II,  he  served  as  a 
corporal  in  the  US  Army,  with  duty  in 
the  European  Theater.  He  received  a 
BA  degree  in  1950  from  Vanderbilt 
University  and  his  MD  degree  in  1953 
from  Vanderbilt  University  School  of 
Medicine.  He  interned  from  1953  to 
1954  at  University  Hospital,  University 
of  Arkansas  Medical  Center  at  Little 
Rock.  From  1954  to  1961  he  was  asso- 
ciated with  the  Seagraves  Clinic  Hos- 
pital in  Seagraves,  Tex.,  practicing  gen- 
eral medicine.  In  1961  he  left  Sea- 
graves to  become  a resident  physician 
at  The  Menninger  Foundation  School  of 
Psychiatry  in  Topeka,  Kan.,  until  1964 
when  he  began  his  psychiatric  practice 
in  Lubbock.  In  addition  to  his  private 
practice  there,  he  served  for  several 
years  as  director  of  the  South  Plains 
Guidance  Center. 

A member  of  American  Medical  As- 
sociation, Texas  Medical  Association, 
American  Psychiatric  Society,  Kansas 
Psychiatric  Association,  and  American 
Academy  of  General  Practice,  he  had 
served  as  president,  vice-president,  and 
secretary  of  Dawson-Lynn-Terry-Gaines- 
Yoakum  Counties  Medical  Society.  He 
was  a member  of  St.  Christopher’s 
Episcopal  Church  in  Lubbock  and  be- 
longed to  Rotary  International,  having 
served  as  vice-president  of  the  Sea- 
graves Rotary  Club. 

Dr.  Barnes  is  survived  by  his  wife, 
the  former  Madeline  Simmonds,  of 
Lubbock;  two  daughters,  Lizabeth 
Barnes  and  Lynda  Barnes,  both  of  Lub- 
bock; a son,  David  Roberts  Barnes  of 
Lubbock;  his  parents  of  Nashville;  a 
brother,  William  R.  Barnes  of  Clear- 
water, Fla.;  and  a sister,  Ann  Barnes 
Carpenter  of  Nashville. 
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Dr.  A.  A.  Griffin 

Dr.  Anderson  Andrew  Griffin,  52,  Fort 
Worth  general  practitioner  and  surgeon, 
died  Aug.  22,  1969,  in  a Fort  Worth 
hospital.  He  was  the  victim  of  gunshot 
wounds  suffered  in  an  apparent  robbery 
attempt. 

The  son  of  G.  W.  and  Gerusha  Grif- 
fin, Dr.  Griffin  was  born  Oct.  27,  1915, 
at  Lake  Providence,  La.  He  attended 
Southern  University  and  A and  M Col- 
lege in  Baton  Rouge,  La.,  and  Fisk  Uni- 
versity in  Nashville,  Tenn.  He  was  grad- 
uated from  Meharry  Medical  College  at 
Nashville  in  1943  with  an  MD  degree. 
In  1943-44  he  interned  at  Homer  G. 
Phillips  Hospital  in  St.  Louis  and  was 
assistant  resident  surgeon  at  that  hos- 
pital in  1944.  He  became  resident  sur- 
geon there  from  1945  to  1946. 

A member  of  Tarrant  County  Medical 
Society,  Texas  Medical  Association, 
American  Medical  Association,  and 
American  Society  of  Abdominal  Sur- 
geons, Dr.  Griffin  was  on  the  medical 
staff  of  Harris  Hospital  and  other  Fort 
Worth  area  hospitals.  He  belonged  to 
St.  Andrew  United  Methodist  Church. 

Surviving  Dr.  Griffin  are  his  wife,  the 
former  Jessie  Alamon,  of  Fort  Worth; 
a daughter,  Murial  Antoinette  Griffin  of 
Fort  Worth:  a brother,  Stanton  Griffin 
of  Baton  Rouge,  La.;  and  two  sisters, 
Mrs.  Vivian  Frazier  of  Lake  Providence, 
La.,  and  Mrs.  Camillo  G.  Stovall  of 
Washington,  D.C. 


Dr.  D.  C.  Hucherson 

Houston  orthopedic  surgeon  since 
1945  and  member  of  a pioneer  Texas 
medical  family.  Dr.  Denman  Carter 
Hucherson,  59,  died  July  24,  1969,  in 
Houston  after  a brief  illness. 

Born  Aug.  16,  1909,  in  Houston,  Dr. 
Hucherson  was  the  son  of  David  C.  and 
Archie  Denman  Hucherson.  His  mater- 
nal grandfather  was  Dr.  A.  M.  Denman, 
pioneer  Angelina  County  physician  and 
surgeon.  Among  his  uncles  were  the 
late  Dr.  Linwood  H.  Denman  of  Lufkin, 
for  many  years  a member  of  the  Texas 
State  Board  of  Medical  Examiners,  and 
the  late  Dr.  Peyton  R.  Denman,  for 
more  than  50  years  a leading  physician 
in  Houston.  Another  uncle.  Dr.  Byford 
H.  Denman,  who  formerly  practiced  in 


Houston,  now  practices  in  Lufkin;  a 
cousin.  Dr.  Frank  R.  Denman,  is  a sur- 
geon in  Houston:  and  another  cousin. 
Dr.  Peyton  L.  Denman,  is  an  internist 
in  Lufkin. 

Dr.  Hucherson  received  his  AB  de- 
gree in  1931  from  Washington  and  Lee 
University  and  his  MD  degree  in  1935 
from  Baylor  College  of  Medicine.  He 
interned  at  Fairview  Hospital  in  Min- 
neapolis, Minn.,  at  Dallas  Medical  and 
Surgical  Clinic-Hospital,  and  at  Park- 
land Memorial  Hospital  in  Dallas.  He 
completed  his  residency  in  Louisville, 
Ky.,  from  1937  to  1940.  He  studied 
under  a fellowship  at  the  University  of 
Oklahoma  School  of  Medicine  from 
1940-41,  and  he  did  postgraduate  work 
at  Presbyterian  Hospital  in  the  City  of 
New  York  in  1943.  During  World  War 
II,  he  served  in  the  US  Army  Medical 
Corps  in  Europe  and  in  Panama  and 
attained  the  rank  of  lieutenant  colonel. 
Before  moving  to  Houston,  he  had 
served  additional  internships  at  Gillete 
State  Hospital  for  Crippled  Children  in 
St.  Paul,  Minn.,  and  at  Parkland  Me- 
morial Hospital  in  Dallas. 

A member  of  Texas  Railway  and 
Traumatic  Surgeons  Association  and  a 
past  president  of  Houston  Orthopaedic 
Club,  Dr.  Hucherson  was  a member  of 
Harris  County  Medical  Society,  Texas 
and  American  Medical  associations, 
Houston  Surgical  Society,  Texas  Ortho- 
paedic Association,  Texas  Rheumatism 
Association,  American  Association  of 
Railway  Surgeons,  Southwestern  Surgi- 
cal Congress,  American  Association  for 
the  Surgery  of  Trauma,  and  American 
Academy  of  Orthopaedic  Surgeons.  He 
was  a fellow  of  the  American  College  of 
Surgeons  and  was  a member  of  Palmer 
Memorial  Episcopal  Church  and  Kappa 
Sigma  social  fraternity.  He  authored 
numerous  articles  and  papers  on  ortho- 
pedic surgery. 

Dr.  Hucherson  is  survived  by  his 
wife,  the  former  Gladys  Echols;  a son, 
Kenneth  M.  Hucherson:  and  a daugh- 
ter, Lee  Denman  Hucherson,  all  of 
Houston. 


Dr.  O.  Munk 

Monahans,  Tex.,  physician  since 
1940,  Dr.  Otto  Munk,  74,  died  July  22, 
1969,  of  an  apparent  heart  attack. 

A native  of  Stockerau,  Austria,  Dr. 
Munk  was  born  May  27,  1895,  the  son 
of  Hermann  and  Helene  Munk.  During 
World  War  I,  he  served  in  the  medical 
corps  of  the  Austrian  Army  and  was 
captured  by  the  Russians  and  impris- 
oned in  Siberia.  After  the  war,  he  was 
graduated  from  the  University  of  Vi- 
enna School  of  Medicine  with  an  MD 
degree.  He  served  internship  and  resi- 
dency in  Vienna.  Shortly  after  the  out- 


break of  World  War  II  in  1939,  he  left 
Austria  with  his  wife  and  immigrated  to 
the  United  States,  where  he  lived  in 
Anderson,  S.C.,  for  a year  before  mov- 
ing to  Monahans. 

Dr.  Munk  was  a member  of  Texas 
Medical  Association,  American  Medical 
Association,  and  a fellow  of  American 
College  of  Surgeons.  He  belonged  to 
the  Monahans  Lions  Club,  the  Chamber 
of  Commerce,  and  the  First  Presbyte- 
rian Church.  He  served  on  the  staff  of 
Ward  Memorial  Hospital  for  most  of  the 
25  years  in  which  he  lived  in  Monahans. 

Surviving  Dr.  Munk  are  his  wife,  the 
former  Ada  Lukas,  and  a sister,  Mrs. 
Sophia  Sax  of  San  Diego,  Calif. 


Dr.  A.  I.  Heinen 

Dr.  Allen  I.  Heinen,  Seguin  general 
practitioner  and  surgeon,  died  Aug.  5, 
1969,  at  his  home  in  Seguin.  He  was 
63. 

A renowned  world  traveler.  Dr.  Hein- 
en was  a former  president  and  secre- 
tary of  Guadalupe  County  Medical  So- 
ciety and  was  a member  of  Texas, 
Southern,  and  American  Medical  asso- 
ciations and  Southwestern  Surgical 
Congress.  He  was  also  past  president 
of  the  Seguin  Rotary  Club  and  the 
Chamber  of  Commerce.  Active  in  real 
estate,  he  was  instrumental  in  the  de- 
velopment of  a number  of  local  proj- 
ects, including  Starcke  Park  and  Oak 
Park  Shopping  Center.  A member  of 
Knights  of  Columbus  and  Elks  Lodge, 
he  was  president  of  Guadalupe  Valley 
Locker  Storage  Corp.  and  of  Guada- 
lupe Refrigeration  Corp. 

The  son  of  A.  P.  and  Elizabeth  Con- 
rad Heinen,  Dr.  Heinen  was  born  Jan. 
28,  1906,  in  San  Antonio.  He  received 
his  BS  degree  in  1927  from  St.  Mary’s 
University  in  San  Antonio  and  his  BA 
degree  also  in  1927  from  Baylor  Uni- 
versity. He  was  graduated  in  1931  from 
Baylor  College  of  Medicine,  then  lo- 
cated in  Dallas.  From  1931  to  1932,  he 
interned  at  Robert  B.  Green  Memorial 
Hospital  in  San  Antonio. 

Survivors  include  his  wife,  the  former 
Rose  Marie  Heusinger,  of  Seguin;  a 
brother.  Dr.  Ivan  Heinen  of  San  An- 
tonio: and  three  stepchildren,  Edward 
F.  and  Felix  Heusinger  of  San  Antonio 
and  Anna  Louise  Bernhart  of  Denver. 


Dr.  Heinen 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 

PSYCHIATRY 

INPATIENT  - OUTPATIENT 

Multiple-approach  treatment  of  thinking  disorders.  Established  diagnostic  procedures  available. 
Secluded  in-town  location  convenient  to  the  medical  community. 

Psychiatry 

Joseph  L.  Knapp,  M.D.  Fred  H.  Jordan,  M.D. 

Jackson  H.  Speegle,  M.D.  Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 

Psychology 

TraudI  E.  Jordan-Diener,  Ph.D.  R.  A.  Mitchell,  M.S.  David  K.  Fooshee,  M.S. 

1353  North  Westmoreland  Avenue  Dallas,  Texas  7521 1 214  331-8331 
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WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 

W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee.  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Mark  E.  Huff,  Jr.,  M.D. 

ORAL  SURGERY 

R.  A.  Mitchell.  D.D.S. 

Larry  J.  Cason.  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson,  M.D.,  D.A.B.R. 

Joe  D.  Steed,  M.D..  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D..  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter,  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

H\BORATORIES 

Claude  D.  Wilson,  M.D..  D.A.B.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 

MEDICINE 

W.  B.  Whiting,  M.D.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith.  M.D.,  F.A.C.P..  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

Eugene  Jackson,  M.D.,  Diagnosis  & Internal  Medicine 

GENERAL  PRACTICE 

J.  B.  Hathorn.  Jr..  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker.  M.D..  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
Jesse  E.  Dobbs,  Jr.,  Asst.  Administrator 


HOMESTEAD 

CHILD  PLACEMENT  AGENCY 
and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

ED  5-5942  ED  6-7905 

Fort  Worth,  Texas 


Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomato  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


Use  Christmas  Seals. 
It’s  a matter 
of  life  and  breath. 


Fight  emphysema, 
tuberculosis,  air  pollution. 


Space  contributed  by  the  publisher  as  a public  service. 


ONCOLOGY 


Oscar  L.  Morphis,  M.D.,  F.A.C.R. 

Radiation  Therapy 
Radium  Therapy 


R.  P.  O’Bannon,  M.D.,  F.A.C.R. 

Radiation  Therapy 


Norris  Gilfillan,  M.D.,  F.A.C.S. 

Chemotherapy 


Tom  B.  Bond,  M.D.,  F.A.C.R. 

Consultant 


Jack  M.  Morgan,  M.S.,  F.A.C.R. 

Consultant-Physicist 

1560  West  Rosedale,  Suite  620  Fort  Worth  ED  6-2028 
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'HOSPiTELITY' 


(HOS-Pi-TEL-ITY) 


Grows  on  you,  doesn't  it?  We  use  it  to  de- 
scribe the  friendliness  and  good  patient  care 
you  are  familiar  with  at  our  facilities  all  over 
Texas.  And  now  we're  using  it  to  describe  our 
new  corporate  image,  and  to  introduce  a new 
facility  in  Waco,  the  Francis  Hospitel.  Our  new 
facility  combines  the  loving  attention  and 
comfort  of  a grand  hotel  with  the  closely 
supervised  medical  attention  of  a hospital 


at  a reasonable  day  rate.  Fully  staffed,  fully 
equipped,  fully  qualified  for  all  programs  with 
the  exception  of  emergency  care  and  surgery, 
the  Hospitel  is  a new  type  of  facility  we 
think  you  will  applaud.  And,  of  course,  "hos- 
pitelity"  is  still  available  for  your  patients 
at  Francis  Convalescent  Centers  throughout 
Texas,  where  you  will  find  the  finest  nursing 
care  available. 


fiwncis'T 

HOSPiTElS 

INCORPORATED 


FRANCIS?^ 

I CONVALESCENT 
CENTERS 

OnrltlON  0>  •■»(»  HOVitllt,  UK. 


FRANCIS  HOSPITELS— WACO:  Francis  Hospitel,  2501  Maple  Avenue,  Ph.  752-0311  FRANCIS  CONVALESCENT 
CENTERS — AUSTIN:  Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Cen- 
ter. 1000  GthiA’^r’ue,  Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph. 
853-9981;  L0NGVIEW:  Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor,  616 
West  Russell,  Ph.  732-5181  FRANCIS  MANAGEMENT — PORT  ARTHUR:  The  Golden  Triangle  Convalescent  Center, 
3900  Highway  365,  Ph.  727-1651. 


Home  office:  2303  W.  North  Loop,  Austin,  Ph,  454-2725.  C.  B.  Francis,  President. 
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created  to^your  specialized  clinical 


occur 


...with  episodes  of  vertigo, 
headaehe,  eonfusion,  sensory  loss, 
slurred  speeeh,  eonsider 


SOXSUPRINE  HC 


to  help  relieve  symptoms  by 
preventing  vasospasm  and 
inereasing  eerebral  blood  flow 


MGa^iTMijn 

LABOR  AT O R I E S 


though  not  all  clinicians  agree  on  the  value  ot  vasodilators  in  anTobservaUon  ol  clinical  improvement.'^-^ 

oxsapnne  on  cerebral  blood  flow.  Eftects  have  been  obliterans  (Buerger's  disease), 

.dications:  Cerebrovascular  insufficiency,  syndrome  and  ulcers  of  the  extremities  (arteriosclerotic,  diabetic,  thrombotic), 

aynaud's  disease,  po_stphlebitic  conditions,  acroparesthesia^  frostbe  y ® ^ 20  mg.  (1  or  2 tablets)  t.i.d.  or  q.i.d.  Contraindications 

omposition;  VASODILAN  tablets,  isoxsuprine  hydrochloride  10  mg^  dotaae  Do  not  give  immediately  postpartum  or  in  the  presence  of  arterial 
nd  Cautions:  There  are  no  known  contraindications  to  ° ^ by  dosage  reduction.  As  intramuscular  administration  of  10 

feeding.  Side  Eftects:  Occasional  palpitation  and  dizziness  ^ ® 1^^  doLs  excee^g  this  amount  are  not  recommended.  Complete 

rg.  or  more  may  cause  brief  hypotension  and  tachycardia,  s 9 noferences-  (1)  Fazekas  J F’  Alman,  R.  W.;  Ticktin,  FI.  E.;  Ehrmantraut, 

etails  available  in  product  brochure  from  Mead  Johnson  . johnsL^  P C Jr’  Angiology  15:70-74  (Feb.)  1964.  (3)  Clarkson, 

t/.  R.,  and  Savarese,  C.  J.;  Angiology  75.No.  2 (Feb.)  1964.  2 Horton,  G E ^ Therapeutic  Research  4:124-128  (April) 

. S.,  and  LePere,  D M ■ Angiology  77:190-192  (June)  1960  (4)  Dhrymiotis,  A D , and  Whittier,  J « -^Current  jne^ap^  ^ 

962  (5)  Whittier,  J R--  Angiology  75:82-87  (Feb  ) 1964  71159 


TUNIS 


RABAT 


Imagine,  the  TEXAS  MEDICAL  ASSOCIATION  two 
week  AFRICAN  ADVENTURE  vacation  costs  less 
than  tourist  class  air  fare  to  the  same  destinations  yet 
includes 


• the  best  DELUXE  HOTELS 
• TWO  gourmet  meals  per  day  at  a selection  of  finest  restaurants 

• direct  WORLD  AIRWAYS  707  private  jet 
• five  AFRICAN  ADVENTURE  hosts  to 

assist  you 

t*  Transfers  of  all  baggage— 
-70  POUNDS  BAGGAGE  ALLOWANCE 
^ • plus  many  other  special  features 

‘ ENJOY  four  days  each  in  MOROCCO, 

'0  V KENYA  and  TUNISIA  optional  trip 

to  Rome^ 

AFRICAN  ADVENTURE  is  YOUR 
^ '“A-  vacation  . . . sightsee  . . . shop  . . . 

^ golf  . . . nightclub  . . . relax  ... 

there  is  absolutely  NO 
t REGIMENTATION. 

3r  ^ ^ NEVER  has  there 

^ been  a vacation 

value  like  our 
AFRICAN 
ADVENTURE. 


NAIROBI 


RETURN  THIS  COUPON  NOW! 


SEND  TO:  Texas  Medical  Association 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 

Enclosed  is  my  check  for  $ ($100  per  person) 

as  AFRICAN  ADVENTURE  deposit 


NAME 


ADDRESS 

CITY 

STATE 

ZIP 

PHONE 

MAKE  YOUR  RESERVATIONS  EARLY-SPACE  STRICTLY 
LIMITED! 

TMA  AFRICAN  ADVENTURE 

DEPARTING  HOUSTON  & DALLAS  JANUARY  26,  1970 


PLUS  $30  TAX  AND  SERVICE 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike.  '■ 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 


ild  ulcerative  coGtis  may  be  triggered  here... 


In  mild  ulcerative  colitis,  a number  of 
factors  can  precipitate  an  attack:  for  in- 
stance, dietary  indiscretion,  such  as  eat- 
ing raw  foods,  or  emotional  overreaction, 
such  as  that  aroused  by  financial  difficul- 
ties. No  matter  what  causes  the  patient’s 
sensitive  colon  to  “act  up,’’  he  soon  suf- 
fers from  acute  discomfort... and  often, 
from  anxiety  and  apprehension  as  well. 
Such  patients  frequently  respond  well  to 
adjunctive  dual-action  Librax®  therapy. 

Librax  combines,  in  a single  conve- 
nient capsule,  the  well-known  antianxiety 
effect  of  Librium®  (chlordiazepoxide 
HCl)  and  the  dependable  anticholinergic 
/ antispasmodic  effect  of  Quarzan®  (clidi- 
nium  Br).  Therefore,  as  Librax  helps  to 
relieve  the  patient’s  excessive  anxiety  and 
reduce  his  overreaction  to  stress,  it  also. 


at  the  same  tirne,  helps  to  control  hyper- 
secretion and  hypermotility,  thus  reliev- 
ing spasm  and  abdominal  jjiscomfort. 

With  Librax,  the  dosage  schedule  is 
simple:  1 or  2 capsules,  t.i.d.  or  q.i.d., 
will  in  most  cases  bring  the  patient  sig- 
nificant relief  of  both  the  emotional  and 
physical  elements  that  contribute  to  his 
psychovisceral  disorder. 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows. 

INDICATIONS:  Indicated  as  adjunctive  ther- 
apy to  control  emotional  and  somatic  factors  in 
gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glau- 
coma; prostatic  hypertrophy  and  benign  blad- 
der neck  obstruction;  known  hypersensitivity 
to  chlordiazepoxide  HCl  and/or  clidinium 
bromide. 

WARNINGS:  Caution  patients  about  possible 


combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  cau- 
tion  patients  against  hazardous  occupations  re'^ 
quiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psy- 
chological dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering Librium  (chlordiazepoxide  hydro- 
chloride) to  known  addiction-prone  individuals  ^ 
or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use 
of  any  drug  in  pregnancy,  lactation,  or  in  women  ] 
of  childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible  hazards. 
As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

PRECAUTIONS:  In  elderly  and  debilitated, 
limit  dosage  to  smallest  effective  amount  to  pre- , 
elude  development  of  ataxia,  oversedation  or  i 
confusion  (not  more  than  two  capsules  per  day  i 
initially;  increase  gradually  as  needed  and  toler-  i 


or  here. 
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ated).  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimula- 
tion and  acute  rage)  have  been  reported  in  psy- 
chiatric patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  im- 
pending depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 

ADVERSE  REACTIONS:  No  side  effects  or 
manifestations  not  seen  with  either  compound 
alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone, 
drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These 


are  reversible  in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-volt- 
age fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood 
counts  and  liver-function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported 
with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary 
hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low 
residue  diet. 


two  good  reasons 
for  prescribing 

UBRAX^ 

Each  capsule  contains  5 mg  chlordiaz- 
epoxide HCl  and  2.5  mg  clidinium  Br. 


ROCHE 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Termmycin 

(oxytetracycline) 


An  infection  of  rapid  onset  requiring 
prompt  attention.  Teenage  girl  with  chills, 
fever,  abdominal  pain,  backache  and 
nausea.  Frequent  and  urgent  urination 
with  burning.  On  examination  — tender- 
ness over  kidney.  Blood  count  and 
urinalysis  confirm  the  diagnosis:  acute 
pyelonephritis.  Treatment  is  initiated  with 
Terramycin.  Within  a few  days  of  follow- 
up therapy,  the  patient  is  markedly 
improved.  The  pretreatment  urine 
culture  shows  a strain  of  E.  coli  highly 
susceptible  to  Terramycin. 

Experience  has  shown  that  Terramycin 
offers  special  advantages  in  treating 
urinary  tract  infections  when  strains  of 
causative  bacteria  are  susceptible. 
Broad-spectrum  coverage  unaffected  by 
penicillinase.  Effective  tissue  levels  to  help 
reach  foci  of  infection  in  renal  parenchyma. 
High  urine  levels— excreted  by  kidney 
in  active  form. 


Contraindicated:  In  individuals  hypersensitive  to  oxytetra- 
cycline. 

Warnings:  Reduce  usual  oral  dosage  and  consider  antibiotic 
serum  level  determinations  in  patients  with  impaired  renal 
hinction. 

Use  of  oxytetracycline  during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause  discoloration 
of  developing  teeth.  This  ett'ect  occurs  mostly  during  long-term 
use  of  the  drug,  but  it  has  also  been  observed  in  usual  short- 
treatment  courses. 

During  treatment  with  tetracyclines,  individuals  susceptible 
to  photodynamic  reactions  should  avoid  direct  sunlight;  if 
such  reactions  occur,  discontinue  therapy. 

Note:  With  oxytetracycline,  phototoxicity  is  unknown  and 
photoallergy  very  rare. 

Precautions:  Use  of  broad-spectrum  antibiotics  occasionally 
may  result  in  overgrowth  of  nonsusceptible  organisms.  Where 
such  infections  occur,  discontinue  oxytetracycline  and  institute 
specific  therapy.  Increased  intracranial  pressure  in  infants  is 
a possibility.  Symptoms  disappear  upon  discontinuation  of 
therapy. 

Adverse  Reactions:  Nausea,  diarrhea,  glossitis,  stomatitis, 
proctitis,  vaginitis  and  dermatitis,  as  well  as  reactions  of  an 
allergic  nature,  may  occur  but  are  rare. 

Supply:*  Terramycin  Capsules:  oxytetracycline  HCl,  250  mg. 
and  125  mg.  Terramycin  Syrup:  calcium  oxytetracycline, 

125  mg.  per  5 cc.  Terramycin  Pediatric  Drops:  calcium 
oxytetracycline,  100  mg.  per  cc. 

‘'All  potencies  listed  are  in  terms  of  the  standard, 
oxytetracycline. 

More  detailed  professional  information  available  on  request. 


With  Terramycin,  you  have  the  assur- 
ance that  comes  with  choosing  an  agent 
physicians  have  depended  on  for  over  18 
years.  In  difficult  as  well  as  routine  cases, 
when  tests  reveal  susceptible  organisms, 
consider  Terramycin.  One  of  the  world’s 
most  widely  used  broad-spectrums. 
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DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.  Peter  B.  Kamin,  M.D.,  F.AJV^.P. 

F ellow  Diplomate 

American  Academy  of  Allergy  Sub-Board  Pediatrie  Allergy 


216  Medical  Prof.  Bids. 
CA  6-7671 


San  Antonio  16,  Texas 
CA  7-6331 


HOUSTON  ALLERGY  CLINIC 

CLINICAL  ALLERGY  AND  IMMUNOLOGY 
RICHARD  L.  ETTER,  M.D.,  RICHARD  H.  JACKSON,  M.D., 

F.A.C.A..  F.A.A.A.  F.A.C.A. 

WARREN  J.  RAYMER,  M.D.,  F.A.C.A. 

RAMON  GARRIDO,  M.D. 

(Certified  American  Board  of  Pediatrics) 

Suite  166,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77026 
JA  6-3281 


SIM  HULSEY,  M.D. 

Allergy  and  Diseases  of  the  Chest 

701  Fifth  Avenue  Fort  Worth,  Texas 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  AUenry 
ALLERGY 

2203  West  Tennessee  Midland,  Texas  79701 

MU  2-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Charles  D.  Haunschild,  M.D.  James  A.  Murray,  M.D. 

*Hermann  Gregory,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allenry 

6655  Travis  Street  Houston,  Texas  77025  JA  8-5591 

♦Military  Leave  of  Absence 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 
Clinical  Allergy  and  Immunology 
2649  Procter  Street  Port  Arthur,  Texas 


ALLERGY  CLINIC 
Saul  Grossman,  M.D.,  F.A.C.A. 

Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A. 
Allergy-Immunology 
TU  2-3487 

2530  Morgan  Corpus  Christi,  Texas 


Cardiovascular  Disease 


GUS  SCHREIBER,  M.D.,  F.A.C.C. 

24-Hour  Reception  and  Interpretation  of 
Telephone-Transmitted  Electrocardiograms. 

Matching  Electrocardiographs,  Transmitters, 
and  Tape  Recorders  Leased  to  Institutions. 

1430  Medical  Arts  Building  Dallas,  Texas  75201 

Telephone  214  748-3715 


Clinics 


THE  CLINIC-HOSPITAL  OF  SAN  ANGELO 

224-234  West  Beauregard  Avenue 
SAN  ANGELO.  TEXAS 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight.  M.D.,  Surgery 
W.  H.  Brauns,  M.D., 

Internal  Medicine 
Boy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 
Elar,  Noee  and  Throat 
R.  A.  Morse,  M.D., 

Internal  Medicine 
Ralph  R.  Chase,  M.D., 
Pediatrics 


Tom  R.  Hunter,  M.D.,  Surgery 

Dale  W.  Hayter,  M.D., 
Ophthalmology 

O.  Sterling  GUIis  IIL  H.D., 
Obstetrics  and  Gyncoology 

Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 

Consultants  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon.  M.D. 


Robert  P.  Gordon,  C.P.A.,  Administrator 


THE  FORT  WORTH  CLINIC 
1221  West  Lancaster  Avenue 
Fort  Worth,  Texas 

John  M.  Church,  M.D.  Robert  L.  Sewell,  M.D. 

T,  J.  Coleman,  M.D.  John  H.  Sewell.  M.D, 

O.  M.  Phillips,  M.D.  C.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  M^. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue 
Fort  Worth,  Texas 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


THOMAS-SPANN  CLINIC 
& THOMAS-SPANN  HOSPITAL,  INC. 

1546  S.  Brownlee  Corpus  Christi,  Texas  78404 


Telephone 

SURGERY 

R.  Gayle  Spann,  M.D.,  F.A.C.S. 
J.  Houston  Thomas,  M.D. 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S 
GENERAL  PRACTICE 


884-3861 

INTERNAL  MEDICINE 
William  E.  Morris,  M.D 
Gerald  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 

'•  RADIOLOGY 

Crysup  Sory,  M.D. 


Travis  B.  Phelps,  M.D. 
T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 
ORTHOPEDICS 

Carlos  M.  Yanez,  M.D. 


ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 
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RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street  ’ 713  LE  2-1700 


INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 


GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 

F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

DERMATOLOGY  & SKIN  CANCER 
J.  S.  Stell,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 

H.  Z.  Fretz,  M.D. 


OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY- 
CONSULTANT 
C.  G.  Spears,  M.D. 


C.  M.  Collins,  M.D. 


RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 
ADMINISTRATION 
C.  H.  "Ham”  Rugeley 
Malcolm  D.  Rugeley 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston,  Texas  77025  (^IS)  526-2051 

Internal  Medicine  and  Diagnosis 


Cardiovascular  Disease 

Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

Endocrinology  and 
Metabolic  Diseases 

H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 

Endocrinology,  Metabolic  Diseases 
and  Director  of  Clinical  Research 
Raymond  L.  Gregory,  M.D. 

Geriatrics 

Frederick  G.  Dorsey,  M.D. 

Gastroenterology 

Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis.  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 


Pathology 

Jack  P.  Abbott.  M.D. 

Paul  B.  Radelat,  M.D. 

Pulmonary  Disease 

William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Radiology  and  Nuclear  Medicine 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr..  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Rheumatology 

John  E.  Norris,  M.D. 

Administration 

C.  G.  Mercy, 

Administrator 
Robert  B.  Hall, 

Assistant  Administrator 

Laboratory : 

Clinical  Pathology 
Cytology 


THE  CHESTER  CLINIC  & 

THE  JOHN  BUIST  CHESTER  HOSPITAL 


Nuclear  Medicine 

Hematology  Isotope  uptake,  Gammagram 

Edmund  N.  Gouldin,  M.D.  and  Therapy 

George  W.  Conrad,  Jr.,  M.D. 


3380  S.  Lancaater  Rd.,  Dallaa,  Texas 
FR  6-S411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  F.A.C.S..  D.A.B.S.,  General  Surgery 

Catherine  P.  Chester.  M.D.,  Infants  and  Children 

Doyle  L.  Sharp,  M.D.,  General  Surgery 

R.  M.  Flasdick,  M.D.,  Diagnosis  and  Internal  Medicine 

Ben  E.  Moore.  B.S..  M.D.,  Pediatrics 

A.  P.  Larson,  B.S..  M.S.,  M.D.,  F.A.C.S.,  A,A.O.S. 

Garrett  W.  Maxwell,  M.D.,  General  Practice 

Amado  E.  Dominquez,  M.D.,  Diagnosis  & Internal  Medicine 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

Geneva  Bratton,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  Administrator 


Roentgenology 

Hypertension  and  Renal  Diseases 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D.  PROCEDURES: 


Infectious  Diseases 

Lewie  L.  Travis,  Jr.,  M.D. 
Jack  L.  Reddin,  M.D. 


Bronchoscopy : 

Pulmonary  Functions 


Internal  Medicine 

Jeffrey  Zatorski,  M.D. 

Neurology 

Donald  J.  Russell,  M.D. 
Oncology 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 


Cardiac  Catheterization 

Electrocardiography- 

Phonocardiography 

Esophagoscopy 

Gastroscopy 

Proctosigmoidoscopy 


CONSULTATION  BY  APPOINTMENT 


LANCASTER  OFFICE  — LANCASTER,  TEXAS 
Phone  227-21B1 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 
Charles  W.  Waldrop,  M.D.,  General  Practice 
Miles  W.  Davis,  M.D.,  General  Practice 

COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytroe  CA  4-1181 

R B.  Curry,  M.D.,  General  Practice 
Herbert  M.  Hinckley,  M.D.,  General  Practice 


B E E L E R-M A N S K E CLINIC 
9th  Avenue  N,  at  5th  Street  N. 


THE  LORIMER  CLINIC 
901  West  Leuda  Street 
Fort  Worth,  Texas  76104 
ED  6-4333 


SURGERY 

W.  S.  Lorimer,  Jr.,  M.D., 
F.A.C.S. 

R.  J.  Turner,  III,  M.D., 
F.A.C.S. 


INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D., 
F.A.C.P. 

D.  W.  Johnston,  M.D., 
F.A.C.P. 


Texas  City,  Texas  77590 
AC  713,  WI  8-8621 


Stephen  Eppstein,  M.D., 
A.  R.  Daniell,  M.D. 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlago.  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 
B.  W.  Hink.  M.D..  F.A.C.S. 


General  Practice 

J.  H.  Cochrane.  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith.  M.D. 
Clinic  Manager 
Stan  M.  Sheppard 


Mrs.  Evelyn  Farr,  Business  Manager 


THE  AUSTIN  DIAGNOSTIC  CLINIC 
801  West  34th  Street,  Austin,  Texas  78705  452-9292 


Complete  X-ray,  Physical  Therapy  and 
Laboratory  Facilities 


MALONE  and  HOGAN  CLINIC 

Phone  267-6361 


INTERNAL  MEDICINE 


901  Main  Street 

Big  Spring, 

Ophthalmoloov  and 
O tolaryngoloav 

P.  W.  Malone.  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

General  Surgery 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D.,  F.A.C.S. 

Orthopedic  Surgery 
P.  H.  Rhymes,  M.D. 

Internal  Medicine 

J.  H.  Burnett,  Jr.,  M.D. 

W,  A.  RUey,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


Texas  79720 

Obstetrics  and  Gynecology 
M.  A.  Porter,  M.D. 

Pediatrics 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot.  Jr.,  M.D.,  F.A.A.P. 
Radiology 

W.  R.  Cashion,  M.D. 

Urology 

G.  F.  Dillon,  M.D. 

Consultants  in  Pathology 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

Business  Manager 
R.  L.  Heith 


HENRY  RENFERT,  JR.,  M.D. 
Endocrinology 

VIRGIL  B.  LAWLIS,  M.D. 

Gastroen  terology 
LEONARD  J.  SAYERS,  M.D. 
Hematologry 

HOMER  R.  GOEHRS,  M.D. 
Rheumatology 

JOHN  P.  VINEYARD,  JR.,  M.D. 

Pulmonary  and  Infectious  Disease 
JOHN  M.  TYLER,  M.D. 

Cardiology 


WALTER  D.  ROBERTS,  M.D. 

Internal  Medicine 
TERRY  M.  COLLIER,  M.D. 

Internal  Medicine 
ROBERT  F.  ANDERSON,  M.D. 
Cardiology 

DENNIS  E.  WELCH,  M.D. 
Oncology 

CHARLES  E.  FELGER,  M.D. 

Gastroenterology 
JACK  W.  MONCRIEF,  M.D. 
Nephrology 


NEUROLOGY  AND  ELECTROENCEPHALOGRAPHY 

J.  DOUGLAS  HUDSON,  M.D.  PETER  W.  WERNER,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE 

JOSEPH  H.  LAWSON,  M.D.  BETHEA  W.  BRINDLEY,  M.D. 

ADMINISTRATION 

JAMES  R.  JEPSON 
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CLINIC  OF  THE  SOUTHWEST 
6437  High  Star  at  Hillcroft 
Houston,  Texas  77036  PR  4-7671 


INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  15.  Conde,  M.I). 


GENERAL  SXTRGERY 
Harvey  B.  Koch,  M.D. 
UROLOGY 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 
J.  LEWIS  PIPKIN,  M.D. 

ARTHUR  C.  RESSMANN,  M.D. 

A.  W.  RICHARDSON,  M.D. 
DERMATOLOGY 

X-Ray  and  Radium  in  The  Treatment  of  Skin  MalUrnanciaa 


OBSTETRICS  & GYNECOLOGY  Glen  E.  Lewis,  M.D. 


714  Medical  Arts  Bldg.  San  Antonio,  Texas 


Joy  L.  Deere,  M.D. 
Loren  B.  Goss,  M.D. 


DENTISTRY 

Burley  G.  Imrrmm,  D.D.S. 


RICHARD  D.  COLE,  M.D. 


PEDIATRICS 
John  R.  Dunn,  Jr..  M.D. 
Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley.  R.P.T. 


RADIOLOGY 
Neil  B.  LonKley,  M.D. 
Richard  E.  Schuette,  M.D. 

BUSINESS  MANAGER 
C.  C.  Walker 


Dermatology  and  Syphilology 
Treatment  of  Skin  Malignancies 

107  Medical  Dental  Building 
3610  34th  Street  Lubbock,  Texas 


Colon  and  Rectal  Surgery 


MALCOLM  McNATT,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Colon  and  Rectal  Surgery 

Proctology 

Colon  and  Rectal  Surgery 

710  Medical  Arts  Bldg.  Riverside  2-2858 

Dallas,  Texas 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to 

Diseases  and  Surgery  of  the  Colon  and  Rectum 

714  Doctors  BuildinK  3707  Gaaton  Avenue 

Dallas,  Texas 

Off.  TeL  TA  4-2673  Res.  Tel.  EM  1-4600 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 
2716  Fannin  Street  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 
406  Hermann  Professional  Bldg. 
Houston  26,  Texas 


C.  D.  L.  CROMAR,  M.D. 
Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street 
Pasadena,  Texas  77502 


Dermatology 


ROGER  W.  MANAR,  M.D. 
DERMATOLOGY 

SUPERFICIAL  X-RAY  THERAPY 
1400  Eighth  Street  Wichita  Falls,  Texas 


BEDFORD  SHELMIRE,  M.D. 
BEDFORD  SHELMIRE  JR.,  M.D. 
DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

1410  Medical  Arts  Bids.  Dallas.  Texas 


EVERETT  R.  SEALE,  M.D. 
Dermatology 

Treatment  of  Skin  Malignancies 
1217  Hermann  Professional  Bldg.  Houston  26,  Texas 


J.  GILMORE  BRAU,  M.D. 
DERMATOLOGY— SYPHILOLOGY 
X-RAY  and  RADIUM  THERAPY 

Hours  9 to  1 — 3 to  6 

3817  Brown  Street  Dallas,  Texas 


J.  FRANKLIN  CAMPBELL,  M.D. 
EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Sidn  Cancer 

Radium  and  X-Ray  Therapy 
1410  Pruitt  Street  Fort  Worth  4,  Texas 


Leslie  M.  Smith,  M.D.  H.  D.  Garrett,  M.D. 

John  C.  Wilkinson,  M.D. 

DRS.  SMITH,  GARRETT  & WILKINSON 

DermatoloKy  and  Syphilolosry 

X-Ray  and  Radiiun  in  the  Treatment  of  Skin  Mallarnaneies 
Medical  Center,  1601  Arizona  El  Paso,  Texas 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  600  Lubbock,  Texas 


MARVIN  E.  CHERNOSKY,  M.D. 

DERMATOLOGY  AND  SYPHILOLOGY 

703  Hermann  Professional  Building 
Phone  JA  6-3733  Houston  26,  Texas 


THOMAS  L.  SHIELDS,  M.D. 
Dermatology  and  Syphilology 
X-Ray  Therapy  in  the 
Treatment  of  Skin  Malignancies 
Hours  9 to  1 — 3 to  6 

800  Fifth  Ave.  Fort  Worth,  Texas 


DAVID  R.  WEAKLEY,  M.  D.,  F.  A.  C.  P. 
Dermatology 

Treatment  of  Skin  Malignancies 
8548  Northwest  Plaza  Drive  Dallas  26,  Texas 
315  North  Shiloh  Road  Garland  40,  Texas 
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M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 
DERMATOLOGY 

HAIR  TRANSPLANTATION  & DERMOPLANING 
Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Phone:  464-6369  Houston,  Texas  77024 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

GASTROENTEROLOGY 

GASTROSCOPY  & ESOPHAGOSCOPY 

1027  Medical  Arts  Building 

Telephone  RI  8-4975  Dallas  1,  Texas 

JOHN  B.  McMASTER,  JR.,  M.D. 

Dermatology 

222-2147 

Dermabrasion  & Chemosurgery 

416  M & S Tower  San  Antonio,  Texas  78205 

General  Surgery 

Eye,  Ear,  Nose,  Throat 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

M.  Ray  Harrington,  M.D.  Lloyd  F.  Ritchey,  M.D. 

Jack  Blum,  M.D. 

Ophthalmology  and  Otolaryngology 

8216  Westchester 

Suite  135 

Dallas,  Texas 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 

Practice  limited  to 

SURGERY  

1602  Logan  Ave.  Laredo,  Texas 

Dra.  Canon,  Watkins,  Anderson,  Nalle  and  EHlsasser 

Eye,  Eku*,  Noee  and  Throat,  Broncho-Esophatrolor,  and  AUenry 

R.  T.  Canon,  M.D.,  M.  D.  Watkins,  M.D., 

FJt..C.S.  F.A.C.S..  A.I.C.S. 

Wm.  F,  Anderson,  M.D.,  Ernest  Nalle,  Jr.,  M.D. 

DAB  Oph..  FJi..C.S.  DAB  Oto.,  FJLC.S.,  FXC.S. 

M.  G.  EUsasser,  M.D.,  DAB  Oph. 

West  Texas  Clinic  1312  Main  Lubbock,  Texas 

BURT  B.  SMITH,  M.D. 

SURGERY 

Emphasizing  Breast,  Thyroid  and  Gastro- 
intestinal Surgery 

728  Hermann  Professional  Building 

Phone  623-8323  Houston,  Texas  77026 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

OR  3-3761 

1321  Hickory  St.  Abilene,  Texas 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery 
GENERAL  SURGERY 

707  Fifth  Ave.  Fort  Worth,  Texas 

Phone  ED  2-7697 

Gastroenterology 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis  Gastroscopy 

1111  El  Paso  National  Bank  Bldg. 

El  Paso,  Texas  79901 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Sursery 

GENERAL  SURGERY 

1506  St.  Joseph  Professional  Bldg. 

Houston,  Texas  77002 

CA  7-5505 

MILFORD  0.  ROUSE,  M.D. 

announces  limitation  of  practice  to  consultation  in  hospitals. 
His  office  is  now  at  Dallas  Chamber  of  Commerce  in  Com- 
munity Health  Focus  program.  Records  of  his  patients  are 
with  Cecil  0.  Patterson,  M.D.,  and  Daniel  Polter,  M.D.,  1414 
Medical  Arts  Building,  Dallas,  RI  2-6144. 

Internal  Medicine 

CECIL  0.  PATTERSON,  M.D. 
GASTROENTEROLOGY,  GASTROSCOPY 
ESOPHAGOSCOPY 

1414  Medical  Arts  Building 

Dallas,  Texas 

RI  2-6141 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1106  Pennsylvania  Ave.  Fort  Worth,  Texas 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 
Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D.  F.  Clark  Douglas,  M.D. 

John  W.  Fisher,  M.D. 

HENRY  N.  GEMOETS,  M.D.,  F.A.C.P.,  F.C.C.P. 

Internal  Medicine  and  Diseaaes  of  the  Cheat  and  Heart 

THOMAS  H.  GEMOETS,  M.D. 

Internal  Medicine  and  Diasrnoeia 

1003  Memorial  Professional  Building 

1010  Louisiana  Houston,  Texas  77002  222-7224 
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Neurology/  Psychiatry 

THE  FORT  WORTH 
NEUROPSYCHIATRIC  CENTER 

'Bernard  J.  Oolenz,  M.D.  'Herbert  G.  Ruah,  M.D. 

1066  W.  Magnolia  Avenue  ED  6-646t 

Fort  Worth.  Texas  76104 

'DIplomatea  American  Board  of  Psychiatry  and  Neurology 

HAUSER  CLINIC 

HOUSTON  ASSOCIATES 

Psychiatry,  Neurology,  and  Electroencephalography 

IN 

PSYCHIATRY  AND  NEUROLOGY 

Section  of  Psychiatry  Section  of  Neurology 

•Abe  Hauser,  M.D.  *Harris  M.  Hauser,  M.D. 

Houston,  Texas 

•Robert  I.  Hauser,  M.D.  *Gerald  Ratinov,  M.D. 

Wayne  F.  Keller,  M.D.  Robert  M.  Gordon,  M.D. 

Ronald  J.  Hauser,  M.D.  *Abe  Hauser,  M.D. 

C.  A.  lannucci,  M.D. 

Barry  M.  Brown,  M.D. 

•Harris  M.  Hauser,  M.D. 

Joe  C.  A.  Eckhardt,  Jr.,  M.D. 

Alfred  H.  Vogt,  M.D. 

Section  of  Social  Work  Section  of  Psychology 

Ethel  Feinsilver,  M.S.  Robert  Langston,  Ph.D. 

George  M.  Stevens,  M.D. 

Consultant 

Joanne  Borba,  M.A. 

Jules  Bohnn,  M.D. 

Leroy  Androes,  M.D. 

Administrator 

A.  R.  Martinez,  Ph.D. 

Gordon  D.  Keller 

Ruth  Searls,  M.S.W. 

Diana  Sheer,  M.S.W. 

808  Memorial  Professional  Building 

Dan  DeShazo,  M.S.W. 

Houston,  Texas  77002 

224-5041 

Beth  Bowman,  M.A. 

•Diplomate,  American  Board  of  Psychiatry  and  Neurology 

Comprehensive  Neuropsychiatric 

Evaluation  and  Treatment 

Perry  C.  Talkington,  M.D. 

Electroencephalography 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

1021  Hermann  Prof.  Bldg.  JA  9-5721 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

6812  Staffordshire  RI  8-3780 

Ward  G.  Dixon,  M.D. 

Claude  L.  Jackson,  M.D. 

E.  Clay  Griffith,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 

CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counseling 

Hypnotherapy  for  Smoking  and  Obesity 

3701  21st  Street  Lubbock,  Texas  79410 

swift  6-4023 

practice  limited  to 

PSYCHIATRY 

MEDICAL  NEUROLOGY  AND 

4646  Samuell  Blvd.,  Dallas,  Texas 

ELECTROENCEPHALOGRAPHY 

Timberlawn  Sanitarium 

4600  Samuell  Blvd.,  Dallas,  Texas 

206  Swiss  Avenue  Medical  Building 

EV  1-7181 

3434  Swiss 

STEPHEN  WEISZ,  M.D. 

Dallas,  Texas  76204  827-3610 

Practice  Limited  to 

Sheff  D.  Olinger,  M.D.  Joseph  S.  Jenike,  M.D. 

NEUROLOGY  and  PSYCHIATRY 

1637  Medical  Arts  Bldg.  Dallas,  Texas 

Riverside  7-6183 

Charles  W.  Barrier,  M.D. 

Hours  by  Appointment  Only 

ALEX  K.  MUNSON,  M.D. 

Child  Psychiatry 

KERBEY  LANE  EVALUATION 

DANIEL  J.  JOUBERT,  M.D. 

Diplomate  American  Board  of  Psychiatry  and  Neurology 

AND  TREATMENT  CENTER 

PSYCHIATRY 

3400  Kerbey  Lane  Austin,  Texas  78703 

Office  Hours  by  Appointment 

AC  612-454-8718 

1900  N.  Oregon  St.  915-532-4737  El  Paso,  Texas  79902 
303  University  Towers 
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Pasadena  Neuropsychiatric  Clinic  Association 

Robert  E.  Hazlewood,  M.D.  Richard  M.  Orr,  M.D. 

Practice  Limited 
to 

Neurology  and  Psychiatry 

Office  Hours  by  Appointment  _ 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103 

Pasadena,  Texas  77502  Telephone  473-7646 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal  Houston,  Texas  77026 

JAckson  3-3684 

LABORATORY  OF  ELECTROENCEPHALOGRAPHY 
Jean  M.  B.  Moure,  M.D. 

Diplomate  American  Board  of  Electroencephalography 

522-1037 

275  Hermann  Prof.  Bldg.  Houston,  Tex.  77025 

WILLIAM  J.  NELSON,  MJ>. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300 

University  Towers 

916-642-0643 

1900  N.  Oregon  St.  El  Paso,  Texas  79902 

Neurological  Surgery 

CHARLES  A.  BORNE,  JR.,  M.D. 

Neurological  Surgery 

Suite  834,  Sealy-Smith  Professional  Building 
Galveston,  Texas  77550 

200  University  Boulevard  713-763-1688 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

1117  Hermann  Professional  Bldg.,  Houston  26,  Texas 
Office:  JA  8-6373  Residence:  JA  8-4038 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to 

NUCLEAR  MEDICINE 

JAckson  6-1601 

100  Hermann  Professional  Bldg. 

Houston,  Texas  77026 

Morris  Sanders,  M.D.  Jack  I.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Boai-d  of  Neurological  Surgery 

Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  ME  1-1600 

Ophthalmology 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

Suite  826,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas  36,  Texas 

ME  1-1822 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Professional  Building 

Houston,  Texas  77025 

Phone  528-1918 
(AC  718) 

Richard  S.  Ruiz,  M.D.,  F.A.C,S. 

Charles  E.  Russo,  M.D.  Robert  H.  Stewart,  M.D. 

Malcolm  L,  Mazow,  M.D.  Robert  B.  Wilkins,  M.D. 

Casey  E.  Patterson,  M.D.  Tom  M.  Nash,  M.D. 

Charles  W.  Simpson,  M.D.  James  E.  Bland,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

ME  7-0420 

Suite  557-Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235 

Dbs.  Murphy,  Alpar,  Taylor  & Howell 

OPHTHALMOLOGY 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmolecy 

2300  West  7th  Avenue  Amarillo,  Tocaa 

ALBERT  D'ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston  Avenue  Dallas,  Texas  75246 

Telephone  TA  4-2643 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building 

Dallas.  Texas  748-0968 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake  Fort  Worth,  Texas 

Telephone  ED  6-0661 

LIEVEN  J.  VAN  RIET,  M.D. 
OPHTHALMOLOGY 

Medical  Surgical 

CA  4-0664 

Saint  Joseph  Professional  Building 

Houston,  Texas  77002 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington 

TA  6-7060  Dallas,  Texas 

BERT  C.  BRYAN,  M.D. 

Surgery  and  Diseases  of  the  Eye 

1314  Medical  Arts  Building 

RI  7-7474  Dallas,  Texas  RI  7-2481 
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W.  REX  HAWKINS,  M.D. 

Detachment  of  the  Retina 

Diabetic  Retinopathy 

260  Hermann  Professional  Building 

Houston,  Texas  629-6727 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington  TA  1-1417 

Dallas,  Texas  76246 

Harold  E.  Caplan,  M.D. 

Jed  Lee  Howard,  M.D. 

R.  Larry  Brenner,  M.D. 

Ophthalmology 

8320  Plainview  Seabrook  Professional  Bldgr* 

Pasadena.  Texas  2622  NASA  Road  1 

718  - 944*6700  Seabrook.  Texas 

713-  877-2B71 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

S607  Gaston  Avenue 

Dallas,  Texas  76246 

ORTHOPEDIC  SURGERY 

Telephone 

TAylor  4-7888 

DAVID  R.  STAGER,  M.D. 

PEDIATRIC  OPHTHALMOLOGY 

8226  Douglas  Ave. 

Dallas,  Texas  75225 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 
Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

212  South  Cottonwood  Suite  D 

Richardson,  Texas  76080 

ORTHOPEDIC  SURGERY 

231-6396 

Orthopedic  Surgery 

L.  LEE  LANKFORD,  M.D. 

Diplomats  American  Board  of  Orthopedic  SurKSiT 

HAND  SURGERY  AND 

UPPER  EXTREMITY  RECONSTRUCTIVE 
SURGERY 

3707  Gaston  Ave.  Area  Code  214 

Dallas,  Texas  76246  TA  3-6361 

H.  H.  Beckering,  M.D.  George  Truett  James,  M.D. 

L.  Ray  Lawson,  M.D.  Robert  D,  Vandermeer,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.  Dallas  4,  Texas 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D.  E.E.  Rising,  Jr.,  M.D. 

C.  Poindexter,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road  817-261-8284 

Arlington,  Texas  76010 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue  — Fort  Worth,  Texas 

Louis  J.  Levy,  M.D.  Cuvier  P.  Lipscomb,  M.D. 

Henry  C.  McDonald.  Jr.,  M.D.  Fred  W.  Sanders,  M.D. 

THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  James  P.  Evans,  M.D. 

F.A.C.S.  Lewis  R.  Thompson,  M.D. 

Gerald  W.  Schofield,  M.D. 

4849  W.  Lawther  Dr.  DI  8-8300  Dallas,  Texas  75218 

Ralph  E.  Donnell,  M.D.  F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomatee  American  Board  of  Orthopedic  Sursery 

1133  N.  19th  St.  Abilene,  Texas  79601 

Otolaryngology 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D.  Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road  Phone:  JA  9-4389 

Houston,  Texas 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat, 

Diseases  of  Laiynx,  and 

Laryngeal  Surgery 

Medical  Arts  Building  Dallas,  Texas 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

ROYCE  C.  LEWIS,  JR.,  M.D. 

KENNETH  C.  SCHOLZ,  D.D.S.,  M.D. 

A.  CLARKE  MILLER,  M.D. 

3702  21st  St.,  Suite  9 806-763-8281 

Lubbock,  Texas  79410 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 

Oto-Laryngology  Broncho-Esophagology 
and  Laryngeal  Surgery 

907  Hermann  Professional  Bldg.  Houston,  Texas 

THE  EL  PASO 

ORTHOPAEDIC  SURGERY  GROUP 

Louis  W.  Breck,  M.D.  Oren  H,  Ellis,  M.D. 

W.  Compere  Basom,  M.D.  Wellington  J.  Pindar,  M.D. 

Morton  H.  Leonard,  M.D.*  Russel  W.  Van  Norman,  M.D. 

J.  Philip  Richardson,  M.D.  Donald  A.  Shearer,  Admstr. 

^Special  attention  to  eurgery  of  the  hand 

ItlB  N.  Stanton  St.  T^.  63S-7466  El  Paao,  T«xm  79902 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  limited  to  Otology  and  Otological  Surgery 
Medical  Tower  Building 

712  N.  Washingrton 

Suite  614 

Dallas,  Texas  Hours  By  Appt. 
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W.  P.  ANTHONY,  M.D. 

Otology 

662  So,  Henderson  Fort  Worth,  Texas  76104 

DONALD  N,  MATHESON,  M.D. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Phone  ED  6-7133 

Fort  Worth,  Texas 

NUCLEAR  MEDICINE  LABORATORIES 

OF  TEXAS 

6411  South  Main  Street 

Texas  Medical  Center 

Houston,  Texas  77026 

Completely  equipped  radioisotope  laboratory  for 
diagnostic  radioactive  tests  in: 

Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neuro- 
Surgery,  Urology,  Ophthalmology  and 
Obstetrics-Gsm  ecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director 

JAckson  6-1601 

Pathology 

John  H.  Childers,  M.D.  E.  H.  Valentine,  M.D. 

R.  R.  Rember,  M.D.  W.  L.  Crofford,  M.D. 

E.  P.  Jenevein,  M.D, 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathologry  Surtrical  Pathology 

Diagnostie  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Boulevard  Dallas,  Texas  76236 

MEIroee  7-0210 

(Mailing  containers  available  upon  request) 

MARVIN  D.  BELL,  A.  B.,  M.D. 

Clinical  Pathology 

1109  Medical  Arts  Bldg.  Dallas,  Texas 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation. 

P.  0.  Box  160  Lufkin.  Texas  76901 

Phone  634-4458 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

1106  N.  Bishop  Methodist  Hospital 

Dallas,  Texas  Dallas,  Texas 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology  Exfoliative  Cytology 

Surgical  Pathology  Medicolegal  Consultation 

Mailing  containers  on  request 

2112  Washington  Avenue  PL  6-7226 

P.O.  Box  3160  Waco,  Texas  76707 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D, 

1404  Pennsylvania  Ave.  (817)  336-7137 

P.  0.  Box  1118  Fort  Worth,  Texas  76101 

GEORGE  J.  RACE,  M.D.  AND  ASSOCIATES 
PATHOLOGISTS 

George  J.  Race,  M.D.,  Ph.D.  William  B.  Kingsley,  M.D. 

Gwendolyn  Crass.  M.D.  Norman  G.  P.  Helgeson,  M.D. 

Marie  L.  Shaw,  M.D.  H.  Richard  Pascoe,  M.D. 

Surgical  Pathology  and  Cytology  Consultation 

421  Medical  Tower  Building 

712  North  Washington,  Dallas,  Texas  75246 

Telephone  AC  214,  824-1258 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology, 
Serology,  Clinical  Chemistry,  Bacteriology,  Parasitol- 
ogy, Serum  Protein  Electrophoresis  and  Hemoglobin 
Electrophoresis 

Wilson  G.  Brown,  M.D.  George  V.  Miller,  M.D. 

Walter  G.  Olin,  M.D.  John  R.  Thomas,  M.D. 

S.  J.  Skinner,  M.D.  Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

166  Hermann  Professional  Bldg.,  JA  6-4031 

Houston  26,  Texas 

"Mailing  Containers  on  Request” 

"Office  Pickup  Service  in  Houston” 

Physical  Medicine 
and  Rehabilitation 

TEXAS  REHABILITATION  HOSPITAL 

OF  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  68.  GONZALES,  TEXAS  78629 

Facilities  for  physical  restoration. 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade 
through  twelfth  grade. 

ROBERT  M.  IZARD,  JR.,  M.D.  LYNN  SMITH.  SR. 

Medical  Director  Administrator 

ANATOMICAL  AND  CLINICAL  PATHOLOGY 

C.  D.  Fitzwilliam,  M.D.,  F.C.A.P. 

Diplomats  American  Board  of  Patholon' 

Exfoliative  Cytology 

Sursrical  and  Clinical  Patbolosy 

Radioactive  Isotopes 

109  Doctors  Bldg.,  800  Fifth  Ave.,  Ft.  Worth,  Texas 

ED  2-9437  ED  6-6297 

Mailing  Containers  on  Request 

Plastic  Surgery 

DR.  PREUSS  PATHOLOGY  LABORATORY 
Exfoliative  Cytology 
and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Avenue,  Room  306 

Dallas,  Texas  76226 

Telephone : TA  3-6912 

Specimen  containers  on  request 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  0,  BRAUER,  M.D. 

THOMAS  M.  BIGGS,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

6419  Caroline  Street  JA  3-8131  Houston,  Texas  77004 
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WILLARD  C.  SELLMAN,  JR.,  M.D. 
Plastic,  Maxillo-Facial  and  Hand 
Surgery 

630  Locke  Medical  Building 
6011  Harry  Hines  Blvd. 

Dallas,  Texas  76235  ME  7-4770 


BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of 
SiiTffery  and  Plastic  Surgrery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Tumors  of  the  Head  and  Neck 
1810  The  Medical  Towers  Tel.  JAckson  9-3679 

Houston  26,  Texas  Res.  SUnset  2-1628 


E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgrery  and  Surgery  of  the  Hand 

Suite  104 

Telephone  3434  Swiss  Avenue 

TAylor  4-7290  Dallas,  Texas 


W.  W.  SCHUESSLER,  M.D.  F.A.C.S. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center 

Telephone  1501  Arizona  Avenue 

633-6362  El  Paso,  Texas  79902 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

PLASTIC  SURGERY 

612  Doctors  Building  Fort  Worth  4,  Texas 

ED  6-0366 

Radiology 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office  Pasadena  Office 

1103  Medical  Towers  904%  E.  Southmore 

Houston,  Texas  77026  Pasadena,  Texas  77602 

JA  3-6576  GR  3-6488 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 

WILBUR  Q.  BUDD,  M.D.,  D.A.B.R. 

800  Rusk  Street 

Amarillo,  Texas  79106  373-8324 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

PLASTIC,  RECONSTRUCTIVE  SURGERY 
COSMETIC  SURGERY 

800  Fifth  Avenue 

Fort  Worth,  Texas  76104 

335-4751 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center 

Including  Radioisotopes 

2711  Oak  Lawn,  Dallas  19  LA  6-6661 

CARL  R.  COERS,  III,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC,  RECONSTRUCITVE  & HAND  SURGERY 

800  Fifth  Avenue 

Fort  Worth,  Texas  76104 

335-4751 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

800  Fifth  Avenue  Doctors  Building 

Fort  Worth,  Texas  EDison  2-3401 

MARCUS  L.  FINLEY,  M.D. 

PLASTIC,  RECONSTRUCTIVE  AND  HAND  SURGERY 

1115A  Pennsylvania  Avenue 

Fort  Worth,  Texas  76104 

Telephone  335-6439 

VALENTIN  GRACIA,  M.D. 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

PLASTIC  SURGERY 

1001  West  Rosedale  Fort  Worth,  Texas 

ED  6-0446 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

Agnes  M.  Guthrie,  M.D.,  D.A.B.R. 

X-RAY  DIAGNOSIS 

X-RAY  AND  RADIUM  THERAPY 
RADIOISOTOPES 

1221  Medical  Arts  Bldg RI  1-3621 

6011  Harry  Hines  Blvd ME  1-7070 

3607  Gaston  Ave TA  3-9961 

DALLAS,  TEXAS 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River  GR  6-9149  Austin,  Texas 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.  TE  8-4643 

602  Goodhue  Bldg.  TE  8-2224 

Baptist  Hospital  TE  3-6421 

Beaumont,  Texas 

Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate,  American  Board  of  Plastic  Surgery 

Practice  limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office:  272  Hermann  Prof.  Bldg. 

Houston,  Texas  77026  JA  8-2481 

Spring  Branch  Office:  9320  Westview 

Houston,  Texas  77066  JA  8-2481 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rotational  Therapy 

X-Ray  and  Radium  Therapy 

X-Ray  Diagnosis 

Radioisotopes 

846  Clarksville  St.  SU  4-4624  Paris,  Texas 
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Thoracic  Surgery 

Urology 

Donald  L.  Paulson,  M.D.  Harold  C.  Urschel,  Jr.,  M.D. 
DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.  TA  4-2503 

Dallas,  Texas 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  limited  to 

UROLOGY 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

THORACIC  AND  CARDIOVASCULAR  SURGERY 
James  0.  McBride,  M.D.,  F.A.C.S. 

662  South  Henderson,  Suite  A 

P.  0.  Box  1407 

Fort  Worth,  Texas  76102 

ED  2-7464  PE  8-4694 

JO  C.  ALEXANDER,  M.D. 

KARL  B.  KING,  M.D.  FOSTER  FUQUA,  M.D. 

ELGIN  W.  WARE,  JR.,  M.D. 

GEORGE  E.  HURT,  JR.,  M.D. 

EUGENE  R.  TODD,  M.D. 

DONALD  E.  JOHNSON,  M.D. 

Urology 

3707  Gaston  Avenue  Dallas,  Texas 

Charles  T.  Meadows,  M.D. 

Diplomate,  American  Board  of  Thoracic  Surgery 
Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

The  Professional  Building 

OR  3-8184 

1101  North  19th  Abilene,  Texas 

THE  UROLOGY  CLINIC 

1416  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 
Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplom&te  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urologry 

Hugh  Lamensdorf,  M.D. 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 
Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 
CARDIOVASCULAR  and 

PERIPHERAL  VASCULAR  SURGERY 

The  Doctors  Bldg.,  3707  Gaston  Ave. 

Dallas  10,  Texas 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

(Certified  by  American  Board  of  Uroloflry) 

Practice  limited  to 

UROLOGY 

612  University  Towers  Bldg.  1900  North  Oregon  St. 

El  Paso,  Texas  Ph.  KE  2-8130  & KE  3-4766 

Robert  R.  Shaw,  M.D.  John  L.  Eee,  Jr.,  M.D. 

DRS.  SHAW  AND  KEE 

THORACIC  SURGERY 

The  Doctors  Building  3707  Gaston  Avenue 

Dallas,  Texas  76246 

TA  6-6184 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Bocu'd  of  Uroloey 

Practice  Limited  to 

UROLOGY 

1703  St.  Joseph  Professional  Bldg.,  2000  Crawford 
Houston,  Texas  77002 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Sursery 

Thoracic  and  Cardiac  Surgery 

804  Locke  Med.  Bide.  6011  Harry  Hines  Bird. 

DaUaa.  Texas  7623S  ME  7-483S 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to 

UROLOGY 

1209-10  Medical  Arts  Bldg. 

CA  2-7621  Houston,  Texas  77002 

ELLIOTT  MENDENHALL,  JR.,  M.D.,  F.A.C.S. 
Thoracic,  Cardiac,  and  Vascular  Surgery 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

698  Westwood,  Suite  204  OR  7-2221 

Ahilene,  Texas  79603 

ERWIN  C.  WINKEL,  M.D. 

practice  limited  to 

UROLOGY 

Northwest  Professional  Center  OV  1-0343 

2926  West  T.C.  Jester  Blvd.  Houston,  Texas 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

602  Doctors  Building  800  Fifth  Avenue 

Fort  Worth,  Texas  332-7879 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002 

CA  7-1414 

JAMES  S.  BOREN,  M.D. 

ROBERT  I.  COX,  M.D. 

Diplomates  American  Board  of  Urology 

CONFERENCE  ON  MEDICAL  SERVICE 

January  17,  1970  Austin 

Ritdiard  H.  Harrison  III,  M.D.  John  M.  Baird,  M.D. 

F.A.C.S.,  D.A.B.U. 

DRS.  HARRISON  AND  BAIRD 

UROLOGY 

2721  Osier  Blvd.  823-0011  Bryan,  Texas  77801 
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Physicians  Wanted 

WANTED — A GENERAL  PRACTITIONER,  but  would  oonaider  in- 
t«rnUt ; to  becotne  ealaried  associate  to  a six  man  clinic  arroup  who  op> 
•rate  an  accredited  hospital  under  same  roof  with  clinic  in  a central 
Texas  town  of  10.000  ; would  be  on  salaried  basis  for  two  years  as  asso- 
ciate and  then  become  owner-partner.  Please  reply  to  Charles  A.  Garrett. 
M.D..  216  Craig  Street.  Hillsboro,  Texas. 

WANTED — M.D.'s  to  do  general  practice  with  surgery,  Houston  area. 
Present  doctors  netting  $4,000  to  $8,000  monthly  after  six  months  prac- 
tice. No  investment  required.  Send  resume  to  Ad-179,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

GENERAL  PRACTICE — DALLAS.  Established  three  man  group.  Los- 
ing one  man.  General  medicine  and  obstetrics.  No  office  investment  need- 
ed. Beginning  salary  with  partnership  after  interval.  Regular  day  off  and 
annual  vacation  with  no  lost  income.  Write  Drs.  Smith  and  Teel,  221 
Pleasant  Grove  Shopping  Center,  Dallas.  Texas  76217. 

ORTHOPEDIC  SURGEON  AND  TWO  GP's  needed  by  19  doctor  group. 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas,  Texas  75216. 

GENERAL  PRACTITIONER  NEEDED  to  assume  well-established 

practice  in  Milford.  Texas.  The  community's  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals. 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller.  P.O.  Box  546,  Milford.  Texas  76670.  area  code  214.  493-2611. 

DE^ATOLOGTST.  ^NT  AND  GENERAL  PRACTITIONER 
WANTED  to  associate  with  clinic  with  five  physicians,  two  dentists,  one 
orthodontist.  Also  complete  laboratory  and  x-ray  facilities.  Write  John  G. 
Compton,  Jr.,  M.D.,  Medical  Center  Clinic.  Waxahachie,  Texas  75165. 

INTERNIST,  board  certified  or  eligible  to  join  four  internists  in  15- 

doctor.  multi-specialty  clinic  in  West  Texas  city  of  36,000.  Life  and  mal- 
practice insurance,  disability  and  retirement  programs  provided.  Modem 
clinic  building  adjacent  to  accredited  hospital.  Starting  salary  $25,000. 
Contact  Jack  H.  Burnett,  Jr..  M.D.,  Malone  and  Hogan  Clinic,  901  Main 
Street.  Big  Spring.  Texas  79720. 

EXCELLENT  OPPORTUNITY  FOR  PHYSICIANS  in  Carrizo 

Springs,  Texas.  Office  space  available  in  new  professional  building  ad- 
jacent to  hospital  and  nursing  home.  Excellent  schools  and  housing  in 
city.  One  general  practitioner  needed.  For  information  write  or  call  C. 
W.  Vandervoort,  600  North  Ist  Street,  Carrizo  Springs,  Texas  78834. 
Phone  876-2650. 

UROLOGIST,  board  certified  or  eligible,  to  associate  with  a pro*^e«- 

sive  and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

RADIOLOGIST,  board  certified  or  eligible,  to  associate  with  a profirree- 

sive  and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd..  Austin.  Texas  78701. 

PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 

gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  ponulation  3.6,000.  Contact  Ad-236,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

ORTHOPEDIC  SURGEON.  PEDIATRICIAN.  OBSTETRICIAN  AND 
TWO  GENERAL  PRACTITIONERS  needed  by  19  doctoi^ipoup.  Salary 
open.  Pull  partnership  in  one  year.  100-bed  fully  accredited  hoepitaL 
Many  fringe  benefits  including  tax-sheltered  retirement  plan.  For  addi- 
tional details  write  Chester  Clinic  and  Hospital  Association,  3330  South 
Lancaster  Road,  Dallas,  Texas  76216,  Attn:  John  B.  Chester,  M.D. 

DISTRICT  AND  EMERGENCY  ROOM  PHYSICIANS— The  Amarillo 
Hospital  District  has  positions  open  for  District  and  Emergency  Room 
physicians.  We  operate  a 275-bed  general  hospital  and  a 100-bed  adult 
psychiatric  hospital.  Compensation  is  open  and  may  be  engaged  on  a 
retainer  or  contractual  basis.  Contact:  Mr.  Don  Pipes,  Personnel  Dl- 
rector.  Northwest  Texas  Hospital.  P.O.  Box  1110,  Amarillo,  Texas  79106. 

WANTED  GENERAL  SURGEON  as  an  associate  with  GP  in  small 
town  in  Central  Texas.  Have  privately  owned  combination  clinic  and 
hospital.  Beginning  salary  $4,000  per  month  or  may  rent  space  and  be 
on  own.  Dr.  M.  A.  Childress,  Goldthwaite,  Texas  76844.  Phone  648-2212. 

HOUSTON,  OB-GYN.  $20,000  guarantee  first  year  with  future  per- 
centage partnership.  Associate  with  two  OB-Gyn's.  Alternate  nights  and 
weekends.  Please  reply  to  Ad-247,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTITIONER  NEEDED  as  associate.  $22,500  first  year 

without  expense,  then  50/50  association  if  agreeable.  Good  hospital  facili- 
ties. Exceptional  clinic  personnel  and  equipment.  Minimum  O.B.  and  no 
major  surgery.  Pleasant  relaxed  working  arrangement  with  full  day  off 
midweek  and  rotate  weekend  call.  Fine  community — old  college  town  with 
good  schools,  new  college  campus,  new  lake,  new  airport,  new  18  hole 
golf  course.  60  minutes  from  downtown  Amarillo — 10  minutes  from  hunt- 
ing, boating,  skiing,  fishing  Northern  Pike  and  other  game  fish.  Share 
airplane  if  desired.  George  W.  Smith,  M.D.,  Clarendon,  Texas  79226. 
Phone  AC  806.  874-3531. 

PHYSICIANS  NEEDED:  Staff  physicians,  general  practitioners  and/ 
or  board  certified  specialists,  for  staff  of  Travis  State  School.  Fringe 
benefits  include  40  hour  work  week,  vacation  and  sick  leave.  Present  and 
projected  salary  increases  make  positions  attractive.  Contact  Medical  Di- 
rector,  Travis  State  School,  P.O.  Box  430,  Austin,  Texas  78767. 

GENERAL  PRACTITIONER  OR  GP-SURGEON  WANTED  in  East 
Texas  community  of  Crockett  (Houston  County).^  Office  space  available 
for  solo  practice  or  association  with  other  physicians  in  area — 106-bed 
new  hospital.  Center  for  industry,  farming,  livestock,  and  forestry  oi>era* 
tions.  Excellent  schools,  churches,  and  recreational  facilities  available.  For 
additional  information  contact  Houston  County  Development  Foundation, 
P.O.  Box  307,  Crockett,  Texas  76835,  area  code  713,  644-2359. 


GENERAL  PRACTITIONER  NEEDED  for  North  Central  Texas  com- 
munity of  1600  located  only  50  miles  north  of  Dallas  in  the  growing  Sher- 
man-Denison  Metropolitan  Area.  Strong  agricultural  economy  is  balanced 
with  fast  growing  area  industry.  Modern  office  space  available  in  build- 
ing occupied  on  one  side  by  dentist.  For  full  details,  contact  Ned  Culp, 
D.D.S.,  P.O.  Box  308,  Howe,  Texas  76069. 


ANESTHESIOLOGY  RESIDENCIES — approved  two  and  three  year 
programs.  660-l)ed  university  hospital.  Stipend  $7600-$8700  per  year. 
Write  to  Howard  L.  Zauder,  M.D.,  Department  of  Anesthesiology,  The 
University  of  Texas  Medical  School,  San  Antonio,  Texas  78229. 


GENERAL  PRACTITIONER  NEEDED  to  associate  with  well-estab- 
lished physician  in  Dallas  area.  Contact:  Ben  Capote,  M.D.,  308  NW  2nd, 
Grand  Prairie,  Texas  75050. 


HELLO  DOCTOR,  TIRED  OF  THE  RAT  RACE?  READ  THIS.  Gen- 
eral practitioner  wanted.  Our  medical  work  allows  for  home  life  and 
regular  hours;  small  community  in  beautiful  North  Texas  area;  inter- 
esting and  varied  work  ; paid  vacation  and  other  fring  benefits  ; salary 
range  depending  on  training  and  experience  from  $16,812  to  $21,698;  an 
equal  opportunity  employer.  Here  is  an  opportunity  to  escape  the  urban 
crush  for  an  idyllic  and  pastoral  environment.  Write  to  Chief  of  Staff, 
Veterans  Administration  Center.  Bonham,  Texas. 


GENERAL  PRACTITIONER  WANTED:  Excellent  location,  area  serv- 
ing 4,000.  First  class  well  equipped  hospital,  good  schools,  churches.  Hunt- 
ing, fishing  and  golf.  Can  make  $25,000-$30,000  first  year.  Retiring  due 
to  health.  J.  F.  Howell,  M.D.,  Box  396,  Sonora,  Texas  76950. 


GENERAL  PRACTICE  PHYSICIAN  WANTED  to  take  over  well  es- 
tablished 33  year  old  practice  in  Uvalde,  Texas.  Modern  building,  down- 
town, 20  miles  from  Garner  State  Park,  80  miles  from  San  Antonio, 
Texas.  Present  doctor  retiring  due  to  ill  health.  Please  contact  George  B. 
Cunningham,  M.D.,  126  West  Nopal  Street,  Uvalde,  Texas.  Telephone 
AC  512,  278-3255. 


PRIVATE  INDIVIDUAL  PRACTICE— $30,000  guaranteed  first  year 
with  little  or  no  practice  expense.  Second  year  potential  unlimited.  Maxi- 
mum leisure  time  with  family.  Suburban  medical  center  with  lovely  resi- 
dential area  five  minutes  away.  Sanford  Smith,  Northshore  Medical  Cen- 
ter, AC  713,  453-5454,  P.O.  Box  9836,  Houston.  Texas  77015. 


PSYCHIATRIC  RESIDENCY  in  approved  three  year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics,  and 
community  centers.  Outstanding  faculty,  and  programs.  Stipends  with 
Texas  license,  $13,000,  $14,000  and  $15,000  per  year.  NIMH  grants  avail- 
able. For  full  information  write:  Anthony  P.  Rouses,  M.D.,  Director  of 
Training,  Austin  State  Hospital,  Austin,  Texas  78751. 


INDUSTRIAL  MEDICAL  CLINIC  LOCATED  IN  DALLAS  NEEDS 
A GENERAL  PRACTITIONER.  First  year  salary  guaranteed  and  is 
based  upon  experience  with  future  percentage  partnership.  Please  reply 
to  Charles  E.  Cook,  M.D.,  426  Medical  Arts  Building,  1719  Pacific  Avenue, 
telephone  747-3712,  or  650  Locke  Medical  Building,  6011  Harry  Hines 
Blvd.,  telephone  638-2730. 


PSYCHIATRIC  RESIDENCY : Progressive  State  Hospital,  five  year 
career  program,  affiliated  with  Southwestern  Medical  School  in  Dallas, 
starting  July  1.  Five  year  salary  in  excess  of  $80,000,  plus  other  liberal 
benefits.  Contact  Luis  M.  Cowley,  M.D.,  Superintendent,  Terrell  State 
Hospital,  P.O.  Box  70,  Terrell,  Texas  75160.  An  eciual  opportunity  em- 
ployer. 


INTERNIST  WANTED  FOR  GROUP  PRACTICE  on  percentage  basis 
with  guarantee  of  $30,000  income  per  annum.  Prefer  someone  familiar 
with  Southwest.  Please  reply  to  Ad-264,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Te.xas  78701. 


WANTED:  GENERAL  PRACTITIONER,  INTERNIST,  OR  PEDIA- 
TRICIAN to  join  medical  staff  of  Abilene  State  School.  Base  annual 
salary  $20,000  with  supplement  of  $1000-$3000  if  board  certified  and 
working  full-time  in  that  capacity.  Forty-hour  week,  excellent  vacation/ 
sick  plan  and  about  11  holidays  a year.  Good  life  and  hospitalization  plan. 
Social  Security  and  excellent  State  Retirement  Coverage.  I.ovely  com- 
munity of  110,000  friendly  people  in  West  Central  Texas.  Texas  license 
required.  Contact  Superintendent  L.  W.  Cain,  P.O.  Box  451,  Abilene, 
Texas  79604. 


Situations  Wanted 


MD  SEEKS  OPENING  in  state,  federal,  insurance,  industrial,  college 
or  relief  work.  Experienced  in  private  practice  and  industrial  and  insti- 
tutional work.  Part  time  or  locum  tenens.  Please  reply  to  Ad-196,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


MEDICAL  OFFICE  FOR  RENT  : Prime  location  in  North  Dallas.  Com- 
pletely partitioned  and  available  for  immediate  occupancy.  Call  area  code 
214,  363-6415  or  363-2770,  or  write  Dr.  Robert  Londeree,  6140  Sherry 
Lane,  Dallas,  Texas  75225. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $6.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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OFFICES  AVAILABEE — Highjy  prosperous  suburb,  Houston,  Texas. 
New  office  suites  available  with  established  physicians.  Arra  needs  oto- 
laryngology, orthopedics,  pediatrics,  general  practice,  obstetrics  and  gyne- 
cology. For  information  call  HO  4-1557  or  write  James  E.  Cook,  M.D., 
9320  Westview,  Houston,  Texas  77055.  All  new  physicians  in  this  area 
have  been  successful  in  very  short  period  of  time. 

HILL  COUNTRY  DREAM.  650  acres,  beautiful  live  oak  country,  close 
to  town,  lots  of  game.  29%  down,  owner  finance,  G%  for  15  years.  Also 
1500  acres,  ranch  land,  pecan  bottom,  running  creek.  Lots  of  deer  and 
turkey.  $160  per  acre.  29%  down,  owner  finance.  Contact  Bill  Flint,  Ken 
Offer  Real  Estate,  212  East  Main  Street,  Fredericksburg,  Texas.  Area 
code  612,  997-2522. 

OPENING  FOR  PHYSICIAN  IN  GOLIAD,  TEXAS.  Recently  com- 
pleted professional  office  building,  ready  for  occupancy.  Goliad  is  a pro- 
gressive town  with  6,000  people  in  the  trade  area.  Goliad  has  an  excellent 
well-equipped  and  operated  county  hospital  and  modern  48-bed  nursing 
home.  For  further  information  call  collect  MI  6-3296  or  write  Drawer  S, 
Goliad  77963.  Don’t  miss  this  excellent  opportunity ! 


FOR  SALE : Excellent  opportunity  in  good  North  East  Texas  town  of 
6,000  with  large  drawing  territory.  Atlanta  is  located  in  Cass  County  in 
a triangle  formed  by  Texarkana,  Marshall  and  Shreveport.  Have  had  an 
established  practice  since  1935.  Am  having  to  retire  on  account  of  health 
and  wish  to  sell  weU  equipped  clinic  of  ten  rooms.  New  hospital  to  be 
constructed  in  1970.  New  $75,000,000  industrial  plant  has  started  con- 
struction ten  miles  north.  Excellent  churches  and  schools.  New  high  school 
under  construction  at  present.  Excellent  hunting  and  fishing  nearby. 
Friendly  people  and  a progressive  town.  Contact  E.  W.  Grumbles,  M.D., 
Atlanta,  Texas.  Phone  796-2285. 


AVAILABLE — Office  suite  designed  for  obstetrician  or  general  practi- 
tioner in  doctors  building.  Richardson,  Texas.  For  additional  information 
call  AC  214,  363-2001,  Dallas. 


Miscellaneous 


SOUTHWEST  REGIONAL  POISON  CONTROL  CENTER.  Free  toxi- 
cological consultation  and  information  on  medicinal  and  commercial 
products  is  available  by  phone  when  your  patients  are  poisoned.  Center 
is  open  24  hours  each  day,  7 days  a week,  with  professionally  trained 
staff  present.  Call  area  code  713,  SO  5-1420,  SO  6-2408  or  766-1011.  The 
University  of  Texas  Medical  Branch,  Galveston,  Texas  77560.  Supported 
by  PHS-CPF-69-21. 

WANTED:  PHARMACY  LOCATION  in  clinic  with  18  or  more  doctors. 
Contact  Robert  Grantham,  Jr.,  P.O.  Box  13350,  Houston,  Texas  77019. 


AS  NEAR  AS  YOUR  MAILBOX  OR  TELEPHONE! 

TMA  MEMORIAL  LIBRARY 

1801  Norfh  Lamar  Blvd. 

Austin,  Texas  78701 
512  477-6704 


TEXAS  MEDICAL 
ASSOCIATIOIM 
AIMIXlUAL  SESSIOIM 
APRIL  30-MAY  3 
DALLAS  1970 


ANNOUNCING 

THE  THIRTY-THIRD  ANNUAL  MEETING 
of 

THE  NEW  ORLEANS  GRADUATE 
MEDICAL  ASSEMBLY 

Conference  Headquarters  — The  Roosevelt  Hotel 
March  2,  3,  4,  5,  1 970 

GUEST  SPEAKERS 


John  J.  Bonica,  M.D.,  Seattle,  Wash. 

Anesthesiology 

John  R.  Hill,  M.D.,  Rochester,  Minn. 

Colon  and  Rectal  Surgery 
Walter  B.  Shelley,  M.D.,  Philadelphia,  Pa. 

Dermatology 

H.  M.  Pollard,  M.D.,  Ann  Arbor,  Mich. 

Gastroenterology 
Walter  Lane,  M.D.,  Tampa,  Fla. 

General  Practice 

Henry  Clay  Frick,  II,  M.D.,  New  York,  N.Y. 

Gynecology 

William  H.  Crosby,  M.D.,  Boston,  Mass. 

Internal  Medicine 

Thomas  L.  Petty,  M.D.,  Denver,  Colo. 

Internal  Medicine 

David  N.  Danforth,  M.D.,  Chicago,  III. 

Obstetrics 

Ralph  A.  Straffon, 
Urology 


Jack  A.  Dillohunt,  M.D.,  Albuquerque,  N.M. 
Ophthalmology 

John  j.  Niebauer,  M.D.,  San  Francisco,  Calif. 
Orthopedic  Surgery 

William  K.  Wright,  M.D.,  Houston,  Tex. 
Otolaryngology 

Omer  E.  Hagebusch,  M.D.,  St.  Louis,  Mo. 
Pathology 

Chester  M.  Edelmann,  Jr.,  M.D.,  Bronx,  N.Y. 
Pediatrics 

Howard  P.  Rome,  M.D.,  Rochester,  Minn. 
Psychiatry 

Wendell  P.  Stampfli,  M.D.,  Denver,  Colo. 
Radiology 

Joel  W.  Baker,  M.D.,  Seattle,  Wash. 

Surgery 

Edwin  J.  Wylie,  M.D.,  San  Francisco,  Calif. 
Surgery 

.D.,  Cleveland,  Ohio 


Lectures,  symposia,  clinicopathologic  conference,  round-table  luncheons,  medical  motion  pictures,  technical  exhibits,  and  entertainment 
for  visiting  wives. 

(All-inclusive  registration  fee  — $35.00) 

This  program  is  acceptable  for  twenty-two  (22)  prescribed  hours  and  nine  (9)  elective  hours  by  the  American  Academy  of  General 
Practice. 

For  information  concerning  the  Assembly  meeting  write  Secretary,  The  New  Orleans  Graduate  Medical  Assembly,  Room  1538,  1430  Tu- 
lane  Avenue,  New  Orleans,  Louisiana  70112. 
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A few  gaps  in  his  memory.. .a  spell  of  unexplained 
weakness. ..a  moment  of  confusion  now  and  then:  The  early 
warnings  of  cerebrovascular  disease  are  often  subtle,  easy  for 
the  patient  to  dismiss. 

But  they  are  by  no  means  uncommon. 

You  are  most  likely  to  detect  them,  of  course,  in  the 
diabetic,  the  hypertensive,  the  cardiac  patient... surprisingly 
often  during  the  most  productive  years  of  their  lives,  the  forties 
and  fifties. 

But  it  may  take  careful  questioning,  sometimes  of 
the  family  as  well  as  the  patient,  to  detect  the  warnings.  You 
can’t  always  trust  the  patient  to  speak  of  them  spontaneously. 

It  pays  to  be  suspicious.  Early  diagnosis  of  transient 
ischemia  means  more  viable  vascular  muscle  capable  of  re- 
sponding to  the  direct  spasmolytic  and  dilating  action  of 
Cyclospasmol...a  better  chance  to  protect  and  maintain  ade- 
quate cerebral  circulation. 

Cyclospasmol  is  particularly  suited  for  long-term 
therapy:  It  has  a smooth,  gradual  onset  of  action. ..chances 
for  the  desired  result  increase  with  continued  use. ..it  is  nota- 
bly free  of  adrenergic,  cardiostimulant  and  other  unwanted 
effects. 


(Did  he  mention 
it  when  you 
checked  his  glucose 
tolerance?) 


Before  transient  cerebral  ischemia  gives  way  to  last- 
ing damage 


Cyclospasmol  (cyclandelate) 


For  long-term  enhancement  of  cerebral 

blood  flow  See  facing  page  for  Brief  Summary 


INDEX 

Key  to  Index 


Authors  are  indexed  first  in  a separate  list.  In  the  subject  index,  most  items  which  concern 
Texas  Medical  Association  are  listed  under  this  entry.  Deceased  physicians  are  listed  alphabeti- 
cally under  "Deaths.” 
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Cobb,  S.  H.  

Oct. 

3,  70 

Cohen,  L.  S. 

See:  Eigenbrodt,  E.  H. 

Cohen,  M.  M. 

Jan. 

2,  76 

Month 

Page 

Cole,  C.  M. 

(President's  Page) 

May 

37 

June 

41 

July 

33 

Aug. 

25 

Sept. 

39 

Oct. 

33 

Nov. 

39 

Dec. 

19 

Collins,  L.  C. 

See:  Navarrete-Reyna, 

A. 

Comstock,  E.  G.  . 

Feb. 

26 

Apr. 

39 

Conley,  J 

Ian. 

2,  50,  55 

Cooley,  R.  N. 

See:  Hodges,  F.  C.; 

Reynolds,  J. 

Coopwood,  T.  B, 

-Dec. 

2,  42 

Cope,  R.  L 

- - May 

3,  78 

Corgill,  D.  A. 

See:  Mabry,  R.  L. 

Costanzi,  J.  J.  .... 

Oct. 

3,  66 

Courington,  F.  W.  .. 

Aug. 

32 

Cox,  E.  A.  

Oct. 

106 

Crawford,  M.  R.  , 

Dec. 

14 

Cruz,  A.  B.,  Jr. 

See:  Andrews,  E.  C. 

D 

D'Agostino,  A.  N. 


See:  Wise,  J.  R.,  Jr. 
Daly,  D.  D. 

See:  Wise,  J.  R.,  Jr. 

Daniel,  R.  K. 

Jan. 

2,  48 

Denhoff,  E.  

Mar. 

2,  56 

Deter,  R.  L. . 

-May 

33 

Dec. 

15 

Dickerson,  M.  S.  

Dorman,  G.  W. 

See:  Wyrick,  W.,  Jr. 
Duff,  F.  L. 

Apr. 

36 

See:  McGanity,  W.  J. 
Duvall,  P. 

See:  Ratts,  T.  E. 


E 

Eigenbrodt,  E.  H.  July  3,  84 

See  also:  Ratts,  T.  E.; 

Shropshire,  S.;  Stone,  M.; 

Wise,  J.  R.,  Jr. 


F 

Fallis,  B.  D. 

See:  Eigenbrodt,  E.  H.;  Ratts, 

R.  E.;  Shropshire,  S.; 

Stone,  M. 

Farrell,  G. May  3,90 

Fernbach,  D.  J. 

See:  Nora,  A.  H, 

Foley,  F.  D. . _ Oct.  2,36 

Fox,  M.  ^_May  3,  82 


G 

Giesecke,  A.  H. 

See:  Stone,  M. 

Glass,  T.  G.,  Jr. July  41 

Gold,  D. 

See:  Poth,  E.  J. 

Graivier,  L. 

See:  Wyrick,  W.,  Jr. 

Greenawald,  K.  A. 

See:  Foley,  F.  D. 


Month  Page 

Greenwood,  J.,  Jr.  Nov.  3,  64 

Grollman,  A.  Sept.  2,  58 

See  also:  Fox,  M. 

Gross,  M.  _ . Aug.  3,60 

Grossman,  R.  G. 

See:  Acosta,  C. 


H 


Hamrick,  W.  H.  . Apr.  35 

Hartley,  A.  I.  Mar.  2,  50 

Hatcher,  R.  L.  „ Aug.  2,  40 

Hawkins,  W.  R.  Ian.  2,  38 

Hayward,  R.  H. 

See:  Inmon,  T.  W. 

Headlee,  R.  E. 

See:  Farrell,  G. 

Hickox,  J.  R.  _ Mar.  31 

Hodges,  F.  C.  lune  3,  70 

Oct.  3,  81 

Hoenecke,  H. 

See:  Rosenstock,  H.  A. 

Holland,  R.  H.  Dec.  2,  57 

Hull,  A.  R. 

See:  Ratts,  T.  E. 


I 

Inmon,  T.  W.  _ _ Apr.  3,70 

Isham,  A.  C.  Nov.  108 


J 

Jasin,  H.  E. 

See:  Shropshire,  S. 
Johnson,  E.  C. 

See:  Akin,  W.  O. 


Johnston,  D.  W.  . 

-Mar. 

34 

July 

113 

Jordan,  P.  H.,  Jr. 

See:  Coopwood,  T.  B, 
Judd,  W.  H. -- 

June 

31 

K 

Kaufman,  R.  H. 

See:  Buttram,  V.  C.,  Jr. 

Kellaway,  P. 

See:  Greenwood,  J.,  Jr. 

Kessler,  F.  B.  July  2,  60 

Kiefer,  E.  D.  Oct.  3,60 

Kilgore,  B.  B. 

See:  Wise,  J.  R.,  Jr. 

Kilman,  W.  J. 

See:  Shropshire,  S. 

Kimsey,  L.  R.  Sept.  35 

Klein,  C. 

See:  Rosenstock,  H,  A. 

Kramer,  R.  I. 

See:  Wyrick,  W.,  Jr. 

Kroening,  P.  M. 

See:  Inmon,  T.  W. 


L 

Lankford,  L.  L.  July  2,  48 

Larson,  D,  L. 

See:  Wofford,  B. 

LeBus,  H.  E. 

See:  Bandeira-Teixeira,  F.  M. 

Legett,  G.  F _ Feb.  2,  76 

Leone,  C.  R.,  Jr.  Jan.  2,  44 

LePere,  R.  H.  May  2,  50 
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Month  Page 

Levy,  L.  J.  - - ^ - July  2,  66 

Lew/is,  S.  R. 

See:  Wofford,  B. 

Lockhart,  W.  E. ^_Oct.  30 

Logan,  G.  B Jan.  2,  64 

Luby,  J.  P. 

See;  Wise,  J.  R.,  Jr. 

Lynch,  J.  B. 

See:  Wofford,  B. 


M 


McCloy,  S.  G.  

. May 

31 

McDonough,  J.  R. 

See:  Bruce,  R.  A. 

McEwan-Alvarado,  G. 

_ _ Mar. 

3,  82 

McGovern,  J.  P.  _ - 

Dec. 

13 

McGanity,  W.  J.  - 

Mar. 

2,  40 

Mabry,  R.  L.  _ . 

May 

2,  42 

Macnab,  1. 

^ Nov. 

3,  56 

Marshall,  M.  . 

Aug. 

2,  44 

Marshall,  R.  B. 

See:  Sarles,  H.  E. 

Mendenhall,  E. 

Jan. 

27 

Miller,  A.  _ ___ 

Apr. 

2,  65 

Miller,  G.  E. 

Sept. 

2,  44 

Miller,  H.  H.  . 

Apr. 

3,  85 

Miller,  J.  E. 

Jan. 

28 

Money,  E. 

Nov. 

3,  74 

Morgan,  J.  R. 

June 

35 

Morris,  A.  H. 

See:  Eigenbrodt,  E.  H. 
Moser,  H. 

See:  Farrell,  G. 

Moure,  J. 

See:  Farrell,  G. 
Mullins,  J.  F. 

See:  Castro\«,  F.  F.,  II 


N 

Nash,  G, 

See;  Foley,  F.  D. 

Navarrete-Reyna,  A.  Feb.  2,  52 

Correction  _ Mar.  113 

Nora,  A.  H.  . Feb.  2,  38 

North,  R.  R. 

See:  Wise,  J.  R.,  Jr. 


o 

Overton,  P.  R.  Jan,  31 

Mar.  36 


P 

Patterson,  M. 

See:  Castiglioni,  L.  J. 

Pierce,  A.  K. 

See:  Ratts,  T.  E.;  Wise, 

J.  T.,  Jr. 

Pisar,  D.  E.  Dec.  2,  52 


Month 

Page 

A 

Abdominal  Pain  (CPC) 

Jan. 

69 

Acromegaly 

Aug. 

24 

Adolescence,  Psychology 

Mar. 

60 

Advertising,  Tax  

Dec. 

81 

Ahn,  C.  H.  _ . 

May 

118 

Air  Pollution  

Oct. 

29 

Alcoholism,  Physicians 
Seminar 

June 

95 

Allergy  and  Cataracts  _ 

Jan. 

48 

Vaccination  . 

Feb. 

48 

AMDOC  _ 

^ Mar. 

123 

June 

88 

American  Association  of 
Medical  Assistants  

Sept. 

91 

Nov. 

105 

American  Board  of  Family 
Practice  _ 

Mar, 

112 

American  College  of 
Radiology 

Jan, 

28 

Month 

Page 

Poth,  E.  J. 

2,  56 

Price,  A.  E. 

Pruitt,  B.  A.,  Jr. 

See:  Foley,  F.  D. 

Q 

. Feb. 

2,  44 

Queen,  C.  R. 

R 

Nov. 

27 

Randall,  A.  G. 

Ratliff,  C.  W. 

See:  Bandeira-Teixeira, 
F.  M. 

Nov. 

29 

Ratts,  T.  E.  - _ 

Rauschkolb,  E,  W. 

See:  Farrell,  G. 

--  Aug. 

3,  70 

Ray,  R.  S, 

July 

29 

Rector,  F.,  Jr. 

See:  Stone,  M. 

Reed,  T.  A. 

See:  Cobb,  S.  H. 

Remmers,  A.  R.,  Jr. 

See:  Sarles,  H.  E. 

Reynolds,  J.  Feb.  2,71 

Roberts,  D.  K. 

See:  Sarles,  H.  E. 

Roberts,  J.  L. 

See:  Kimsey,  L.  R. 


Roberts,  S.  B. 

Aug. 

3,  66 

Rockwood,  C.  A. 

See:  Andrews,  E.  C. 

Rosenstock,  H.  A.  

Feb. 

2,  84 

Aug. 

3,  56 

Ross,  W.  B. 

Sept. 

2,  52 

Rouse,  B.  M.  

June 

2,  50 

Rouse,  M.  0. 

Apr. 

38 

Sept. 

33 

s 

Sanders,  C.  M.  _ 

- Jan. 

30 

Sandor,  1.  M. 

See:  Rosenstock,  H.  A. 

Sarles,  H.  E.  

_ Feb. 

2,  32 

Schenker,  S. 

See:  Ratts,  T.  E.;  Stone,  M. 
Schreiber,  M.  H, 

See:  Hodges,  F.  C. 

Schultz,  J.  M. 

See:  Eigenbrodt,  E,  H.; 
Ratts,  T.  E. 

Seitzman,  L. 

See:  Fox,  M. 


Seyffert,  W.  A.,  Jr. 

Apr. 

46 

Shelton,  E.  L. 

See:  Smith,  H.  T. 

Shropshire,  S. 

Dec. 

2,  62 

Smiley,  J.  D. 

See:  Shropshire,  S. 

Smith,  A.  L.,  Jr. 

_ _ Nov. 

2,  44 

Smith,  H.  T.  

July 

3,  78 

Smith,  J.  L. 

- Jan. 

2,  58 

INDEX  OF  SUBJECTS 


Month 

Page 

American  College  of 

Surgeons 

-Jan. 

103 

North  Texas  Chapter 

Apr. 

121 

Aug. 

94 

Nov. 

107 

National  Institutes  of  Health 

Organ  Transplant 

Registry 

May 

116 

American  Industrial  Health 

Conference  

Mar. 

125 

Apr. 

121 

American  Medical 

Association 

Jan. 

106 

May 

125 

June 

95 

AMA-ERF  (President's 

Page)  __  

Dec. 

19 

American  Medical  News 

Aug. 

87 

AMPAC  . _ - 

-June 

31 

Board  of  Trustees 

- Nov. 

92 

House  of  Delegates 

Sept. 

34 

Texas  Resolutions 

-July 

101 

Aug. 

78 

Woman’s  Auxiliary 

-Aug. 

86 

Sommer,  A.  W, 

See:  Inmon,  T.  W. 
Stewart,  C.  V. 

Month 

Page 

See:  Navarrete-Reyna, 
Stinson,  J.  C. 

See:  Bandeira-Teixeira, 
F.  M. 

A. 

Stone,  M.  

- Sept. 

3,  72 

Stone,  0.  J. 

2,  53 

Stone,  S.  V.,  Jr. 

See:  Overton,  P.  R. 

Oct. 

2,  40 

Sullivan,  M.  P. 

Sunbury,  T.  R. 

See:  Inmon,  T.  W, 
Sutow,  W.  W. 

See;  Sullivan,  M.  P. 

T 

Dec. 

2,  46 

Taylor,  G. 

Townsend,  F.  M. 

See;  Fox,  M. 

Dec. 

13 

Turner,  R.  J.,  Ill 

V 

Vance,  J.  E. 

See:  Inmon,  T.  W. 
Villavicencio,  E. 

See:  Fox,  M. 

Mar. 

3,  91 

Vollman,  R.  W. 

Votteler,  T.  P. 

See:  Wyrick,  W.,  Jr. 

w 

-Apr. 

2,  55 

Walker,  T.  A.  _ - 

Feb. 

2,  66 

Walthall,  W. 

Sept. 

34 

Waltz,  T.  A. 

Mar. 

2,  66 

Wang,  M. 

See:  Bandeira-Teixeira, 
F.  M. 

Aug. 

24 

Weinberg,  P.  C. 

Dec. 

2,  60 

Weisbach,  P.  T. 

- - June 

88 

Wells,  K.  A. 

Mar. 

2,  60 

Westerfield,  R.  E.  . 

Aug. 

26 

White,  B.  B. 

Nov. 

30 

Williams,  T.  N. 

Wilson,  H.  E. 

Mar. 

3,  72 

May 

2,  67 

Wise,  j.  R.,  Jr. 

-Oct. 

3,  88 

Wiseman,  J.  S. 

See;  Hatcher,  R.  L. 

Nov. 

3,  84 

Wofford,  B. 

Wolff,  W.  M. 

See:  Marshall,  M. 

- Sept. 

3,  70 

Wyrick,  W.,  Jr. 

z 

Ziff,  M. 

See:  Ratts,  T.  E. 

Mar. 

3,  76 

Zinn,  M.  B. 

May 

2,  58 

Month  Page 


American  Medical  Writers 
Association,  Texas 

Members  _ Apr.  99 

Oct.  103 

American  Physical  Therapy 
Association, 

Texas  Chapter  May  129 

Anastomosis  May  50 

Anemia  Oct.  66 

Acquired  Aplastic  . Feb.  38 

Anesthesia,  Complications, 

Liver  Damage  (CPC)  Sept.  72 

Aneurysms,  Surgery  May  50 

Appendix  Feb.  52 

Argininosuccinic  Aciduria  __May  90 

Armed  Forces  Oct.  100 

Arrhythmias  May  58 

Arsenic  J. Oct.  40 

Art,  Therapy  lune  80 

Arthroplasty  July  48 

Association  for  Children  with 

Learning  Disabilities  __Feb.  114 

Association  of  American 

Medical  Colleges May  114 
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Month 

Page 

Association  of  American 

Physicians  and 

Surgeons,  Inc.  

Feb. 

107 

Asthma,  Diagnosis 

Jan. 

64 

Austin  State  Hospital 

June 

80 

Awards 

Anson  Jones 

Feb. 

93 

Distinguished  Service 

Sept. 

81 

Science  Fair 

June 

86 

Texas  Medicine 

June 

79 

Sept. 

52,  86 

Oct. 

70 

Nov. 

74 

B 

Backache  

Apr. 

46 

Correction 

- July 

107 

Bacterial  Endocarditis, 

Subacute  (CPC) 

July 

84 

Baylor  College  of  Medicine  ..Jan. 

97 

Feb. 

103 

Mar. 

126 

May 

32 

July 

27,  108 

Aug. 

81 

Beaumont  State  Center 

for 

Human  Development 

June 

79 

Bexar  County  Medical 

Society Oct.  109 

Birth  Control,  Biblical 

Endorsement  _ . _ Feb.  84 

Blood  Pressure  Sept.  62 

Blood,  Whole  June  35 

Blue  Cross-Blue  Shield 

of  Texas  - _ . Jan.  103 

July  107 

Aug.  102 

Sept.  86 

Oct.  99 

Board  of  Nurse  Examiners 

for  the  State  of  Texas.  _ Feb.  106,  109 


Aug. 

86 

Books 

Jan. 

113 

Feb. 

126 

Mar. 

139 

Apr. 

131 

May 

134 

June 

109 

July 

129 

Aug. 

117 

Sept. 

95 

Oct. 

121 

Nov. 

123 

Dec. 

99 

Boutonniere,  Deformity 

July 

60 

Bowel,  Obstruction 

Mar. 

76 

Breast  Cancer,  Male  __ 

Dec. 

42 

Brucellosis 

- Apr. 

46 

Correction 

July 

107 

Bureau  of  Narcotics  and 

Dangerous  Drugs  

Mar. 

106 

Burns 

Oct. 

3b 

Burn  Wound  Care, 

New  Tub  

Sept. 

70 

c 

Cancer,  Breast  . _ 

Dec. 

42 

Dec. 

57 

Surgery 

.-May 

42 

Carcinogenesis  

Oct. 

40 

Cardiac  Arrest,  Plan 

.May 

67 

Carotid  Artery  

May 

42 

Cast,  Remolded 

-July 

70 

Cataracts  and  Allergy 

..  Jan. 

48 

Cerebral  Vasospasm 

. Nov. 

74 

Cervix 

Feb. 

66 

Cheese  

-Apr. 

46 

Correction 

July 

107 

Chemical  Carcinogens 

Sept. 

52 

Chemotherapy 

Dec. 

46 

Chest  Pain  

. May 

78 

Child  Abuse  _ 

Mar. 

50 

Childhood  Anemia,  Acquired 

Aplastic  - - - 

Feb. 

38 

Children's  Hospital  Research 

Foundation,  Inc. 

..  Feb. 

114 

Mar. 

126 

Chiropractic  

June 

85 

Chondromyxoid  Fibroma 

Dec. 

52 

Citizenship 

June 

31 

Civilian  Health  and  Medical 

Program  for  the  Uni- 

formed  Services  _ 

-Apr. 

114 

Cole,  C.  M. 

. May 

115 

College  of  American 

Pathologists 

-Aug. 

83 

Month 

Page 

College  Examination  Form 

July 

29 

COMB-1  Form 

Mar. 

107 

Colposcopy 

Communicable  Diseases, 

Feb. 

66 

Report 

Mar. 

105 

Services 

-Oct. 

100 

Community  Health  Week 

Aug. 

102 

Comprehensive  Health 

Sept. 

33 

Planning 

Mar. 

34,  113 

Health  Services  Act 
Contraceptives,  Biblical 
Endorsement 

Dec. 

97 

Feb. 

84 

Cordotomy,  Technique 

July 

36 

Coronary  Disease,  Exercise 

May 

73 

Corporate  Medical  Practice 

Mar. 

36 

Cortisone,  Snakebite 

July 

41 

Cryosurgery  - - _ 

Aug. 

24 

Cytologic  Screening 

Dec. 

60 

Cytology,  Cervix  - 

Feb. 

66 

Vaginal  

Feb. 

62 

D 

Dallas  Southern  Clinical 


Society  - - 

Feb. 

113 

Degenerative  Disc  Disease 

Nov. 

56 

Deglutition,  Physiology 

Mar. 

82 

Devic's  Disease  (CPC)  

Oct. 

88 

Diabetes  - . 

-Mar. 

101 

Diabetic  Retinopathy  

Jan. 

38 

Diagnostic  Screening 

June 

50 

Diarrhea,  Diabetic 

Mar. 

101 

Diphtheria  . - 

Direct  Billing 

Mar. 

105 

(President’s  Page) 

Aug. 

25 

Disability  Benefits  

Dec. 

86 

Disaster  Medical  Care  

Nov. 

27,  93 

Supplies  

Mar. 

106 

Diseases  in  Nature  Transmis- 

sible  to  Man,  Conference 
Distinguished  Service 

May 

129 

Award  -- 

Sept. 

81 

Diverticulitis,  Duodenal 

Mar. 

91 

Division  of  Narcotic  Addiction 

and  Drug  Abuse  __ 

-Mar. 

111 

Doodling  — 

-July 

no 

Draft  Call 

. Mar. 

111 

Apr. 

97 

Drop  Foot  - 

July 

66 

Drowning,  Near,  Treatment 

Aug. 

32 

Drugs  - 

Jan. 

/b 

Feb. 

44,  103 

Mar. 

106 

Abuse  . - - 

May 

33 

June 

83 

Aug. 

82 

Conference  

Nov. 

111 

Education 

Mar. 

31 

Labeling 

Feb. 

103 

Materials  

July 

96 

Duodenum  . . 

Oct. 

56 

Dysmenorrhea  - 

Aug. 

52 

E 

East  Texas  State  Tubercu- 


losis  Hospital  

- May 

118 

Eighth  District  Medical 

Society 

Mar, 

125 

Electrocardiography  

. _ May 

73 

El  Paso  County  Medical 

Society 

May 

33 

Emergency  Treatment 

Aug. 

94 

Endometrium  

Aug. 

52 

Entropion,  Congenital 

Jan. 

44 

Epilepsy,  Surgical 

Treatment  - - 

- Nov. 

64 

Eye  - - 

-Jan. 

44 

Allergy  - 

Jan. 

48 

F 


Face  _ - 

Facial  Nerve  Damage, 

-Nov, 

40 

Extratemporal 

Jan. 

50 

Facial  Paralysis 

Nov. 

48 

Fasciotomy  

. July 

41 

Factitial  Disease  

- - Apr. 

65 

Fee  Splitting  . 

Fees,  Usual,  Customary, 

- July 

102 

and  Reasonable  -_ 

- Feb. 

96 

Fifth  District 

July 

113 

Medical  Society  

Dec. 

29 

Flying  Physicians  Association, 

Texas  Chapter 

Oct. 

109 

Month 

Page 

FOCUS,  Inc. 

Mar. 

123 

Food  Poisoning,  Laredo 

Schools 

Apr. 

36 

Fort  Worth  Clinical  Sympo 

slum.  Second  Annual 

Mar. 

125 

Fractures  

Nov. 

40 

G 

Gas  Gangrene 

- Oct. 

44 

Gastrectomy 

Oct. 

66 

Gastric  Ulcer 

Oct. 

60 

Geriatrics 

Sept. 

35 

Glass,  T.  G.,  Jr, 

Oct. 

30 

Gomerulonephritis  (CPC) 

Aug. 

70 

Goodpastures  Syndrome 

(CPC)  -- 

Aug. 

70 

Graduates,  Texas  Medical 

Schools 

July 

108 

Granuloma  

-,  Nov. 

52 

H 

Hand  Surgery  _ 

- July 

48,  60 

Head  and  Neck 

Radical  Surgery 

Ian. 

55 

Surgery  

May 

42 

Head  Pains 

Nov. 

44 

Health  Care  Costs  - - 

Feb. 

25,  96 

Apr.  85, 

112,  115 

Health  Care  Planning 

(President’s  Page) 

Mar. 

39 

Health  Careers,  Training 

(President's  Page)  _ 

Feb. 

29 

Sept. 

82 

Health  Education  - - . 

Sept. 

33 

Community  _ . - 

- July 

97 

Health,  Education,  and 

Welfare 

Sept. 

83,  86 

Health  Insurance  Council 

- Mar. 

107 

July 

96 

Health  Services,  Student 

Aug. 

44 

Heart  

. May 

58,  73 

Hemangiopericytoma  _ 

-July 

78 

Hemipelvix,  Postresection 

Subluxation  - -- 

_ Dec. 

52 

Hemoptysis  (CPC)  _ _ 

Aug. 

70 

Hemorrhoidectomy, 

Resection  _ . - . . 

Aug. 

48 

Hemolytic  Streptococci 

Gangrene  - - 

Oct. 

50 

Hepatitis  (CPC)  

Sept. 

72 

Herpes  Simplex  Encephalitis 

(CPC) 

Nov. 

84 

Histiocytic  Medullary 

Reticulosis  - . 

- Aug. 

56 

Hobbies 

Oct. 

106 

Nov. 

108 

Hospital 

Boards,  Physicians  on  - 

Ian. 

30 

Costs  - 

-Apr. 

85 

Gangrene 

_ Oct. 

50 

Utilization 

. Sept. 

92 

Houston  Museum  of  Medical 

Science  _ 

Nov. 

105 

Houston  Society  of  Clinical 

Pathologists  

_ Mar. 

126 

Hyperammonemia 

May 

90 

Hypertension 

Sept. 

58 

in  Children  and  Young  - 

Sept. 

62 

Hypercalcemia  (CPC) 

May 

82 

I 


Ilium,  Tumor 

Dec. 

52 

Immunology  

Nov. 

52 

Individual  Responsibility 

Aug. 

23 

Infection  - 

Aug. 

66 

Oct.  40, 

44,  50 

Infectious  Disease 

Oct, 

36 

1 nflammation 

Apr. 

53 

Oct. 

40 

Influenza,  Texas  Incidence 

Jan. 

98 

Report  

May 

125 

Dec. 

82 

Injury,  Self  Induced 

Apr. 

65 

Institute  for  Biomedical 

Research  at  The 

University  of  Texas  . - 

Feb. 

109 

International  Medical  Assembly 

of  Southwest  Texas  - 

Jan. 

105 

Dec. 

29 

International  Science  Fair 

Apr, 

119 

Interphalangeal  Joint, 

Disruption  of  Extensor 

Mechanism 

-July 

60 

Iodides 

-Apr. 

53 

I N DEX  — continued 


Month  Page 

J 

Joint  Commission  on  Accredi- 
tation of  Hospitals  Sept.  34 


K 

Keogh  Oct.  96 

Nov.  32 

Dec.  70,  81,  86 

Kidney  - . - Sept.  58 


L 


LAOS  - - 

Mar. 

123 

Laredo  Independent  School 

District 

June 

83 

Learning  Problems, 

Detection  

Mar. 

56 

Legislation  

Nov. 

92 

Liability  . - 

Jan. 

31 

Liposarcoma  (CPC) 

May 

82 

Low  Back  Pain  . 

Nov. 

56 

LSD,  Alcoholism  Cure 

Overrated  _ _ 

Sept. 

93 

Lubbock  Surgical  Society 

Sept. 

104 

Lung  Cancer  

Dec. 

57 

Lupus  Erythematosis, 

Systemic  (CPC) 

Dec. 

62 

M 

McLennan  County  Medical 

Society  

Apr. 

122 

Malignant  Histiocytoses  _ 

Aug. 

56 

Malpractice  

Nov. 

99 

Marihuana  

Apr. 

109 

Maternal  Deaths 

June 

35 

Measles  _ . 

Mar. 

105 

June 

85 

Medicaid  - 

June 

93 

Sept. 

83 

(President’s  Page)  __  _ 

Oct. 

33 

Oct. 

99 

Nov. 

30 

(President's  Page) 

Nov. 

39 

Dec. 

81 

Abuse  Study 

July 

102 

Medical  Assistants, 

Schools 

Dec. 

14 

Medical  Care,  Costs 

Dec. 

15 

Fragmentation 

(President’s  Page) 

June 

41 

Medical 

Credit  Cards 

_ Nov. 

91 

Education 

(President’s  Page) 

Jan. 

34 

Feb. 

106 

Mar. 

107 

Apr. 

98 

July 

27 

Aug. 

102 

Sept. 

35 

Journalism  Internship 

June 

84 

Legislation  

June 

77 

Missionary  

Sept. 

91 

Pilgrimage  

May 

118 

Planning,  Future 

(President’s  Page) 

July 

33 

Practice  in  Small  and  Large 

Communities  

May 

125 

Medical  Research  Foundation 

of  Texas 

June 

83 

(President’s  Page) 

Dec. 

19 

Medical  School,  Expansion 

1 -Jan. 

97 

Graduates,  1968 

Jan. 

88 

Sites,  Committee 

Aug. 

87 

Students 

Apr. 

38 

May 

31 

Medical  Service  . 

Mar. 

123 

Medical  Writing  

Mar. 

115 

Medicare 

Jan. 

103 

June 

31,  93 

July 

102,  107 

Aug. 

88 

Sept. 

86 

(President’s  Page) 

Oct. 

33 

Nov. 

30 

Dec. 

81 

Drug  Coverage 

Apr. 

111 

Meconium  Ileus 

Mar. 

76 

Mental  Health,  Retardation 

June 

42 

Services  

Aug. 

44 

Mental  Hospitals 

-Sept. 

44 

Mental  Retardation  . 

June  50,  55,  60 

Art  _ _ - -- 

-June 

80 

Month 

Page 

Medical  Service,  Voluntary 

Mar. 

123 

Metabolic  Errors 

- May 

90 

Methadone  Treatment 

Nov. 

91 

Methodist  Hospital  - 

Sept. 

104 

Military  Service, 

Obligations  . - 

- Nov. 

105 

Model  Cities  

Aug. 

26 

Multiple  Sclerosis,  Acute 

(CPC)  --  

Oct. 

88 

Myocardial  Infarction  

_May 

58 

Symposium  . 

Aug. 

105 

Myositis,  Acute  (CPC) 

- Dec. 

62 

Myxoglobulosis  . . 

- Feb. 

52 

Correction  _ 

-Mar. 

113 

N 


National  Association  of 

Sanitarians  _ May  129 

National  Institute  of 
Child  Health  and 

Human  Development  Apr.  109 

National  Institute  of 

Mental  Health  Mar.  Ill 

Apr.  109 

May  116 

Necrotizing  Fasciitis  Oct.  44,50 

Negligence  _ . Ian.  31 

Neighborhood  Service 

Centers  . Aug.  26 

Neonatal 

Pneumoperitoneum  Mar.  72 

Neoplasia,  Cervical  __  Dec.  60 

Nerve  Damage,  Facial  Ian.  50 

Neurologic  Disorders  in 

Children  Mar.  66 

Neurosurgery  -Mar.  66 

Ninth  District  Medical 

Society  --  - Mar.  125 

4-Nitroquinoline-l  Oxide  Sept.  52 

North  Texas  Planning  Council 
for  Hospitals  and  Related 
Health  Facilities  _ . - Jan.  105 

Nuclear  “Caps”  Sept.  52 

Nursing  Education  - - Dec.  96 

Nutrition  Survey  Mar.  40 


o 


Ocular  Surgery 

__  Oct. 

70 

Opiates,  History 

Orga  no  phosphate 

Jan. 

76 

Poisoning 

Aug. 

40 

Orient  Adventure 

Mar. 

108 

Aug. 

82 

Osier,  William 

Dec. 

13 

p 


Packaged  Disaster  Hospital 

-Nov. 

27,  93 

Pain  - -- 

July 

36 

Panhandle  District  Medical 
Society  _ 

Sept. 

104 

Paraendocrinopathy  (CPC) 

May 

82 

Parathion  Poisoning 

Aug. 

40 

Peer  Review 

(President’s  Page)  - 

Oct. 

33 

Nov. 

91 

Pemphigus  Vulgaris  - 

Feb. 

48 

Correction 

Mar. 

113 

Penthrane  (CPC) 

Sept. 

72 

Pericarditis  (CPC)  

Apr. 

70 

Pertussis  --  

Mar. 

105 

Pesticide  Poisoning  _ - 

Aug. 

40 

Philosophy,  Medical 
(President's  Page) 

May 

37 

Phycomycosis 

Oct. 

44 

Physicians  Benevolent  Fund 

(President’s  Page) 

Dec. 

19 

Physicians 

Distribution  of  - _ 

Feb. 

no 

Responsibility 

June 

31 

Plants,  Medicinal  _ - _ 

Feb. 

no 

Pleomorphic  Liposarcoma  _ 

-May 

82 

Pneumoperitoneum, 

Newborn  

Mar. 

72 

Poison  Control  Center 

Aug. 

83 

Treatment  for  

Feb. 

26 

Police  Surgeons  . - 

July 

97 

Polio,  Paralytic 

Mar. 

105 

Portal,  Hypertension 

- Apr. 

55 

Month  Page 


Postgraduate  Courses 

Jan. 

104 

Feb. 

125 

Mar. 

134 

Apr. 

119 

May 

127 

June 

107 

July 

109 

Aug. 

104 

Sept. 

119 

Oct. 

123 

Nov. 

129 

Dec. 

33 

Postgraduate  Medical  Assembly 

of  South  Texas 

June 

95 

July 

119 

Preventive  Medicine 

Sept. 

33 

Professional  Association 

Act  - 

Aug. 

97 

Professional  Associations  and 

Corporations 

. Dec. 

81 

Project  Concern 

Mar. 

123 

Project  HOPE  

- Mar. 

123 

May 

113 

July 

99,  107 

Aug. 

93 

Oct. 

100 

Dec. 

97 

Prostaglandins  

-Aug. 

52 

Prudential  Insurance  Company 

of  America 

(President’s  Page)  

Sept. 

39 

Sept. 

85 

Oct. 

99 

Nov. 

96 

Dec. 

81 

Pseudomonas  - 

Oct. 

36 

Psychological  Testing 

June 

55 

R 

Radiology  - 

June 

70 

Radiological  Case 

- Feb. 

71 

June 

70 

Oct. 

81 

Radiation  Myocarditis 

(CPC) 

Apr. 

70 

Regional  Medical  Program 

of 

Texas 

Mar. 

111 

July 

99 

Aug. 

103 

Rehabilitation, 

Commission  for 

May 

108 

Oct. 

103 

Rehabilitation, 

Facial  Nerve  _ _ 

-Jan. 

50 

Renal  Failure  . 

. Feb. 

32 

Management  - 

Aug. 

60 

Resuscitation  

-May 

67 

Retinopathy,  Diabetic 

-Jan. 

38 

Retirement  Plans 

Dec. 

70 

Rheumatoid  Arthritis 

-July 

48 

Rubella  Vaccine 

Oct. 

100 

Rusk  State  Hospital 

June 

80 

s 

St.  Luke’s  Episcopal 

Hospital 

Mar. 

126 

Salary  Survey,  Interns, 

Residents  - - 

Aug. 

94 

Santa  Rosa  Medical 

Center  - - 

Sept. 

82 

Sarcoidosis  (CPC) 

. Dec. 

62 

School  Athletics  Statement 

Aug. 

93 

School  Health  . 

July 

29 

Program  Conference  

June 

95 

July 

119 

Scott  and  White,  Conference 

in  Medicine  and  Surgery 

Jan. 

105 

Memorial  Hospital  

- Mar. 

126 

Science  Fair  Awards 

June 

86 

Secretogogues 

Oct. 

56 

Separate  Billing 

Jan. 

28 

Sex  Education  

-Feb. 

76 

Nov. 

91 

Shunts,  Portacaval 

Apr. 

55 

Smallpox  Vaccination, 

Complications  of  

-Feb. 

48 

Smartset  International 

-May 

33 

Snake  Bite  . . 

July 

41 

Oct. 

30 

Southern  Methodist 

University 

-July 

95 

Southwestern  School  of  Allied 

Health  Sciences 

_ May 

116 

Southwestern  Surgical 

Congress 

May 

129 

Sporotrichosis 

Apr. 

bd 

I N DEX  — continued 


Month 


Page 


State  Interagency  Health 


Council 

Mar. 

113 

Stomach,  Ulcer 

Oct. 

60 

Strongyloides  Stercoralis 

Feb. 

44 

Student  American  Medical 

Association 

Feb. 

96 

Apr. 

38,  121 

May 

31 

Submucosa 

Aug. 

48 

Surgery 

Sept. 

58 

Head  and  Neck,  Radical 

Jan. 

55 

Lung  Cancer 

Dec. 

57 

Symposium  on  Problems  of 

Childhood  and 

Adolescence 

Apr. 

122 

Synergistic  Bacterial 

Gangrene  

Oct. 

44 

Synovectomy  .. 

July 

48 

Syphilis 

Mar. 

105 

Syphilitic  Aortitis  (CPC) 

July 

84 

Systemic  Lupus 

Erythematosis  (CPC) 

Dec. 

62 

T 

Tax  Reform 

Dec. 

81 

Teaching  Aids  

Jan. 

97 

Temporomandibular 

Nov. 

44 

Tetanus 

Mar. 

105 

Texas  Academy  of  General 

Practice 

Mar. 

125 

Apr. 

122 

Sept. 

104 

Valley  Chapter  ^ 

Feb. 

114 

Mar. 

126 

Texas  Conference  of  Tuber- 

culosis  Workers 

Mar. 

125 

Texas  Air  Control  Board 

July 

97 

Texas  Association  of  Obstetri- 

cians  and  Gynecologists 

Feb. 

113 

Texas  Commission  on 

Alcoholism  - . 

Apr. 

99 

Texas  Conference  of  Tubercu- 

losis  Workers 

Mar. 

125 

Texas  Dental  Association 

Apr. 

122 

Texas  Department  of  Mental 

Health  and  Mental 

Retardation 

June 

80 

Texas  Heart  Association 

Aug. 

105 

Sept. 

104 

Texas  Hospital  Association 

Apr. 

102,  122 

Texas  Medical  Assistants 

Association 

May 

129 

July 

97 

Dec. 

96 

Texas  Medical  Association 

Annual  Session 

Jan. 

87 

Feb. 

92 

Mar. 

117 

Oct. 

95 

Dec. 

85 

(President’s  Page) 

Apr. 

45 

Exhibits 

Nov. 

92 

Program 

Mar. 

P.-l 

Apr.  90,  101, 

109,  121 

May 

104 

Papers  

Oct. 

96 

Award,  Anson  Jones 

Feb. 

93 

Distinguished 

Service 

Sept. 

81 

Texas  Medicine 

June 

79 

Sept. 

52,  86 

Oct. 

70 

Nov. 

74 

Board  of  Trustees 

Feb. 

93 

Nov. 

96 

Committee  on  Association 

Insurance  Programs 

(President’s  Page) 

Sept. 

39 

Sept. 

85 

Oct. 

99 

Dec. 

81 

Committee  on  Health  Care 

Costs  

Feb. 

96 

Committee  on  School 

Health  

July 

29 

Committee  on  Workmen’s 

Compensation  and 

Industrial  Health 

May 

117 

Conference  on 

Legislation 

Feb. 

88 

Conference  on  Medical 

Service 

Nov. 

97 

Conference  on  Public 
Relations  and 
Public  Service  . „ 


Dec.  29,  85,  87 


July  102 

Aug.  101,  105 
Sept.  81,  87,  103 
Nov.  91,  94 
Ian.  27 


Month 

Page 

Executive  Board 

Fees,  Usual,  Customary, 

Nov. 

91 

and  Reasonable 

. . Feb. 

96 

House  of  Delegates 

Apr. 

35 

Special  Session 

May 

107 

(President’s  Page)  . 

Sept. 

39 

Sept. 

85 

Transactions 

Sept. 

86 

Insurance  Programs 

Sept. 

39,  85 

Oct. 

99 

Nov. 

96 

Enrollment  Deadline 

Dec. 

81 

Professional  Liability 
Keogh  Retirement 

. Feb. 

95 

Program 

Oct. 

96 

Nov. 

32,  97 

Dec.  ' 

70,  81,  86 

Unit  Values 

Nov. 

97 

Dec. 

86 

Legislation 

- Apr. 

35,  95 

Members 

- Mar. 

118 

Members  Retirement  Plan 
and  Trust  (See  Linder 
Texas  Medical  Associa- 
tion, Keogh) 

Optimum  School  Health 


Program  Conference 

June 

95 

July 

119 

Publications,  TMA  Action, 

Texas  Medicine 

Nov. 

92 

S.  E.  Thompson  Fund  . 

Feb, 

96 

Texas  Nurses  Association 

Mar. 

126 

June 

83 

Nov. 

105 

Texas  Nursing  Home 

Association 

Jan. 

105 

Mar. 

126 

Apr. 

122 

July 

119 

Aug. 

105 

Sept. 

104 

Oct. 

109 

Texas  Nutrition  Survey 

-Mar. 

40 

Texas  Pediatric  Society  __ 

Sept. 

103 

Nov. 

100 

Texas  Pharmaceutical 

Association 

-June 

95 

July 

119 

Texas  Physical  Medicine  and 

Rehabilitation  Society  _ 

Sept. 

104 

Texas  Public  Health 

Association 

Feb. 

113 

Texas  Radiological  Society 

-Jan. 

105 

Feb. 

71 

Oct. 

81 

Dec. 

29 

Texas  Rehabilitation 

Association  

^June 

95 

July 

119 

Texas  Rheumatism 

Association 

-Nov. 

111 

Texas  Safety  Association 

July 

109 

Texas  Social  Welfare 

Association 

-Feb. 

114 

Texas  Society  for  the  Pre- 

vention  of  Blindness  . 

July 

119 

Aug. 

81,  105 

Texas  Society  of  Child 

Psychiatry 

Mar. 

127 

Texas  Society  of  Internal 

Medicine,  Inc.  ._ 

Nov. 

111 

Texas  State  Board  of  Examiners 

in  the  Basic  Sciences  __ 

-Feb. 

106 

Dec. 

82 

Texas  State  Board  of  Medical 

Examiners 

Feb. 

106 

Apr. 

97 

May 

114 

June 

96 

Oct. 

105 

Nov. 

107 

Texas  State  Board 

of  Pharmacy 

Jan. 

98 

Feb. 

104 

Mar. 

106 

Texas  State  Board  of  Voca- 

tional  Nurse  Examiners- 

_ Oct. 

103 

Texas  State  Department  of 

Health 

Jan. 

98 

Communicable  Diseases, 

Report 

- Mar. 

105 

Apr. 

36 

May 

125 

June 

83,  85 

Oct. 

100 

Nov. 

29 

Dec. 

82 

Texas  Surgical  Society  

-Mar. 

125 

Aug. 

105 

Sept. 

103 

Month 

Page 

Texas  Tech  University  School 

of  Medicine 

July 

27 

Texas  Thoracic  Society 

Mar. 

125 

Texas  Tuberculosis  and 

Respiratory  Disease 

Association 

Mar. 

125 

Texas  Urological  Society 

Jan. 

106 

Feb. 

113 

Texas  Woman’s  University 

College  of  Nursing 

May 

114 

July 

93 

Texas  Youth  Conference 

July 

107 

Thiabendazole 

Feb. 

44 

Title  XIX 

June 

93 

July 

102 

Aug. 

88 

Nov. 

30 

Titus  Harris  Memorial 

Library  - 

Dec. 

96 

Toxicology,  Clinical 

Apr. 

39 

Transplant,  Posterior  Tibial 

Tendon 

July 

66 

Trauma 

Oct. 

36 

Nov. 

40 

Trichorrhexis  Nodosa 

May 

90 

Truth  in  Lending  Act 

Sept. 

83 

Nov. 

100 

Tubercle  Formation 

Nov. 

52 

Tuberculosis,  Care 

Nov. 

29 

Renal  - - 

June 

70 

Tumor  

July 

78 

Wilms’ 

Dec. 

46 

u 

Ulcer,  Peptic 

Oct. 

56,  60 

Uniform  Anatomical 

Gift  Act 

June 

90 

Unit  System 

Sept. 

44 

United  States-Mexico  Border 

Public  Health  Asociation 

May 

129 

University  of  Texas 

at  Austin 

Apr. 

99,  109 

Aug. 

University  of  Texas  Dental 

School  at  San  Antonio  July 

University  of  Texas  Graduate 
School  of  Biomedical 
Sciences  at  Houston  Aug. 

University  of  Texas  Institute 
for  Biomedical  Research  Feb. 

University  of  Texas  M.  D. 

Anderson  Hospital  and  Tumor 
Institute  at  Houston  Jan. 

Feb. 

July 

Aug. 

Oct. 

Nov. 


83 

95 

81 

109 


105 
13,  114 
93 
85 
109 
97 


University  of  Texas  Medical 

Branch  at  Galveston  May  31 

July  99,  108 

Sept.  83 

Oct.  105 

Dec.  82,  96 

Department  of  Radiology  June  70 

University  of  Texas  Medical 

School  at  San  Antonio  Jan.  98 

Feb.  107 

May  31 

June  84 

Sept.  91,92 

Oct.  103,  109 

Dec.  82,  96 

University  of  Texas  Nursing 

School  July  96 

University  of  Texas  School  of 

Medicine  in  Houston  July  27,95 

University  of  Texas  School  of 

Public  Health  Jan.  97 

Dec.  96 


University  of  Texas  South- 
western Medical  School 

at  Dallas  . __  Jan.  102,  103 

Feb.  109 
Mar.  113 
Apr.  99,  112,  115 
May  32 

June  93 

July  95,  108 
Aug.  85,  88 
Sept.  91,92 
Oct.  105 
Nov.  99,  107 
Dec.  82.  97 

University  of  Texas  System  Feb.  107 

Mar.  107,  111 
Apr.  119 
June  86 

July  27,  95,  96 


Dues  Increase 
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Wonth 

Page 

Board  of  Regents  - - 

Sept. 

91,  93 

Oct. 

105 

Dec. 

96 

Development  Board,  Santa 

Rita  Award 

_ - July 

93 

United  States  Air  Force  School 

of  Aerospace  Medicine- 

. Sept. 

92 

United  States  Public  Health 

Service,  Emergency  Health 

Services  Division 

Mar. 

106 

Urban  Improvement  - 

Aug. 

26 

Urinary  Tract,  Infections 

Aug. 

66 

V 

Vagina,  Cytology 

Feb. 

62 

Varices,  Bleeding 

- Apr. 

55 

Venereal  Disease  Treatment 

Legislation  - 

Sept. 

82 

Vertigo  - - 

Jan. 

58 

Vietnam  Volunteers  - 

Mar. 

123 

June 

88 

Violence  Study  _ 

Aug. 

93 

w 

Waco  Heart  Association  _ 

Apr. 

122 

Wade,  David  _ 

Mar. 

113 

Webb-Zapata-Jim  Hogg  Counties 

Medical  Society  _ 

Sept. 

82 

Welfare  Assistance 

Payments 

July 

92 

Wilms'  Tumor  

Dec. 

46 

Workmen's  Compensation 

Disputes,  Procedure 

May 

117 

Worms,  Round 

Feb. 

44 

X 

X-ray  Seminar  

Feb. 

71 

DEATHS 

A 

Amil,  N.  L. 

Sept. 

122 

Arrington,  J.  H. 

Aug. 

124 

B 

Baird,  S.  S. 

June 

112 

Barnes,  L.  R.,  Jr. 

Dec. 

109 

Barrow,  R.  A.,  Jr. 

June 

111 

Berger,  B.  J. 

Feb. 

129 

Binney,  C.,  II 

Apr. 

134 

Bohls,  S.  W. 

Sept. 

122 

Bonham,  R.  F.  

Mar. 

144 

Bowen,  R. 

Mar. 

143 

Browning,  H.  E.  G. 

Aug. 

124 

Brunazzi,  R.  R. 

Sept. 

121 

Burg,  E.  M. 

Oct. 

126 

Carter,  J.  C.  . 

C 

Month 

June 

Page 

111 

Caton,  J.  H.  . 

July 

132 

Chambers,  J.  0. 
Chernosky,  W.  A. 

- Jan. 

114 



Dec. 

109 

Cherry,  R.  L. 

May 

137 

Cockerell,  L.  L. 

Sept. 

121 

Colby,  F.  W.  C.  . 



--Sept. 

122 

Cole,  C.  M. 

Feb. 

130 

Copeland,  H.  V. 

— - 

July 

134 

Darwin,  J.  T. 

D 

- Apr. 

135 

Davis,  W.  T. 

June 

111 

Deaton,  H.  0. 

Oct. 

124 

Dittman,  C.  H. 

Apr. 

136 

Drager,  G.  A. 

Jan. 

115 

Edmondson,  J.  W. 

E 

Apr. 

135 

Ellis,  1.  D. 

Dec. 

101 

Enloe,  D.  C.  



Feb. 

130 

Esquivel,  S.  July  132 


F 


Fahring,  G.  H. 

G 

Apr. 

136 

Gallagher,  P. 

July 

134 

George,  J.  M. 

May 

138 

Glass,  T.  G. 

June 

111 

Glen,  J.  K. 

- Oct. 

125 

Goggans,  D.  S. 



- Dec. 

102 

Googe,  J.  T.  - 



- - Jan. 

116 

Gray,  C.  W. 

Nov. 

131 

Griffin,  A.  A. 

Dec. 

no 

Grogan,  R.  L. 

Jan. 

115 

Guy,  R.  S.  - 

H 

Jan. 

116 

Haggard,  F.  N. 

Ian. 

116 

Harris,  T.  H. 

July 

133 

Heinen,  A.  1. 

Dec. 

no 

Hooks,  J.  M.,  Jr. 

- Nov. 

131 

Hucherson,  D.  C. 

Dec. 

no 

Hutton,  S.  B.,  Jr. 

- 

Nov. 

131 

Jernigan,  J.  P. 

J 

-Feb. 

130 

Jernigan,  L.  M. 



May 

137 

Jordaan,  J.  D.  -_ 

Aug. 

124 

Jordan,  D.  W. 



Feb. 

129 

K 


Kenney,  N.  M. 

Oct. 

125 

Keyser,  L.  L. 

Mar. 

142 

Killingsworth,  W.  P. 

Feb. 

128 

King,  K.  B.  - 

- Nov. 

132 

Kingsbury,  H.  B. 

Aug. 

122 

Klotz,  H.  L. 

July 

133 

Knickerbocker,  B.  A. 

Dec. 

101 

Knox,  M.  T 

Aug. 

123 

Koberg,  F.  J.  

June 

U2 

Landon,  F.  R 

L 

Month 

May 

Page 

137 

Latson,  J.  R 

Apr. 

134 

Lee,  R.  E 

- Sept. 

121 

McKnight,  W.  H. 

M 

- Nov. 

132 

Martin,  S.  B. 

. -Feb. 

128 

Messer,  J.  N. 

Apr. 

136 

Miller,  A.  C 
Montagnet,  J.  M. 

Apr. 

136 

Sept. 

120 

Moore,  W.  S. 

Mar. 

144 

Munk,  O. 

Dec. 

no 

Nordmeyer,  A.  F. 

N 

Oct. 

126 

O’Bannon,  M.  C. 

O 

Oct. 

126 

Oswalt,  C.  E. 

- Aug. 

122 

Owen,  A.  G. 

_ Feb. 

129 

Panzarella,  C.  J. 

P 

- Dec. 

109 

Parchman,  H.  W. 

-Aug. 

123 

Paschal,  F.  L. 

July 

132 

Pattillo,  G.  L. 

Oct. 

126 

Patton,  L.  K. 

-Oct. 

125 

Phelps,  C.  R. 



May 

138 

Phillips,  W.  G. 

June 

112 

Pilcher,  J.  F. 

Apr. 

134 

Price,  T.  G. 

— 

Mar. 

143 

Rabinowitz,  H,  1. 

R 

Aug. 

123 

Ravel,  V.  M. 

May 

137 

Reilly,  D.  R. 

Dec. 

102 

Ricks,  G.  H.  

Mar. 

144 

Riley,  P. 

-July 

133 

Robinson,  G.  L. 

Apr. 

135 

Russo,  G.  M.  . 

June 

112 

Sherrill,  L.  H. 

S 

Aug. 

123 

Short,  R.  F. 

July 

132 

Smith,  W.  S. 

July 

131 

Somodevilla,  S.  U. 

Jan. 

115 

Stewart,  C.  S.  _ 

-—  Feb. 

129 

Syler,  R.  W.  . 

July 

131 

Tenney,  S.  W. 

T 

Oct. 

125 

Thomas,  A.  L. 

- Nov. 

132 

Warner,  C.  M. 

W 

May 

138 

White,  C.  V. 

-._  Nov. 

131 

Whittier,  C.  A,,  Jr. 

Apr. 

135 

Williams,  J.  H. 

Mar. 

143 

Wilson,  0.  W. 

Dec. 

102 

Woodward,  V.  R. 

-July 

134 

Zidd,  E.  L.  - 

z 

Nov. 

130 
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